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A good year for valvular heart disease



• ACC/AHA has very recently released a focused update only 3 years 
after the latest 2014 guidelines on VHD



Infective endocarditis prophylaxis
• Although limited prophylaxis is still underscored in the focused 

update, all implanted prosthetic materials used in transcatheter or 
surgical procedures for VHD are now considered to be a reasonable 
indication for antibiotic prophylaxis.



Infective endocarditis/surgery/stroke

• Stroke is an independent risk 

factor for postoperative death 

in IE patients

• A delay in the procedure is 

deemed unnecessary unless a 

hemorrhagic or major embolic

stroke is present



• Patients with hemorrhagic stroke and IE have 
a high surgical risk for at least 4 weeks after 
the hemorrhagic event. 

• If hemorrhagic or major embolic stroke is 
present, delaying surgery for 4 weeks may be 
reasonable based on nonrandomized data

Infective endocarditis/surgery/stroke



Anticoagulation for Atrial Fibrillation in Patients 
With VHD: Recommendations (New Section)



Aortic stenosis

After new studies showing
noninferiority end-points, 
transcatheter aortic valve

implantation (TAVI) has now taken
its place for patients with an 

intermediate risk for surgical aortic
valve replacement



Aortic stenosis
• New evidence from longer term follow-up of 

patients with prohibitive and/or high surgical 
risk who have undergone TAVI has 
strengthened the previous recommendation 
favoring TAVI over surgery in this subgroup



Primary mitral regurgitation

• The ongoing concern over the timing of 
surgery for asymptomatic severe mitral 
regurgitation is still emphasized

• Early intervention for pts with
progressive LV impairment or
enlargement detected on serial imaging
much before the conventional cut-offs
of LVESD of 40 mm and EF of 0.60



Secondary mitral regurgitation

• Chordal sparing valve

replacement

is now favored over repair

in terms of durability



Secondary mitral regurgitation

• In contrast to previous 
guidelines, the benefit of 
repair for moderate ischemic 
mitral regurgitation in 
patients undergoing coronary 
artery bypass grafting is also 
questioned. 



Indications for Surgery for MR



Prosthetic valves
Type of prosthesis
• Previous versions of the VHD guidelines historically recommend 

metallic prostheses rather than biological valves in patients younger 
than 60 years. 

• The new version of the guidelines now recommends taking into 
account the option of the future valve-in-valve procedure in decision 
making for an individual patient





Prosthetic valves
Type of prosthesis
• The age limit for mechanical

prosthesis was lowered from 60 
to 50 years of age. 

• Uncertainity exists about the 
optimum type of prosthesis 
(mechanical or bioprosthetic) 
for patients 50 to 70 years of 
age. 

• Choice of the type of valve
should be individualized

Favor Mechanical Prosthesis Favor Bioprosthesis

Age <50 y▪Increased incidence of structural 
deterioration with bioprosthesis (15-y risk: 
30% for age 40 y, 50% for age 20 y)
▪Lower risk of anticoagulation 
complications

Age >70 y▪Low incidence of structural 
deterioration (15-y risk: <10% for age >70 
y)
▪Higher risk of anticoagulation 
complications

Patient preference (avoid risk of 
reintervention)

Patient preference (avoid risk and 
inconvenience of anticoagulation and 
absence of valve sounds)

Low risk of long-term anticoagulation High risk of long-term anticoagulation

Compliant patient with either home 
monitoring or close access to INR 
monitoring

Limited access to medical care or inability 
to regulate VKA

Other indication for long-term 
anticoagulation (e.g., AF)

Access to surgical centers with low 
reoperation mortality rate

High-risk reintervention (e.g., porcelain 
aorta, prior radiation therapy)

Small aortic root size for AVR (may preclude 
valve-in-valve procedure in future).



Prosthetic valves/anticoagulation

• The new generation On-X aortic
valve prosthesis has been shown in 
similar embolic complications and
lesser bleeding with reduced
anticoagulation



Prosthetic valves/anticoagulation
• Based on recent evidence of a higher risk of 

thrombosis of biological valves than that 
recognized previously, a concern was raised 
on the use of aspirin-only or “no” 
antithrombotic drug strategies early after 
bioprosthetic AVR

• The previous relatively complex 
recommendation sets for anticoagulation 
regimens early after biological valve 
replacement surgery have been simplified. 
Three to as long as 6 months of oral 
anticoagulation is now recommended as 
the regimen of choice in patients 
undergoing either mitral or aortic biological 
valve replacement



• The risk of leaflet 
thrombosis after TAVI has 
urged the guidelines to 
recommend oral 
anticoagulation for at 
least 3 months after the 
procedure with an INR 
target of 2.5

Prosthetic valves/ anticoagulation



Prosthetic valves
Thrombosis
• Based on particular data obtained from studies using three-dimensional

transesophageal echocardiography and multislice computed
tomography, multimodality imaging in suspected prosthetic valve
thrombosis (PVT) is now considered as a class IB indication in the
focused update.



Prosthetic valves/Thrombosis

• Multiple recent nonrandomized studies have shown the efficacy and 
safety of low-dose and slow-infusion thrombolysis in most patients with 
left-sided PVT. 

• Urgent thrombolysis or surgery for obstructive PVT as the first-line 
treatment strategy is equally recommended



Low dose slow infusion of tissue type
plasminogen activator



Low dose slow infusion of tissue type
plasminogen activator

• Six-hour infusion of 25 mg tPA without a bolus 
(repeated once after 24 hours, up to 6 times if 

needed, for a maximum total dose of 150 mg) was 
used in all pregnant patients with PVT. 

• Intravenous heparin during tPA infusions is not used
to minimize bleeding risk. 

• Heparin 70-IU/ kg bolus and 16 IU/kg per hour (up 
to 1000 IU/h) infusion with a target activated partial 
thromboplastin time of 1.5 to 2.0 times the mean of 
the reference range was started immediately after 

the tPA infusion. 

• If repeat thrombolytic infusion was needed, heparin 
was held again



Prosthetic valves
Fibrinolysis versus surgery for prosthetic valve
thrombosis

Favor Surgery Favor Fibrinolysis

Readily available surgical expertise No surgical expertise available

Low surgical risk High surgical risk

Contraindication to fibrinolysis No contraindication to fibrinolysis

Recurrent valve thrombosis First-time episode of valve thrombosis

NYHA class IV NYHA class I–III

Large clot (>0.8 cm2) Small clot (≤0.8 cm2)

Left atrial thrombus No left atrial thrombus

Concomitant CAD in need of revascularization No or mild CAD

Other valve disease No other valve disease

Possible pannus Thrombus visualized

Patient choice Patient choice

• A set of factors to 
be taken into 
account when 
considering one 
treatment 
modality over 
another is 
provided



Bioprosthetic valve thrombosis
• In pts with stenotic valves, thrombosis may be a 

major contributing factor to slowly progressing
gradients

• In stable patients initial anticoagulation for several
months until the resolution of stenosis is 
recommended



Bioprosthetic valve

The transcatheter valve in valve procedure
is considered suitable for patients with

aortic bioprosthetic regurgitation or
stenosis who are severely symptomatic

and have a prohibitive surgical risk 



Thanks for your attention 


