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Isemik Mitral Catismazhq (Sekonder MC)

= jsemik mitral catismazlia “normal mitral aapaq varpaalar va kordalarla, avvalki Mi
naticasinda yaranan MC ” - kimi tarif edila bilar.

Serri K, Bouchard D | Thorac Cardiovasc Sura. 2006;131:565-73.e2.

na edak ?

= MR ignor etmak, rutin CABG etmak ?
»# CABG + mitral tamir etmak ?

w CABG + mitral replasman etmak ?




Mitral Qapaq

sadaca yarpaqciqlar deyil !




commissural
cord

e Rough zone cords: “‘standard,” true, and most common cords arising
from apex of the papillary muscle or its margin and inserted into the
leaflet (rough zone);

e Strut cords: the strongest and toughest among rough zone cords, arising
from the tip of the papillary muscle group and attached to the central
parts of rough zone

e Muscular cords: fleshy and the thickest cords arising from papillary mus-
cles attached to any part of mitral valve leaflets

e Indentation’s cords: inserting to the free edges of the PML to its inden-
tations between scallops, arising from the papillary muscle usually as a
single stem but branching out in a manner resembling the struts of a fan
before insertion;

e Commissural cords: originating solely from the respective papillary
muscle located beneath the commissure and running as a single stem
that branches radially (in a fan-shaped fashion;

e Cords to the LVOT: false cords, recognized on the basis of their attach-
ment to the left ventricle septal wall in the LVOT area, arising from the
papillary muscle

e Basal cords (or tertiary cords): neither true nor false cords, arising
directly from the left ventricle wall or from small trabeculae carneae
and inserting to the basal zone on the ventricular surface of the leaflet,
close to the hinge line

hitps://doi.org/10.1016/j.jtevs.2017.12.061



https://doi.org/10.1016/j.jtcvs.2017.12.061

= papillar azalalar hamisa tak azala deyil, bir neca alagali azalalarin konglomerati saklinda olur.
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Source: Mathew JP, Swaminathan M, Ayoub CM: Clinical Manual 1 1 111 v V
and Review of Transesophageal Echocardiography, 2nd Edition: B
www.accessanesthesiology.com

Copyright © The McGraw-Hill Companies, Inc. All rights reserved. Segmentation of the papillary muscle. Five steps toward division can be individualized: |




IMR heterogendir |

., I viabilite/skar

koronarlarin vaziyyati. e

- LV remodelinginin daracasi

PML - global tethering

- anular dilatasiya



Atrial SMR Ventricular SMR

Echocardiography criteria

Normal mitral valve leaflets Normal mitral valve leaflets
Dilated LA (258ml & 252ml 2) LVEF <50% and/or dilated LV by volume
LVEF 250% and non-dilated LV

Underpinning mechanisms

Mitral annular dilatation Apical-lateral papillary muscle displacement
Atriogenic leaflet tethering Systolic leaflet tethering

Patient characteristics

Older Younger
Female > male Female = male
Atrial fibrillation Ischaemic/non-ischaemic cardiomyopathy
Management
Diuretics Pharmacological therapies
* Rate/rhythm control t Cardiac resynchronisation therapy
? Annuloplasty + Edge-to-edge repair/annuloplasty

Straw et al. Echo Research & Practice (2023) 10:4
https://doi.org/10.1186/s44156-023-00015-y



Isemik MR mexanizmi

Postero-medial yerdayisma va
leaflet tethering

closing force (&
baglanma qlivvasi | |




IMR mexanizmi

A Pathophysiologic basis of secondary MR

| NormAL MYOCARDIUM | |

-

.INCREASED TETHERING FORCES

HEART FAILURE -LV dilation

closing forces

thering forces

normal mitral valve

- LV sphericity
- LV segmental dyskinesia
- PM displacement
- PM dyssynchrony
- PM asymmetry
- Annular dilation
- Annular flattening

closing forces

‘ | out of balance

Tethering forces

2.DECREASED
CLOSING FORCES
- Reduced LV contractility
- LV dyssynchrony
- increased LA-pressure
- reduced mitral
annulus contraction

5 3. ALTERED
MITRAL VALVE
FUNCTION
- decreased area growth
- increased thickening

