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Mitralni regurgitace

Hana Linkova

lll. Interni — kardiologicka klinika FNKV Praha a 3.LF UK
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Mitralni regurgitace

druha nejcastéjsi chlopenni vada v dospélosti po AS
cetnost zachytu v populaci narusta

mala MR je pomérné castym, nahodnym nalezem jiz u
mladych jedincu a vétSinou je nevyznamna po cely zbytek
Zivota

klesa vyskyt porevmatické mitralni regurgitace



Anatomie mitralni chlopné

6 funkcnich komponent

predni a zadni cip - o s
slasinky e~ \

mitralni anulus Wt rosatc ot
papilarni svaly

myokard levé komory s = =
myokard leve siné

Jeden funkCni geometricky celek




Etiologie



Etiologie MR

60- 70 % primarni ( myxomatozni, flail, kalcifikace anulu)

20% ischemicka

2-5% infekcni endokarditida

2-5% kardiomyopatie, zanétliva onemocnéni, léky indukované

Degenerative Leaflet Prolapse
60.7%

Trauma

0.1% o

Congenital
29

Pure Annular Dilation |
- P

Uncommon  HOCM
3.7% 0.9%

Tumor
1.5%

Treated Endocarditis
5.1%

Non-ischemic

Cardiomyopathy

2.9% Ischemic Disease
1.3%

Rheumatic Disease
22.5%



Mitralni regurgitace, etiologie

Primarni MR Sekundarni MR
(organicka) (funkcni)
mitralni regurgitace onemocnéni
myokardu

l l

dysfunkce, dilatace LK  mi regurgitace

SMR x SMR
1.,typickd SMR“
2. SMR v dusledku dilatace siné




Yy
Age at diagnosis >60 years
Histary of MR
Leafiel tssue Normal/Transiucent

Anterior leaflot lissue
Posterior leaiat tissue
Segments aflected

Chordae tendineae Thin and ruptured Variable Thickened and elongated

Annutar clatation 32 mm) IT (32-36 mm)

Calcification

Fibroelasticka degenerace, porucha fibroelastickych vlaken

Myxomatdzni degenerace, infiltrace myxomatozni, zmény kolagenu a hromadéni
mukopolysacharid(l

Skleroticka degenerace, sklerotickeé cipy nebo izolované kalcifikace prstence

St.p. infekéni endokarditidé



Organicka (primarni) MR

Cisté objemové pretizeni LK

=" remodelace LK: dilatace je vétsi nez hypertrofie — excentricka

hypertrofie

= adapatacni i maladaptacni mechanismus

- kompenzace systolického vydeje

- tenka sténa LK umozni lepsi diastolické plnéni - supernormalni EF

- zvétsSeni regurgitacni frakce

Pathophysiology

Eccentric

hypertrophy

— Increased preload

— Increased afterload

— Increased total stroke
volume AND forward
stroke volume AND
LVESV returns to
normal

Increased LA size

— Increased LA

o _J
compliance

Dilated LA
mildly T LAp
— Larger volume at

lower pressure Chronic
Compensated

Pathophysiology
| S

Dilated LA
mildly t LAp

* Depressed
contractility
-~ Decreased SV
- Increased

LVEDV

NOTE: further
dilatation leads
to progressive
MR

Chronic
Decompensted



Sekundarni mitralni regurgitace

NORMAL MYOCARDIUM HEART FAILURE

closing forces

closing forces ‘

11 e \Yethering forces

renu-nng forces

1.INCREASED TETHERING FORCES

Annular flattening

2. DECREASED
CLOSING FORCES
R tractility

3. ALTERED

MITRAL VALVE
FUNCTION

reased area growth
ysed thickening

Tethering forces f HF

L EMT +
fibrosis

—

Restrictive valve

motion

FMR type 1 - congestive hypertensive heart disease FMR type 2 - dilative cardlomyopathy

v remodelil&av

> LA remodeling

LV remodeling
# LA remodeli

v remodelmg-w
> LA remodeling *

Eur Heart J, Volume 42, Issue 13, 1 April 2021,



Sekundarni mitralni regurgitace

T tazné sily \1' zaviraci sily
Displacement papil.svalu
Dilatace /sféricita LK

Dilatace anulu

Redukce kontraktility
Dyssynchronie LK
Dyssynchronie papil. svalu
Redukce kontrakce Mi prstence

