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Interdisciplinary heart teams (IDHTs) have evolved over
the last decade and now play a central role in managing
complex cardiovascular diseases while adapting to each
patient’s specific needs." Their primary aim is to establish
tailored, patient-centric treatment plans, and they play a
central role in treatment decision-making in well-
established transatlantic clinical practice guidelines for
patients with various conditions, including ischaemic and
valvular heart disease.”® In heart valve centres, IDHTs
are considered particularly helpful where uncertainty
exists or when patients have clinical characteristics that
differ from those included in clinical trials.* ACC/AHA and
ESC/EACTS guidelines include the IDHT (or heart valve
team) as a class I recommendation when considering
transcatheter and surgical intervention in severe heart
valve disease.>* Similarly, IDHTs have become an impor-
tant paradigm in everyday clinical practice for patients
with acute and chronic coronary syndromes.>~’

THE ROLE OF ANAESTHETISTS IN
HEART TEAMS

There is widespread expert consensus on the composi-
tion of heart teams. Decisions made by IDHTs are based
on patient-centred care and shared decision-making,
with the patient positioned at the centre of the process.’
Leonardi and colleagues have clearly outlined the role of
the cardiac anaesthetist within the core IDHT for patients
with complex coronary artery disease requiring myocar-
dial revascularization, highlighting the unique contribu-
tion of anaesthetists to perioperative and periprocedural
management, where advanced physiological knowledge
and haemodynamic expertise are essential." Also, a re-
cent EACTS Expert Consensus document on “protected

cardiac surgery” underscores the critical role of cardiac
anaesthetists in IDHTs.®

We propose that anaesthetists must be core members
of the IDHT caring for patients with complex valvular
heart disease. This position is supported by previous
European guidelines on the management of valvular
heart disease, which explicitly identify anaesthetists as
core members of the IDHT.? In contrast, other specialists
(such as geriatricians, heart failure specialists, or critical
care physicians) are included as additional members of
the wider heart team, according to the patient’s preoper-
ative comorbidities and clinical needs.?

Against this backdrop, the recently published ESC/
EACTS valvular heart disease guidelines on the composi-
tion of the IDHT represent a concerning step backwards
in the evolution of multidisciplinary cardiovascular care.*
The new document removes the cardiac anaesthetist
from the core IDHT, and, importantly, this change was
made without formally involving cardiac anaesthetists ei-
ther in the task force or among the designated reviewers.

Advances in structural heart interventions over the
past decade, including major developments in valve tech-
nology, have made many catheter-based procedures less
invasive and more standardized. In transcatheter aortic
valve implantation (TAVI), as the most utilized procedure,
smaller delivery systems, improved valve platforms, and
the widespread use of the transfemoral approach have
shortened procedures and increased the use of con-
scious sedation in appropriately selected patients. This
evolution may create the impression that specialist an-
aesthetic involvement is less necessary. However, anaes-
thetic presence and expertise remain essential during
TAVI procedures, irrespective of the type or invasiveness
of anaesthesia used.” Based on individual patient risk
factors, anaesthetists make key decisions regarding
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preoperative optimization of comorbidities (eg, optimiza-
tion of chronic obstructive pulmonary disease), selection
of the most appropriate and safest anaesthetic technique
(eg, awake sedation versus deep sedation versus general
anaesthesia), the level of invasiveness of perioperative
monitoring (eg, Minimally invasive monitoring versus ad-
ditional arterial, central venous, and urinary catheteriza-
tion), and the planning of postoperative care (eg,
recovery unit and ward care versus intermediate or criti-
cal care unit admission).’® These decisions are fundamen-
tal to safe perioperative planning and appropriate
postoperative bed allocation, thereby facilitating optimal
care for this high-risk patient population and contributing
to the best possible clinical outcomes. They enhance
patient safety, optimize procedural outcomes, and
strengthen the collective decision-making process by pro-
viding a unique perspective on patient risk, comorbidity
optimization, and intraoperative strategy. A decision
therefore to remove the cardiac anaesthetist from the
core heart team may overlook the complexity of modern
cardiovascular practice, it disregards previously estab-
lished scientific consensus and potentially conflicts with
fundamental principles of patient safety.

Cardiac anaesthetists are specialists whose broad and
integrative training positions them at the intersection of
physiology, perioperative medicine, and critical care.
Anaesthetists play a central role in maintaining intraoper-
ative cardiovascular stability, providing continuous hae-
modynamic and cerebral monitoring, and adapting
anaesthetic strategies to support recovery and ensure
safe transitions across perioperative phases. They con-
tribute meaningfully to discussions of complex cardiovas-
cular cases and play an essential role in periprocedural
risk assessment, especially as patients increasingly pre-
sent with multiple coexisting comorbidities alongside
moderate-to-severe cardiovascular illness. Excluding
anaesthetists from the core IDHT undermines this holis-
tic, patient-centred approach that established the IDHT
model in the first place.

CONCLUSION

In an era characterized by increasingly complex, multi-
modal cardiovascular therapies, collaboration—rather
than restriction—must guide the structure and function
of multidisciplinary care. We therefore invite the authors
and relevant European societies to reconsider the com-
position of the core IDHT for the management of patients
with valvular heart disease.

The inclusion of the cardiac anaesthetist as a core mem-
ber of the IDHT is not a matter of professional prestige
or hierarchical positioning, but one of patient safety,
evidence-based practice, and a shared commitment to mul-
tidisciplinary excellence. This principle has already been
clearly articulated in the joint European position paper on
the management of patients with complex coronary artery
disease requiring myocardial revascularization.’

Only through genuine inclusivity, close clinical collabo-
ration, and adherence to established evidence can IDHTs
fully realize their mission: to deliver safe, high-quality,

and patient-centred care for individuals with cardiovascu-
lar disease.
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