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Underdiagnosis, Under-Referral, and Undertreatment of Women With Aortic Stenosis (AS)

The Crucial Role of the

Heart Team

Aortic stenosis in women: a heart team approach.

By Puja B. Parikh, MD, MPH, FACC, FAHA, FSCAI

uring the past decade, the multidisciplinary heart
team (MDHT) has significantly evolved with
respect to its composition, function, and man-
agement paradigms. MDHTSs have progressed
to comprise primary cardiologists, interventional cardiolo-
gists, cardiac surgeons, cardiac imaging specialists, cardiac
anesthesiologists, advanced practice clinicians (ie, structural
heart/valve program coordinator), advanced heart failure
cardiologists, cardiac electrophysiologists, vascular surgeons,
neurologists, and multiple internal medicine specialists,
including oncologists, nephrologists, and infectious disease
specialists (Figure 1). The American and European profes-
sional societies have given a class | recommendation for
MDHT assessment in all patients with severe valvular heart
disease for whom valvular intervention is being consid-
ered.”? Because the treatment options for valvular heart
disease have widely expanded with the development of
novel transcatheter devices and approaches, the value of
an MDHT has become increasingly apparent to ultimately
promote improved medical decision-making and optimize
management of complex patients and their respective clini-
cal outcomes.? The preference of the most important stake-
holder in this shared decision-making process has always
been that of the patient.

Prior to its formal implementation in randomized con-
trolled trials* and eventual guideline adaptation,? the
MDHT approach has remained a central mainstay in the
management of patients with severe aortic stenosis (AS).
Before the commercialization of transcatheter aortic valve
replacement (TAVR), it was quite common for the cardiac
surgeon to serve as the “gatekeeper” for valvular interven-
tion and for referring primary cardiologists and cardiac
surgeons to discuss a patient’s risk profile and the utility
(or futility) of surgical aortic valve replacement (SAVR) and
possible concomitant surgical procedures (coronary artery
bypass graft (CABG) surgery, mitral/tricuspid valve surgery,
ascending aortic aneurysm repair, root enlargement, etc.) in
patients with severe AS.

Times have changed and the introduction of disruptive
transcatheter technologies has produced multiple options
for valvular intervention and numerous questions for
the MDHT to address, including choice of initial valvular
intervention strategy (ie, SAVR vs TAVR), choice of surgi-
cal and/or transcatheter heart valve (THV) type, choice of
approach in patients with peripheral arterial disease (PAD)
(ie, transfemoral with peri-TAVR peripheral intervention
versus alternative access), type of alternative access, choice
to intervene on pre-existing carotid stenosis, and the choice
of whether to perform percutaneous coronary interven-
tion (PCl) on severe coronary artery disease (CAD) and in
which vessels to perform PCl in the setting of multivessel
CAD. Patient populations that have always been the most
controversial in MDHT discussions have included younger
patients, patients with comorbid high-risk cardiovascular
conditions (severe CAD, significant mitral/tricuspid disease,
severe PAD, etc.) and/or noncardiac conditions (eg, masses/
malignancy, infectious disorders, bleeding diatheses, etc.),
patients with failed bioprosthetic valve (surgical or trans-
catheter), patients with bicuspid aortic valve, and of course,
patients (predominantly women) with small aortic annulus.

ROLE OF THE MDHT IN EVALUATING
WOMEN WITH SEVERE AS

Women with severe AS are frequently diagnosed at later
ages compared to men and often are more symptomatic
with higher rates of New York Heart Association class Ill and
IV heart failure compared to men, despite similar severity of
AS. They often experience higher mortality than their male
counterparts with AS, who are more prone to undergoing
aortic valve replacement.> Although early outcomes after
aortic valve replacement (SAVR or TAVR) are similar in men
and women, women undergoing TAVR have improved
long-term outcomes over men, whereas those undergoing
SAVR have worse long-term outcomes.>®

In numerous MDHT discussions of women with severe
AS, it has become well apparent that sex-related disparities
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Figure 1. The Multidisciplinary Heart Team.

in adaptation to AS exist. Women often have greater left
ventricular (LV) wall thickness and smaller LV cavities, along
with narrow outflow tracts and smaller aortic annuli.” When
undergoing SAVR, women more frequently receive smaller
prosthetic valves and concomitant aortic root enlargements,
and suffer worse outcomes, including higher bleeding rates
(eg transfusion requirements) compared to men2'® TAVR
may be the preferred treatment option in women with
small aortic annuli, given the lower incidence of patient
prosthesis mismatch, which has been associated with higher
morbidity and mortality.""? Selection of transcatheter heart
valve type and size also warrants further discussion among
the MDHT for optimization of later term outcomes."