Globalni a lokalni Asynchronni

Deformace
remodelace LK kontrakce LK

mitralni chlopné



Secondary Mitral Regurgitation

i Closing Force

Eccentric-
MR Jet

Sekundarni mitralni regurgitace

Atrial Functional Mitral Regurgitation

i Closing Force

« 1LA pressure
* { Annular contraction

Leaflet
Malcoaptation
» Annular dilation and
Central flatte
MR Jet « Insu
grow
« Fibrotic leaflet
thickening
* Altered atrial/annular
dynamics

* 11%-59% post myocardial infarction * 6%-7% in lone AF

* >50% in dilated cardiomyopathy « Up to 53% in HFpEF

« Systolic LV dysfunction « Normal systolic LV function
« Restricted leaflet motion and tethering + Normal leaflet motion

« Eccentric jet > central jet « Central jet

« Relative LA dilation « Severe LA dilation

* Address AF/HFpEF risk factors and lifestyle
» HF therapy, diuretics as indicated

« Early sinus restoration strategy

« 2Intervention, annuloplasty, MitraClip




Ischemicka mitralni regurgitace

akutni

Fulmonary
edema

RN
High LA

\ Rrassurg

ACUTE
MITHRAL
REGLRGITATION

021172011 07:46:56

chronicka

e

Dilated LA
with nermal
pressure

CHROMIC
MITEAL
REGURGITATION




Sekundarni MR — dynamicka vada

Hypertenze ICHS Arytmie

Hodnoceni vady zavisi na:
- hemodynamicky stav (TK, TF, rytmus)
- zavedeni medikace



Analyza mitralni chlopné



Dysfunkce

» FunkcCni analyza — klasifikace dysfunkce dle Carpentiera

2 funk¢ni patologie:
- porucha otevirani cipu /u = restrikce

- porucha zavirani cipu /4 = prolaps

» Segmentalni analyza — lokalizace dysfunkce



Klasifikace dle Carpentiera a echokardiograficka
charakteristika

\(

Type | Type Il Type Ill a Type lll b
Normalni pohyb cipti  Nadmérny pohyb cipii Omezeny pohyb cipl
Dilatace prstence Flail Maly prstenec Dilatace anulu (stredni )

Zadny/ diskrétni tethering Prolaps Sklerotické cipy Tethering




Typ Il (remodelace levé komory)

Asymetricka dilatace

typ lllb zadni cip
lokalni porucha
kinetiky

IM spodni stény ++
displacement PPM
dilatace LK +
asymetricky barevny
et

Symetricka dilatace

typ lllb zadni + predni cip
globalni porucha kinetiky
IM spodni + predni stény

displacement PPM +
APM

dilatace LK +++
symetricky barevny




Segmentarni analyza mitralni chlopné

= Zadni cip quadrangularni tvar, scalopy P1,P2,P3
= Predni cip opozitné scalopy A1,A2, A3

= Komisury oblast pfipojeni predniho a zadniho cipu k anulu

Interior/Posterior




Analyza mitralni chlopné




Morfologicka analyza leze

= Cipy - dostatek tkané,
poddajnost cipu,
kalcifikace

= Anulus - kalcifikace,
rozmeéry

= Zavésny aparat
Slasinky - primarni,
sekundarni, tercialni
ztlusténi, fuze,
kalcifikace, délka

papilarni svaly : ulozeni,
pocet, ruptura,
kalcifikace




Kvantifikace mitralni regurgitace



Hodnoceni vyznamnosti MR

‘-"'“'k\'L
A B A O-"

