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Disclosures

Did I mention that I am not an
echocardiographer???
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Audience

Anderson giving
valve talk at
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How much valve disease 1s out there?

Valve Disease prevalence 2.5%
0.7% 18-44y to 13.3% =75y

Nkomo et al. Lancet 2006;368:1005
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Valve Disease in the Elderly
Historically speaking!

* 'Two schools of thought:

— Symptomatic elderly with VHD:

* “You are too old and frail to undergo surgery!”

— Asymptomatic elderly with severe VHD:
* “You are doing too well to consider the risk of surgery!”
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Why did we need new guidelines in
20147
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Survival with asymptomatic aortic stenosis

100

P < 0.0001

AV-Vel|
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AV-Vel
50to 5.5 m/fs

Event-free Survival (%)
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Years
Patients with AV-Vel from 4.0 to 5.0 m/s
Pts. at risk: 82 BY 59 38
Patients with AV-Vel from 5.0 to 5.5 m/s
Pts. at risk: 72 53 29 18

Patients with AV-Vel = 5.5 m/s

Pts. at risk: 44 20 11 5

Raphael Rosenhek et al. Circulation. 2010;121:151-156

More data
on natural history
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We have better imaging and quantification techniques.
Proximal Isovelocity Surface Area (PISA)

Vena
contracta

Regurgitation jet
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We also now have better outcomes from
interventions!
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Access to minimally invasive therapies.
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What 1s new in the 2014 guidelines?

Stages of disease
Farlier therapy for asymptomatic patients
Patient specific therapy (no one size for all)

Tools to increase the utility of the guidelines
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‘ JACC Journals

2013 ACCF/AHA Guideline for the Management of Heart Failure: A Report of the
American College of Cardiology Foundation/American Heart Association Task Force

on Practice Guidelines

At Risk for Heart Failure

Heart Fallure

J Am Coll Cardiol. 2013;62(16):e147-¢239. doi:10.1016/j.jacc.2013.05.019
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2014 ACC/AHA Valve Guidelines
Stage A-D

* Additional definitions of severity

e (Guidance on when to intervene

* How often to perform follow up exams
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Stages of Progression ot VHD

Stage Definition Description
A At risk Patients with risk factors for the development of
VHD
B Progressive Patients with progressive VHD (mild-to-moderate
severity and asymptomatic)
C Asymptomatic | Asymptomatic patients who have reached the
severe criteria for severe VHD
C1: Asymptomatic patients with severe VHD in
whom the left or right ventricle remains
compensated
C2: Asymptomatic patients who have severe VHD,
with decompensation of the left or right ventricle
D Symptomatic Patients who have developed symptoms as a result
severe of VHD
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2014 ACC/AHA Valve Guidelines
Stage A-D

e What is severe valve disease?

— Severe when outcomes are poor
— Severe when symptoms occur

— When intervention prolongs survival
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Survival with asymptomatic aortic stenosis
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Does area matter as much?

[

=

o
1

P=20.12

AVA = 0.6 cm?

AVA < 0.6 cm?

Event-free Survival (%)

= N WA 1 & N B WO
o 0 O 0o 0 0 0 0 o O

] ] ] L [ | ] ] ] ]

Q
[
N
W
+a
an
o))

Years
Patients with AVA = 0.6 cm?#
Pts. at risk: 69 47 25 14 7 5 2
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Asymptomatic Mitral Regurgitation
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2014 ACC/AHA Valve Guidelines
Stage A-D

* What 1s decompensated LV?

