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@EACTS Choice of the aortic/mitral prosthesis @ESC

=== in favour of a mechanical prosthesis curopean ity
Recommendations Class | Level

A mechanical prosthesis is recommended according to the
desire of the informed patient and if there are no contra- I
indications to long-term anticoagulation®.

A mechanical prosthesis is recommended in patients at risk of
accelerated structural valve deterioration®*.

A mechanical prosthesis should be considered in patients
already on anticoagulation because of a mechanical prosthesis | lla
in another valve position.

* Increased bleeding risk because of comorbidities, compliance concerns or geographic, lifestyle or
occupational conditions

** Young age (<40 years), hyperparathyroidism
o
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Choice of the aortic/mitral prosthesis @ ESC

@EACTS in favour of a mechanical prosthesis i
(Continued) of Cardiology
Recommendations Class | Level

A mechanical prosthesis should be considered in patients aged
<60 years for prostheses in the aortic position and <65 years lla
for prostheses in the mitral position*.

A mechanical prosthesis should be considered in patients with
a reasonable life expectancy, for whom future redo valve lla
surgery would be at high-risk.

A mechanical prosthesis may be considered in patients already
on long-term anticoagulation due to high-risk for thrombo- lib
embolism.

* Between 60 and 65 (aortic prosthesis) / 65 and 70 years (mitral prosthesis), both valves are acceptable

and the choice requires careful analysis of factors other than age ®
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@EACTS Choice of the aortic/mitral prosthesis @ESC

====>=_in favour of a bioprosthesis of Cardoiogy
Recommendations Class | Level

A bioprosthesis is recommended according to the desire of the
informed patient.

A bioprosthesis is recommended when good-quality
anticoagulation is unlikely (compliance problems, not readily
available) or contra-indicated because of high bleeding risk I
(previous major bleed, comorbidities, unwillingness,
compliance problems, lifestyle, occupation).

A bioprosthesis is recommended for reoperation for
mechanical valve thrombosis despite good long-term anti- I
coagulant control.
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@EACTS Choice of the aortic/mitral prosthesis @ESC

=====in favour of a bioprosthesis (continued) Curopean Sciety
Recommendations Class | Level

A bioprosthesis should be considered in patients for whom

there is a low likelihood and/or a low operative risk of future lla
redo valve surgery.

A bioprosthesis should be considered in young women

: lla
contemplating pregnancy.
A bioprosthesis should be considered in patients aged
>65 years for a prosthesis in the aortic position, or age lla

>70 years in a mitral position*, or those with life expectancy
lower than the presumed durability of the bioprosthesis.

* Between 60 and 65 (aortic prosthesis) / 65 and 70 years (mitral prosthesis), both valves are acceptable
and the choice requires careful analysis of factors other than age ®
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Age thresholds and choice of the
type of prosthesis

ESC/EACTS
Mitral

ESC/EACTS
Aortic

AHA/ACC

50 60 70
Years

B Mechanical Prosthesis @ Both W Bioprosthesis

2017 ESC/EACTS Guidelines for the Management of Valvular Heart Disease

@ESC

European Society
of Cardiology

(European Heart Journal 2017 - doi:10.1093/eurheartj/ehx391)
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Long-term survival and type of
@ MEQH.CMI§ prosthesis @ Erospeg Society

of Cardiology

Observational series in pts aged 50-69 yrs with mechanical or biological aortic prostheses.
Comparison of survival in propensity-matched groups.

2 groups of 1001 pts 2 groups of 1099 pts
Overall survival 50 - 59 years 60 — 69 years
1004 e 100+
9 T 9
Lw = X
2 — 2 i
s 60+ HR 1.67 (95% CI11.06-2.61), P= 0.026 g 604 HR 1.08 (95% CI 0.85-1.386), P=0.539 iz
2 7] @ \ﬁ\_\‘
Z a0 é’ 40 .g. 40
E 5 8
< =] =}
1 HR, 0.97 (95%C1, 0.83-1.14); § 2 Mechanical § 2 Mechanical
o Co P T . ‘ ‘ o Biological i Biological
0 S 10 1 0 5 10 15 0 5 10 15
ears Time (years) Time (years)
No. at risk Number at risk Number at risk
Bioprosthetic 1001 860 589 91 Mechanical 287 151 48 5 Mechanical 751 480 182 30
Mechanical 1001 856 611 89 Biclogical 287 140 52 T Biological 751 503 158 18
No difference for 50-59 and 60-69 yrs
(Chiang et al. JAMA 2014;312:1323-29) (Glaser et al. Eur Heart 2016;37:2658-67)
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Survival with mechanical or biologic prostheses

