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Patient records

" /6 y.0. male

» Hypertension. Dyslipidemia. OPLD.
Smoked in the past. Diabetes

» |nferior AMI 2009: stent RC
= Dyspnea on mild exertion.

= Admitted to the hospital with Pulm
Edema. NYHA Il




Patient recds

e\

= BP 110/70 mmHg

= Sinus rhytm. Normal QRS. Inferior
Infarction

Systolic murmur Apex compatible MR

Diastolic murmur compatible Ao Rg
Rales

Cath. Total occlusion RCA



= Echo Questions ?.

= LV WM.

= Systolic function.
= Severity and etiology of MR and AoRg
* Pulmonary pressure
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» Severe isquemic MR
= Mild TR

* Moderate PHT

* Moderate Ao reg

= LV function 45%



s HT queStiOnS?. In case severe

lesions in severely symptomatic pt with HF

= Patient risk.
* Type of intervention.
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“What to do ?

1.- Mitral & Aortic Valve
replacement ?

2.- Mitral valve replacement,_,
3.- Medical Therapy °
4.- Mitral clip




Guidelines



n ESC Heart Failure 2012 guide

FSC GUIDELINES

‘ “ NV @ ..

S ) ESC Guidelines for the diagnosis and treatment
of acute and chronic heart failure 2012
The Task Force for the Diagnosis and Treatment of Acute and
Chronic Heart Faillure 2012 of the European Society of Cardiology.
Duweloped in collaboration with the Heart Failure Association (HFA)
of the ESC

Auchor s Task Force Members: John J. V. McMurray (o.-m; oy,
Stamatis Adamopoutes (Greece). Stefan D. Arker (Germany).

(Poru Jo
Lars Kober (Dermmark), Gregory ¥. H. Lip Nln. Asdo Peetro Maggioni 4lu»k
Adexander Burkert -..u.x pescs

Rammania), Per K. Rarmed (Norway), T b Ruten (The
Doarg Schier (bwhkzeriand) Pecar Sabwoni (Sertin) Jonine Sepineka ¢ M
A Voors (T

ﬁumo‘.lntv- Zaiher (Garmany).

.In patients with an

indication for valve repair but
judged inoperable or at
unacceptably high surgical
risk, percutaneous edge-to-
edge repair may be considered
in order to improve
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ESC Guidefines

although its effect on survival is unknown In this Stution, the de-
cison o operste should take sccount of regponse o medicsl
therapy, co-morbidity, and the ikdihood that the valve can be
repaired (rather than replaeed).

Secondary mitral regurgitation
This ocours becase LV enbargement and remodelling lead to
reduced leaflet cheming  Effective medical therspy leading to
reverse remodelling of the LV may reduce functionsl mitral regur-
gitation, and every effort should be made to optimize medical
treastment in these patients

lschaemic mitral regurgitation & 2 particular type of secondary
mitral regurgitation that may be maore sitable for surgical repair.
Asi(nsaﬁrmad,nwnncoom:mmnmwm
its Aa duced s of effective. regurgn
onﬁce{zﬂmm’)u d with & worse prognasis. Com-
bined valve and coronary surgery should be considered in symp-
tomatic patents with LYV systolic dysfunction, comnary arteris
suitsble for revasoularizstion, and evidence af vishility. Prediciors
of bite fallure of valve repair include birge interpupillary musdle dis-
tance, severe posterior mitral lesflet ethering, and marked LV dils-
tation (LV end-distole dismeter =65 mm) In these patients,
mitral valve replscement, rather than repain, may be sdvisble In
the presence of AF, atrial shlstion and lefi atrisl appendsge
elkure may be consdened at the time of mital valve surgery.

The role of sotsted mitral valve surgery in patients with severe
functions mitrsl and severe | W systolie dysfunction

wha cannot be darired ar ha chsermie ¢ spdiamyo p-
athy & questionsble, and in most patients conventionsl mediesl and
Meﬂwnﬂmﬂhsd&ﬂw&wmwb&mw

In patients with an indication for vabe repair but judged inoper-
able or at ummcceptshly high surgical rigk, percutanecus
edpe-to-edpe repair may be considered in order to Improve

symptema 25

13.4 Heart transplantation
Hmmp&nﬁmsmm&m&dmﬂm{a%w&

Table 13 Heart transplantation: indications and

contraind cations

Patienes to End-smpe heart filore with severs. symprtoms,

comsider 3 poar progrsts and no remalring altematie
remtment aptions
Mathated, well Informed, and emationaly
siable:
Capable of compiying with the nt=nzve
treatment required post-operatively