— C1: compensated LV
— C2: decompensated L.V

— Function when outcomes are poor
— Function when postop LV function declines

— When intervention prolongs survival g AMERICAN
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Mitral Regurgitation
Preop EF vs Postop Survival

EF 260%

_ﬂ_ 72%

EF <50% & = 329%
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Stage Definition Valve Anatomy Valve Hemodynamics Hemodynamic Symptoms

Consequences
A Atrisk of AS *Bicuspid aortic valve (or other | -Aortic Vmax <2 m/s -None -None
congenital valve . .
el Aortic Stenosis:
sclerosis

B Progressive AS | *Mild-to-moderate leaflet *Mild AS:Aortic Vmax 2.0-2.9 m/s Early LV diastolic *None S t a ge S Of D i S e aS e

calcification of a bicuspid or ormean AP <20 mm Hg-Moderate dysfunction may be

trileafiet valve with some AS:Aortic Vmax 3.0-3.9 m/s ormean | present-Normal LVEF

reduction in systolic motion AP 20-39 mm Hg

or-Rheumatic valve changes ] Am Coll Cardiol. 201 4,63 (22) :2438-2488
with commissural fusion

C: Asymptomatic severe AS

c1 Asymptomatic =Severe leaflet calkcification or | Aortic Vmax 24 m/s ormean AP 240  -LV diastolic *None: Exercise
severe AS congenital stenosis with mm Hg-AVA typically is s1.0 cm2 (or | dysfunction-Mild LV testing is reasonable
severely reduced leaflet AVAI =0.6 cm2/m2)+Very severe AS is  hypertrophy-Normal to confirm symptom
opening an aortic Vmax 25 m/s or mean LVEF status
AP 260 mm Hg
C2 |Asymptomatic  -Severe leaflet calcification or | -Aortic Vmax 24 m/s ormean AP 240 | -LVEF <50% -None
severe AS with | congenital stenosis with mm Hg+AVA typically 1.0 cm2 (or
LV dysfunction | severely reduced leaflet AVAI =0.6 cm2/m2)
opening

D: Symptomatic severe AS

D1 Symptomatic ~Severe leaflet calcification or | -Aortic Vmax 24 m/s ormean AP 240  -LV diastolic ~Exertional dyspnea
severe high- congenital stenosis with mm Hg-AVA typically 1.0 cm2 (or dysfunction-LV or decreased
gradient AS severely reduced leaflet AVAI s0.6 cm2/m2) but may be larger | hypertrophy-Pulmonary | exercise

opening with mixed AS/AR hypertension may be tolerance-Exertional
present angina-Exertional
syncope of
presyncope

D2 | Symptomatic -Severe leaflet calcification *AVA s1.0 cm2 withresting aortic +LV diastolic *HF-Angina-Syncope
severe low- with severely reduced leaflet | Vmax <4 m/s ormean AP <40 mm dysfunction-LV or presyncope
flow/ow-gradient A motion Hg-Dobutamine stress hypertrophy-LVEF <50%

AS with reduced echocardiography shows AVA 1.0
LVEF cm2 with Vmax 24 m/s at any flow
rate

D3 Symptomatic ~Severe leaflet calkification *AVA 1.0 cm2 with aortic Vmax <4 +Increased LV relative *HF-Angina-Syncope

severe low- with severely reduced leaflet | m/s or mean AP <40 mm Hg-Indexed  wall thickness-Small LV | or presyncope AM ER l C AN
gradient AS with | motion AVA =0.6 cm2/m2 and-Stroke volume  chamber with low stroke
normal LVEF or index <35 mL/m2-Measured when volume-+Restrictive CO LLEG E e

paradoxical low- patient is normotensive (systolic diastolic CA R D l 0 LOGY

flow severe AS BP <140 mm Hg) fillingLVEF 250%



2014 ACC/AHA Valve Guidelines

Aortic Stenosis

* Stage C: Severe disease (asymptomatic)
— AV velocity > 4 m/s
— C1: EF > 50%
— C2: EF < 50%

* Stage D: Severe disease (symptomatic)
— D1: high gradient, normal EF
— D2: low gradient, low EF

— D3: low gradient, normal EF ) AMERICAN
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Table 13 Stages of Primary MR

Grade Definition

A At risk of MR

B Progressive
MR

Cc Asymptomatic
severe MR

D Symptomatic
severe MR

Valve Anatomy

*Mild mitral valve prolapse with
normal coaptation-Mild valve
thickening and leaflet restriction

+Severe mitral valve prolapse
with normal
coaptationRheumatic valve
changes with leaflet restriction
and loss of central
coaptation-Prior |E