TVI 20:3 cm

E 138 cm/s p— ——

;\\/\. MM S
TrvizBec nl"’ Cut-off sign




Hodnoceni vyznamnosti MR

MR RV
1 MR Vmax 4, /s
MR VTI 173.3 cm|

i T W

WS P R T




Barevné dopplerovské mapovani

vena contracta

- méteni v 4 C/ nebo 2C projekci
V. C. <3 mm - nevyznamna MR
V.C. >7 mm - vyznamna MR

V. €. 3- 7 mm — stredni vada
vyzaduje doplnéni dalSich
kvantitativnich metod

Pozor:

excentrické jety
mnohocetné jety v.contracta
neni aditivni



PISA metoda

= stanoveni plochy regurgitac. usti pomoci
hodnoceni konvergence rychlosti proximalné od
regurgitacniho Usti

aplikace rovnice kontinuity

EROA, RV=EROA x TVI MR

nastaveni hloubky a redukce Nyquistova limitu
15-40 cm/s

= méreni r v mid-systole uzitim prvniho aliasingu

= cave excentrické jety

®

oli ]
BI0312812:13:27:03 N ' MR Rad 0.8 cm| g3 MR ERO 0.2 cm2
\ MR Als.Vel 0.31 m/s| _ MR RV 28 mi

1 MR Vmax 5.99 m/s




Hodnoceni regurgitace

2D and RT3D HemiellipseEROA vs. Doppler Q
EROA

081 @2DEROA

A 3D EROA
20:R? = 0.6934
30R = 08732

e
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2D and RT3D EROA (cm2)
o
'S

Mitral Leaflets 0.0

—— . . \
0.0 02 03 o4 06 08 1.0
Quantitative Doppler EROA (cm2)

Change in MR Degree Classification

§ 197 RT3D EROA
S5 | o v
o E‘. 05 , Pl
82 |, 2 EROA/////
§ —tp-0.3 1 f///;;;;
2D zhodnoceni pfri predpokladu hemisferické i
EROA podhodnocuje oproti 3D a 0

hemieliptickeé EROA Yosefy et al. JASE 2007



Kvantifikace MR

3D vena contracta
Vyznamna MR > 0,41 cm?




Qualitative
Mitral valve morphology

Colour flow jet area

Flow convergence

Continuous wave Doppler jet

[_".iemiquan&taﬂve ]
Vena contracta width (mm)

Pulmonary vein flow
Mitral inflow
TVI mitral/ TV aortic

| Quantitative ]
EROA (2D PISA, mm®)
Regurgitant volume (mL/beat)

Regurgitant fraction (%)
[ Structural ]

Left ventricle

Left atrium

Primary mitral regurgitation

Flail leaflet, ruptured papillary muscle, severe
retraction, large perforation

Large central jet (>=50% of LA) or eccentric wall
impinging jet of variable size

Large throughout systole
Holosystolic/dense/triangular

>7 (=8 mm for biplane)
Systolic flow reversal
E-wave dominant (>1.2 m/s)
>14

=40 mm®
>60 mL

>50%

Dilated (ESD >40 mm)

Dilated (diameter >55 mm or volume >60 mL/m?)

Echo kriteria vyznamné MR

Secondary mitral regurgitation
MNormal leaflets but with severe tenting, poor leaflet coaptation

Large central jet (>=50% of LA) or eccentric wall impinging
jet of variable size

Large throughout systole

Holosystolic/dense/triangular

>7 (=8 mm for biplane)
Systolic flow reversal
E-wave dominant (>1.2 m/s)

>14

>40 mm’ (may be >30 mm? if elliptical regurgitant orifice area)
260 mL (may be 245 mL if low flow conditions)
>50%

Dilated
Dilated

ESC guidelines 2021




Vyznamna

Stredné
vyznamna
MR

Zatézoveé testy u mitralni regurgitace

Rizikové parametry pri zatézi KI
Asymptomaticka primarni Vyznamna
Rozvoj symptomu symptomatickd MR