Contraindications | Active Infection

Severe perigheral artzrial or cobeovcdr
disease

‘Currant alcchol or dnug abuse

Treated cancer in presioes 5 years

Unhealed peptic weer

Recent thromio-embolsm

—_

<50 mlmis)

[ —

Systermbc disemse with mukiorgan imebvement

Oitber serions co-markidiy with poar

Emotioral rsmbilty or untreated menl liness:

High, feed pulmorary vasculr reststance
[4-5VWood Linits and mean transpebmanary
gradiemt >15 mmHg)

HF = Paar filure.

Table 34 Terms deseribing various uses of

HE®" shhough controlled trisks have never bean cond
there i that ik aded that proper se-
lection criters ane q:pﬁed—sw\iﬁcx\ﬁ,- incresses survival, eser-
cite capacity, quality of life, and retumn 1o work compared with
conventional treatment.

Apart from the shortage of donor hesrts, the main challenges in
transplantation are the consequences of the limited effectivenes
and complicstions of rmunomppressive therspy in the long
term (Le. sntibody-medisted rejection, infection, hypenension,
renal fGilure, maly and y artery dopathy). The
ki for and contraindi 1o heart tamplantstion ane
surrmarized in Table 23.

13.5 Mechanical circulatory support

MCS & an urbrela term deseribing a number of different tech-
nologies used o provide both short- and longer term dsotance
in patients with sther chronie HF or AHF A vardety of terms
have besn wmed to deseribe the use of thess technologies
(Table 24) 7% The most experience is with MCS in end-stage

mechanical y support (MCS)
Eridge to Uz of MCS i patients with acute
dectsicn (BTDE | circulstory collapes snd 2t immediate risk of death
o sestai itfe until 2 full dinical evahation can be
pleted 2nd aaditional therap: P
be evaluabed.
EBridge to Use of MCS to improve end-crgan fanction i
cndidacy [ETC): | order to make an Ineligide patlent digible for
n
Eridge to Use of MCS to keep a patient at high risk of death
trarsphration | befors rarephination abve umel 2 donor orgn
(@) baccenes Tlable.
EBridge to Use of MCS to keep patient alve: urtil intrinsic
recovery (ETRE | airdke fanction recovers sufidenty to remove MCS.
Destiration Lang-term use of MCS as an aftermative to
therapy (OT): | trassphantation In pattents with end-szage heart
Eure Inelgible for transplanttion.

MICS = e harical € Padaory sugparn.

Source: ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure 2012 published on ESC web-site: http://www.escardio.org/guidelines-surveys/esc-

guidelines/Pages/acute-chronic-heart-failure.aspx?hit=dontmiss




Secondary
(Functional) MR




ACC/AHA 2014 Valve Guidelines
Surgery for Secondary (Functional) MR

LOE

In pts undergoing other cardiac surgery COR

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

MV repair may be considered for pts with
chronic moderate secondary MR (stage B)
who are undergoing other cardiac surgery

In pts NOT undergoing other cardiac surgery

MV surgery may be considered for severely
symptomatic pts (NYHA class Illl/IV) with _

chronic severe secondary MR (stage D)
Nishimura RA et al. J Am Coll Cardiol 2014;63:e57-185




SMR Trial: Primary Endpoint

251 pts with severe ischemic FMR were randomized to MV repair with
complete rings vs. chordal-sparing MV replacement; mean EROA
~0.40 cm?; 86% concomitant procedures (75% CABG, TV repair, Maze

1° EP = Median Change in LVESVI from baseline to 1

year

S P=0.18
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Severe MR Trial: Recurrent MR

Recurrent MR at 1 There were no
vear significant 1-
year
10 - 32:6% differences in:
Severe - LVESVI
o0 4.2 " Moderate e NYHA

- SF-36 scores
« MLHF scores
- MV reoperation
- Death
2.3% * MACE

N
(@
|

Recurrent MR (%)
S




MitraClip RCTs in Functional MR

COAPT RESHAPE-HF Mitra-Fr
N patients, sites 430 @ 75 US sites 800 @ 50 EU sites 288 @ 18 French sites
Control arm Medical Rx Medical Rx Medical Rx
FMR grade =3+ (EROA =30 mm? 23+ (EROA 230 mm? Sev (EROA >20 mm? +
and/or Rvol >45 mL by ECL) | and/or Rvol >45 mL by ECL) | Rvol >30 mL) by ECL
NYHA class I, 11, or ambulatory IV lIl or ambulatory IV -1V