+Severe mitral valve prolapse
with loss of coaptation or flail
leaflet-Rheumatic valve changes
with leaflet restriction and loss of
central coaptation+Prior
IE=Thickening of leaflets with
radiation heart disease

Severe mitral valve prolapse
with loss of coaptation or flail
leaflet-Rheumatic valve changes
with leaflet restriction and loss of
central coaptation+Prior
IE=Thickening of leaflets with
radiation heart disease

Valve Hemodynamicss

*No MR jet or small central jet
area <20% LAon
Doppler-Small vena
contracta <0.3 cm

*Central jet MR 20%~40% LA
or late systolic eccentric jet
MR-Vena contracta <0.7
cm+Regurgitant volume <60
mL-Regurgitant

fraction <50%-ERO <0.40
cm2-Angiographic grade 1-2+

*Central jet MR >40% LA or
holosystolic eccentric jet
MR-+Vena contracta 20.7
cm-Regurgitant volume 260
mL-Regurgitant

fraction 250% ERO 20.40
cm2-Angiographic grade 3-4+

*Central jet MR >40% LA or
holosystolic eccentric jet
MR+Vena contracta 20.7
cm-Regurgitant volume 260
mL-Regurgitant

fraction 250%ERO 20.40
cm2-Angiographic grade 3-4+

Hemodynamic Consequences | Symptoms

‘None ‘None

*Mild LA enlargement-No LV *None
enlargement-Normal pulmonary
pressure

‘Moderate or severe LA *None
enlargement-LV
enlargement-Pulmonary

hypertension may be present at

rest or with exercise-C1: LVEF

>60% and LVESD <40 mm-C2:

LVEF <60% and LVESD 240

mm

*Moderate or severe LA

enlargement-Pulmonary

*Decreased
enlargement-LV exercise
tolerance-Exertional
hypertension present dyspnea

] Am Coll Cardiol. 2014,63(22):2438-2488
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2014 ACC/AHA Valve Guidelines
Mitral Regurgitation

* Stage C: Severe disease (asymptomatic)
— C1: EF > 60% ESD <40 mm
— C2: EF <060% ESD > 40 mm

* Stage D: Severe disease (symptomatic)
— central jet >40% LA
— eccentric jet MR-Vena Contracta > 0.7 cm
— regurgitant volume > 60 ml

— regurgitant fraction > 50%
— ERO > 0.40 cm?2
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2014 ACC/AHA Valve Guidelines

* What about asymptomatic patients?

— a0rtic stenosis

— mitral insufficiency
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Kaplan—Meier life table analysis for probability of event-free survival over 60 months for
patients with asymptomatic severe aortic stenosis, according to positive or negative results
of exercise testing.
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Survival with asymptomatic aortic stenosis

100
P < 0.0001

AV-Vel|
4.0 to 5.0 m/s

AV-Vel
50to 5.5 m/fs

Event-free Survival (%)
H N W b 01 5 N 00
o O QO O QO O 0 O O O
1 [ [ 1 1 1 1 1 1

0 1 2 3
Years
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Indications for Aortic Valve Replacement in Patients With Aortic Stenosis

Abnormal Aortic Valve With
Reduced Systolic Opening
éet'ei': ;LISS Ve 3 mis—3 0 m/s
max = ! 3
APy =40 mm Hg AP e 2039 mum Hg
[ [
Symptomatic Asymptomatic . Asymptomatic
(stage D1) (stage C) Symptomatic (stage B)
LWVEF =50% LVEF <50%
(stage C2) ] |
YES NO Other cardiac
SUrgery
Other cardiac surgery —

