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“Aortaklepstenose anno 2022”

Kleplijden: een steeds gediversifieerder arsenaal aan 
behandelingsmogelijkheden, aangestuurd vanuit een netwerk 

Heart Team

Dr. Guy Lenders
Interventiecardioloog

 Huisartsensymposium Cardiologie 
 zaterdag 12 februari 2022 van 9:00 tot 12:15. 
 
 
 
 Locatie: Congrescentrum Ter Elst, Kattenbroek 1, 2650 Edegem 

 

 

Praktische boodschappen Cardiologie voor de huisartspraktijk 
 

Huisartsensymposium Universitair Cardiologisch Netwerk Antwerpen (UCNA) georganiseerd 
door de dienst Cardiologie UZA in samenwerking met cardiologie AZ Monica, AZ Klina,  

Ziekenhuis Geel, AZ Voorkempen Malle, en met het Huisartsencentrum Universiteit Antwerpen 

12 februari 2022, 9:00 tot 12:15 uur 

Congrescentrum Ter Elst  
Kattenbroek 1, 2650 Edegem 

+ 
Online 

 
 
Geachte collega, 

 
U bent van harte welkom op het jaarlijks symposium voor huisartsen van de dienst Cardiologie van  het 
Universitair Ziekenhuis Antwerpen (UZA), in samenwerking met onze partners uit het Universitair 
Cardiologisch Netwerk Antwerpen (UCNA) en met het Huisartsencentrum van de Universiteit Antwerpen. 
 
Zoals vorig jaar bestaat het programma uit een reeks praktische flashes. We serveren geen uitgebreide
theorie, maar wel relevante en bruikbare informatie voor uw praktijk van alledag, onderbouwd door de 
wetenschappelijke inzichten en het onderzoek die eigen zijn aan onze universitaire missie. 
 
Zoals vorig jaar hebben we opnieuw geopteerd voor een hybride opzet, met grote locatie buiten het 
UZA, in Ter Elst. Hopelijk kunnen we daar enkelen onder u persoonlijk ontmoeten, al zullen er bijna 
zeker nog belangrijke restricties zijn in het kader van COVID-19. We voorzien daarom een online 
platform om te kunnen volgen. Deelnemen aan de quiz (en winnen) is dus mogelijk van achter uw 
computerscherm! 
 
 
Namens alle UCNA partners, 

 
 
 
 
Prof. Dr. Hein Heidbuchel 
Diensthoofd Cardiologie UZA 
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Aortaklepstenose
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Prognose

Evolutie
Geen adequate medische therapie

PARTNER trial - NEJM 2010
- Lancet 2015

Ross J & Braunwald E. Circulation 1968

Vanaf symptomen: 
<50% overleving na 

2 jaar !

Hartfalen  – Angina Pectoris  – Syncope

Aortaklepvervanging
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Behandeling

TAVI                    SAVR

Watchful 
waiting

PTAV
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Transcatheter Aortic Valve Implantation

Percutaan 
- Femoraal

Minimaal 
invasief

Locale 
verdoving

Snel 
ontslag

5

TAVI

• Enorme evolutie tussen 2002 en 2022:      Inoperabel high risk                 low risk

cohort 1 (pt 1-150)   cohort 2 (pt 151-350)   cohort 3 (pt 351 - 400)  cohort 4 (pt 401 – 650)

30d survival                      92 %                                                        98,5 %                            100 %                     99,2 %                          

Major bleeding                 11 %                               3 %                                                                2 %      1 %                              

New def PM                       41 %                                                        16 %                                                             14 %                                                               12 %            

University Hospital Antwerp
(“high risk” + “inoperable”)

“real world”
N = 650

The interplay between estimated life expectancy and prosthetic
heart valve durability is a key consideration in these discussions. Age
is a surrogate for life expectancy but had no impact on the outcomes
of the low-risk RCTs at 1!2 year follow-up. Life expectancy varies
widely across the world and is highly dependent on absolute age, sex,
frailty, and the presence of comorbidities (http://ghdx.healthdata.org/
record/ihme-data/gbd-2017-life-tables-1950-2017); it may be a better
guide than age alone but is difficult to determine in individual patients.