' L

Fibrotic maladaptive mitral valve
Tethering forces f+ HF

l

EMT +
fibrosis

—> Restrictive valve

motion

doi:10.1093/eurheartj/ehab086







funksional MR tasnifatl —

normal MV leaflet va anular dilatasiya (DKMP) va leaflet restriksiyasi (isemik MR)

(]

Normal Excessive Restrictive Restrictive
Ring dilatasiyasi Ring dilatasiyasi Komissural flizyon Xroniki isemik
Perforasiya Perforasiya Leaflet va kordalarin

Kleft Kleft aalinlasma va

kalsifikasiyasi

Mitral valve anatomy and carpentier
classification of mitral regurgitation

rrrrrrrrrrr
vereased leafiel Bewrctesiesfet  Restricied beafet

teytole aect chamtode] [nyutole)

Stone EHJ, 2015






papilyar azalalarin yaxinlasmasi sistolik tethering quvvalari azaldir va funksional mitral
catismazhgin tamirinda mitral gapagin baglanmasini yaxsilasdirmagq tctn bu amil
disunulmalidir

Mitral valve function in a healthy heart with dynamic =~ Mitral valve tethering leading to regurgitation in a failing
inter-papillary shortening heart with poor inter-papillary shortening Systolic coaptation - Healthy

N

1
Systolic coaptation - FMR

Normal Post-Infarct Post-Infarct
PM functioning PM ischemic

PM
stretchin

decrease
tethering

increases
tethering

Restores
coaptation

Undersizing annuloplasty in the failing heart with poorinter-  papjllary muscle approximation relieves tethering force
papillary shortening worsens leaflet tethering on the leaflets in the failing heart

Systolic coaptation - UMA

-

Circulation. 2001:104:1952-1957 https://doi.org/1 0.1016/’1'.)(}%21.04. 008Get rights and content



https://doi.org/10.1016/j.xjon.2021.04.008
https://s100.copyright.com/AppDispatchServlet?publisherName=ELS&contentID=S2666273621000899&orderBeanReset=true







Multidisciplinary
SU rgerv SMR treatment
CABG
MV repair/replaceme

LVAD/HTx

Transcatheter mitral edge-to-
edge repair

Other transcatheter treatments

(annuloplasty, valve

replacement)

Symptomatic HF & moderate/severe MR

l

Timely referral to the Heart Team
Optimisation of GDMT
CRT (if indicated)

Palliative care if life expectancy <lyr
owing to extracardiac condition(s)

[CAD requiring treatment I[ ‘lies

Surgical risk

evaluation
_ ’ ’
High Low

[re:)

I Consider LVAD or HTx

i End-stage RV/LV failure?

[v9]

Transcatheter mitral edge-to-edge
repair® in selected patients
(particularly if COAPT criteria fulfilled)

CABG & valve surgeryl

doi:10.1093/eurheartj/ehab086



Isemik MR six rastgalan problem olub

= yzun-muddatli saggalimin azalmasi ile slagadardir,

w mualicasi aksik galmis (undertreated) problemdir

v relurren MR - post-MR tamiri ila alagadar olub, six gorilan problemdir.

IMR ventrikular problemdir

Farmakolojik yanasma Sol Ventrikulu yaxsilasdirir



IMR - medikal mualica

—> ACE/ARB/ARNI Remodelingi duzaltmak

=> SGLT2i ‘
= b-blokerlar

= diuretiklar v’ Surveyi yaxsilasdirmaqg
=» mineralokortikoid reseptdr antagonistlori

v’ Simptomlari yaxsilasdirmaqg

v XUC rehospitalizasiyalari azaltmaqg

m CRT



Post-approval

Commitment
« Pediatrics PANORAMA-HF

* PASS PARTHENON
» Cognitive function— PET imaging

o Outcome Trials

New Indications
* HFpEF PARAGON-HF

* Post-M| PARADISE-MI

PERSPECTIVE
. Symptoms In-hospital .
and QoL Management
« KCCQ, functional status HpEF » Pre-discharge PIONEER-HF
PARALLAX * Pre- and Post- discharge TRANSITION

