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* Mitral valve anatomy

* Intervention for mitral regurgitation
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e Pathway for MR management



Mrs. MR

 60F with HTN and mild COPD

* Routine check-up, asymptomatic

* BP well-controlled

* Euvolemic

» Grade llI/VI blowing murmur at the apex radiating to the axilla

* Send her for an echo:
1. Myxomatous mitral valve with bileaflet prolapse. Severe mitral regurgitation.
2.  Normal biventricular size and systolic function. LVEF >60%.
3. No pulmonary hypertension.
4. Moderately dilated left atrium.



Mrs. MR

* 6 months later:
* Confusion!!!

* Cardiologist: valve leaking like crazy but doesn’t need to get fixed right now!

* Nurse son: get it fixed before your heart becomes weak for the rest of your
life!

* So who's right???



Prevalence of valvular heart disease
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Care of patients with valvular heart disease
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Mitral valve anatomy
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Types of mitral regurgitation

PRIMARY MR: Posterolateral

 Myxomatous mitral valve
disease/mitral valve prolapse
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Types of mitral regurgitation

[All isolated moderate or severe MR]
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Intervention for MR - why

Heart Failure rate, %
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Intervention for MR - why
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Intervention for MR - why

* 4 main factors that determine patient outcome:

* Lesion severity
e Usually only severe MR leads to negative sequelae

* Symptomatic status
* Dyspnea on exertion, orthopnea, declining exercise tolerance

* Presence of LV dysfunction
* LVEF should be > 60% in severe MR

 Suitability for correction by MV repair rather than replacement
* Repair has lower operative mortality and better long-term results



Intervention for MR - when

e Surgery for primary MR:
* Severe MR + ...
 Symptoms (Class 1)
e LV dysfunction (Class 1)

MV repair (rather than replacement) can be performed with a high likelihood of a
successful and durable result (Class 2a)



Intervention for MR -

Median Operative Mortality Rates for Specific
if-\:J8 B[R Surgical Procedures (STS Adult Cardiac Surgery
Database, 2019)

Procedure Mortality Rate (%)
Mitral valve replacement 5
Mitral valve repair 1

Otto CM et al. J Am Coll Cardiol 2021;77(4):e25-197

when

Examples of Procedure-Specific Risk Factors for Interventions

Surgical Mitral Valve Repair
or Replacement

Technical or anatomic

m Prior sternotomy

= Prior mediastinal radiation

m Ascending aortic calcifica-
tion (porcelain aorta may
be prohibitive)

Comorbidities

= Severe COPD or home oxy-
gen therapy

m Pulmonary hypertension

m Hepatic dysfunction

= Frailty*

Futility

m 5T5 score =15

m Life expectancy <1y

m Poor candidate for
rehabilitation




Intervention for MR - when

e Surgery for secondary MR:

* Severe MR + ...

* Persistent severe symptoms (NYHA IlI-1V) despite optimal guideline-directed medical
therapy (Class 2b)

* But what about non-surgical interventions?






Intervention for MR - how
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Intervention for MR - how

Mitral-valve clip is advanced
through a catheter that is placed
in the femoral vein, proceeds
up the inferior vena cava

into the right atrium, and

crosses the atrial septum

into the left The mitral leaflets are grasped

and the clip closed to
coapt the leaflets

The device is steered until aligned over
the origin of the regurgitant jet, and
the open clip is advanced into
the left ventricle
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Pathway for MR management

Identify

Assess

Primary care
provider

Clinical
cardiologist

Imaging
expert

Imaging
expert

MR Symptoms or Signs

|

Clinical Context

Determine severity:
¢ Quantitation: EROA, RVol, RF

* Associated findings: LV/LA size, PASP, TR, PV flow reversal
* Other testing: TEE, CMR, ETT, exercise echo, cath/angio

Bonow RO et al. ] Am Coll Cardiol 2020;75(17):2236-70



Pathway for MR management

MDT: * Etiology, severity

* HF expert » Symptoms

* Imaging expert * LV function

* Valve expert ¢ Associated conditions

¢ Interventionalist o AF, CAD, IE

 Mitral surgeon

* Comorbidities
* Risk assessment
* Functional assessment

* Shared decision
making

Transcatheter

Treatment

¢ Edge-to-Edge
dip repair

* Other repair systems
if/when approved

* Replacementt

* AF ablation

* L AA management

Treat » Cardiac anesthesia Surgical
* Nurse coordinator GDMT for: Treatment
and team o HF* * Repair
e Other specialists * CAD * Replacement
as needed o AF e CABG
-EP « HTN * AF surgery
- Neurology, etc. *Lipids, etc. ~ +LAA
managamant
HE * * Symptom status
Follow s * Physical examination

Clinical cardiologist
Primary care clinician

Up*

¢ Surveillance TTE
* GDMT for HF, CAD, AF, HTN

Bonow RO et al. ] Am Coll Cardiol 2020;75(17):2236-70



Take home points

* Mitral regurgitation is prevalent (and likely underdiagnosed)
* Mechanism of MR (primary vs secondary) guides management

* Most common factors that drive outcome and intervention:
* MR severity, symptoms, LV function, suitability for repair
 Decision to intervene is a balance between indications and risks

* Optimal management depends on good communication between
care providers



Thanks!