Zatézova kapacita <85 % predikované
Vzestup SPAP > 60 mm Hg

Latentni dysfunkce LKS

Vznik FS

Absence kontraktilni rezervy- EF< 4%

a/ LGL < 1,9 % predikuje pooperacni dysfunkci (Magne 2014)
Pomala recovery TF

Asymptomaticka sekundarni

RWMA konzistentni s ischemickou oblasti
Rozvoj plicniho edému

ERO zvySeni > 13 mm

Symptomaticka
Zhorseni na vyznamnou MR

Piérard L A, and Carabello B A Eur Heart J 2010;31:2996-3005
Magne 2014



Echokardiografie pred planovanou
korekci MR



Morfologické parametery
u sekundarni MR

-

N

Globalni remodelace LK
EDD, ESD,EDV
EDD > 65 mm, ESD > 51 mm
EDV > 140 ml
Systol. index sféricity

>0,7

e

-

Regionalni remodelace LK
Apikalni displacement
Vzdalenost mezi pap. svaly

>20 mm

Abnormality kinetiky stén

-

-

Defomace mitralni chlopné :
Systolicka tenting area
> 2,5-3cm2
Hloubka koaptace >1cm
Posterolateralni uhel > 45 st
Vice jetl

AR

J

Piérard L A, and Carabello B A Eur Heart J 2010,31:2996-3005



Lecba

Primarni mitralni regurgitace



Operacni x konzervativni postup u pacientu s
vyznamnou organickou mitralni regurgitaci

A 100 B 100 =y
. 7918% 991%
X _ "Tees =
» 80 ey > e
w ..-.I - — -.-.
o ----- : [+] g
[ g LN .2 90- lIlIllll:
S 60 - 65£5% P 85%4% *
= =
© )
5 3
&= A0 - 7-yr event-free survival
—_ + 80 -
© - Early surgery S - OP
E 204 == Conservative Rx L|>J s CONV
7
P=0.028 P=0.001
0 L) L) L L] L] L) L] L) L] L} 70 L L] L] L) L) L) L)
01 2 3 4 5 6 7 8 9 10 o 1 2 3 4 5 6 7
Years Years
No. No. at risk
63 62 61 61 58 53 37 28 21 12 4 127 125 106 72 43

158 148 141136129124 99 69 52 29 15 127 125 105 78 44

Circulation 96:1819, 1997 Circulation 119(6):797, 2009

Kang DH, Circulation 2009;119:797-804



Srovnani skutecného a predpokladaného preziti
po operaci dle NYHA klasifikace a EF levé komory

A NYHA I-li

100 -
90 -
80 -
70 -

60 -

Expected = 104%
P=0.18

B NYHAII-IV C Ejection Fraction

EF >60% (7214%)

. EF 50-60%
. (53£9%)

EF <50% (32+12%)

Expected = 74%
P<0.0001 P=0.0001

50 ) L} L] L

0 2 4 6 8

Circulation 99:400, 1999

10

o 2 4 6 8 10 0 1 2 3 4 5

Circulation 99:400, 1999 Circulation 90:830, 1994

Enriquez-Sarano, M. et al. Circulation 2010;121:804-812



Primarni MR- chirurgicka lécba

840 pacientd s MR indikovanych k MVP, horsi NYHA byla asociovdna s nizsim
prezivanim 20 let po operaci. Mortalita byla vyssi v 10 letém follow-up pokud doslo
ke snizeni EF na 50-59% ve srovnani s témi, u kterych zlstala EF vyssi.

