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The Heart Valve Clinic International
Database (HAVEC) is a multicenter
registry created for prospective data
collection of patients with
echocardiographic confirmation of
AS and other valve diseases



Exercise testing was performed in
selected patients (572 of 1375
patients [41.6%]), especially when
the symptomatic status was unclear.















If validated in other studies, these observations could
influence decision making and the timing of surgical referral.



Late surgery can result in irreversible myocardial dysfunction and additional risk.

This study aimed to determine whether presence of focal myocardial scar

preoperatively was associated with long-term mortality
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674 patients with severe AS (75 ± 14 years, 63%
male)
AV area 0.38 ± 0.14cm2/m2; mean gradient 46 ±
18mmHg, LVEF 61.0 ± 16.7%
Scar was present in 51% (18% infarct-pattern;
33% non-infarct).
Management was surgical (SAVR, n=399) or
transcatheter (TAVR, n=275).

At multivariable analysis, the factors

independently associated with all-cause

mortality were age (HR 1.50, 95%CI: 1.11-

2.04, p=0.009; scaled by epochs of 10

years), STS score (HR 1.12, 95%CI 1.03-

1.22, p=0.007) and scar presence (HR 2.39,

95%CI 1.40-4.05, p=0.001).

Scar independently predicted all-cause

(26.4% vs 12.9%; p<0.001) and

cardiovascular mortality (15.0% vs 4.8%;

p<0.001), regardless of intervention
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Every 1% increase in LV myocardial scar

burden was associated with 11% higher

all-cause mortality hazard (HR 1.11;

95%CI: 1.05-1.17; p<0.001) and 8%

higher cardiovascular mortality hazard

(HR 1.08; 95%CI: 1.01-1.17; p<0.001).

Clinical Perspective - What is new?

In patients with severe aortic stenosis

(AS), focal myocardial fibrosis (scar)

determined by CMR was present in

over 50% of patients and was

associated with a 2-fold higher late

mortality.
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https://www.bmj.com/content/354/bmj.i5085/related

https://www.bmj.com/content/354/bmj.i5085/related
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During the past 20 years, there has been a major shift
from mechanical valves towards bioprosthetic valves for
SAVR and the proportion of bioprostheses increased
from 40% in 1998 to >85% nowadays

The age limit recommended to consider a
mechanical rather than a bioprosthetic
valve for SAVR is 50 years old in the 2017
update of AHA-ACC guidelines and 60 years
old in the new 2017 ESC-EACTS guidelines.

For patients >70 years old, the guidelines
consider it is reasonable to use a bioprosthesis
for SAVR, whereas between 50 and 70 years
old, the choice between mechanical versus
bioprosthetic valve should be individualised
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‡The most important criteria to define hemodynamic HVD is a significant increase in mean
transprosthetic gradient with concomitant decrease in valve effective orifice area and Doppler
velocity index; and/or a new onset or a worsening of transprosthetic valve regurgitation
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The choice between redo surgery versus transcatheter valve-in-valve
procedure should be individualized according to: (1) assessment of surgical
risk; (2) feasibility of the transcatheter procedure; and (3) presence of
factors that may increase the risk of futility of valve-in-valve procedure: that
is, small surgical bioprosthesis or severe pre-existing PPM

In patients with symptoms or impairment in
left ventricle systolic function.
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The main limitation of earlier generations of surgical bioprostheses was the limited
durability due to SVD, typically beginning within 5–7 years after SAVR. With newer
generations of bioprostheses, the reported durability is excellent with rates of 2%–10% at
10 years, 10%–20% at 15 years and 40% at 20 years

The rates of SVD were 10%–30% at 5–10 years post-SAVR.
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In a recent meta-analysis of 8914 patients included in
observational studies, Foroutan et al reported a pooled
incidence of SVD of 28 per 10000 patients/year. The main
limitation of all these studies is the high rate of mortality
(from 55% to 72%) at 5 years.
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*The valve durability to life expectancy ratio may be <1.0, and the patient is at risk for reintervention, which
may be a surgical redo valve replacement or a transcatheter valve-in-valve procedure. †Uncertain durability:
there is very limited data to support valve durability between 5 and 10 years post-TAVI; unknown durability:
there is, until now, no data to establish the durability of TAVI valves beyond 10 years. In such situations, the
valve durability to life expectancy ratio is unknown. ↑, increased risk; ↑↑, markedly increased risk
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