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Q@“ Mitral Regurgitation
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Primary MR ,~\\O°
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Severe MR ‘. Progressive MR CAD Rx
Vena contracta 20.7 cm (stage B) HF Rx
RVol 260 mL & Vena contracta <0.7 cm Consider CRT
RF 250% \7 RVol <60 mL
ERO 20.4 cm® Q&
LV dilation <& ERO <0.4 cm’
Mc\l& E
\q).
N
) @f;v
Sym tic
D)
L

Transcatheter mitral valve repair may be considered for
severely symptomatic patients (NYHA class Ill to IV) with
chronic severe primary MR (stage D) who have favorable
anatomy for the repair procedure and a reasonable life
expectancy but who have a prohibitive surgical risk because
of severe comorbidities and remain severely symptomatic
despite optimal GDMT for heart failure (HF).'*

Progressive | Likelihood of successful
in LVESD or repair >95% and
decrease in EF expected mortality <1%
l JYQQJ—N
MV Surgery MV Repair
(ta) () Paioic Mosge




What do gwdehg&% say (ESC)?
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Management of severe chronic primary mitralbégurgitation
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Symptoms ?,@

| S I
No @0 Yes
v @90 v
(LVEF <60% or LVESD 245 mrné» ( LVEF >30%
&\ J |
No Yq:s\ No Yes
v N v
New onset gq’ Refractory to medical
of AF or SPAP >50 my@iPlg therapy
I o) | '
No &O Yes No Yes
v SO v |
High hkehhoq,@of durable Medical therapy
repair, IQI@ urgical risk,
and presence of risk v,
factors Durable valve repair is
| Ilkely and low comorbldlty
|
No Yes No Yes
v I
Follow-up Extended HF treatment®/
percutaneous
edge-to-edge repair
A\ Y Y Y Y
Surgery (repair whenever possible)

Mitral valve replacement may be considered in
symptomatic patients with severe LY dysfunc-
tion (LVEF <30% and/or LVESD =55 mm)
refractory to medical therapy when the likeli-
hood of successful repair is low and comorbid-
ity low.

Percutaneous edge-to-edge procedure may be
considered in patients with symptomatic
severe primary mitral regurgitation wha fulfil
the echocardiographic criteria of eligibility and
are judged inoperable or at high surgical risk

the Heart Team, avoiding futility. 6\\0
R\
&
I - @Q
&
~
In patients with severe secggtdary mitral

regurgitation and LVEF (ﬂeﬂ% who remain
symptomatic dEﬁprtE&%phmai medical
management {lr@dlng CRT if indicated)
and who haw&m option for revasculariza-
tion, th Team may consider a percu-
tane%(bedge to-edge procedure or valve
slééer}r after careful evaluation for a ventric-
Ci.l!ar assist device or heart transplant accord-

ing to individual patient characteristics.




Risks

* STS Score 2.72 mortélity
. Morbidity/Mo[;;éTity 24.5% &
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. Age/frailityb/ﬁ\/ dysfunction/Pulmonary hypertension @“f
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Understanding e@tﬁ;j@@‘i@ogy
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» ? Infective vs degepérative lesion on valve
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« Symptoms and quality of life
vo
> &
. N . : N
Comparison of Outcomeg®of Percutaneous MitraClip Versus &
Surgical Repair or Relgi@mement for Degenerative Mitral &7
Regurgltatmll 111 O%t%lg@llﬂl 14115 \*‘Q
N <&
MNicola Buzzatti, MDD: Fr, %esu:c Maisano, MD, Azeem Latib, MD, Maurizio Taramasso, MD, Paolo Denti, ,OQQ
MD, Giovanni La Canna, [@’: Antonio Colombo, MD, Ottavio Alfieri, MD oc}>
OO(\ 06
ﬂe Plum™ Metrics O& = @ b
S 6MWT Dlstange and KCCQ q(gc%| étyl_toi;
DOl https:ddoigr10. 1016/ .amjcard. 2014 .11.031 C uality o
https gég 016/ amjcar | M) Check for updates Llfe 6MWT Dlst@ - I Life
S 300 Dm:t‘;:'s @Qé meters 100 4 D=30.0
2] et T vd
B 200 5
§ 150 = g
E 100 1 ; g""
a o
C)& Baseline30 Days Baseline 1 Year Baseline30 Days Baseline 1 Year
N (N=494)N=494) (N=319)N=319) (N=931JN=931) (N=567XN=567)
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Prognosis
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Table 3. Primary gytcome and Secondary Efficacy Outcomes at 12 Months (Intention-to-Treat Population). &
A RN
& : : &
&P Intervention Control Hazard Ratio or O
,@‘ Group Group Odds Ratio i \G_,Q

Outcopg$’ (N=152) (N=152) (95% CI)* P Valuef &

A\ Q
Cgmiposite primary outcome: death from any 83 (54.6) 78 (51.3) 1.16 (0.73-1.84) 0.53 (\’\Q

qg\ cause or unplanned hospitalization for QAG
ol heart failure at 12 months — no. (%) N
& RS
(\é Secandarv anteamect 6\)0
® ‘ - O

Death from any cause 37 (24.3) 34 (22.4) 111(0.69-1.77) R

Cardiovascular death 33 (21.7) 31 (20.4) 1.09 (0.67-—1.78)?9\x

unplannea hospitalization Tor heart raiiure /4 (45./) /2 (4/.4) 1.13 (U.bl-—é@%)

Major adverse cardiovascular eventsf 86 (56.6) 78 (51.3) 1.22 (OK$91.66)
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& Obadia et al NEJM 2018
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Options of Rx ¢
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* Transcatheter mltraAQvaIve repair ( Good experience and data to
support |mprovaement in symptoms) @é@c‘

. Transcathete&‘Annu oplasty ( probably not suitable if organlg\
pathology&f)resent) nybrid approach? &

(\

. Transcaﬁ\eter mitral valve replacement ( Limited data@%but possible)

. Sun@cal repair/replacement ( Issues of RV dysfungﬁon)
. Palllatlon/l\/ledlcal Rx ( Poor QOL) <
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Technical aspects.¢

* TEE imaging reason@%le
* GA risks ( hemg@fynamlc support — |ABP?) &
* HF opt|m|2a$fon with HF team &

* Trans- sea”tal considerations ( Lower puncture for functlcmal height
also d)e‘fermmed by area of anticipated clip pIacemenﬂ

. NLﬁ’nber of clips? feé
e Right heart catheterization to assess shunting@%heed for ASD closure)
* Tricuspid clip? >
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