6 AU 8 DECEMBRE 2017
]7 Novotel Paris Tour Eiffel

s
@ E Sc European Hear |c |L|1r|.|l,\£iﬂ1".-’p 18, 27391786 ESEIE-&CTS GUIDELINES

European Soclety dei10,1093/ eurheartg@hx391
of Cardiology 4D

]

&
2017 ESC/EACTS Guidelines for the
manageshient of valvular heart disease

&
s

The Tagk Force for the Management of Valvular Heart Dis\gﬁse of
the Qfmpean Society of Cardiology (ESC) and the Eump@an

A&s\:ciatinn for Cardio-Thoracic Surgery (EACTS) ﬁsﬂ
s Pour les cardiologues interventionnels
&
&

B
F Casassgs‘*

&
Clinique St Augqﬁsﬁn; Bordeaux




& AU 8 DECEMBRE 2017
Novotel Paris Tour Eiffel

France Passion Communication Education

On a tou$ quelque chose de ...




6 AU 8 DECEMBRE 2017
]7 Novotel Paris Tour Eiffel

France Passion Communication Education




@ E Sc turopoan Meart Journal {201/7) 3B 273192786 ESC!EACTS GUIDELIN EE

Luropean Sociely deod10,109 Heurheartjiehx 39
ol Cardialogy

'I::'n.

2017 ESC/EA@"I‘S Guidelines for the
managemqﬁ% of valvular heart disease

@i‘
The Task F%He for the Management of Valvular Heart Dlsease of
the Eur:‘@ean Society of Cardiology (ESC) and the Eurnpean
Association for Cardio-Thoracic Surgery (EACTS) @aé-
& @
xﬁfl &
: M P

%

¢ = Derniére Reco en 2012 e
= 53 pages concentrees

= Présentation simplifiée &

= Version smartphone r




6 AU 8 DECEMBRE 2017
]7 Novotel Paris Tour Eiffel

France

Passion Communication Education

Heagt team a I’honneur

SMultidisciplinary teams with competencies in valve replacement,
aortic root surgery, mitral, tricuspid and aortic valve repair, as
2 well as transcatheter aortic and mitral valve techniques including
reoperations and reinterventions. The Heart Teams must meet on a

eaea" regular basis and work with standard operating procedures. i)
]

& Imaging, including 3D and stress echocardiographic techniques, &
. perioperative TOE, cardiac CT, MRI, and positron emission &
e tomography-CT. &

Regular consultation with community, other hospitals, and &
A extracardiac departments, and between non-invasive cardiologists ﬁ‘}

P and surgeons and interventional cardiologists. ;

Back-up services including other cardiologists, cardiac 5|.|rgiz||:+r]‘3£f
intensive care and other medical specialties. 1:gr-.':"“

Data review: a“hﬁa

* Robust internal audit processes including murta!@ﬁ‘and
complications, repair rates, durability of rep:iqi'nd reoperation rate
with a minimum of |-year follow-up. q_D

* Results available for review internally a@c&tumah

* Participation in national or Eump%ﬂualit}r databases.
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Valve morphology by echocardiography suspicious of AS ]

L
( Assess velocity/gradient

N HIGH-GRADIENT AS
;.}B' Vmax =4 mfs,
& APm =40 mmHg

& v
':&-'E'
i [ High flow status excluded ]
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M ‘l’le;
di‘*ﬂp v

Severe
P ; high-gradient AS
. | flowllow
B ' {normal EF / low EF)
i
@ -

Define whether high flow status &
o5 is reversible®

xﬁfﬂ Mot reversible Reversible 9

Q__d\.' T L 6@

Re-assess :
& [ Severe AS ] at restored ‘}&@{\

.rE} normal flow {C;}




6 AU 8 DECEMBRE 2017
]7 Novotel Paris Tour Eiffel

France

Passion Communication Education

Aﬂbo‘} Changes in recommendations
& 2012 2017
&
tndim? for intervention in symptomatic aortic stenosis ﬁg-
bC & lla C 2
Intgﬁentinn may be considered in Intervention should be considered
ptomatic patients with low-flow, low- symptomatic patients with low-fidw, low-
Qgpgradient aortic stenosis and reduced gradient aortic stenosis and ced
oC |eiection fraction without flow (contractile) | ejection fraction without flgiw (contractile)
,,5:?‘“1" reserve. reserve, particularly whegCT calcium
scoring confirms severgfaortic stenosis.
A
o
{QEJ'
&
e
&
E:.
Rﬂﬁ}
o~
® 3
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Evalue v save ISALEELS
An;_Fﬂml:a! and technical aspects