9 942 patients with AVR 15 503 patients with MVR

A Aortic-Valve Replacement B Mitral-Valve Replacement
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Age-dependent hazard of death with bioprosthesis vs. mechanical prosthesis

(Goldstone et al. N Engl J Med 2017;377:1847-57)



@G EACTS

Indications for antithrombotic therapy @esc

=" for mechanical prostheses Egropean Society

of Cardiology

Recommendations

Mechanical prosthesis

Oral anticoagulation using a VKA is recommended lifelong for all
patients.

Bridging using therapeutic doses of UFH or LMWH is recommended
when VKA treatment should be interrupted.

The addition of low-dose aspirin (75-100 mg/day) to VKA should be
considered after thromboembolism despite an adequate INR.

The addition of low-dose aspirin (75-100 mg/day) to VKA may be
considered in the case of concomitant atherosclerotic disease.

WWW.€

INR self-management is recommended provided appropriate training
and quality control are performed.

(European He
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@EACTS Target INR for mechanical prostheses @ESC

European Society

of Cardiology
Prosthesis Patient-related riskfactors®
thrombogenicity None >1 risk factor
Low® 2.5 3.0
Medium®© 3.0 3.5
High® 3.5 4.0

@ Mitral or tricuspid valve replacement, previous thromboembolism, atrial fibrillation,
mitral stenosis of any degree, LVEF <35%
b Carbomedics, Medtronic Hall, ATS, Medtronic Open-Pivot, St. Jude Medical, On-X, Sorin Bicarbon
¢ Other bileaflet valves with insufficient data
d Lillehei-Kaster, Omniscience, Starr-Edwards (ball-cage), Bjérk-Shiley and other tilting-disc valves
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@®EACTS Lower target INR for mechanical @ESC

e
SSlE aortic prostheses ? Europeah Sotiety
of Cardiology
A lower target INR of 1.5 to 2.0 may be reasonable
Iib - in patients with mechanical On-X AVR and no
thromboembolic risk factors (209).

(Nishimura et al. J Am Coll Cardiol 2017;70:252-89)

PROACT trial

» 375 pts randomized after AVR (ON-X valve): INR [1.5-2.0] vs. [2.0-3.0] (+ASA 81 mg/j).
Decrease of major (1.5% vs. 3.3%, p=0.047) and minor bleeding (1.3% vs. 3.4%, p=0.021)
with no difference in thromboembolic events (3.0% vs. 1.8%, p=0.18).

* Limitations
— Single type of prosthesis
— Lack of statistical power for thromboembolic risk
— Weekly INR self-monitoring
(Puskas et al. J Thorac Cardiovasc Surg 2014;147:1202-11) °
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@G EACTS

Eurapean Asodation Fer CadioTharste Surgeny

Systematic association of aspririn

for mechanical prostheses ?

Aspirin 75 mg to 100 mg daily is recommended in
addition to anticoagulation with a VKA in patients
with a mechanical valve prosthesis (178,189,190).

@ESC

European Society
of Cardiology

(Nishimura et al.

Study or subgroup Antiplatelet % OAC O/ slene Odds Ratic Wiaight Odds Ratic
™ M M-HFised 955 CI M-H Foced 955 CI