» Daily physical activity OUTSTEP-HF

» Sleep/waking activity AWAKE RWE/Disease ,

Management
<Mechanistic « MPP
Insights * Disease registries REPORT-HF
* Biomarker profiling PROVE-HF « Practice registries CHAMP-HF, PREFER,
* Vascular stiffness EVALUATE-HF +_Mortality & PARASAIL, PARADIGM-HF OLE
* Exercise capacity ACTIVITY-HF Morbidity « Disease management ARIADNE

* Remodeling PROVE-HF * HFrEF (JP) PARALLEL-HF

Januzzi JL, Prescott MF, Butler J, et al. Association of Change in N-Terminal Pro—B-Type Natriuretic Peptide Following Initiation of Sacubitril-Valsartan Treatment With Cardiac Structure and
Function in Patients With Heart Failure With Reduced Ejection Fraction. JAMA. Published online September 02, 2019. doi:10.1001/jama.2019.12821



(R)evolution of Heart Failure Treatment

Palliative Neurohormonal Devices ARNI

Drugs Drugs

— =

Sensing
Devices
Digitalis ACE-I ICDs CRT, CRT-D ARNI
Diuretics .
p-Blockers MR-Antagonists
Transplantation lvabradine
Zarin T Ruschitzka HFA 2016



JOURNAL ARTICLE

2021 ESC/EACTS Guidelines for the management of
valvular heart disease: Developed by the Task Force
for the management of valvular h@*f diceace nf the

o . ; E SC European Heart Journal (2021) 42, 1254-1269 SPECIAL ARTICLE

European SOClety Of C ardlology ( European s;vcietv doi10.1093/eurheartj/ehab086 Heart failure and cardiomyopathies

European Association for Cardio-

(EACTC) ™ The management of secondary mitral
regurgitation in patients with heart failure:
a joint position statement from the Heart

@ E s C European Journal of Heart Failure (2022) 24, 746—749 . & .
European Society  doi:10.1002/ejhf.2497 Failure Association (HFA), European

of Cardiology

Association of Cardiovascular Imaging (EACVI),

ey go E Heart Rhythm A iation (EHRA),

New ESC/EACTS guideline sl ey g pp— ton ( )
and European Association of Percutaneous

for the treatment of second c,pdiovascular Interventions (EAPCI) of
regurgitation: reflections orthe ESC

Christian Frerkerl2%, Nicole Karam3, Rebecca T. i@ FatdCer Thicle’,
Gregg W. Stoneb’, Hendrik Treede?, and Jérg Hausleiter? 19



Table I Summary of the European and US guideline definitions of severe SMR

2017 ESC guidelines'! 2017 ASE guidelines®® 2020 AHA/ACC
guidelines®*

Semi-quantitative criteria

Vena contracta (mm) >7 (>8 for biplane) >7 —

Pulmonary vein Pulmonary vein systolic flow reversal Pulmonary vein systolic flow reversal —

Inflow E-wave dominant >1.5 m/s — —

Other TVI mitral/TVI aortic >1.4 Central large jet > 50% of LA area —
Quantitative criteria Primary Secondary

EROA (mm?) >40 >20 >40 >40

(or 30-39 with 3 other severity criteria
or elliptical orifice)

PISA radius — — >1.0 cm at Nyquist 30-40 cm/s —
Regurgitant volume (mL) >60 >30 >60 >60
Regurgitant fraction (%) — — >50 >50

ACC, American College of Cardiology; AHA, American Heart Association; ASE, American Society of Echocardiography; EROA, effective regurgitant orifice area; ESC,
European Society of Cardiology; LA, left atrium; PISA, proximal isovelocity surface area; TV, time velocity integrals.

= .
Sphericity index




EROA?