Recommendations on indications for interventiona in
symptomatic (A) and asymptomatic (B) aortic stenosis
and recommended mode of intervention (C)

A) Symptomatic aortic stenosis Classb Levelc

Intervention is recommended in symptomatic

patients with severe, high-gradient aortic steno-

sis [mean gradient >_40 mmHg, peak velocity

>_4.0 m/s, and valve area <_1.0 cm2 (or <_0.6 cm2/

m2)].235,236

I B

Intervention is recommended in symptomatic

patients with severe low-flow (SVi <_35 mL/m2),

low-gradient (<40 mmHg) aortic stenosis with

reduced ejection fraction (<50%), and evidence

of flow (contractile) reserve.32,237

I B

Intervention should be considered in sympto-

matic patients with low-flow, low-gradient

(<40 mmHg) aortic stenosis with normal ejec-

tion fraction after careful confirmation that the

aortic stenosis is severed (Figure 3).

IIa C

Intervention should be considered in sympto-

matic patients with low-flow, low-gradient

severe aortic stenosis and reduced ejection frac-

tion without flow (contractile) reserve, particu-

larly when CCT calcium scoring confirms severe

aortic stenosis.

IIa C

Intervention is not recommended in patients

with severe comorbidities when the intervention

is unlikely to improve quality of life or prolong

survival >1 year.

III C

B) Asymptomatic patients with severe aortic stenosis

Intervention is recommended in asymptomatic

patients with severe aortic stenosis and systolic

LV dysfunction (LVEF <50%) without another

cause.9,238,239

I B

Intervention is recommended in asymptomatic

patients with severe aortic stenosis and demon-

strable symptoms on exercise testing.

I C

Intervention should be considered in asympto-

matic patients with severe aortic stenosis and

systolic LV dysfunction (LVEF <55%) without

another cause.9,240,241

IIa B

Intervention should be considered in asympto-

matic patients with severe aortic stenosis and a

sustained fall in BP (>20 mmHg) during exercise

testing.

IIa C
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.. Intervention should be considered in asympto-

matic patients with LVEF >55% and a normal

exercise test if the procedural risk is low and

one of the following parameters is present:

• Very severe aortic stenosis (mean gradient

>_60 mmHg or Vmax >5 m/s).9,242

• Severe valve calcification (ideally assessed by

CCT) and Vmax progression >_0.3 m/s/

year.164,189,243

• Markedly elevated BNP levels (>3" age- and

sex-corrected normal range) confirmed by

repeated measurements and without other

explanation.163,171

IIa B

C) Mode of intervention

Aortic valve interventions must be performed in

Heart Valve Centres that declare their local

expertise and outcomes data, have active inter-

ventional cardiology and cardiac surgical pro-

grammes on site, and a structured collaborative

Heart Team approach.

I C

The choice between surgical and transcatheter

intervention must be based upon careful evalua-

tion of clinical, anatomical, and procedural fac-

tors by the Heart Team, weighing the risks and

benefits of each approach for an individual

patient. The Heart Team recommendation

should be discussed with the patient who can

then make an informed treatment choice.

I C

SAVR is recommended in younger patients who

are low risk for surgery (<75 yearse and STS-

PROM/EuroSCORE II <4%)e,f, or in patients

who are operable and unsuitable for transfe-

moral TAVI.244

I B

TAVI is recommended in older patients (>_75

years), or in those who are high risk (STS-

PROM/EuroSCORE IIf >8%) or unsuitable for

surgery.197!206,245

I A

SAVR or TAVI are recommended for remaining

patients according to individual clinical,

anatomical, and procedural character-

istics.202!205,207,209,210,212 f,g

I B

Non-transfemoral TAVI may be considered in

patients who are inoperable and unsuitable for

transfemoral TAVI.

IIb C

Balloon aortic valvotomy may be considered as a

bridge to SAVR or TAVI in haemodynamically

unstable patients and (if feasible) in those with

severe aortic stenosis who require urgent high-

risk NCS (Figure 11).

IIb C

D) Concomitant aortic valve surgery at the time of other car-

diac/ascending aorta surgery

SAVR is recommended in patients with severe

aortic stenosis undergoing CABG or surgical

intervention on the ascending aorta or another

valve.