Sullvan 1971 1179 1CvE4 B 7a% 120 [Q48 2.00]
Altrman 1976 us7 2485 — 1L.7% 058 [Q05 637 ]
Kasahara 1977 339 739 — 61 % 038 [Q05, 1.e0]
Dale 1977 375 &73 — 1 55 % O47 [Qll, 1.94]
PACTE 1978 &136 214154 —a— 176% o [all,a7s]
Rajah 1580 78 Tie7 —T 0% 030 [Q0e, 1.49 ]
Starkman 1952 56132 T —_—1 8% 163 [038 695]
Turpie 1993 /186 2%/154 — 19.7 % 037 [QI17, 084 ]
Meschengieser | 997 9158 217245 —e— 19.5 % 039 [017, 085 ]
Laffort 2000 104103 S0 T 41 % 231 [Q77,7.03]
Bran 1980 458 €i43 —_— L0% 046 [QI2 172 ]
LUWACAP 2007 1494 o104 7 Q4% 335[013,8231]
Dong 2011 748 748 — 28 % 057 [ QL1 1. 400

Total (95% CI) 2049 2073 I - 100.0 % 0.57 [ 0.42, 0.78 I

Total events: 66 (Antiplatelet 5 OAC), | 13 (OAC akns)

Heterogansity: Chi = 1651, &7 = 12 (P= Q15K P =29%

Test for overall effect Z = 151 (P = Q.00044)

Test for subgroup differences: Mot applicable

ol oz 05 | x5 10
Armplatelet % QW OaC done

Thromboembolism
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Study or subgroup Antiplatalet % OAC QAC alons Odek Ratio Waight Cidds Ratio
it N M- Fisoed 255¢ C1 MH Frcad 95% CI

Sullvar 1971 79 054 — cR% 545 [026, 11534 ]
Akman 1974 557 3085 —1— 43% 159 [ 045 871 ]
Kasshara 1977 132 1§32 e m— LE% 1.00 [ 006, 1658 ]
Dale 1977 1375 572 - AR 285 [ 09, 844 ]
PACTE 1978 114136 5154 —— IR 262 [08%, 7.75 ]
Starkman 1952 2/132 5127 = 80% 179 [ 058 548 ]
Meschengieser 1957 €58 117245 —=— 8.6 % 05l [QI8 1.35]
Laffort 2000 217109 10120 —=— 129 % 263[ LIG 524]
Tupie 1993 240156 19¢154 - /0% 129 [ Q68 294 ]
LIWACAP 2007 4494 104 —_ L% 227 [041, 1267 ]
Diorg 2011 474 5748 — 84% 040 [ 008 206 ]

Total (95% CI) 1913 1943 I - 100.0 % 1.58 [ 1.14, 2.18 ] I

Total sverts: 98 (Antiplatelet % OAC), 66 (DAC alone)

Heterogeneity: Chi* = 1251, &f = 10 (P = 0.255 12 =20%

Test for el effect 7 = 274 (P = Q.0058)

Test for subgroup differences: Mot applicasle

0o ol 1 ([ 50
Antiplatalet % 080 A alone

Major Bleeding
(Massel and Little Cochrane Database Syst Rev 2013:CD003464) ®
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EACTS

Eurapean Asodation Fer CadioTharste Surgeny

INR self-monitoring

@ESC

European Society

5 %7 el g of Cardiology
E :Z: Hazard ratio 0'51 (95% C1 0-31-0-85; p=0.01)
Meta-analysis of 11 randomized trials i
8 ﬁ
(6417 pts) : ; 2. 3. . .

Mumber at risk Time (years)
Control 3151(84) 2137 (39) 1214(17) F7L(7) 5 (4) 0
. R . . Self-monitoring 3266 (43) 2232(38) 1299 (18) 846 (12) 317(2) 0
e Significant benefit for the prevention of .
1)
thromboembolic events g oo 08505 078206018
5 3
. . . . ‘B
e Particularly marked benefit in patients g = o~
° . E'ﬂé 10 o e
with mechanical prostheses " 2. 3. . ,
Mumber at risk Time years)
Control 3151(131) 2109 (56) 1189 (30) 742(24) 51(2) 0
Indl(atlon ' Self-monitoring 3266 (105) 2189 (64) 1273 (31) 8200(z1) 296(1) a
Mechanical valve 36/1132 63/1040 -1622 2458 - c
' )
Atrial fibrillation 70/1629 60/1623 006 3458 e g _
Other 8/261 20237 387 6.30 g . Hazard ratio 0-82 (95% C1 0-62-1-09; p-0-18)
s
E\ 20
:
-ﬁ 10
oy 1 1 ] i 5
. . omber at ris Time (years)
(Heneghan et al. Lancet 2012;379:322-34) N e a3 ) oo sees 2 .
Self-monitoring 3266 (96) 2271 (76) 1346 (46) 834 (24) 334(4) 0
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@EACTS |ndications for antithrombotic therapy @egsc