1-Ciddi sekonder mitral yetersizligi
2-Optimal medikal tedaviye ragmen semptomatik kalp yetersiziligi (NYHA sinif I1,111,1V)

3-SoVEF %20-50
4-Sol ventirkiil sistol

capi <70 mm

5-Son bir yilda en az bir kez kalp yetersizligi nedeniyle hospitalizasyon veya natritiretik peptid
diizeylerinin artmis olmasi
6-TEER icin uygun anatominin bulunmasi olarak siralanabilir

iki boyutlu ekokardiyografiye dayali ciddi mitral yetersizligi kriterleri

|Primer mitral yetersizligi

|Sekonder Mitral yetersizligi

[Kalitatif
[Mitral kapak Flail yaprakgik, riptire papiller kas, Normal yaprakgiklar fakat beraberinde
morfolojisi ciddi retraksiyon, genis perforasyon ciddi cadirlagsma, zayif yaprakgik

koaptasyonu

Renkli akim jet
alani

Genis santral jet (LA'nin > 50%) veya
degisken boyutlu egzantrik duvara vuran
et

Genis santral jet (LAnin > 50%) veya
(dedisken boyutlu egzantrik duvara vuran
jet

Akim konverjansi

Genig, sistol boyunca

Genig, sistol boyunca

Devamli dalga
Doppler jeti

Holosistolik/yodun/triangtlar

Holosistolik/yogun/triangdilar

Semikantitatif

Vena kontrakta

> 7 (Biplan igin = 8 mm)

> 7 (Biplan igin 2 8 mm)

genisligi (mm)
Pulmoner ven akimiSistolik akimda terse donls Sistolik akimda terse donis
Mitral inflow Dominant E dalgasi (>1,2 m/s) |[Dominant E dalgasi (>1,2 m/s)

TVI mitral/TVI aortik

>1,4

P14

|Kantitatif

EROA (2D PISA, B 40 mm2 > 40 mm2 (eliptik regurjitan orifis alani
mmz2) ise = 30 mm2 olabilir)
Rejurjitan volim 2 60 ml > 60 ml (dislk akim kosullar varsa 2 45

ml/m2)

(ml/atim) ml olabilir)
Rejurjitan fraksiyon B 50 % > 50 %
(%)

Yapisal

Sol ventrikdil Dilate (SoSSC = 40 mm) |Dilate

Sol atrium Dilate (¢cap 2 55 mm veya hacim 260  [Dilate







MITRA-FR

Death or HF hospitalisation

Control group

"'"'I\._—.‘_‘.
Intervention group
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No. at Risk
Control group 152 123
Intervention group 151 114

ESC CONGRESS 2021
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COAPT

Device group
—— Control group

67.9%

45.7%

Hazard ratio, 0.57 [95% CI, 0.45-0.71]
P<0.001

I T ] 1 T 1

0 3 6 9 12 15 18 21 24
Time After Randomization (Months)
No. at Risk:
Device group 302 264 2138 215 194 154 145 126 97
Control group 312 244 205 174 153 117 90 75 55

European Society
of Cardiology

Obadia J.-F. et al. NEIM 2018
Stone G. et al. NE/M 2018

@EACTS e @ OFFICIAL GUIDELINE RELEASE
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Circulation z

Volume 139, Issue 11, 12 March 2019; Pages 1354-1365 Q;ﬂ:rftim
https://doi.org/10.1161/CIRCULATIONAHA.118.037077 Association.

ORIGINAL RESEARCH ARTICLE

Angiotensin Receptor Neprilysin Inhibitor for Functional Mitral
Regurgitation
PRIME Study

B Comparison of included patients in COAPT, MITRA-FR and PRIME-study

COAPT MITRA-FR PRIME
Number of patients 614 304 118
Age , years 7231112 70.4 £10.0 62.6+11.2
Ischemic etiology HF 61% 59% 36%
NYHA-class II/I1I/IV in % 39%/52% /9% 33%/59% / 8% 88%/12% / 0%
Baseline ACE-I/ARB/(ARNI)® 67% 83% 100%
Baseline Beta-blocker 90% 89% 88%
Baseline MRA 50% 55% 43%
Baseline loop diuretic 89% 99% 88%
LVEF, % 31+9 337 34+7
LVEDVi (ml/m?) 101+ 34 135+ 35 116 + 39
Mean EROA, cm? 0.41 £0.15 0.31+0.10 0.20x0.10
EROA < 0.40 cm? 59% 84% 94%
EROA > 0.40 cm? 41% 16% 6%
Follow-up duration trial 2y* 1y 1y
Primary endpoint Recurrent HF HF or death Change in EROA
Annualized mortality rate 19% 23% 0.8%

PISA0OScm

=
&

MR Vmax 477 cm/s
TVI 145cm
ERO 0.32 cm?
RV 46 mL

MR Vmax 476 cm/s
VI 169 cm
ERO 0.1 cm?
RV 17 mL




Table 2. Summary of the outcomes of the meta-analysis.