ourable access for transfemoral TAVI

Favours Favours
ar:\'d SAVR

Sl Cardiac conditions in addition to aortic stenosis that &5
Rl require consideration for concomitant intervention
@f‘c’ﬁ Severe CAD requiring revascularization by +$®6@ :
& CABG &
2 <
& Severe primary mitral valve disease, which a‘@@ =
could be treated surgically J ﬁ}-«d‘
Severe tricuspid valve disease & +
. s
Aneurysm of the ascending aorta & +
Septal hypertrophy requurmg myectomy < +
unfavourable for TAVI . &
Presence of thrombi in aorta or LV & +
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Managemaent of severe AS'
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Symptoms

T e
&

@

P
qu@ LYEF < 0%
i

f.ﬁ (_ Physically active

Exercise Test

Yes

&

1 below baseline

Symptoms or fall
In blood pressure

Mo
[

Prasence of risk
factors® and low
Individual surgical risk
T '
Mo Yes

v '

Re-evaluate in lla
& months or when
SYMpLoms occur

Yeu

munication Education
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Symptoms _)

Re-evaluate in
& months or when

symptoms occur |

& ;

o .
{"? | @

|
: Absence of comorbidity or general
condition that make benefit unlikely
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! Mo Yes
! ,,
| [ Medical therapy
I ¥
I Low risk and no other *3‘2-?“'
. characteristics that favour TAVI _ﬁ
. &
i Yeou No gpa
- ' éb
| -
i Careful individual G@r
: evaluation of techni
| sultability and risk k@vefit
; ratio of interw@ftion
; modes he
| Hn;\l[jb"gl'c;rn'
| "E":;
o
i &
a
| &@
£
| ¥ ﬂ‘«,ﬁ} "
- - ol
na e | c,;?-D
SAVR I ﬂ@ SAVR or TAVI
h,
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&@‘F Changes in recommendations
« 2012 2017 "
Choice of ir;;.. rvention in symptomatic aortic stenosis &
ﬂﬂecnmm dations for the use of TAVI Replaced by recnmmendatint_'%@ﬁ:r the
( Tab!esu "Contra-indications for TAVI” and |choice of intervention. qé*
Tablebn "Recommendations for the use of |See Section b in Table “Indigations for
TAG™). intervention in aortic st sis and
4@ recommendations for ghe choice of
35:»

intervention” (Sectigii 5.2), and Table
“Aspects to be con¥idered by the heart team
for the decisianﬁetween S5AVR and TAVI in
. ¥ ; i
patients at nlgeused surgical risk”.
o
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Aortic valye interventions should only be performed in centres with
both degartments of cardiology and cardiac surgery on-site, and with
stru%tiﬁ’red collaboration between the two, including a Heart Team

(hgdrt valve centres).
o
{!..
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"y
He:nmmendati&‘lbj} Class | Level
The chuicgﬁ?r intervention must be based on careful individual evalu-
ation of gechnical suitability and weighing of risks and benefits of each
modalify (aspects to be considered are listed in the according table). In
add\ﬁﬁnn, the local expertise and outcomes data for the given
L@;terventinn must be taken into account.

PSAVR is recommended in patients at low surgical risk (STS or & 1
@ | EuroSCORE Il <4% or logistic EuroSCORE | <10% and no other risk _¢&

P factors not included in these scores, such as frailty, porcelain aortd,
sequelae of chest radiation). @:@v

TAV| is recommended in patients who are not suitable for &E‘UH as
assessed by the Heart Team. d
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e
Recummanda‘tw

In patient o&?hn are at increased surgical risk (STS or EuroSCORE Il 24%

or logi giEur:::'E«nt:I.'Zil*HE | 210% or other risk factors not included in

these ga‘:%:res such as frailty, porcelain aorta, sequelae of chest

radtﬁ‘mn] the decision between SAVR and TAVI should be made by

;I%pci-leart Team according to the individual patient characteristics (see
L# ]

cording table), with TAVI being favoured in elderly patients EUEtabli@Sg'