===== for mechanical prostheses (continued) ciCrioiony
Recommendations Class | Level

Mechanical prosthesis

In patients treated with coronary stent implantation, triple therapy

with aspirin (75-100 mg/day), clopidogrel (75 mg/day), and VKA @ Xlow

should be considered for 1 month, irrespective of the type of stent

used and the clinical presentation (i.e. ACS or stable CAD).

Triple therapy comprising aspirin (75-100 mg/day), clopidogrel

New

x)

(75 mg/day), and VKA for longer than 1 month and up to 6 months
should be considered in patients with high ischaemic risk due to ACS @

or other anatomical/procedural characteristics that outweigh the
bleeding risk.
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@G EACTS

Eurapean Asacation Fer Codie-Thersde Surgery

Indications for antithrombotic therapy

for mechanical prostheses (continued)

@ESC

European Society
of Cardiology

Recommendations
Mechanical prosthesis (continued)
Dual therapy comprising VKA and clopidogrel (75 mg/day) should be

considered as an alternative to 1-month triple antithrombotic therapy
in patients in whom the bleeding risk outweighs the ischaemic risk.

Class

In patients who have undergone PCl, discontinuation of antiplatelet
treatment should be considered at 12 months.

In patients requiring aspirin and/or clopidogrel in addition to VKA, the
dose intensity of VKA should be carefully regulated with a target INR
in the lower part of the recommended target range and a time in
therapeutic range >65-70%.

WWW.es(

The use of NOACs is contra-indicated.
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@ EACTS Antithrombotic therapy in patients with mechanical @ ESC

R 7 | AV prOSthESiS after undergoing PCI European Society
(Adapted from the 2017 ESC Focused Update on Dual Antiplatelet Therapy) W7k

Patients with a mechanical valve undergoing PCI

Concerns about c bout
ischaemic risk oncerns abou

prevailing bleeding risk prevailing

Time from
treatment
initiation AlE o AlC[Y O
1 mo. Triple Therapy 1 mo. Triple Therapy Dual Thera
up to 12 o,
1 mo- Y (R R :
o
www.escardio.org/guidelines 2017 ESC/EACTS Guidelines for the Management of Valvular Heart Disease 17

(European Heart Journal 2017 - doi:10.1093/eurheartj/ehx391)


http://www.escardio.org/guidelines

@EACTS

Eurapean Asodation Fer CadioTharste Surgeny

3 mo. -
6 mo. ...

12mo. ...

Beyond
12 mo.

Antithrombotic therapy in patients with mechanical
valve prosthesis after undergoing PCIl (continued)

@ESC

European Society

(Adapted from the 2017 ESC Focused Update on Dual Antiplatelet Therapy) ©f cardiology

A[C[s

Triple Therapy
up to 6 mo.

Class lla B

INo

Id o

Dual Therapy
up to 12 mo.

OR

Dual Therapy
up to 12 mo.

Class lla A

Dual Therapy up to 12 mo.

Class lla A

OAC alone

Class lla B

v

@ = Aspiri

www.escardio.org/guidelines

n @ = Clopidogrel E = Oral anticoagulation with VKA

2017 ESC/EACTS Guidelines for the Management of Valvular Heart Disease
(European Heart Journal 2017 - doi:10.1093/eurheartj/ehx391)
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@ EACTS Non-cardiac intervention in a patient with a mechanical @ ESC

Eurapean Asincaien e CurdienThecade urgery prosthesis European Society
of Cardiology

" It is recommended not to interrupt oral anticoagulation for most minor
surgical interventions (including dental extraction, cataract removal) "