DSE with AVA =1 cm?
Vo =5 m/ AVA <1 cm” and and

ma = m/s Vs =4 m/s LVEF =50%

APmeyn 260 mm Hg (stage D2) (stage D3%)
Low surgical risk
] Abnormal ETT AS likely cause of
symptoms
AWy =03 m/siy |
Low surgical risk
ri
AVR AVR AVR AVR
(@) (IIa) (IIb) (IIa)
% AMERICAN
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Indications for Surgery for Mitral Regurgitation

| ClassI
Mitral Regurgitation
| ClassTIa
| ClassIb
Primary MR Secondary MR
Severe MR Progressive MR CADEx
Vena contracta =0.7 cm (stage B) HF Bx
RVol =60 mL Vena contracta <0.7 cm Consider CRT
RF =30% EVol =60 mL
ERO =04 cm’ RF =50%
LV dilation ERO <04 em’
\L \J/ Symptomatic Asymptomatic | |Progressive|
Symptomatic Asymptomatic severe MR severe MR MR
(stage D) (stage C) (stage D) (stage C) (stage B)
\ v v v
LVEF 30% to =60% LVEF =60% and || New onset AF or
LVEF =30% or LVESD =40 mm LVESD <40 mm | |PASP =50 mm Hg Persistent NYHA
(stage C2) (stage C1) (stage C1) class III-IV
SYIptoms
Likelihood of successful
NO—YES repair =95% and
Expected mortality <<1%
JYESLN( T
?ﬁlg)ery Sgﬁry MY {]1;:;1 a Periodic Monitoring (S['[l;:;gery Periodic Monitoring

| Am Coll Cardiol. 2014;63(22):2438-2488
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MEN

to the left because

WOMEN

are always right!
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Individualized treatment strategies

. . . 2)
and “shared decision making

Clinical picture

Imaging parameters
Frailty assessment
Multidisciplinary approach

Don’t forget to ask the family and patient! SN
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Heart Valve Centers of Excellence

Heart Valve Team approach
High level of expertise
High patient volume

Data registry participation

Reporting own data with continuous improvement
pfOC@SS pr. @ AMERICAN
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The Heart Valve Team and Heart Valve Centers

of Excellence

Recommendations

COR | LOE

Patients with severe VHD should be evaluated by
a multidisciplinary Heart Valve Team when
iIntervention is considered

Consultation with or referral to a Heart Valve
Center of Excellence is reasonable when
discussing treatment options for 1) asymptomatic
patients with severe VHD, 2) patients who may
benefit from valve repair versus valve
replacement, or 3) patients with multiple
comorbidities for whom valve intervention is
considered

lla C

J Am Coll Cardiol. 2014;63(22):2438-2488
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Trends in Mitral Valve Surgery in the United States: Results From
The Society of Thoracic Surgeons Adult Cardiac Database

100_ ......... s T i
90_ ....................................... e
80_. ...............................................
T e
60 ---eree e
R
40 +-
30 -
20 -
{} I I I | | | I I
2000 2001 2002 2003 2004 2005 2006 2007

% Repaired

Fig 3. Overall mitral valve repair rates, percent repaired (gray bars), for isolated primary mitral valve operations, for the years 2000

to 2007 (p < 0.0001).

The Annals of Thoracic Surgery, Volume 87, Issue 5, 2009, 1431-1439
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Less-Invasive Mitral Valve Operations: Trends and Outcomes From
The Society of Thoracic Surgeons Adult Cardiac Surgery Database

100 |
80/
60
40

Median = 3 (IGR 1-T)
20

Operationsear

1 11 21 3 41 51 &1 71 81 81 101 111 121 139 141 151 161 171 181
Center Number

Fig 3. Distribution of less-invasive mitral valve operations among centers performing this operation. (IQR = interquartile range.)
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Risk Assessment Combining STS Risk Estimate, Frailty, Major Organ
System Dysfunction, and Procedure-Specific Impediments

Low Risk (must
meet ALL criteria
in this column)

Intermediate Risk
(any 1 criteria in
this column)

High Risk
(any 1 criteria in
this column)

Prohibitive Risk
(any 1 criteria in this
column)