C;a?hr transfemoral access. &
2]
. Balloon aortic valvotomy may be considered as a bridge to SAV Hcﬁr
> TAVIin haemodynamically unstable patients or in patients wutl;d? ilb

symptomatic severe aortic stenosis who require urgent malgy‘ non-
cardiac surgery. @

A




Management of severe chronic primary mitral regurgitation

Y
( &2 Symptoms )
5 I
aé«ﬁﬂ- Yes
@‘3 + *
(L‘u’EF <@% or LVESD =45 mm) ( LVEF >30%
| |
rﬁln ‘r’es No Yes
v .
@aﬁu Mew onset Refractory to medical
«& of AF or SPAP >50 mmHg therapy
; l l | |
eaea‘f* No Yes No Yes
o . ¢
3} 2
A & : ﬁ'.
High likelihood of durable Medical 1_'|'|||3ra|;:\u:'|r qﬁ{é
repair, low surgical risk, rbsg’
and Prfzs;r;iiiﬂf risk Durable valve repa!rgﬁo
‘l | I Elkel;r and low cum@ndjt}r
t" T
F‘iﬂ Yes r.,ic, , f@ Yes
=
Follow-up Extended HF trgﬁint‘h"
percutag@ous
edge- ;ﬁﬂge repair
&
Y L 2 L I:":" L Y
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Surgery {repaiﬁﬁhenever possible)
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@EACTS Indicatigﬁﬁg for intervention in severe  @gsc
== primagy mitral regurgitation (continued) European Sacety

Recommendations Class }@l

ral valve replacement may be considered in symptomatic patients 4
dwith severe LV dysfunction (LVEF <30% and/or LVESD >55 mm)
# | refractory to medical therapy when likelihood of successful repair is @ﬁ

low and comorbidity low. &

£
.

2] Percutaneous edge-to-edge procedure may be considered in pai%!ﬁg -
» with symptomatic severe primary mitral regurgitation who fulfij, b =
echocardiographic criteria of eligibility and are judged unnpe@ﬁle or at
high surgical risk by the Heart Team, avoiding futility. &
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o
*  Changes in recommendations
53012 2017

Indications fn[&l"ﬁﬁitral valve intervention in secondary mitral regurgitation fcanﬁﬁyedj

& ilb C (modified) (continued) &

b@* When revascularization is not jadicated and
& surgical risk is not low, a pergtitaneous edge-

O to-edge procedure may bgConsidered in
@B‘? pa'ﬁ'en;ﬁ with severe segondary mitral

< regurgitation and L‘gﬁﬁ%ﬂ%, who remain
12 symptomatic despit® optimal medical
management {in@ﬁ ding CRT if indicated) and
who have a sujgable valve morphology by
echncardingga hy, avoiding futility.

&
ﬂﬂ‘:'%

8
d

@
o
+
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ﬁri‘* Changes in recommendations
& 2012 2017

Indications ¥or mitral valve intervention in secondary mitral regurgitation (continued) 5

&a@j llb C (modified) (continued) ﬁ‘@

&a\* In patients with severe secondary mftral
P regurgitation and LVEF <30% whg#emain
N symptomatic despite optimal ical
ot management (including CRT ¢f indicated) and

;}@ who have no option for reydscularization,

P the Heart Team may coptider percutaneous

edge-to-edge proced or valve surgery

after careful evalu
device or heart
individual patL t characteristics.

>

E;.
"xﬁﬁ
O
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Inasﬁflsance aortique

= Pasde grangl;é deIfICEtIDn
= Qd pnsmbﬁe annuloplastie valvulaire aortique

= Pas cbiega"place pour TAVI &
Regdmmendations Class ﬁei |

| 3. Aortic root or tubular ascending aorta aneurysm (irrespective of the seve: Itv of
ey aortic regurgitation) (continued)

= -
4‘@& Surgery should be considered in patients who have aortic root disease W|t1'§‘} ,
,E}“ maximal ascending aortic diameter:; .
* 245 mm in the presence of Marfan syndrome and additional nik@@* %
factors?, or patients with a TGFBR1 or TGFBR2 mutation [mcludq:iﬁ 15’"&}
Loeys- L‘uetz syndrome)®. lla .
* 250 mmin the presence of a bicuspid valve with addrt:nngﬁ‘lsk factors® (N
or coarctation. ﬁfﬂ
*» 255 mm for all other patients. &}ﬁ
When surgery is primarily indicated for the aortic valyg replacement of the
aortic root or tubular ascending aorta should be con dered when 245 mm, lla =l
particularly in the presence of a bicuspid valve. “ﬁ J {L
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High-ris

o

Rétfécissement Mitral
.
Contra-indications

Mitr&kualve area>15cm?*

sﬁﬂ:’lnre than mild mitral regurgitation &

L&ﬁaatrial thrombus

Severe or bi-commissural calcification

Absence of commissural fusion

Severe concomitant aortic valve disease, or severe cnm@iﬁed tricuspid
&
.,:-'u.