Patients on antivitamin K
Acenocoumarol MINISINTROM SINTROM®
Fluindione PREVISCAN®
Warfarin COUMADIN®
1
[ |
Surgery with LOW risk of bleeding Surgery with HIGH risk of bleeding
Surgery of cysts and bone tumors (> 3 cm)
dental extraction(s) Pre-implart surgery
dental implant placement, etc. Gingiva graft, etc.
i I
Th ribi ician’
Control of INR emm E’Jsm‘"’
] [ 1
I INR < 4* | | INR =24 | Low risk of thrombosis** High risk of thrombosis™
h sk VTE m::z::( ;f.,"m‘:?g::i"m recurrent VTE) 1 t h 1 I
I i i (WWW.SOCIe ecnirorale.com
|
v -
[Wodssontinaston | [ Dolecosuroy Dconinuation o ; ' /documents/Recommandations/)
= — VKA™ Discontinuation of VKA Defer the surgery
3 J 3 1 and relay with
Contact with the heparin®™**
prescribing physician
e Venagerrent inthe
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o

Main bridging steps for an intervention requiring
EACTS . . . G ( .
=== interruption of oral anticoagulation in a patient with
a mechanical prosthesis RECiology

@ESC

(Reproduced with permission from lung and Rodes-Cabau)

Intervention

Days 6 -5 4 -3 -2 -1 0 +1 +2 +3 +4 +5 +6 i
Stop VKA Restart VKA
Begin LMWH  Switch LMWH Restart LMWH Stop heparin when
or UFH for IV UFH or continue INR > 2.0 (aortic)
UFH INR > 2.5 (mitral)

Stop IVLMWH Restart IV UFH
6 hours before 12 to 24 hours
intervention After intervention

Timing should be individualized according to patient characteristics, actual INR, and the type of intervention

www.escardio.org/guidelines 2017 ESC/EACTS Guidelines for the Management of Valvular Heart Disease
(European Heart Journal 2017 - doi:10.1093/eurheartj/ehx391)
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Indications for antithrombotic therapy ESC
©EACTS for bioprostheses ® Europiean Socjety

of Cardiology

Recommendations Class | Level

Bioprostheses

Oral anticoagulation is recommended lifelong for patients with surgical
or transcatheter implanted bioprostheses who have other indications I
for anticoagulation.

Oral anticoagulation using a VKA should be considered for the first
3 months after surgical implantation of a mitral or tricuspid lla
bioprosthesis.

Oral anticoagulation using a VKA should be considered for the first

3 months after surgical mitral or tricuspid valve repair. e

Low-dose aspirin (75-100 mg/day) should be considered for the first
3 months after surgical implantation of an aortic bioprosthesis or lla
valve-sparing aortic surgery.

www.escardio.org/guidelines 2017 ESC/EACTS Guidelines for the Management of Valvular Heart Disease 21
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Early antithrombotic therapy after
EACTS ESC
GEACT> AVR using a bioprosthesis © European Society

of Cardiology

4075 patients undergoing AVR (1997-2009).
Of 881 pts without post-op warfarin, 181 received ASA

Aunticoagulation with a VKA to achieve an INR | MODIFIED: LOE updated
of 2.5 is reasonable for at least 3 months and from C to B-NR. 100
for as long as 6 months after surgical Anticoagulation for all surgical
bioprosthetic MVR or AVR in patients at low [ tissue prostheses was combined
IIa BNR | ok of bleeding (195-197). into 1 recommendation, with
extension of the duration of
anticoagulation up to 6 months.
Stroke risk and mortality rate are

® Warlarin only
& Warfarin + aspirin
 Asprn cnly

(Merie et al.
JAMA 2012;308:2118-25)

3

Rates of Cardiovascular Death
per 100 Parson-Yaars
2 3
—o—

3

lower in patients who receive T -~

anticoagulation for up to 6 P 2 .3 i

months after implantation of a o soamo :;D:Eq ;55:29 f—

tissue prosthesis than in those Tirme After Surgery, d

who have do not have

See Online Data anticoagulation. Anticoagulation

5 for a tissue prosthesis is also . p

Supplement 6. supporied by reports of valve 26 656 patients > 65 yrs undergoing AVR (1997-2009)

thrombosis for patients

undergoing bioprosthetic surgical ASA Warfarin Warfarin + ASA

AVR or MVR. a phenomenon (58%) (14%) (28%)

that may be warfarin responsive.

o sye’

o
»

(Nishimura et al. J Am Coll Cardiol 2017;70:252-89) Dl 3.0 4.0 3.1

Embolism 1.0 1.0 0.6
( Bleeding 1.0 1.4 2.8 1-7)
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@EACTS |ndications for antithrombotic therapy @Egsc

=== for bioprostheses (continued) European Society
of Cardiology
Recommendations Class | Level

Bioprostheses (continued)

Dual antiplatelet therapy should be considered for the first 3-6 months
after TAVI, followed by lifelong single antiplatelet therapy in patients lla New

who do not need oral anticoagulation for other reasons.