Long-term Hospital Reoperation Readmission Composite
mortality mortality endpoint
MitraClip (N=454) 0.77 (0.40-1.49)  3.35(0.25-44.7)  0.40 (0.22-0.72) 0.35(0.04-3.06)  0.39 (0.09-1.73)
Vs P=0.44 P=0.36 P=0.003 P=0.34 P=0.21

optimal medical therapy (N=464)

CABG associated with mitral valve
procedure (N=301) vs CABG alone
(N=314)

Mitral valve replacement (N=553)
Vs
mitral valve repair (N=556)

Restrictive annuloplasty with
subvalvular repair (N=103) vs
restrictive annuloplasty alone (N=103)

1.10 (0.67-1.79)
P=0.71

1.12 (0.85-1.48)
P=0.43

0.78 (0.35-1.73)
P=0.55

0.84 (0.31-2.24)
P=0.73

2.96 (0.64-13.63)
P=0.16

0.53 (0.05-5.07)
P=0.58

1.91 (1.18-3.12)
P=0.009

0.60 (0.36-1.00)
P=0.05

0.45 (0.23-0.87)
P=0.02

0.70 (0.21-2.28)
P=0.55

0.39 (0.09-1.61)
P=0.19

0.50 (0.24-1.02)
P=0.06

0.72 (0.33-1.56)
P=0.40

0.95 (0.74-1.21)
P=0.68

0.30 (0.12-0.74)
P=0.009



* medical therapy
* percutaneous repair (MitraClip)

Treatment options * CABG meta-analysis of high-quality evidences
for ischemic mitral ~ * CABG + mitral valve replacement - 12 studies (8 RCTs and 4 PSMs)
regurgitation * CABG + mitral valve repair 2848 patients
o annular

o annular + subvalvular

Long-term Composite
Hospital mortality Reoperation Readmission
mortallty endpomt

MitraClip (N=454) Mitraclip better
Vs
optimal medical therapy (N=464)

CABG associated with mitral valve = = = = =
procedure (N=301) vs CABG alone (N=314)

Mitral valve replacement (N=553) = Repair better Replacement Replacement =
Vs better better
mitral valve repair (N=556)

= Subvalvular repair  Subvalvular repair

Restrictive annuloplasty with subvalvular
repair (N=103) vs restrictive annuloplasty better better
alone (N=103)

Mitral valve repair has better short-term outcomes than replacement.
The adjunct of subvalvular procedures reduces the risk of major postoperative adverse events.



NEWS - Conference News | HFSA 2022

GDMT With ARNI Linked to
Less MR, May Obviate Need
for Interventions

Before TEER or surgery, patients with MR should be optimized on
GDMT with sacubitril/valsartan for at least 6 months, say experts.

by Michael O'Riordan

The investigator-initiated analysis, which was published October 2, 2022, in
Circulation to coincide with a late-breaking presentation at the Heart
Failure Society of America (HFSA) 2022 meeting in Washington, DC,
provides insights into the type of improvements that physicians might
expect in terms of MR severity when switching patients from usual care

with ACE inhibitor or ARB to the angiotensin receptor-neprilysin inhibitor
(ARNI), said Januzzi.




Gregg Fonarow, MD (University of California, Los Angeles), who wasn’t
involved in PROVE-HF, said the new analysis is an important contribution
as it looks at treatments that weren’t standard during COAPT, which

showed the effectiveness of TEERARTR MitraClip (Abbott) in patients with
@n patients randomized to medical

functional MR. In that study, jus
therapy were treated with an AR MITRA-FR, which failed to show any

advantagg Q TEER over GDMT, the percentage of ARNI use was slightly
higher a &

The main PROVE-HF study, published in 2019, showed that
sacubitril/valsartan was associated with significant reverse remodeling, but
investigators had not yet analyzed the association with MR severity.