STS PROM <4% 4% 10 8% >8% Predicted risk with surgery
AND OR OR of death or major morbidity
Frailty None 1 index (mild) 2 or more indices (all-cause) >50% at 1y
AND OR (moderate-to- OR
severe)
OR
Major organ None 1 organ system No more than 2 3 or more organ systems
system AND OR organ systems OR
compromise not OR
to be improved
postoperatively
Procedure- None Possible procedure- | Possible procedure- | Severe procedure-specific
specific specific impediment | specific impediment | impediment
impediment

J Am Coll Cardiol. 2014;63(22):2438-2488
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85 yo temale with severe symptomatic aortic
stenosis
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85 yo temale with severe symptomatic aortic

stenosis
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85 yo temale with severe symptomatic aortic

stenosis

#® AMERICAN
{7t § COLLEGE of
%t/ CARDIOLOGY




Frequency of Echocardiograms in Asymptomatic Patients With
VHD and Normal Left Ventricular Function

Stage Valve Lesion
Stage Aortic Stenosis R AorF'C : Mitral Stenosis M|trlal .
egurgitation Regurgitation
Progressive |Every 3-5y Every 3-5y Every 3-5y Every 3-5y
(stage B) (mild severity (mild severity) | (MVA >1.5cm?) (mild severity)
Viax 2.0-2.9 m/s) |Every 1-2y Every 12y
Every 12y (moderate (moderate
(moderate severity) severity)
severity
Viax 3-0-3.9 m/s)
Severe Every 1y Every 1y Every 12y Every 6 months
(stage C) (Vpax 24 M/s) Dilating LV— (MVA1.0-1.5cm?) |to1y
more frequent |Every 1y Dilating LV—

(MVA <1 cm2)

more frequent

J Am Coll Cardiol. 2014;63(22):2438-2488
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Prosthetic Valve: Diagnosis and Follow-Up

Recommendations COR | LOE
An initial TTE study is recommended in patients after
prosthetic valve implantation for evaluation of valve I B
hemodynamics
Repeat TTE is recommended in patients with
prosthetic heart valves if there is a change in clinical | C
symptoms or signs suggesting valve dysfunction
TEE is recommended when clinical symptoms or | C
signs suggest prosthetic valve dysfunction
Annual TTE is reasonable in patients with a
bioprosthetic valve after the first 10 years, even in lla C
the absence of a change in clinical status
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215t Century ACC/AHA Valve Guidelines

What cool tools can help facilitate the use of our
guidelines?
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28 year old female student

— mechanical St. Jude mitral valve 4 years ago
—INR = 3.0
— daily warfarin dose 1s 3 mg

— now 8 weeks pregnant
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Now what 1s a practitioner to do?

Continue warfarin?
Switch to low molecular weight heparin?
Subcutaneous heparin?

Not really sure?
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Where do we go for knowledge? - quickly

LTRETTR Google
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Where would you look for an answer?
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Table 4. Freguency of Echocardiograms in Asymptomatic Patients With VHD and Normal Left Ventricular Function

Stage Valve Lesion
Stage Aortic Stenosis® Anrtic Regungta tion Miitral Stenosis Mitral Regugitation
Every 3-8y Evory 3-8 y { milld sovesity) Every 3-8y Every 3-5 y jmilld sowrity)
{stage B) (mill sevesty ¥, 20-29my/s) Every 1-2 y { moderate seveity) (MVA =18 am®) Every 1-2 y imodem e severity)
Every 1-2 y
[ Imnderats sewetty Ve 20-3.9 m,/s)
Severe Every §-12 mo [Every £-12 mo Every 1-2 ¥ Every §-12 mo
istags (Vo =8 15} Dilavting LV: maors frsquen sy (WA 10-18 am”) Delating LV mmacess fisquenthy
Once ewery year
(MVA <10 m"|

PR o T VA (Y AP Sl VT O IOV S T A TR R g v i
=l narmal ke veum.
L it i A MV, S AR G WD), VA P B G W, IRRATILATS NEIDGITE

Table 5. Risk Assessment Combining 5TS Risk Estimate, Frallty, Major Organ System Dysfunction,
and Procedure-Specific impediments