Concomitant CAD requiring bypass surgery ;""ﬁe

charactegistics* ]

Hnl Y l‘fes

a
PMC

Su %!ﬂ

stenosis and regurgitation requiring surgery

4

PMC Surgery®
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o
&
e

2017 New recommendations (continued) @@ﬁ
Management of sthetic valve dysfunction a‘}&
New recommg#idations: ;

bc
llacC v
Transcatheter valve-in-valve implantation in aortic position should be considered by the Heart Tegm depending on the risk of reoperation and the type and
size of prosthesis.
e
c}1
@C‘.‘?‘
R




6 AU 8 DECEMBRE 2017
]7 Novotel Paris Tour Eiffel

France Passion Communication Education

F: &
&
ed
)

25 2017 New recommendations

lla B >

» |n patients ted with coronary stent implantation, triple therapy with aspirin
(75-100 megg/day), clopidogrel (75 mg/day), and VKA should be considered for 1 month,
irresg;ﬁiue of the type of stent used and the clinical presentation (i.e. ACS or 5table@§~‘
CAD o

« Triple therapy comprising aspirin (75-100 mg/day), clopidogrel (75 mg/day), aﬁfﬁm for
ﬁnger than 1 month and up to 6 months should be considered in patients witi high

Fischaemic risk due to ACS or other anatomica |/procedural characteristics tégﬁt outweigh

& the bleeding risk. &

3 lla A cP‘:'

= Dual therapy comprising VKA and clopidogrel (75 mg/day) 5hﬂuld‘b@mnmdered as an
alternative to 1-month triple antithrombotic therapy in patlents,«f-ﬁ whom the bleeding
risk outweighs the ischaemic risk. &
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]
2517 New recommendations

3®
llaB >
* |n patients who have pﬁ’dergnne PCl, discontinuation of antiplatelet treatment should be
considered at 12 rr;p?;ths
* |In patients requg.%g aspirin and/or clopidogrel in addition to VKA, the dose intensity of
VKA should bq,@:arefull*,r regulated with a target INR in the lower part of the
recnmme;ged target range and a time in therapeutic range >65-70%.

nac s &
* Dual ;:htnplatelet therapy should be considered for the first 3-6 months afgr TAVI,

follai:ved by lifelong single antiplatelet therapy in patients who do not nged oral
@htlmagulatmn for other reasons.

s &
. Single antiplatelet therapy may be considered after TAVI in the ease of high bleeding risk.

&
v AOD possible dans FA + valvulopathie (sauf RMset valve méca): lla
"
<

.
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Také Home messages

o
ST /|
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Pour Ie mrdlologue interventionnel
Pasﬁe grands changements sur

. Insuﬁfsance mitrale 12" ou II2'"¢: mitraclip E}

R
¥ {ﬁ@
&D'f: ‘f

»“Rétrécissement mitral: Valvuloplastie mitrate
K c;,*}g
P &
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Importance du Heart Team
&
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RAO Asymptomatique

\}t}i‘

C) Asymptomatic patients with aortic stenosis (refers only to patients eligible for surgical valve replacement)

SAVR is Indicated in a.*.rrmrtmgﬁk patients with severe acrtic stenosis and systolic LV dysfunction (LVEF <50%) not due to another cause.