The MDHT'’s responsibilities in weekly team meetings or
during consultation in the inpatient/outpatient setting are
to assess the patient’s severity of AS and symptom profile,
determine the appropriateness of valvular intervention, and
have a thorough discussion of risks, benefits, and alternatives
in these patients. Deciphering a patient’s severity of disease
often involves interpretation of invasive and noninvasive
hemodynamics along with multimodality imaging by the
interventional cardiologist, structural imaging specialist,
cardiac surgeon, and the referring cardiologist. Since the
approval of TAVR for patients at low surgical risk in the
United States in 2019, the emphasis on surgical risk assess-
ment through formal calculators like the Predicted Risk of
Mortality from the Society of Thoracic Surgery has lessened.
Furthermore, TAVR risk calculators have focused on early
outcomes rather than late-term outcomes. The decision of

the MDHT to proceed with valvular intervention must be
coupled with risk/benefit assessment of surgical or trans-
catheter intervention, taking into account the patient’s
preferences via shared decision-making. Identification

of patients with AS in whom aortic valve intervention is
futile remains a challenging task for the MDHT and may
sometime require further assessment with palliative care

or geriatric specialty consultations. Hence, it is vital for the
MDHT to provide their assessments of women with AS
across a broad spectrum of patient age, symptom profile,
functional status, comorbidities, and anatomic conditions,
including bicuspid aortic valve, small aortic annuli, small
sinuses, and coronary heights. Management of concomitant
CAD in women with AS often requires MDHT discussion
when deciding management strategy (eg, CABG versus
single/multivessel PCl versus medical therapy). Concomitant
mitral and/or tricuspid disease, which have been shown to
be associated with worse outcomes in patients undergoing
aortic valve replacement,"*'* also warrants dialogue from
the MDHT regarding a decision to intervene and possibly
the optimal sequence of interventions. The younger woman
presenting with AS or a failed bioprosthetic valve frequently
merits MDHT interchange regarding the optimal strategy
for lifetime management of AS in this patient population.

FURTHER CONSIDERATIONS FOR THE MDHT
In the United States, significant variability is present

in the operations and composition of MDHTs. While

evaluation and optimization of patient outcomes have
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always been a top priority, their importance has been
further emphasized in the current era of public reporting.
The primary focus of optimizing death and stroke rates
in patients undergoing TAVR has been coupled with
further attention to other publicly reported outcomes,
including bleeding, acute kidney injury, and significant
paravalvular leak. Cost effective strategies are also dis-
cussed among the MDHT, with suggestions for reduc-
ing procedural costs (eg, selection of intraprocedural
equipment, staffing, etc.) and hospital costs (eg, shorter
hospital length of stay, fast-tracking postprocedural care
on telemetry units instead of intensive care units, classifi-
cation of higher diagnosis-related group in patients with
major comorbid conditions, promoting TAVR to be done
as outpatient [as opposed to inpatient], etc.). Weekly
MDHT meetings are frequently run by valve program
coordinators, who set the agenda, record attendance
and minutes, present new patient cases and upcoming
schedules, mediate discussions for complex cases, and
ensure appropriate specialists beyond the core team are
present as needed. Although these MDHT meetings are
a requirement for TAVR reimbursement, the prolonged
time spent discussing complex AS cases typically is not
reimbursed to the participants involved.

Furthermore, the extensive workup required for pre-
TAVR patients can be a burden not only for the refer-
ring cardiologist but also the patient and their caregiver.
Strategies to create seamless care for optimal satisfaction of
all stakeholders are warranted. Weekly clinics with multiple
members of the MDHT allow for patient convenience with
swift decision-making, but may be difficult for the individual
providers with respect to scheduling and other clinical and
nonclinical (eg, educational or administrative) responsibili-
ties. Effective communication between the MDHT with
patients and their referring cardiologists and/or primary
medical doctor remains of utmost importance for all stake-
holders involved.

SUMMARY

Ultimately, the MDHT has been and continues to be vital
for optimal management and outcomes in patients with
valvular heart disease, as well as numerous other cardiac
conditions. Specifically, the MDHT plays a critical role in all
aspects of care in women with AS, from education of the
primary medical providers regarding the under-treatment
of AS in this population, the interpretation of discordant
imaging data, the management of co-morbid conditions,
procedural planning (i.e. type of procedure, surgical/trans-
catheter heart valve type and size, access, etc), and optimiza-
tion of postprocedural care. As additional technologies and
newer data develop, the central role the MDHT plays may
be challenged by time constraints of individual specialty
members and the absence of reimbursement for prolonged
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discussions of complex patients. Additional understanding

is needed for the types of patient cases that benefit from
MDHT evaluations, as well as further optimization of MDHT
practices to provide seamless care for patients and referring
providers and concomitantly minimizing the challenges for
MDHT participants. |
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