David TE, Circulation 2013

ESD >40 mm u primarni MR predikuje vyssi mortalitu a je nezavislym prediktorem
permanentni pooperacni dysfunkce LK

Triboulay. JAAC 2009

" 1512 pacientu s primarni MR, MVP v 88%. Skupina | - LSI, EF <60 % Ci ESD > 40%, )

skupina Il — indikace pfi klinickych symptomech, skupina lll s €asnou indikaci.
Vyssi operacni mortalita ve sk.l, 15| leté prezivani 42% + 2% sk.l, 53% * 4 sk.ll a
\70% + 3% sk.lll (p <.0001) y

Sarano, J.Th. Cardiovasc.Surgery 2015



Primarni mitralni regurgitace
konzervativni strategie

Outcome of watchful waiting in asymptomatic severe mitral regurgitation.

Rosenhek R'. Rader F, Klaar U, Gabriel H, Krejc M, Kalbeck D, Schemper M, Maurer G, Baumagartner H.

+ Author information

Abstract

BACKGROUND: The management of asymptomatic severe mitral regurgitation remains controversial. The aim of this study was to evaluate
the outcome of a watchful waiting strategy in which patients are referred to surgery when symptoms occur or when asymptomatic patients
develop left ventricular (L) enlargement, LY dysfunction, pulmonary hyperension, or recurrent atrial fibrillation.

METHODS AND RESULTS: A total of 132 consecutive asymptomatic patients (age 55+/-15 years, 49 female) with severe degenerative
mitral regurgitation (flail leaflet or valve prolapse) were prospectively followed up for 682+/-26 months. Patients undenwent serial clinical and
echocardiographic examinations and were referrad for surgery when the criteria mentioned above were fulfiled. Overall survival was not
statistically different from expected survival either in the total group or in the subgroup of patients with flail leaflet. Eight deaths were
observed. Thirty-eight patients developed criteria for surgery (symptoms, 24; LV criteria, 9; pulmonary hypertension or atrial fibrillation, 3).
Survival free of any indication for surgery was 92+/-2% at 2 years, 78+/-4% at 4 years, 65+/-5% at 6 years, and 55+/-6% at 8 years. Patienis
with flail leaflet tended to develop criteria for surgery slightly but not significantly earlier. There was no operative mortality. Postoperative
outcome was good with regard to survival, symptomatic status, and postoperative LW function.

CONCLUSIONS: Asymptomatic patients with severe degenerative mitral regurgitation can be safely followed up until either symptoms occur
or currently recommended cutoff values for LY size, LV function, or pulmenary hypentension are reached. This management strategy is
associated with good perioperative and postoperative outcome but requires careful follow-up.
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Primarni MR, ESC 2021

Mitral valve repair is the recommended surgical

technique when the results are expected to be
293-296

durable.

Surgery is recommended in symptomatic

patients who are operable and not high
risk 29329

Surgery is recommended in asymptomatic
patients with LV dysfunction (LVESD >40 mm
and/or LVEF <60%).777:2¢2%2

Surgery should be considered in asymptomatic
patients with preserved LV function (LVESD
<40 mm and LVEF >60%) and AF secondary to
mitral regurgitation or pulmonary hypertension®
(SPAP at rest >50 mmHg).?28?

Surgical mitral valve repair should be considered
in low-risk asymptomatic patients with LVEF
>60%, LVESD <40 mm* and significant LA dilata-
tion (volume index >60 mL/m? or diameter

= Y < Yy € - >55 mm) when performed in a Heart Valve
L @Esc @ EACTS—  Centre and a durable repair is likely.”*>2%
TEER may be considered in symptomatic
patients who fulfil the echocardiographic criteria
of eligibility, are judged inoperable or at high sur-
Eur Heart J, ehab395 gical risk by the Heart Team and for whom the
procedure is not considered futile.?”* 3%




Lecba

Sekundarni mitralni regurgitace



Sekundarni MR — dynamicka vada

Hypertenze ICHS Arytmie

Hodnoceni vady zavisi na:
- hemodynamicky stav (TK, TF, rytmus)
- zavedeni medikace