I C

Continued
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SAVR evoluties !
• Minimaal invasief
• Mini-sternotomie en RAT
• “Sutureless” kleppen 
• Specifieke indicaties

• Jonge patiënten, Mechanische kunstklep, 
Bicuspiede aortaklep

TAVI versus SAVR ?

The interplay between estimated life expectancy and prosthetic
heart valve durability is a key consideration in these discussions. Age
is a surrogate for life expectancy but had no impact on the outcomes
of the low-risk RCTs at 1!2 year follow-up. Life expectancy varies
widely across the world and is highly dependent on absolute age, sex,
frailty, and the presence of comorbidities (http://ghdx.healthdata.org/
record/ihme-data/gbd-2017-life-tables-1950-2017); it may be a better
guide than age alone but is difficult to determine in individual patients.

Recommendations on indications for interventiona in
symptomatic (A) and asymptomatic (B) aortic stenosis
and recommended mode of intervention (C)

A) Symptomatic aortic stenosis Classb Levelc

Intervention is recommended in symptomatic

patients with severe, high-gradient aortic steno-

sis [mean gradient >_40 mmHg, peak velocity

>_4.0 m/s, and valve area <_1.0 cm2 (or <_0.6 cm2/

m2)].235,236

I B

Intervention is recommended in symptomatic

patients with severe low-flow (SVi <_35 mL/m2),

low-gradient (<40 mmHg) aortic stenosis with

reduced ejection fraction (<50%), and evidence

of flow (contractile) reserve.32,237

I B

Intervention should be considered in sympto-

matic patients with low-flow, low-gradient

(<40 mmHg) aortic stenosis with normal ejec-

tion fraction after careful confirmation that the

aortic stenosis is severed (Figure 3).

IIa C

Intervention should be considered in sympto-

matic patients with low-flow, low-gradient

severe aortic stenosis and reduced ejection frac-

tion without flow (contractile) reserve, particu-

larly when CCT calcium scoring confirms severe

aortic stenosis.

IIa C

Intervention is not recommended in patients

with severe comorbidities when the intervention

is unlikely to improve quality of life or prolong

survival >1 year.

III C

B) Asymptomatic patients with severe aortic stenosis

Intervention is recommended in asymptomatic

patients with severe aortic stenosis and systolic

LV dysfunction (LVEF <50%) without another

cause.9,238,239

I B

Intervention is recommended in asymptomatic

patients with severe aortic stenosis and demon-

strable symptoms on exercise testing.

I C

Intervention should be considered in asympto-

matic patients with severe aortic stenosis and

systolic LV dysfunction (LVEF <55%) without

another cause.9,240,241

IIa B

Intervention should be considered in asympto-

matic patients with severe aortic stenosis and a

sustained fall in BP (>20 mmHg) during exercise

testing.

IIa C
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grammes on site, and a structured collaborative

Heart Team approach.
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intervention must be based upon careful evalua-

tion of clinical, anatomical, and procedural fac-

tors by the Heart Team, weighing the risks and

benefits of each approach for an individual

patient. The Heart Team recommendation

should be discussed with the patient who can

then make an informed treatment choice.
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PROM/EuroSCORE II <4%)e,f, or in patients
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SAVR or TAVI are recommended for remaining

patients according to individual clinical,

anatomical, and procedural character-

istics.202!205,207,209,210,212 f,g

I B

Non-transfemoral TAVI may be considered in

patients who are inoperable and unsuitable for
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IIb C

Balloon aortic valvotomy may be considered as a

bridge to SAVR or TAVI in haemodynamically

unstable patients and (if feasible) in those with

severe aortic stenosis who require urgent high-

risk NCS (Figure 11).
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D) Concomitant aortic valve surgery at the time of other car-

diac/ascending aorta surgery

SAVR is recommended in patients with severe

aortic stenosis undergoing CABG or surgical

intervention on the ascending aorta or another

valve.
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velocity integral (TVI) to that of the aortic valve jet—does not
require calculation of LVOT area and may assist evaluation when
other parameters are equivocal (a value <0.25 suggests that severe
aortic stenosis is highly likely).156 Assessment of global longitudinal
strain provides additional information concerning LV function and a
threshold of 15% may help to identify patients with severe asympto-
matic aortic stenosis who are at higher risk of clinical deterioration
or premature mortality.26,168 TOE allows evaluation of concomitant
mitral valve disease and may be of value for periprocedural imaging
during TAVI and SAVR.169