Without a course—a minimum 6-month course of
sacubitril/valsartan—it would be premature to
decide that someone should go directly to a valve
procedure.

James Januzzi Jr

Sakubitril/valsartan il mialicadan alti ay sonra orta-agir MR olan xastalarin faizi 8,2%-a gadar azaldi ki, bu da
44,7% nisbi azalma idi. Bu yaxsilasma 12 aya gadar davam etdi. Tadgigatcilar hamcinin sakubitril/valsartan ila
mualicaya cavab veran, MR siddatinin 2+-dan asagi azalmasi kimi miayyan edilan orta va agir MR olanlarin ilkin

vo exokardioqrafik xtisusiyyatlarini giymatlandirdilar. Januzzi, cavab vermayanlari avvalcadan miayyan etmakls,
onlarin daha tez mitral gapaq midaxilasina gdondarila bilacayini soyladi.



He added that if patients were treated with a sodium-glucose
cotransporter2 (SGLT2) inhibitor as part of GDMT, a drug class also not
standard at the time of the randomized TEER trials that is now considered
part of the four pillars of HF therapy (alongside an ARNI, beta-blocker, and
mineralocorticoid receptor antagonist), the proportion who saw an
improvement in MR may have increased even more.

PROVE-HF sinagi, ARNinin madaciklarin remodelingini yaxsilasdirmaqda va
MR-nin siddatini azaltmagqda GDMT-nin effektivliyini soyladi. PROVE-HF-da
xastalar orta hesabla 50 ay arzinda tibbi terapiya ile mialica olunublar.

eJanuzzi JJ, Omar AMS, Liu Y, et al. Association between
sacubitril/valsartan and mitral requrgitation severity in heart
failure with reduced ejection fraction: the PROVE-HF

study. Circulation 2022.



https://www.ahajournals.org/doi/10.1161/CIRCULATIONAHA.122.061693

A Clinical Evaluation of the Safety and Effectiveness of the MitraClip System in the Treatment of
Clinically Significant Functional Mitral Regurgitation (Reshape-HF2)

> Eur Heart J Cardiovasc Imaging. 2022 Jun 1;23(6):755-764. doi: 10.1093/ehjci/jeac068.

Guideline directed medical therapy and reduction of
secondary mitral regurgitation

Georg Spinka ', Philipp E Bartko ', Gregor Heitzinger 1, Suriya Prausmiiller ', Max-Paul Winter ",
Henrike Arfsten ', Guido Strunk 2, Raphael Rosenhek ', Stefan Kastl 1, Christian Hengstenberg 7,
Noemi Pavo ', Martin Hiilsmann 1, Georg Goliasch

Affiliations + expand
PMID: 35466372 DOI:10.1093/ehjci/jeac068
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COMMENTARY w WILEY

Should SGLT2i be used prior to transcatheter edge-to-edge
repair for secondary mitral regurgitation?

Neal M. Dixit MD*© | Ali Nsair MD*2 | Marcella A. Calfon Press MD, PhD'?

IDepartment of Medicine, David Getfen School of Medicine at UCLA, Los Angeles, California, USA
*Division of Cardiclogy, David Geffen School of Medicine at UCLA, Los Angeles, California, USA

Benefit from
TEER

Optimal Medical

Therapy Symptomatic and
v" RAAS-I/ARNI Persistent MR
v BB
v" MRA T LVEF
v SGLT2i lLV hexe
—
l LVESV
l LVEDV Asymptomatic or

< Moderate MR No Benefit
from TEER

FIGURE 1 Effect of optimal medical therapy prior to transcatheter mitral valve repair. Optimal medical therapy with agents proven to reverse
cardiac remodeling is necessary in order to achieve benefit from mitral valve TEER. Once optimized, only those who remain symptomatic with >
moderate MR will benefit from intervention. ARNI, angiotensin receptor-neprilysin inhibitor; BB, beta-blocker; LV, left ventricular; LVEDV, left
ventricular end diastolic volume; LVEF, left ventricular ejection fraction; LVESV, left ventricular end systolic volume; MR, mitral regurgitation
(secondary); MRA, mineralocorticoid receptor antagonist; RAAS-I, renin-angiotensin-aldosterone system inhibitor; SGLT2i, sodium-glucose
cotransporter-2 inhibitor; TEER, transcatheter edge-to-edge-repair (mitral valve)
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Symptomatic HF & moderate/severe MR

|

Timely referral to the Heart Team
Optimisation of GDMT
CRT (if indicated)

