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Background: Functional Ischemic MR

e QOccurs in up to 40% of patients following M.

e Result of LV remodeling & dilatation.

e Mitral valve tethered and pulled apart.
e MR usually mild or moderate in severity.
e Heart failure and death increased up to 3x.

e Most have TVD and benefit from CABG.

Ischemic Mitral Regurgitation: In Search
of the Best Treatment for a

Common Condition

Progress i Cardiovascular Dizeases, Vol 51, Ho. & {May'Jung, 2009: pp 460-471

K.M. John Chan, Emre Amirak, Mustafa Zakkar, Marcus Flather,
John R. Pepper and Prakash P. Punjabi



Incidence and Prognosis

274 patients more than 16 days after Q-wave MI.
ERO > 20 mm? independent predictor of mortality by multivariate anaylsis.

Grigioni, et al. Circulation 2001;103:1759
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Years of follow up

711 patients undergoing PCI.
59% had no MR, 29% had mild MR, 12% had moderate or more MR.
MR was an independent predictor of reduced survival (HR 1.57, p<0.0001).

Pastorius, et al. Am J Cardiol 2007:100:1218-1223



Mitral Valve Annuloplasty plus CABG versus CABG alone
in moderate Functional Ischemic Mitral Regurgitation: final results
of the Randomized Ischemic Mitral Evaluation (RIME) Trial

K. M. John Chan,*? Prakash P. Punjabi,> Marcus D. Flather,%*  Riccardo
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Randomized Ischemic Mitral Evaluation (RIME) Trial

Results: Secondary endpoints
LV reverse remodelling at 1 Year
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LV reverse remodelling was greater following
CABG + MV repair compared to CABG alone.
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Randomized Ischemic Mitral Evaluation (RIME) Trial

Results: Secondary endpoints
Mitral regurgitation at 1 Year
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Randomized Ischemic Mitral Evaluation (RIME) Trial

Conclusions

e Compared to CABG alone, the addition of MV annuloplasty to CABG in
patients with moderate functional ischemic MR improves:

= Functional capacity and symptoms,
= LV reverse remodelling,

= Mitral regurgitation,

= BNP levels.

 The impact of these benefits on longer term clinical outcomes remain to be
defined.

e CABG plus MV annuloplasty required longer operation times, increased
intubation and hospital stay duration, and blood transfusion.

e Concomitant CABG plus MV annuloplasty should be considered in patients
with moderate functional ischemic MR.

Imperial College
London



Definition

Mitral insufficiency as a result of myocardial
infarction or ischemia

— Mitral valve leaflets normal

— Acute rupture of papillary muscles

— Chronic changes in left ventricular geometry or
remodeling

— Distinguish from co-existence of mitral
insufficiency + coronary disease without cause-
effect relationship



Mitral leaflet Tethering I
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Gorman JH 3d, Gorman RC, Jackson BM, et al: Annuloplasty ring selection for chronic ischemic mitral regurgitation: Lessons from the ovine model.
Ann Thorac Surg 2003; 76:1556.



Mitral leaflet Tethering II

Pre-intarct
Post-infarct
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Gorman JH 3d, Gorman RC, Jackson BM, et al: Annuloplasty ring selection for chronic ischemic mitral regurgitation: Lessons from the ovine model.
Ann Thorac Surg 2003; 76:1556.
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PRACTICE GUIDELINE

2014 AHA/ACC Guideline for the Management
of Patients With Valvular Heart Disease

A Report of the American College of Cardiology/American Heart Association

Task Force on Practice Guidelines

Developed in Collaboration With the American Association for Thoracic Surgery,

American Society of Echocardiography, Society for Cardiovascular Angiography and Interventions,
Soctety of Cardiovascular Anesthesiologists, and Society of Thoracic Surgeons
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Table 18. Summary of Recommendations for Chronic Severe Secondary MR

Recommendations COR LOE

MV surgery is reasonable for patients with chronic severe secondary MR (stages C and D) who are lla Cc
undergoing CABG or AVR

MV surgery may be considered for severely symptomatic patients (NYHA class Ill/IV) with chronic iib B
severe secondary MR (stage D)

MV repair may be considered for patients with chronic moderate secondary MR (stage B) who are lib c

undergoing other cardiac surgery

AVR indicates aortic valve replacement; CABG, coronary artery bypass graft; COR, Class of Recommendation; LOE, Level of Evidence; MR, mitral regurgitation; MV, mitral valve; N/A,
MYHA, New York Heart Association.