Low Risk Imtermediate Risk High Risk Prohibitive Risk
{Miust Moot ALL Criteria {#my 1 Criterion {Any 1 Criterion {Amy 1 Criterion
in This Column) in This Column) im This Colum ) in This Collumn)
TS PROM* 4% A% 8% Predicied risk with surgesy of death
AND oR R or mmaajor wmaeh bdity (allonuse |
eyt None L index (mild} =2 Indkes imodemis o sewr) S0 at Ly
AND oR oR o/
Major sEan Syshem ampromiss Maons 1 Organ system Mo moss than 2 ogan systems. =3 Organ systems
mot io be improved pestopesthel i AND oR oR oR
Procsdum-spacific iImpediment | Maons Povssitis afic Possibis i Savwemm oo ific
limped ime ni imped iment: impediment

ik ot STS PROM w2 mratictrsh in & ven inst Lo with mscenabic rd bty s aeerpeeaoe oy 1 indiume sl oo mes G w tin 1 ssentar oodaion of STS avwerage charwg e rlie
for e precaiue n guesion
flaven fraty ndoea WA Aciviies of DadyLiving (naepemtenos in faed . bahing, e nd, LTaeng, and Y C e i @i, e wading @ o s
YRS O SR Wl i 6 S O g R e G B S I ot A ml, oF et a sevene: ailly.
Enarrpie of raier gan syl am oo Carde - devere L syseie o dasidic ELd S e O g S wor s pulmonary g Lneion Wi
FEWT S0 o DL 00y <500 ¥ Era ch, NS dysilnason {5im ante, AT oo e, Parknas’s d s, O, Wi parssnmns s d im0 oo —Cromn s deeas, o
o, nuiional imedimmen, o srum aibunin o300 cner e malghanc and iver—any heloy of o s, el Bleoting, o eiae INR in e danos of YL ey
s T PSR ey PN, Py 5 T i g YR, Pl T, Gl Ry R AT A 0 P Chst il o R, R
Ol ndedes chrenie Moy csese OME, cnid neves syetam CYA sk DLC0.. eifision copmaty b caben docte FEW L, feroad e rdery velime in 1 G, gesreimastind, MR,
numaionad e e LY et venvoulen FROM, proic e rah of meliny, By, fht venidcuier, STE, Secndy of Therade Sunieens, ana Widh, viiamin i antigena.

CLASS la 2.5. Evaluation of Surgical and
i aganst diis (IE) is reasonmble Inte rventional Risk
o 1€ bt Sentat peocabrcs that Bvaive. meotoudoton  Scc Table S for risk assessment combining ST risk esti-
of tissue, marip oithe gion of teeth, or mate, frailty, major organ system dysfuncton, and
perforation of the orsl mucosa (41-43) (Level of Evidence: Bj: procedur-specific impediments,
» Patlents with prosthetic cardiac valves;
» Patlents with previous IE;
» Cardisc transplant recipients with valve regurgitation due to
a ﬂll.l:‘h.l‘ﬂ'gl abnormal valve; or CLASS |
» Patients with CHD with: 1 Patients with severe VHD should be evalusted by a multidisch

2.8. The Heart Valve Team and Heart Valve
Centers of Excellence: Recommendations

o p CHD, pallistive shunts and plinary Heart Valve Team when intervention s considenred.
oS (Level of Evidence: C)
© Completey repaired congenttal heart defect repared with Prpra—
prosthetic material or device, whether placed by surgery 1 Consultation with or referral to a Heart Valve Center of Excel
or catheter intervention, during the first 6 months after lancs ks when d - 0 for 1)
the procedure; of asymptomatic paients with severe WVHD, 2) patients who may
© Repaired CHD with residual defects at the site or adja- benefit kom valve repair versus valve replacement, of 3)
eantin the sita ofn s potch or peomiei del - patients with multiple comorbidities for whom valve intervention
CLASS Iz No Bonafit is . (Level of E c)
1 Prophylaxis against IE is not recommended in patients with = s g
VHD who are at sk of I for nondental procedures (e.g., TEE, A competent, pracicing cardiologist should have the
#r . Py, or cyst p ability to diagnose and direct the reatment of most patients
in the absence of active infection (44). (Level of Evidence: B) with VHID. For instance, otherwise healthy patients with
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Valvular Heart Disease

Pregnancy and VHD

Prosthetic Valves in Pregnancy

Prosthetics In Preg.
Med Therap}' R

Hemmmndatlon

1. Therapeutic anticoagu-
lation with frequent moni-
toring is recommended
for all pregnant patients
with a mechanical
prosthesis.