Natriuretic peptides predict symptom-free survival and outcome
in normal and low-flow severe aortic stenosis.170,171 They can be
used to arbitrate the source of symptoms in patients with multiple
potential causes and identify those with high-risk asymptomatic aortic
stenosis who may benefit from early intervention (section 5.2.2, Table
6 and Figure 3).

Exercise testing may unmask symptoms and is recommended for
risk stratification of asymptomatic patients with severe aortic steno-
sis.172 Exercise echocardiography provides additional prognostic
information by assessing the increase in mean pressure gradient and
change in LV function.173

CCT provides information concerning the anatomy of the aortic
root and ascending aorta, and the extent and distribution of valve and
vascular calcification, and feasibility of vascular access.174

Quantification of valve calcification predicts disease progression and
clinical events164 and may be useful when combined with geometric
assessment of valve area in assessing the severity of aortic stenosis in
patients with low valve gradient.35,36,163,164

Myocardial fibrosis is a major driver of LV decompensation in
aortic stenosis (regardless of the presence or absence of CAD),
which can be detected and quantified using CMR. Amyloidosis is also
frequently associated with aortic stenosis in elderly patients (inci-
dence 9!15%).175 When cardiac amyloidosis is clinically suspected,
based on symptoms (neuropathy and hematologic data), diphospho-
nate scintigraphy and/or CMR should be considered. Both entities
persist following valve intervention and are associated with poor
long-term prognosis.176!179

Coronary angiography is essential prior to TAVI and SAVR to
determine the potential need for concomitant revascularization (see
section 3.2.4.1 and section 5.5). Retrograde LV catheterization is not
recommended unless there are symptoms and signs of severe aortic
stenosis and non-invasive investigations are inconclusive.

5.1.3 TAVI diagnostic workup

Prior to TAVI, CCT is the preferred imaging tool to assess: (i) aortic
valve anatomy, (ii) annular size and shape, (iii) extent and distribution
of valve and vascular calcification, (iv) risk of coronary ostial obstruc-
tion, (v) aortic root dimensions, (vi) optimal fluoroscopic projections
for valve deployment, and (vii) feasibility of vascular access (femoral,
subclavian, axillary, carotid, transcaval or transapical). Adverse ana-
tomical findings may suggest that SAVR is a better treatment option
(Table 6). TOE is more operator-dependent but may be considered
when CCT is difficult to interpret or relatively contraindicated (e.g.
chronic renal failure).

Table 6 Clinical, anatomical and procedural factors that
influence the choice of treatment modality for an individ-
ual patient

Favours Favours

TAVI SAVR

Clinical characteristics

Lower surgical risk 2 1

Higher surgical risk 1 2

Younger agea 2 1

Older agea 1 2

Previous cardiac surgery (particularly intact cor-

onary artery bypass grafts at risk of injury during

repeat sternotomy)

1 2

Severe frailtyb 1 2

Active or suspected endocarditis 2 1

Anatomical and procedural factors

TAVI feasible via transfemoral approach 1 2

Transfemoral access challenging or impossible

and SAVR feasible

Transfemoral access challenging or impossible

and SAVR inadvisable

2

1c

1

2

Sequelae of chest radiation 1 2

Porcelain aorta 1 2

High likelihood of severe patient!prosthesis

mismatch (AVA <0.65 cm2/m2 BSA)
1 2

Severe chest deformation or scoliosis 1 2

Aortic annular dimensions unsuitable for avail-

able TAVI devices
2 1

Bicuspid aortic valve 2 1

Valve morphology unfavourable for TAVI (e.g.

high risk of coronary obstruction due to low

coronary ostia or heavy leaflet/LVOT

calcification)