Ref 458



Important Questions

* Should concomitant mitral valve surgery be
performed at the time of surgical
revascularization?

 [f the mitral valve is to be addressed
surgically, should the valve be repaired or
replaced?

o If the mitral valve is repaired, what type of
repair should be employed and how durable
is the outcome?



Complete Coronary Revascularisation
Mitral Intervention
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Mechanism

* Incomplete mitral valve closure owing to the
effect of LV remodeling

 Annular dilatation and/or chordal restriction
of leaflets

 Fibrosis and atrophy of infarcted papillary
muscles

* Anterior portion of annulus also dilates

* Intertrigonal distance and septolateral
dimension of mitral annulus increases



Management

Repair if:

— Simple central regurgitant jet
— Minimally tethered leaflets

— No papillary muscle pathology

Replacement:
— If effectiveness/ durability of repair in question
— Preservation of chordal attachment is important



Figure 5. Description of the 2 main patterns of tethering.

Normal Asymmetric Symmetric
A Valve B Tethering (C  Tethering

LV x
Ao
LA

Restrictive / Restrictive /

Annuloplasty Annuloplasty

Magne J et al. Circulation 2007;115:782-791

7 American
Heart
Association. Copyright © American Heart Association, Inc. All rights reserved.




Repair Techniques

* Downsizing ring annuloplasty (Rigid vs.
Flexible Ring)

» Leaflet Repair - Normal Leaflets
— Edge-to-edge Repair
— Posterior mitral leaflet augmentation

e Subvalvular repair approaches - Weak PM
— Chordal cutting
— Papillary muscle sling
— Posterior papillary muscle relocation



Predictors of Recurrent Chronic 2 0
Ischemic Mitral Regurgitation After
Mitral Valve Repair Surgery

Marco Moscarelli and Prakash P. Punjabi

Abstract

Chronic ischemic mitral regurgitation rises from a muoltifactorial and dynamic etiology,
thereby achieving a durable repair remains still a challenge. Recurrences in some series
range from 10 to 30 % (McGee et al., ] Thorac Cardiovase Sorg 128{6):916-924, 20044;
Hung et al., Circulation 110{11 Suppd 1):1185-1T90, 2004), besides there are repons of
recrudescence even at 5 years from surgery (Gelsomino et al., Eur Heart 1 2902):231-240,
2008). It plays a crucial momentum the understanding of the predictors of repair and dura-
kility and some of them are already codified in the literature {Joint Task Force on the
Management of Valvular Heart [¥sease of the Eurcpean Society of C, European Association
for Cardio-Thoracic 5 et al.. Eur Heart J 33(19):2451-2496, 2012) as: left veniricalar vol-
ume, tenting area, coaptation depth, interpapillary muscles distance, tethering angles, plus
others ancillary. However these echocardiographic variables have been *tested’ mainly on
patients undergoing restrictive annoloplasty alone, which althowgh i the most performed
repair technigue, cannot address all the types of ischemic mitral regurgitation. Mew surgical
strategies have been recently proposed (Boyd, Circ J 77(E): 1952-1956, 2001 3) and adopted
and, in the near future they might be considered as “game changing' technigues, and depensd-
ing on their result the predictors of failure of repair could be restructured.



Predictors of recurrent MR

 Posterior leaflet angle >45 degrees
* Distal anterior leaflet angle >25 degrees
* Tenting height >1o0mm

» Tenting area more than 2.5cm?2
« LVEDD >65mm

» Severe scarring of posterolateral ventricular
wall

1. Ciarka A, Braun J, Delgado V, et al. Predictors of mitral regurgitation recurrence in patients with heart failure undergoing mitral valve annuloplasty.
Am J Cardiol 2010; 106:395-401.