Incidence of = 2+ MR after MVA, %

Sekundarni MR - limitace |éCby
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A 1.00 Treatment Hazard Ratio 95% CI B 1.00 Treatment Hazard Ratio  95% CI
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Deja M A et al. Circulation 2012;125:2639-2648



Sekundarni mitralni regurgitace
strategie lecby

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Two-Year Outcomes of Surgical Treatment
of Severe Ischemic Mitral Regurgitation

D. Goldstein, A.J. Moskowitz, A.C. Gelijns, G. Ailawadi, M.K. Parides,
L.P. Perrault, . W. Hung, P. Voisine, F. Dagenais, A.M. Gillinov, V. Thourani,
M. Argenziano, J.S. Gammie, M. Mack, P. Demers, P. Atluri, E.A. Rose,

K. O’'Sullivan, D.L. Williams, E. Bagiella, R.E. Michler, R.D. Weisel, M.A. Miller,
N.L. Geller, W.C. Taddei-Peters, P.K. Smith, E. Moquete, J.R. Overbey, I.L. Kron,

P.T. O'Gara, and M.A. Acker, for the CTSN=*

The NEW ENGLAND JOURNAL of MEDICINE

‘ ORIGINAL ARTICLE

Two-Year Outcomes of Surgical Treatment
of Moderate Ischemic Mitral Regurgitation

R.E. Michler, P.K. Smith, M.K. Parides, G. Ailawadi, V. Thourani, A.J. Moskowitz,
M.A. Acker, ] W. Hung, H.L. Chang, L.P. Perrault, A.M. Gillinov, M. Argenziano,
E. Bagiella, J.R. Overbey, E.G. Moquete, L.N. Gupta, M.A. Miller,

W.C. Taddei-Peters, N. Jeffries, R.D. Weisel, E.A. Rose, ].S. Gammie,

J.J. DeRose, Jr., J.D. Puskas, F. Dagenais, S.G. Burks, I. El-Hamamsy, C.A. Milano,
P. Atluri, P. Voisine, P.T. O’Gara, and A.C. Gelijns, for the CTSN*



Perkutanni intervence

Edge-to-edge repair Indirect annuloplasty

NeoChord

implantace zatizeni do mitrdiniho prstence (cestou korondrniho sinu, pfima
anuloplastika,

arteficialni chordy

remodelace levé komory

perkutanni osetreni cipu

perkutanni nahrady mitralni chlopné



Sekundarni mitralni regurgitace
strategie leCby

The NEW ENGLAND JOURNAL of MEDICINE

The NEW ENGLAND

JOURNAL Of MEDICINE ‘ ORIGINAL ARTICLE

ESTABLISHED IN 1812 DECEMBER 13, 2018 VOL.379 NO.24

Transcatheter Mitral-Valve Repair

Percutaneous Repair or Medical Treatment for Secondary in Patients with Heart Failure

Mitral Regurgitation G.W. Stone, J.A. Lindenfeld, W.T. Abraham, S. Kar, D.S. Lim, J.M. Mishell,

B. Whisenant, P.A. Grayburn, M. Rinaldi, S.R. Kapadia, V. Rajagopal,
J.-F. Obadia, D. Messika-Zeitoun, G. Leurent, B. lung, G. Bonnet, N. Piriou, T. Lefévre, C. Piot, F. Rouleau,

D. Carrié, M. Nejjari, P. Ohlmann, F. Leclercg, C. Saint Etienne, E. Teiger, L. Leroux, N. Karam, N. Michel, l'J' Sarembock, A. B”eke' S.0. Marx, D'J‘ Cohen, N‘J‘ Weissman,
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Baseline Parameters COAPT MITRA-FR
Etiology of LV d;vsﬁmchon 60.7% 59.6%
Ischemic
. . 39.3% 40.4%
Non-ischemic
LVEDV 101 = 34 mL/m? 135 £ 35 mL/m?
LVEF inclusion criteria >20%, <50% >15%, <40%
Mean LVEF 31% = 9% 33+ 7%
EROA cutoff >30 mm? >20 mm?
Mean EROA 41 + 15 mm? 31 + 10 mm?
EROA > 30 mm? 86% 48%
LVESD < 70 mm
Additional criteria sPAP < 70 mmHg
RV dysfunction < moderate