2. Warfarin is recom-
mended in pregnant pa-
tients with a mechanical
prosthesis to achieve a
therapeutic INR in

the second and third
trimesters.

3. Discontinuation of war-
farin with initiation of in-

AEEec>aQaend

Valvular Heart Disease

Pregnancy and VHD

Prosthetic Valves in Pregnancy

Prosthetics In Preg. O o

Med Therapy
. Discontinuation ot war-

farin with initiation of in-
travenous UFH (with an
activated partial throm-
boplastin time [aPTT] >2
times control) is recom-
mended before planned
vaginal delivery in preg-
nant patients with a me-
chanical prosthesis.

4. Low-dose aspirin (75
mg to 100 mg) once per
day is recommended for
pregnant patients in the
second and third
trimesters with either a
mechanical prosthesis or
bioprosthesis.
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Valvular Heart Disease

€ Pregnancy and VHD

€ Prosthetic Valves in Pregnancy

Prosthetics In Preg.
< Med Therapy € W

5. Continuation of war-
farin during the first
trimester is reasonable
for pregnant patients
with a mechanical pros-
thesis if the dose of war-
farin to achieve a thera-
peutic INR is 5 mg

per day or less after full
discussion with the pa-
tient about risks and
benefits.

6. Dose-adjusted LMWH
at least 2 times per day
(with a target anti-Xa lev-
el of 0.8 U/mL to 1.2
Ume 4 tn 6 hnu rs pust-

P SEE PN WEITITG
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11:56 AM

This risk-adjusted mortality estimate is
recommended to be used for guidance in the
overall conversation about the TAVR procedure
and not as a recommendation for or against
any medical procedure.

Calculate Risk

* All parameters are required to ™ Reset All
derive the adjusted TAVR in-hospital

mortality risk

Patient Demographics

Age

B84 Years

S5ex

Female b

Race

White =
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Patient Pre-Procedural
Characteristics

Renal Function C Reset
Glomerular Filtration Rate (calculated):

30mL/min/1.73m2 @

Select Units v US

Serum Creatinine €

2.1 mg/dL

Currently on Dialysis? &

v No

Procedure Access Site ©

Femoral >

NYHA Class IV within 2 weeks? &

Severe Chronic Lung Disease? €
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Acuity Status @ C Reset
Seloct all the Acuity Status: Category 2
below

parameters to calculate the acuity status.

Procedure Status &

Urgent -

Prior cardiac arrest ©

Prior cardiogenic shock @

Pre-procedure inotropes @

Mechanical assist device ©&

Predicted Risk ©
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Calculate Risk Predicted Risk

Predicted Risk

Adjusted TAVR In-Hospital
Mortality Risk

Click here for info about this risk model

Patient's Risk Mational Average

12.85% 4%......

In the United States, the average mortality of all
patients undergoing this procedure is 4%.

Taking into account the patient's specific clinical
condition, the statistical estimate that she might

not survive the procedure is 12.85%.

This means that for every 100 patients having a
similar clinical makeup, there would be 12.85
who did not survive.

The model provides an objective risk-adjusted estimate of

in-hospital mortality which has real value for both patient

AMERICAN
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and provider. It should be considered as one element in

the evaluation process, to be considered along with the



Summary

2014 guidelines clarify stages of valve disease

use recent data on natural history, outcomes, improved
imaging, less invasive interventions

endorse the “Heart Team” approach to care of valve
disease patients

emphasize individualized care

facilitated the use of “point of care” tools
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“The doctor will be with you in a few minutes. He's trying
to figure out what disease goes with your Iinsurance.”