2. Magne J, Pibarot P, Dagenais F, et al. Preoperative posterior leaflet angle accurately predicts outcome after restrictive mitral valve annuloplasty for
ischemic mitral regurgitation. Circulation 2007; 115:782-791.

3. Braun J, van de Veire NR, Klautz RJ, et al. Restrictive mitral annuloplasty cures ischemic mitral regurgitation and heart failure. Ann Thorac Surg
2008; 85:436—437.



Figure 2. Comparison of MVRp versus MVR with respect to overall survival in the propensity
score-matched cohorts.
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Repair or Replacement?

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE ‘

Mitral-Valve Repair versus Replacement
for Severe Ischemic Mitral Regurgitation

Michael A. Acker, M.D., Michael K. Parides, Ph.D., Louis P. Perrault, M.D.,
Alan |. Moskowitz, M.D., Annetine C. Gelijns, Ph.D., Pierre Voisine, M.D.,
Peter K. Smith, M.D., Judy W. Hung, M.D., Eugene H. Blackstone, M.D.,
John D. Puskas, M.D., Michael Argenziano, M.D., James 5. Gammie, M.D.,
Michael Mack, M.D., Deborah D. Ascheim, M.D., Emilia Bagiella, Ph.D.,
Ellen G. Moquete, R.N., T. Bruce Ferguson, M.D., Keith A. Horvath, M.D.,
Mancy L. Geller, Ph.D., Marissa A. Miller, DV.M., Y. Joseph Woo, M.D.,
David A. D'Alessandro, M.D., Gorav Ailawadi, M.D., Francois Dagenais, M.D.,
Timothy ). Gardner, M.D., Patrick T. O’ Gara, M.D., Robert E. Michler, M.D.,
and Irving L. Kron, M.D., for the CTSN*



Repair or Replacement?

* No difference in the degree of reverse
remodeling and mortality

* Significantly more recurrent MR at 1 year
with MV repair compared to chordal
sparing MV replacement

e No difference in MACCE, overall SAEs,
NYHA class, QoL

1. Acker MA, Parides MK, Perrault LP, et al. Mitral Valve Repair vs. Replacement for Severe Ischemic Mitral Regurgitation. N Engl J Med 2014; 370:
23-32
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Table 2. Clinical End Points, Serious Adverse Events, and Hospitalizations at 30 Days and 1 Year.
30 Days 1 Year
Repair Replacerment Repair Replacement
Group Group Group Group
{N=126) (N=125)  Pvalue  (N=126) (N=125)  PValue
no. of patients {%a) no. of patients (%)
Clinical end point
Death 2 (1.8 5 (4.0) 0.26 18 (14.3) 22 {17.6) 0.47
Strake 3 (2.4) 4(3.2) 0.72 & (4.8) 5 (4.0) 0.77
Worsening in NYHA class of 1 10 (7.9) 10 (8.0) 0.9 & (4.8) 6 {4.8) 0.99
Rehaspitalization for heart failure 2.4 7 (5.8) 022 17 (13.5) 14 {11.2) 0.58
Mitral-valve reoperation 1 (0.8) 0 1.0v 3(2.4) 0 0.25
Compasite majar adverse event® 19 {15.1) 24 (19.2) 0,39 41 {32.5) 42 {33.6) 056
no. of events [rate/100 patient-yr] o, of events {rate/100 patient-yr)
Serious adverse event
Any 115 (1102.2)  131{1277.3) 025 221 (202.1) 194 {189.0) 049
Heart failure 10 (95.8) 10(97.5) 0.97 33 (30.2) 21 {20.5) 0l
Stroke 3 (28.8) 4(39.0) 0.69 6 (5.5) 5 {4.9) 0.84
ACker et al' Other neurologic dysfunction 3 (28.8) 2(19.5) 0.67 4(3.7) 2 (2.0 0.46
N Engl J Med Myocardial infarction
Manperioperative 1(9.6) 0 0.32 3{2.7) 0 0.08
2014;370:23'3 2 Perioperative 0 2 (19.5) 0.16 0 { 2 (2.0) 0.16
Renal failure 3 (28.8) 9 (87.8) 0.08 4(3.7) 10 (9.7) 0.09
Blesding 6 (57.5) 5 (B7.8) 0.42 & [5.5) 10 (2.7) 0.26
Arrhythmia
Supraventricular 15 (143.8) 14 (136.5) 0.8% 21 (18.2) 18 (175) 078
Ventricular 8 (76.7) 11 (107.3) 0.47 12 (10.0) 12(11.7 088
Loealized infection 9 (86.3) 13 (126.8) 037 16 (14.6) 21(205) 031
Sepsis 3(28.8) 1(9.8) 0.32 11 (10.1) 5 (4.9) 0.16
Respiratory failurs 10 (95.8) 16 {156.00 0.22 14 (12.5) 18 [17.5) 0.38
Hospitalization
Any rehospitalization 15 (235.6) 37 [456.6) 0.04 106 {102.9) £S5 [R8.7) 0,29
Readmission for cardiovascular 6 (%4.3) 14 (236.7) 0.05 56 (54.4) 38 (39.4) 0.12
causes