2 1

Thrombus in aorta or LV 2 1

Concomitant cardiac conditions requiring intervention

Significant multi-vessel CAD requiring surgical

revascularizationd 2 1

Severe primary mitral valve disease 2 1

Severe tricuspid valve disease 2 1

Significant dilatation/aneurysm of the aortic root

and/or ascending aorta
2 1

Septal hypertrophy requiring myectomy 2 1

AVA = aortic valve area, BSA = body surface area, CAD = coronary artery dis-
ease; ESC = European Society of Cardiology; LV = left ventricle/left ventricular;
LVOT = left ventricular outflow tract; SAVR = surgical aortic valve replacement;
TAVI = transcatheter aortic valve implantation.
Integration of these factors provides guidance for the Heart Team decision (indi-
cations for intervention are provided in the table of recommendations on indica-
tions for intervention in symptomatic and asymptomatic aortic stenosis and
recommended mode of intervention).
aLife expectancy is highly dependent on absolute age and frailty, differs between
men and women, and may be a better guide than age alone. There is wide varia-
tion across Europe and elsewhere in the world (http://ghdx.healthdata.org/
record/ihme-data/gbd-2017-life-tables-1950-2017).
bSevere frailty = >2 factors according to Katz index59 (see section 3.3 for further
discussion).
cVia non-transfemoral approach.
dAccording to the 2019 ESC Guidelines for the diagnosis and management of
chronic coronary syndromes.
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..5.2 Indications for intervention (SAVR or
TAVI)
Indications for aortic valve intervention are summarized in the table
of recommendations on indications for intervention in symptomatic
and asymptomatic aortic stenosis and recommended mode of inter-
vention and in Figure 4.

5.2.1 Symptomatic aortic stenosis

Symptomatic severe aortic stenosis has dismal prognosis and early
intervention is strongly recommended in all patients. The only

exceptions are for those in whom intervention is unlikely to improve
quality of life or survival (due to severe comorbidities) or for those
with concomitant conditions associated with survival <1 year (e.g.
malignancy) (section 3).

Intervention is recommended in symptomatic patients with high-
gradient aortic stenosis, regardless of LVEF. However, management
of patients with low-gradient aortic stenosis is more challenging:

• LV function usually improves after intervention in patients with
low-flow, low-gradient aortic stenosis, when reduced ejection
fraction is predominantly caused by excessive afterload.32,180

Management of patients with severe aortic stenosisa 

Symptoms Y

N

LVEF < 50%
Intervention likely to be

of benefitb (after assessment of
comorbidity and frailty)

Physically active

Exercise test

Symptoms or sustained fall
in BP below baseline

Indicators of adverse
prognosisd and

low procedural risk
Heart Team evaluationc

Educate patient and
reassess in 6 months

(or as soon as possible
if symptoms occur)

Medical therapy

N

Y Y N

N

N

N

Y

Y

Y

Patients < 75 years at
low-risk for SAVR

(STS-PROM/
EuroSCORE II < 4%)e

OR
Unsuitable for TF TAVI

and operable

All other patients

Patients ≥ 75 years
OR

Unsuitable/High risk 
for SAVR (STS-PROM/
EuroSCORE II > 8%)e

AND
Suitable for TF TAVI

SAVRf
SAVRf

or 
TAVIf

TAVIf

Figure 4 Management of patients with severe aortic stenosis. BP = blood pressure; EuroSCORE = European System for Cardiac Operative Risk
Evaluation; LVEF = left ventricular ejection fraction; SAVR = surgical aortic valve replacement; STS-PROM = Society of Thoracic Surgeons ! predicted risk
of mortality; TAVI = transcatheter aortic valve implantation; TF = transfemoral. aSee Figure 3: Integrated imaging assessment of aortic stenosis. bProhibitive
risk is defined in Supplementary Table 5. cHeart Team assessment based upon careful evaluation of clinical, anatomical, and procedural factors (see Table 6
and table on Recommendations on indications for intervention in symptomatic and asymptomatic aortic stenosis and recommended mode of interven-
tion). The Heart Team recommendation should be discussed with the patient who can then make an informed treatment choice. dAdverse features
according to clinical, imaging (echocardiography/CT), and/or biomarker assessment. eSTS-PROM: http://riskcalc.sts.org/stswebriskcalc/#/calculate,
EuroSCORE II: http://www.euroscore.org/calc.html. fIf suitable for procedure according to clinical, anatomical, and procedural factors (Table 6).
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risk is defined in Supplementary Table 5. cHeart Team assessment based upon careful evaluation of clinical, anatomical, and procedural factors (see Table 6
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The interplay between estimated life expectancy and prosthetic
heart valve durability is a key consideration in these discussions. Age
is a surrogate for life expectancy but had no impact on the outcomes
of the low-risk RCTs at 1!2 year follow-up. Life expectancy varies
widely across the world and is highly dependent on absolute age, sex,
frailty, and the presence of comorbidities (http://ghdx.healthdata.org/
record/ihme-data/gbd-2017-life-tables-1950-2017); it may be a better
guide than age alone but is difficult to determine in individual patients.