SAVR ks indicated in asy atic patients with severe aortic stenosis and an gbnormal exercise test showing symptoms on exercise clearly

related to mrﬁcste

&
F:|
SAVR should be qi:-?uldered in asymptomatic patients with severe aortic stenosis and an abnormal exercise test showing a decrease in hlﬁ la
pressure belgﬁaﬁellne >
o &
SAVR @&d be considered in asymptomatic patients with normal ejection fraction and none of the above-mentioned exercise 5.*&' abnor-
mal;Eﬁ if the surgical risk is low and one of the following findings is present ‘}&
%}h*'.”er}f severe aortic stenosis defined by a Vi >5.5m/fs 4‘_355’
e Severe valve calcification and a rate of V.. progression 20.3 m/s/year '3’
e Markedly elevated BNP levels (>threefold age- and sex-corrected normal range) confirmed by repﬁted measurements la
without other explanations @"’
e Severe pulmonary hypertension (systolic pulmonary artery pressure at rest >60 mmHg :ongqﬁ'ned by invasive measure-
ment) without other explanation. &gﬁ-’
=
g
{:}-.
@ E}{E‘
R
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Recommendation ﬁﬁ‘

a) SvmptﬁmaiiE aortic stenosis

Interventidn is indicated in symptomatic patients with severe, high-
gradleﬁnmc stenosis (mean gradient 240 mmHg or peak velocity I B
24.405).
'!?ﬁewentmn is indicated in symptomatic patients with severe low-flow Jj'ﬂ
,,.;,?5 low-gradient (<40 mmHg) aortic stenosis with reduced ejection & | -
4% | fraction, and evidence of flow (contractile) reserve excluding psem < | mv’*:
P severe aortic stenosis. & i
2 e
Intervention should be considered in symptomatic patien with low 7
flow, low-gradient (<40 mmHg) aortic stenosis with nore ejection lla
fraction after careful confirmation of severe aortic stg.;ﬁbsls
&
@&qp
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Recommendations ﬁa‘* Class | Level

Intervention Ehgﬁd be considered in symptomatic patients with low-
flow, Inw—gragihnt aortic stenosis and reduced ejection fraction "
without flow (contractile) reserve, particularly when CT calcium g
scoring firms severe aortic stenosis.

&
Interyéntion should not be performed in patients with severe
cm;@ﬁrbidities when the intervention is unlikely to improve quality of
Ij_}fé or survival.

.:5@ fh} Choice of intervention in symptomatic aortic ste nosis

% | Aortic valve interventions should only be performed in centres wé
both departments of cardiology and cardiac surgery on-site, |
structured collaboration between the two, including a Hear}

(heart valve centres). o
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I[}s“i]ffisance Mitrale

o
,4*::”*&
@aﬁ Changes in recommendations
=
2012 2017 ©
Indications tﬁn‘tewentinn in asymptomatic severe primary mitral regurgitation ﬁ.fm
Ilb C ¥ lla C (modified!) 3°
Surgerygnay be considered in asymptomatic Surgery should be cnnsideredﬁﬁ asymptomatic
patiegts with preserved LV function, high patients with preserved LVEF (>60%) and LVESD
likelhood of durable repair, low surgical risk, 40—-44 mm when a dura repair is likely,
and: surgical risk is low, the g8pair is performed in
€ Left atrial dilatation (volume index 260 mL/m? | Neart valve centres, gfid the following finding is
BSA) and sinus rhythm present: presence ¢f significant LA dilatation
v (velume index 260 mL/m?* BSA) in sinus rhythm.
&
Pulmonary hypertension on exercise (SPAP 260 g;n"
mmHg at exercise). Pd
A=)
{:},-.
@B{}
R
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El'ﬁ

o
)

ra?“

@EACTS Indlca;t?%ns for intervention in severe @ESC

pru;gﬁry mitral regurgltatlnn European Society
Fter:‘g}ﬁ‘iendﬂtluns Class @:EI

itral valve repair should be the preferred technique when the results "
#1 are expected to be durable.

c}ﬁ“ Surgery is indicated in symptomatic patients with LVEF >30%. <
& : .

o Surgery is indicated in asymptomatic patients with LV dysfunction «sf‘q
,E;T* (LVESD 245 mm* and/or LVEF <60%). ﬁ@
Surgery should be considered in asymptomatic patients witlg;bﬁ
preserved LV function (LVESD <45 mm and LVEF >60%) arﬁatrlal
fibrillation secondary to mitral regurgitation or pulmﬂrﬁr'-,r hyper-
tension (systolic pulmonary pressure at rest >50 mr(ﬂ-“lg“}

lla
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Indication% for intervention in severe
@EACTS prima ry?n itral regurgitation (continued)