* The composite major adverse event was death, stroke, hospitalization for heart failure, worsening heart failure, or mi-
tral-valve reirtervention.




Acker et al.
N Engl J Med
2014;370:23-32

Table 2. Clinical End Points, Serious Adversae Events, and Hospitalirations at 30 Days and 1 Year.

Clinical end point

Death

Stroke

Worsening in NYHA class of 1
Rehospitalization for heart failure
Mitral-valve reoperation

Composite major adverse event™

Sarious adverse event

Any

Heart failure

Stroke

Otther neurclogic dysfunction

Myocardial infarction
Monperioperative
Perioperative

Renal failure

Bleading

Arrhythmmia
Supraventricular
Ventricular

Localized infection

Sepsis

Respiratory failure

Hospitalization

Amny rehospitalization

Readmission for cardiovascular
causes

30 Days
Repair Replacerment
Group Group
(N=12E) (N=12%)
no. of patients (%)
2 [1.6) 5 (4.0)
3j24) 4(3.2)
10 (7.9) 10 (B.0)
32.4) 7 (5.6)
10.8) 0
19 (15.1) 24 (19.3)

no. of events (rate/ 100 patient-pr]

115 (1102.2) 131 (1277.3)
10 (95.8) 10 (97.5)
3 (28.5) 4 (39.0)
3 (28.5) 2 (19.5)
1(9.6) 0
0 2 (19.5)
3 (28.8) 9 (87.8)
6 (57.5) 9 (87.5)
15 (143.3) 14 (136.5)
8 (76.7) 11 (107.3)
9 (86.3) 13 [126.8)
3 (28.3) 1(9.8)
10 (95.8) 16 (156.0)
15 (235.6) 27 (456.6)
6 (94.3) 14 (2367)

PValue

026
0.72
099
022
1.0

039

025
097
0.69
0.67

0.32
0.16
0.08
0.42

0.89
047
0.37
032
0.22

004
0.05

1 Year
Repair Replacement
Group Group

(N=126) (W=125)

no. of patients (%)

18 [14.3) 1 (17.8)
6 [4.8) 5 (4.0
6 (4.8) 6 (4.8)

17 (13.5) 14 (11.2)
3(24) [i]

41 (32.5) 47 (33.6)

no. of events (rate,/100 patient-yr)

21 (202.1) 194 (189.0)
33 (30.2) 21 [20.5)
£ (5.5) 5 (4.9)
4(3.7) 2 (2.0)