Palliative care if life expectancy <1lyr
owing to extracardiac condition(s)

CAD requiring treatment

No

Yes

Surgical risk
evaluation

High

L J

Yes

End-stage RV/LV failure?

Consider LVAD or HTx

Transcatheter mitral edge-to-edge
repair® in selected patients
(particularly if COAPT criteria fulfilled)

PCI

Low

CABG & valve surgery




Recommendations on indications for mitral valve intervention in
chronic severe secondary mitral regurgitation

Recommendations Class Level

Valve surgery/intervention is recommended only in patients with severe SMR
who remain symptomatic despite GDMT (including CRT if indicated) and has to
be decided by a structured collaborative Heart Team.

Patients with concomitant coronary artery or other cardiac disease requiring treatment

Valve surgery is recommended in patients undergoing CABG or other cardiac . B
surgery. -

In symptomatic patients, who are judged not appropriate for surgery by the
Heart Team on the basis of their individual characteristics, PCI (and/or TAVI)
possibly followed by TEER (in case of persisting severe SMR) should be

considered.
e o @Emspegsm @EACTS e @ OFFICIAL GUIDELINE RELEASE

of Cardiology



Recommendations on indications for mitral valve intervention in
chronic severe secondary mitral regurgitation

Recommendations Class Level
Patients without concomitant coronary artery or other cardiac disease requiring treatment

TEER should be considered in selected symptomatic patients, not eligible for
surgery and fulfilling criteria suggesting an increased chance of responding to lla B
the treatment.

Valve surgery may be considered in symptomatic patients judged appropriate Iib C
for surgery by the Heart Team. -

In high-risk symptomatic patients not eligible for surgery and not fulfilling the

criteria suggesting an increased chance of responding to TEER, the Heart

Team may consider in selected cases a TEER procedure or other transcatheter Iib C
valve therapy if applicable, after careful evaluation for ventricular assist

device or heart transplant.
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Ischemic mitral
regurgitation

mitral valve replacement

/ mitral valve repair

e o
.\

nercutaneous repair

(MitraClip) \
A

annular procedure

subvalvular procedure

medical therapy

O,  Myocardial

revascularization

- L6AI2CN|ILISIFION

w= Orta va agir isemik mitral regurgitasiya (IMR) l¢in optimal
mualica secimi kardiologiya va Urak carrahiyyasi camiasinda

problem olaraqg galir.
m 9sasan da irali LV disfunskiyasi olan xastalar tclin.

w Simali Amerika va Avropada orta va agrr IMR olan

xastalorin  oksariyyati  asasan kardiomiopatiyanin
mualicasina yonaldilir — rahbar tovsiyyalara asaslanan tibbi

terapiya (GDMT) va resinxronizasiya (CRT) istifads edarak.

w= Mitral gapaq carrahiyyasinin shamiyyatli bir klinik faydasi

uzun donamda olmamisdir.

m GDMT gabul edanlarlea mugayisada carrahiyya amaliyyati

keciran xastalar U¢lin sag galim ustlinliyu geyd edilmir.



evea mesaj

= |semik mitral catismazliq gbzardi edilmamalidir
w Papillar azala difunksiyasi terminindan imtina edilmalidir

w= CABG va mitral carrahi girisim edilmayibsa, perkutan mitral gapaq mudaxilasi
planlanan pasientlara 6 aylig GDMT verilmalidir, sonra perkutan mudaxila
disunulmalidir

w \entrikul performansi yaxsi olmayan voa ciddi mitral catismazlig xastalarinda
GDMT mutlaq sakilda uygulanmalidir.

w Multidisiplinar yaxinlasma vacibdir (ESC guidelines Class IC)



Acute MR

25 mmHg

70 mL—"
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