Recommendations on indications for interventiona in
symptomatic (A) and asymptomatic (B) aortic stenosis
and recommended mode of intervention (C)

A) Symptomatic aortic stenosis Classb Levelc

Intervention is recommended in symptomatic

patients with severe, high-gradient aortic steno-

sis [mean gradient >_40 mmHg, peak velocity

>_4.0 m/s, and valve area <_1.0 cm2 (or <_0.6 cm2/

m2)].235,236

I B

Intervention is recommended in symptomatic

patients with severe low-flow (SVi <_35 mL/m2),

low-gradient (<40 mmHg) aortic stenosis with

reduced ejection fraction (<50%), and evidence

of flow (contractile) reserve.32,237

I B

Intervention should be considered in sympto-

matic patients with low-flow, low-gradient

(<40 mmHg) aortic stenosis with normal ejec-

tion fraction after careful confirmation that the

aortic stenosis is severed (Figure 3).

IIa C

Intervention should be considered in sympto-

matic patients with low-flow, low-gradient

severe aortic stenosis and reduced ejection frac-

tion without flow (contractile) reserve, particu-

larly when CCT calcium scoring confirms severe

aortic stenosis.

IIa C

Intervention is not recommended in patients

with severe comorbidities when the intervention

is unlikely to improve quality of life or prolong

survival >1 year.

III C

B) Asymptomatic patients with severe aortic stenosis

Intervention is recommended in asymptomatic

patients with severe aortic stenosis and systolic

LV dysfunction (LVEF <50%) without another

cause.9,238,239

I B

Intervention is recommended in asymptomatic

patients with severe aortic stenosis and demon-

strable symptoms on exercise testing.

I C

Intervention should be considered in asympto-

matic patients with severe aortic stenosis and

systolic LV dysfunction (LVEF <55%) without

another cause.9,240,241

IIa B

Intervention should be considered in asympto-

matic patients with severe aortic stenosis and a

sustained fall in BP (>20 mmHg) during exercise

testing.

IIa C
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.. Intervention should be considered in asympto-

matic patients with LVEF >55% and a normal

exercise test if the procedural risk is low and

one of the following parameters is present:

• Very severe aortic stenosis (mean gradient

>_60 mmHg or Vmax >5 m/s).9,242

• Severe valve calcification (ideally assessed by

CCT) and Vmax progression >_0.3 m/s/

year.164,189,243

• Markedly elevated BNP levels (>3" age- and

sex-corrected normal range) confirmed by

repeated measurements and without other

explanation.163,171

IIa B

C) Mode of intervention

Aortic valve interventions must be performed in

Heart Valve Centres that declare their local

expertise and outcomes data, have active inter-

ventional cardiology and cardiac surgical pro-

grammes on site, and a structured collaborative

Heart Team approach.

I C

The choice between surgical and transcatheter

intervention must be based upon careful evalua-

tion of clinical, anatomical, and procedural fac-

tors by the Heart Team, weighing the risks and

benefits of each approach for an individual

patient. The Heart Team recommendation

should be discussed with the patient who can

then make an informed treatment choice.