3(2.7) 0
0 2(2.0)
40.7) 10 (9.7)
6 (5.5) 10 (9.7)
21 (19.2) 18 (17.5)
12 (11.0) 12 (11.7)
16 (14.6) 21 (20.5)
11 (10.1) 5 (4.9)
14 (12.8) 18 (17.5)
106 (1029) 85 (88.2)
56 [54.4) 38 (39.4)

P Value

0.47
0.77
0.53
0.58
0325
086

0.45
0.16
0.84
046

0.08
0.16
0.05
0.26

0.78
0.88
0.31
0.16
038

0.29
012




Table 3. Quality of Life and Functional 5tatus of Patients at 1 Year.®

Scala
SF-12y
Physical function
Score
Patients evaluated — no./total no. (%)
Mental function
Score
Patients evaluated — no./total no. (%)
Minnesota Living with Heart Failure questionnaire
Score
Patients evaluated — no.[total no. (%)
EQ-5D
Score

Patients evaluated — no.[total no. (%)
MYHA class — no.jtotal no. (%)

All classes

Class [l or ¥
CC5 classification — no.total no. (%)

All classes

Class Il or IV

Repair Group

43.6+8.1

93105 (38.6)

46.8+7.1
93105 (23.6)

24.5£73.1
95105 (90.5)

7371163
91105 (36.7)

100/105 (95.2)
9/100 (9.0

96/105 (91.4)
3/96 (3.1)

Replacement Group

4472471
85/102 (83.3)

46.9:6.4
85/102 (83.3)

19.6+19.4
85102 (83.3)

73.9:20.1
80/102 (78.4)

93102 (91.2)
13 /93 (14.0)

89/102 (87.3)
2/89 (2.2)

P Value

0.63

0.92

0.12

0.97

028

0.42
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Indications for surgery in
symptomatic HF

e Symptoms of CHF and depressed LV
function is straightforward indication

e No difference in survival®

* Reverse remodeling?+

Wu AH, Aaronson KD, Bolling SF, et al: Impact of mitral valve annuloplasty on mortality risk in patients with mitral regurgitation and left ventricular
systolic dysfunction. J Am Coll Cardiol 2005; 45:381.

Bax JJ, Braun J, Somer ST, et al: Restrictive annuloplasty and coronary revascularization in ischemic mitral regurgitation results in reverse left
ventricular remodeling. Circulation 2004; 110:11-103.155.

Braun J, Bax JJ, Versteegh M, et al: Preoperative left ventricular dimensions predict reverse remodeling following restrictive mitral annuloplasty in
ischemic mitral regurgitation. Eur J Cardiothorac Surg 2005; 27:847.156.

Geidel S, Lass M, Schneider C, et al: Downsizing of the mitral valve and coronary revascularization in severe ischemic mitral regurgitation results in
reverse left ventricular and left atrial remodeling. Eur J Cardiothorac Surg 2005; 27:1011.
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%} SCTS

Society for Cardiothoracic Surgery in Great Britain & Ireland

—

The number of operations undertaken each year has changed over time, and the proportion of
different types of surgery has.also.changed. axample o araate . ; all cardiac

surgery is now made up ofjvalve replacements or repairs than it was 10 years ago] and the
nary artery surgery 1s correspondingly smaller.

proportion that is isolated coro n this section

| All Hospitals v || All cardiac surgery A
Year Number of operations 40000
2003 36,374 —
%]
=
2004 37,453 E el
2005 35,922 E
37000 +
2006 36,654 =
2007 39,202 E 36000
2008 39,239 E 35000
=
2009 36,321 e
2010 34,737
33000 r . . r .
2011 34,959
2002 2004 2006 2008 2010 2012 2014