Other inclusion
criteria

HF hosp within 12 months
or BNP =300 pg/ml or nT-
proBNP 21500 pg/ml within
12 months; MV surgery is
not local standard of care

HF hosp within 12 months or
BNP =350 pg/ml or nT-proBNP
21400 pg/ml within 90 days;
not eligible for MV surgery

HF hosp within 12
months; not eligible for
MV surgery

LVEF >220% - <50% 215% - <40% 215% - <40%
LV volumes LVESD <70 mm LVEDD =55 mm -
Prlmar.y Siilezisy Recurrent HF hospitalization Death or recurrent HF Bz or rgcurrent I
endpoint P hospitalization at
. at 12 months hospitalization at 12 months
(superiority) 12 months
SLDA, device embolizations,
Primary safety endocarditis/MS/device-
endpoint related complications requiring - -
(noninferiority) non-elective CV surgery,
LVAD, OHT
Health economics Assessed Assessed -
Follow-up 5 years 2 years 2 years




MitraClip RCTs in Functional MR

COAPT

RESHAPE-HF

Mitra-Fr

N patients, sites

430 @ 75 US sites

800 @ 50 EU sites

288 @ 18 French sites

?ry/

PN

N I

e
(no

1 *3 trials randomizing 1,518
patients with heart failure and
secondary (functional) MR to
MitraClip vs. GDMT

\+

/

LVAD, UR
Health economics Assessed Assessed
Follow-up 5 years 2 years 2 years




symptomatic MR patients was
significantly greater with early
Surgery vs. medical management

v '

Otto, C. Heart 2003

< 5440 -early intervention to
: prevent left ventricular
s A Consenave systolic dysfunction or
& st e A— e (50  7%)

: : : : pulmonary hypertension
F l provides optimal clinical
Years after diagnosis outcom es ”.

1. Otto, C. — Timing of surgery in mitral regurgitation - Heart 2003;89:100-105

Montant P, Chenot F, Robert A, et al. Long-term survival in asymptomatic patients with severe degenerative mitral regurgitation: a propensity score-based comparison between an early
surgical strategy

and a conservative treatment approach. J Thorac Cardiovasc Surg. 2009;138(6):1339-1348.
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Kaplan-Meier Survival Curves

= Percutaneous MV-repair
s Surgical treatment
= Conservative treatment

n at risk
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MitraClip therapy*

IS superior to
conservative
treatment and
survival rates are
comparable to
surgery in high-
surgical-risk patients
with symptomatic MR
(DMR and FMR)

*Swaans - Survival of Transcatheter Mitral Valve Repair Compared With Surgical and Conservative Treatment in High-Surgical-

Risk Patients — JACC, 2014( 7); 8 : 875-881
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> MR severe,
» Symptoms NYHA III
>

CLINICAL DATA

High Surgical risk




Basic Factors of MR

Mechanical function depends on its material’'s properties

. Typelllb
v\ ¥P!

( Typell & \(Type lla

\

Eiakgy

Endocarditis
Type 11 Prolpsed Narmal Myxomataus disease; ppillary musde mpture ar ckmgation
Type HIA Restricied mation Narmal Rhewnatc discase

chemic ar diomathic cardicemycpathy

Simposium TEAM 2011



“Functional Mi Reg
storsion of subvalvular apparatus due to
| remodeling or dilatation

Effects of Effects of
Associated LV Remodeling PM lengthening

Adjacent
LV wall
remodeling

J Am Soc Echocardiogr 2011;24:707-19



TEEisa M

» MiRg > Moderate ?: YES
» Severe calcification 1? : NO
> Severe leaflet movement restriction ?: NO

> Flail ?: NO

» Previous surgery ?: NO

» Thrombus ?: NO
> Mitral Stenosis ?: NO

» Can we see ALL TEE images of mitral valve ?: YES
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. Conclusions

S

‘L (.‘

* High prevalence of MR. Prognostic impact

= Dynamic behavior, screening and risk
stratification with exercise echocardiography

= Importance of severity assessment (3D echo)
and anatomical evaluation to decide best

therapeutic option

= MitraClip is an alternative safe procedure in

selected patients with good short and mid term
results. BUT HT IS A MUST IN SELECTION