I C

SAVR is recommended in younger patients who

are low risk for surgery (<75 yearse and STS-

PROM/EuroSCORE II <4%)e,f, or in patients

who are operable and unsuitable for transfe-

moral TAVI.244

I B

TAVI is recommended in older patients (>_75

years), or in those who are high risk (STS-

PROM/EuroSCORE IIf >8%) or unsuitable for

surgery.197!206,245

I A

SAVR or TAVI are recommended for remaining

patients according to individual clinical,

anatomical, and procedural character-

istics.202!205,207,209,210,212 f,g

I B

Non-transfemoral TAVI may be considered in

patients who are inoperable and unsuitable for

transfemoral TAVI.

IIb C

Balloon aortic valvotomy may be considered as a

bridge to SAVR or TAVI in haemodynamically

unstable patients and (if feasible) in those with

severe aortic stenosis who require urgent high-

risk NCS (Figure 11).

IIb C

D) Concomitant aortic valve surgery at the time of other car-

diac/ascending aorta surgery

SAVR is recommended in patients with severe

aortic stenosis undergoing CABG or surgical

intervention on the ascending aorta or another

valve.

I C

Continued

26 ESC/EACTS Guidelines
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Netwerk Heart Team – AZ Monica en UZA
De praktijk

PATIENT

HUISARTS

CARDIOLOOG

MULTIMODALITY EVALUATION

INTERVENTIECARDIOLOOG

HEART TEAM

KLINISCH

SOCIAAL, FAMILIE…

ANATOMISCH

COMORBIDITEIT

TECHNISCH

LEVENSVERWACHTING

DE JUISTE BEHANDELING BIJ DE JUISTE PATIENT

9

Aortaklepstenose anno 2022

HOGE PREVALENTIE + SLECHTE PROGNOSE

Medicatie, PTAV, TAVI of SAVR 

Paradigma shift naar TAVI toe (>75j)  - Financiële beperkingen in België

“Hybried specialisme”         à Belang van het Netwerk Heart Team

TAVI bij contra-indicatie voor       SAVRSAVR TAVI
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Dr. Guy Lenders
Interventiecardioloog
Guy.lenders@gmail.com
03/320.58.16 Huisartsensymposium Cardiologie 

 zaterdag 12 februari 2022 van 9:00 tot 12:15. 
 
 
 
 Locatie: Congrescentrum Ter Elst, Kattenbroek 1, 2650 Edegem 

 

 

Praktische boodschappen Cardiologie voor de huisartspraktijk 
 

Huisartsensymposium Universitair Cardiologisch Netwerk Antwerpen (UCNA) georganiseerd 
door de dienst Cardiologie UZA in samenwerking met cardiologie AZ Monica, AZ Klina,  

Ziekenhuis Geel, AZ Voorkempen Malle, en met het Huisartsencentrum Universiteit Antwerpen 

12 februari 2022, 9:00 tot 12:15 uur 

Congrescentrum Ter Elst  
Kattenbroek 1, 2650 Edegem 

+ 
Online 

 
 
Geachte collega, 

 
U bent van harte welkom op het jaarlijks symposium voor huisartsen van de dienst Cardiologie van  het 
Universitair Ziekenhuis Antwerpen (UZA), in samenwerking met onze partners uit het Universitair 
Cardiologisch Netwerk Antwerpen (UCNA) en met het Huisartsencentrum van de Universiteit Antwerpen. 
 
Zoals vorig jaar bestaat het programma uit een reeks praktische flashes. We serveren geen uitgebreide
theorie, maar wel relevante en bruikbare informatie voor uw praktijk van alledag, onderbouwd door de 
wetenschappelijke inzichten en het onderzoek die eigen zijn aan onze universitaire missie. 
 
Zoals vorig jaar hebben we opnieuw geopteerd voor een hybride opzet, met grote locatie buiten het 
UZA, in Ter Elst. Hopelijk kunnen we daar enkelen onder u persoonlijk ontmoeten, al zullen er bijna 
zeker nog belangrijke restricties zijn in het kader van COVID-19. We voorzien daarom een online 
platform om te kunnen volgen. Deelnemen aan de quiz (en winnen) is dus mogelijk van achter uw 
computerscherm! 
 
 
Namens alle UCNA partners, 

 
 
 
 
Prof. Dr. Hein Heidbuchel 
Diensthoofd Cardiologie UZA 
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