Single antiplatelet therapy may be considered after TAVI in the case of

, L Ib New
high bleeding risk.
Oral anticoagulation may be considered for the first 3 months after b
surgical implantation of an aortic bioprosthesis.
o
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EACTS

Eurapean Asodation Fer CadioTharste Surgeny

o

Aspirin + clopidogrel vs. aspirin alone
(2RCTs and 2 observational series with propensity-matched subgroups totalling 435 pts)

NACE
Study

Odds Ratio (95% Cl)

All-cause mortality

Study

Durand et al (2014)
Poliacikova et al (2013)
Stabile et al (2014)
Ussia (2011)

0.69(0.30-1.62)
0.63(0.20-1.91)
1.39(0.45-4.27)
1.03(0.30-3.52)

0.83(0.48-1.43)

-

Antithrombotic therapy after TAVI

Odds Ratio (95% Cl)

@ESC

European Society
of Cardiology

Durand et al (2014)
Poliacikova et al (2013)
Stabile et al (2014)
Ussia (2011)

2.50(0.49-12.89)
0.25(0.03-2.24)
1.00(0.06-16.37)
0.75(0.16-3.59)

0.91(0.36-2.27)

102 Ofi SAi DAP% LT 005 02 o DAPTé 20
Stroke LTB and major bleeding
Study Odds Ratio (95% Cl) Study 0Odds Ratio (95% Cl)
Durand et al (2014) 0.50(0.05-5.51) = Stabile etal (2014) 0.83(0.24-2.90)
poliacikovaet al (2013)  1.0(0.06-15.99) Durand et al (2014) 0.30(0.08-1.09) _"—
Stabile et al (2014) 2.03(0.18-23.06) i Poliacikovaet al(2013)  0.67(0.11-3.99) -
Ussia (2011) 2.11(0.18-24.24) Ussia (2011) 0.75(0.16-3.59)

1.21(0.36-4.03) ) . -’- . . 0.56 (0.28-1.11) e
005 02 1 5 20 o1 02 05 IR
ASA DAPT ASA DAPT
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@EACTS TAVI thrombosis diagnosed by CT scan @ESC

European Society
of Cardiology

« 16/156 pts (10%)

Small but significant increase in gradients
(Pache et al. Eur Heart J 2016; 37, 2263-71)

« 23/405 pts (7%)

Increased gradients
(Hansson et al. J Am Coll Cardiol 2016;68:2059-69)

« 10/752 (13%)
(4% for surgical bioprosthesis)
Increased incidence of TIA

« 16/128 (12.5%)
Increased gradients

(Chakravarty et al. Lancet 2017;389:2383-92)

(Vollema et al. Eur Heart J 2017;38:1207-17)
Resolution under anticoagulant therapy in most cases
O
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@EACTS Management of prosthetic @®ESC

===== valve dysfunction European Society
of Cardiology
Recommendations Class | Level

Mechanical prosthetic thrombosis

Urgent or emergency valve replacement is recommended for
obstructive thrombosis in critically ill patients without serious I
comorbidity.

Fibrinolysis (using recombinant tissue plasminogen activator
10 mg bolus + 90 mg in 90 minutes with UFH, or streptokinase
1,500,000 U in 60 minutes without UFH) should be considered | lla
when surgery is not available or is very high-risk, or for
thrombosis of right-sided prostheses.