2012 34174
Year



Predicted vs Observed Mortality

|AII cardiac surgery W R -
Year Mortality (%) 4.0 Year Predicted mortality (%)
2003  5.87
2003 3.74 1.8 2004 6413
2004 3.62 2005  6.76
2005 3.56 = 367 2006  7.04
2006 2 58 = 2007  7.04
; £ 344 2008  7.22
2007  3.12 £ 2009  7.26
= 374 2010  7.45
2008 3.21 2011 7.50
2009 3.14 2.0 - 2012 765
2010  3.25 e
2011 297 ~8 < 751
2002 2004 2006 2008 2010 2012 4 =
2012 2.98 E 7.0
Year S
E 6.5
E 6.0
5.5
2002 2004 2006 2008 2010 2012 2014

Year



Survival Probability
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Isolated First time Mitral Intervention
+ CABG

|AII Hospitals V| Isolated first-time mitral procedure + CABG |3
Year Number of operations 1050
2003 803 L1000
2004 896 5
g v
2005 893 g 901
2005 1 00? % 900 Year Predicted mortality {“J'{l]
’ 5 i 2003 10.03
2007 918 =
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Risk Factors

|I50Iated first-time mitral procedure + CABG

Repair Replacement

RN E

Age (years) 70.8 70.6 70.9
Female (%) 29.7 253 41.4
Emergency or salvage surgery (%) 4.0 1.5 10.3
Other than isolated CABG (%) 100 100 100
Chronic pulmonary disease (%) 16.3 17.2 15.1
Extra-cardiac arteriopathy (%) 11.7 12.1 11.2
Neurological dysfunction (%) 2.5 20 3.9
Previous cardiac surgery (%) 4] (0] 0}
Creatinine > 200 pmol/l (%) 3.0 2.2 4.7
Active endocarditis (%) 1.7 0.3 52
Critical pre-operative state (%) 9.7 6.0 19.0
]Unstable angina requiring IV nitrates 5 e 9.9
LV function: fair (%) 36.3 37.6 33.6
LV function: poor (%) 12.3 13.8 8.2
Recent myocardial infarction (%) 19.9 20.2 19.4
Pulmonary hypertension (%) a3 8.0 12.5
Surgery on the thoracic aorta (%) 0 (0] 9]

Post-infarction VSD (%) 1] o) o)



Since its inception in 2010, the STS adult cardiac surgery public reporting initiative
continues to grow, both in the number of voluntarily enrolled participants and the
composite measures offered. STS now publicly reports outcomes for isolated
coronary artery bypass grafting (CABG), isolated aortic valve replacement (AVR),
and AVR+CABG surgeries. The Society plans to report outcomes for mitral valve
replacement/repair and mitral valve replacement/repair + CABG composites in the
future.

Isolated CABG: —® . The Society
Wl

Search or browse star ratings for surgery groups of Thoracic
Search or browse star ratings for hospitals Surgeons

Isolated AVR:
Search or browse star ratings for surgery groups
Search or browse star ratings for hospitals

AVR+CABG:
Search or browse star ratings for surgery groups
Search or browse star ratings for hospitals
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Conclusion

Patients with mod-severe ischemic MR should
undergo CABG+MVR

Mild MR should be left alone

Patients with CHF appear to benefit from a
concomitant procedure

Replacement gives better long-term results in
terms of less recurrence of MR



Talent hits a target no
one else can hit; Genius
hits a target no one
else can see.
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Died: September 21, 1860




Success is not final,
failure iIs not fatal:
it is the courage to
continue that cot

Winston Churchill

Biography

Author Profession: Statesman
Nationality: English

Born: November 30, 1874
Died: January 24, 1965

You have enemies”? Good. That means you've
stood up for something, sometime in your life.

Winston Churchill
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After data cleaning, the total number of records in the 2012/13
audit was 43,894. The audit represents 60% of all heart failure
coded discharges or deaths in England and Wales. This
comprises 41,932 heart failure admissions in England, 61% of
the 68,654 patients coded as heart failure in Hospital Episode

Statistics [HES), and 1,962 admissions in Wales, representing
47% of the 4,165 total recorded by the Patient Episode
Database for Wales [PEDW).