Postup u pacientu se SMR

Multidisciplinary
Surgery SMR treatment
CABG
MV repair/replaceme

LVAD/HTx

terventio

PCI

Transcatheter mitral edge-to-
edge repair
Other transcatheter treatments

(annuloplasty, valve
replacement)

Symptomatic HF & moderate/severe MRI

|

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} Yes

Surgical risk
evaluation

i End-stage RV/LV failure?

m

Consider LVAD or HTx | Transcatheter mitral edge-to-edge CABG & valve surgery

repair® in selected patients
(particularly if COAPT criteria fulfilled)

Coats A.J.S. et a.Eur Heart J, Volume 42, Issue 13,
1 April 2021, .
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Recommendations

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

Class® Level®

Pati nt m i| ¢ == rt orod jia

‘disease requiring treatment

Valve surgery is recommended in patients

undergoing CABG or other cardiac

su r'gery.329'33°'333

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.

Patients without concomitant coronary artery or other cardiac
disease requiring treatment

TEER should be considered in selected sympto-
matic patients, not eligible for surgery and fulfill-
ing criteria suggesting an increased chance of
responding to the treatment,>>7238.356357 ¢
Valve surgery may be considered in sympto-
matic patients judged appropriate for surgery by C
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 C
TEER procedure or other transcatheter valve

therapy if applicable, after careful evaluation for

ventricular assist device or heart transplant.®



Mortalita po operacich mitralni

chlopne

EACTS (2010) STS (2010) UK (2004-2008) Germany (2009)

Aortic valve replacement, 29 3.7 28 2.9
no CABG (%) {40 662) (25515) (17 636) (I9%81)
Aortic valve replacement 5.5 4.5 5.3 6.1
+ \} (24 890) (18 227} {12 491) (9113)

. : 2.1 1.6 2 2
Mitral valve repair, no CABG (%) (3231} (7293) (3283) (3335)
Mitral valve replacement, 43 6.0 6.1 78
no CABG (%) (6838) (5448) (3614) (1855)
Mitral valve repair/replacement 6.8/11.4 4.6/11.1 83111 6.5/14.5
+ CABG (%) (2515/1612) (4721/2427) (2021/1337) (1785/837)

( ): number of patients; CABG: coronary artery bypass grafting; EACTS: European Association for Cardiothoracic Surgery
[32]; STS: Society of Thoracic Surgeons (USA). Mortality for STS includes first and redo interventions [33]; UK: United
Kingdom [34]; Germany [35].




Zaver

Mitralni chlopen je komplexni struktura

MR ma vyznamny vliv na morbiditu a mortalitu
Echokardiografie zustava zakladni vySetrovaci
metodou

Peclivé zhodnoceni a znalost mechanismu
onemocneéni je krucialni v strategii [éCby



Primarni mitralni regurgitace
Chirurgické reseni vyznamné MR ( MVP) je 1. volbou s velmi nizkou mortalitou a
dobrou dlouhodobou progndézou v centrech se zkusenosti s problematikou

mitralnich vad. Mitraclip je alternativni metodou u symptomatickych, vysoce
rizikovych pacient(

Sekundarni mitralni regurgitace

Prvorada je medikamentdzni |é¢ba . KCH je kontroverzni, zvlasté u pacientt bez
soucasné revaskularizace ( vysoka operacni mortalita, rekurentni MR, absence
prikazu benefitu [é¢by. Mitraclip ma nizké riziko vykonu, redukuje symptomy, ale i zde
je pritomna rekurentni MR. Méla by byt indikovana po vycerpani predchozich
terapeutickych moznosti



Dekuji za pozornost