Surgery should be considered for large (>10 mm) non-

obstructive prosthetic thrombus complicated by embolism. =
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Obstructive mechanical prosthetic
EACTS  thrombosis: @Esc

Fibrinolysis vs. surgery

Meta-anaysis of 7 studies (690 pts with obstructive thrombosis)
Restoration of normal valve function

Study

Azpitarte et al

Lengyel and Vandor

Durdeman et al

Renzulli et al

Roudaut et al

Ermis otal

Keuleers et al

Year
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OR (95% Cl)
1
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‘
: ———————— 100,57 (5.02,23%0.02)
|
1
—_— 5.90 (2.47, 14.10)
]
1
—_ 3.58(1.83,7.02)
1
_..._:_ 0.79(0.11,5.60)

1
e 6.50(0.94, 45.11)

:
Overall (I-squared =74.0%, p = 0.001) @ 253 (0.94, 6.76)
!
]
I

Events,
Surgery

914
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29/32

186/213

122/136

13/16
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386/446

Events,
Fibrinolysis

13/19

37/43

[

1426

90/127

11418
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170/244
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%
Weight
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Favours fibrinolysis Favours surgery

(Karthikeyan et al. Eur Heart J 2013;34:1557-66)
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l Management of left-sided non-obstructive mechanical prosthetic thrombasis

v

@ EACTS Management [
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Management of prosthetic valve
GEACTS dysfunction (continued) © o

of Cardiology

Recommendations

Bioprosthetic thrombosis

Anticoagulation using a VKA and/or UFH is recommended in
bioprosthetic valve thrombosis before considering

New

reintervention.
Haemolysis and paravalvular leak

Reoperation is recommended if paravalvular leak is related to
endocarditis or causes haemolysis requiring repeated blood
transfusions or leading to severe symptoms.

Transcatheter closure may be considered for paravalvular leaks

New

with clinically significant regurgitation in surgical high-risk

patients (Heart Team decision).
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=====  dysfunction (continued) curopean Society
of Cardiology
Recommendations Class | Level

Bioprosthetic failure

Reoperation is recommended in symptomatic patients with a
significant increase in transprosthetic gradient (after exclusion I
of valve thrombosis) or severe regurgitation.

Reoperation should be considered in asymptomatic patients
with significant prosthetic dysfunction, if reoperation is at low- | lla
risk.

Transcatheter valve-in-valve implantation in aortic position
should be considered by the Heart Team depending on the risk |( lla New
of reoperation and the type and size of prosthesis.
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Conclusion

The choice between a mechanical prosthesis and a bioprosthesis should
not overstress age but fully take into account patient’s wishes.

Patients with a mechanical prosthesis require lifelong VKA with a target
INR adapted to the prosthesis and patient characteristics.

The addition of low-dose aspirin to VKA is restricted to selected patients.

After ACS or PCI in a patient with mechanical prosthesis, antithrombotic
therapy should be individualized according to ischaemic and bleeding risks.

The management of anticoagulant therapy during non-cardiac surgery
should be adapted to the type of surgery. Minor surgical procedures
generally do not require interruption of anticoagulation.
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Gaps in evidence

- Safety and efficacy of very low target INRs (median <2.5) in patients
with a mechanical prosthesis in aortic position.

- Safety and efficacy of NOACs in patients with a mechanical prosthesis.

- Safety and efficacy of low-dose aspirin associated with contemporary
target INRs in patients with a mechanical prosthesis, according to the
presence or absence of atherosclerosis.

« Optimal early antithrombotic therapy after implantation of surgical and
transcatheter aortic bioprostheses.

- Long-term outcome data of transcatheter valve-in-valve and valve-in-
ring procedures.
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Mechanical or Biologic
Prostheses for MVR

Comparison of 9982 patients undergoing MVR
using a mechanical prosthesis with 5521 using
a bioprosthesis

B Mitral-Valve Replacement

3.004
2.50+
2.00+
1.504

1.00+

Hazard Ratio with Biologic Prosthesis

(Goldstone et al. N Engl J Med 2017;377:1847-57)

A Patients 40-49 Yr of Age

1.0+
0.8+
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a P<0.001
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= Biologic
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3
2
& 0.24 Mechanical
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0 5 10 15
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z
5 04 Mechanical
-]
[
o
0.2+
0.0 T T T
0 5 10 15
Years
No. at Risk
Biclogic 2278.2 1306.3 660.6 179.7
Mechanical 5748.9 3458.2 1944.2 581.0
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