Aetiology and Comorbidity

Medical History LSVD (%) | Non=LSVD (%)

|schaemic heart < 0.001
disease [[HD]

Atrial fibrillation 43 40 0.177
Acute myocardial 36 22 < 0.001
infarction (AMI]

Valve disease 20 29 < 0.001
Hypertension 53 40 < 0.001
Chronic renal 27 20 < 0,001
impairment

Diabetes 31 30 0.084
Asthma 9 9 0.115
Coronary Obstructive | 17 18 0.001
Pulmonary Disease

(COPD)
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Echo diagnhoses

Echo diagnosis ‘ Total (%)

Normal echo 4

Left ventricular systolic dysfunction [LVSD] 72

Left ventricular hypertrophy (LVH] b

Valve disease 25

Diastolic dysfunction 8

Other diagnosis 9
Echo diagnosis Men (%) | Women (%) Echo diagnosis <75 years (%] | =75 years (%]
Normal echo 3 5 Mermal echo 4 &
Left ventricu.ar systolic dystunction | 78 63 L'E;ufgmﬁfﬁsg]sh“c 80 67
{LvsD ! _
Left ventricular hypertrophy [LVHI | & 7 I[‘fJHj'E"l”c“lar hypertrophy | 5 7
Vilve diseass 21 3 Valve disease 17 30
Diastolic dysfunction 7 10 Diastolic dysfunction 7 i
Other diagnosis ) 10 Dther diagnosis g g
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Monitoring

>50%-referred to HF specialist services

Improvement on last year.

Service Men (%] Women (%]
Cardialagy lollow-up &0 &7
Heart failura nurse follow-up 63 83
Cardiac rehab 13 9
Service <75 years (%] | = 75 years (%]
Cardiology follow=up " 45
Heart failure nurse follow-up &b a4
Cardiac rehab 13 )
ward [%)

Cardiology follow-up m In i
Heart failure nurse sB 48 54
fallow=up

Seen by any HF Mo specialist

specialist [%) input (%)
Cardiclegy follow=up &3 22
Heart failure nurse &9 23
fallow=up
Cardiac rehab 13 3

—

-

_——
-
—
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Symptoms

Symptom/sign of heart Total on Total on

failure admission (%) | readmission (%)
NYHA class I/I| 21 16

NYHA class Il 4dy L

NYHA class [V 35 40

No/mild peripheral 50 45

oedema

Moderate peripheral 32 33

oedema

Severe peripheral oedema | 18 22

| b 10 o W KING'S HEALTH PARTNERS



In Hospital Mortality 2012-2013

9.4%

Was 11.1% in 2011/12

RR of 15.3%

Absolute reduction of 1.7%

Very similar population to last year

Better prescription of drugs, more specialist in put (place of care and
follow up)
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ACM following discharge

24.7 % at end of FU (median 180 days)
Reduced from 26.2% last year (6.25 % RR)

100
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-
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Figure 3. Comparison of the prevalence of persistent MR at predischarge echocardiographic
examination in the MVRp and MVR groups.
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Management

» Mitral valve repair is generally not recommended*>
and recommended3+4

* Undersized ring annuloplasty
» Reimplantation of papillary muscle

Piwnica A, Menasche PH, Kucharski C, et al: Surgery for acute ischemic mitral incompentence, in Vetter HO, Hetzer H, SchmutzlerH (eds): Ischemic
Mitral Incompetence. New York, Springer- Verlag, 1991; p 193.

Loisance DY, Deleuze P, Hillion ML, Cachera JP: Are there indications for reconstructive surgery in severe mitral regurgitation after acute
myocardial infarction? Eur J Cardiothorac Surg 1990; 4:394.

. Gillinov AM,Wierup PN, Blackstone EH, et al: Is repair preferable to replacement for ischemic mitral regurgitation? J Thorac Cardiovasc Surg 2001;

122:1125.
Kono T, Sabbah HN, Stein PD, et al: Left ventricular shape as a determinant of functional mitral regurgitation in patients with severe heart failure
secondary to either coronary artery disease or idiopathic dilated cardiomyopathy. Am J Cardiol 1991; 68:355.
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