@ESC

European Society

&D{.. of Cardiology
He:nmme&ﬁﬁzinns Class | Level
Surge,@&?.hnuld be considered in asymptomatic patients with -
preserved LVEF (>60%) and LVESD 40-44 mm* when a durable repair §®
isshikely, surgical risk is low, the repair is performed in heart valve &

d%entres, and at least one of the following findings is present: II@@
& § :
I - flail leaflet or, q,bﬂ
O - presence of significant LA dilatation (volume index 260 mL/m? 6@&?
@c:?“ BSA) in sinus rhythm. o f
A oy —

*ﬁ*ﬂ Mitral valve repair should be considered in symptomatic patien&ﬁ‘a{ith
severe LV dysfunction (LVEF <30% and/or LWESD >55 mm) refg.ieﬁ:mry a
to medical therapy when likelihood of successful repair is lg;g/\h and
comorbidity low. g}aﬂ

o
o
{:}1
d
,.;x@
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[ndicatigﬁ; for mitral valve
L L w L ESC
OEACTS intervghtion in chronic secondary ©Eummanﬂaciew

mitg#l regurgitation o Cardology
&

Recomm ‘&dﬁ ations Class | Level

X I
S;Eﬁ is indicated in patients with severe secondary mitral | | j

regurgitation undergoing CABG and LVEF >30%. &

L,

&
&ﬁﬁ%u rgery should be considered in symptomatic patients with severe $
. | secondary mitral regurgitation, LIVEF <30% but with an option for sﬁﬂa
revascularization, and evidence of myocardial viability. &

]
P When revascularization is not indicated, surgery may be consi derg&}%}n
patients with severe secondary mitral regurgitation and LVEF }W, b >

who remain symptomatic despite optimal medical managengant

(including CRT if indicated) and have a low surgical risk. ef’aﬂ

i
e
E:E_E!':*
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@ EACTS Indicati%ﬁﬁ for mitral valve intervention @ ESC
— inchradiic secondary mitral regurgitation — erensoey
(cnnégﬁf’;ed}

Recummandaﬁ%ﬁs Class | Level

When ;g?;:ularizatiﬁn is not indicated and surgical risk is not low, a g
percuta¥ieous edge-to-edge procedure may be considered in patients with &
sevg:r@ secondary mitral regurgitation and LVEF >30% who remain @@y
gﬁpmmatic despite optimal medical management (including CRT if &6@
findicated) and who have a suitable valve morphology by echocardiography, .
4@ | avoiding futility. &

In patients with severe secondary mitral regurgitation and LVEF {Eﬂ%ﬁhu
remain symptomatic despite optimal medical management [includlﬂ% CRT
if indicated) and who have no option for revasculariz-ation, the Hoart Team IIb
may consider percutaneous edge-to-edge procedure or ualqa;&ﬁrgew after

careful evaluation for ventricular assist device or heart traﬁlant according
to individual patient characteristics. rxf‘d) ®
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@'ﬁ
o
&
&fmanagement of aortic regurgitation

7" -

& Significant eniargemEnt of ascending aorta?

«gNO Yes .
P

Severe aortic regurgitation 8

& No fes fﬁ‘@
> q
@-::5*51 Symptoms ﬁ
A )
,E}““ Nﬂl l;jbs
'-E’}
LVEF <50% or LVEDD >70 mm  |¢
or LVESD >50 mm (or >25 mm/m?2 BSA g

Nn-l r@f
h_4 ; h_2 w

Follow-up &@_ﬂ' Surgery®
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& 2017 New recommendations

Management of l;ﬁﬁ in patients with VHD

New lla C recqba‘fﬁ'iendatinns:

« CT angiggraphy should be considered as an alternative to coronary angiographydefore
ualueﬁéery in patients with severe VHD and low probability of CAD, or in wiom
-::;Egantinnal coronary angiography is technically not feasible or assuciateﬁ%ﬁ:ith a high
risx. IS

-Gf“l‘ﬂ'[:l should be considered in patients with a primary indication to un%a?qg‘bu TAVI and

& coronary artery diameter stenosis >70% in proximal segments.

&+ PClshould be considered in patients with a primary indication tgstindergo transcatheter
mitral valve interventions and coronary artery diameter stengﬂﬁ >70% in proximal

segments. g
Management of atrial fibrillation in VHD g,aﬁ

A

New additional recommendations: 5©

See new Table “Management of atrial fibrillation in Egﬂ?&nrs with VHD” Section 3.7.2.
@ '
m“ﬁ
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