PODLE SOUCAS
GUIDELINES?



Mitrdini stenosa

Mitraini regurgitace




Anulus

Leaflet
- Chordae

Papillary muscle

Left ventricle




V Evropé je MR druhou nejcastéjsi vadou
zaduijici kardiochirurgickée reseni
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Minimdalné invazivni operace - robot

Perkutdanni techniky implantaci chlopni

aznosti mitraini regurgitace (BNP —
iho selhani)

V roce 2030 je predpoklad, ze bude 4-5
milionv lidi v Severni Americe postizeno
mitralni regurgitaci

Nkomo VT et al. Lancet. 2006;368: 1005-1011.



Postizena jedna nebo vice Casti mitralniho
apardtu

etiologie je degenerativni
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Adult Echo TIS0.1 MI0.4
X7-2t
53Hz 5 M4
12cm

20

PATT: 37.0C
TEET: 38.2C




MOZNOSTI VYSETRENI

S HOSPITAL

Qualitative

Valve morphology

Colour flow regurgitant jet

CW signal of regurgitant jet
Other

Semiquantitative
Vena contracta width (mm)
Upstream vein flow*
Inflow
Other
Quantitative

EROA (mm?)

Regurgitant volume (mL/beat)

+ enlargement of cardiac chambers/vessels

Aortic regurgitation Tricuspid regurgitation

Abnormal/flail/large coaptation
defect

Large in central jets, variable in
eccentric jets®

Mitral regurgitation

Flail leaflet/ruptured papillary muscle/
large coaptation defect

Abnormal/flail/large coaptation
defect

Very large central jet or eccentric jet
adhering, swirling, and reaching the
posterior wall of the LA

Very large central jet or eccentric
wall impinging jet’

Dense/triangular with early peaking

i (peak <2 mls in massive TR)

Holodiastolic flow reversal in
descending aorta (EDV >20 cm/s)

Large flow convergence zone

=7 (>8 for biplane)® =7

Systolic pulmonary vein flow reversalf Systolic hepatic vein flow reversal
E-wave dominant =1.5 m/s*
TVI mitral/TVI aortic >1 .4 ‘

Primary Secondary”

E-wave dominant = m/s®

PISA radius >9 mm¢

v

Pressure half-time <200 ms'
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Falk V et al: Eur J Cardiothor Surg 2017;52:61 6-



a) jakad je prognoza pri pokracujici
medikamentozni ( konzervativni ) lecbé

0 zakroku na mitralni chlopni podle

"Ny ) D




Tabulka 1 - Tridy doporuéeni

o e

Trida | Existuji dikazy a/nebo obecnd shoda, Ze dany postup nebo lééba  Doporucuje sefje indikovano.
jsou prospésné a ucinné.
Trida Il Rozporuplné dilkazy a/nebo rozdilné nazory na uzitenost

a prospésnost daného postupu nebo léchy.

g Vétsina dikaz( a poznatka ukazuje na uzitecnost a tcinnost Mélo by byt zvazeno.
Trida lla o3
postupullécby.
Tida llb Uzitecnost a ucinnost daného postupu jsou méné presvédcivé Mize byt zvazeno.

podlozeny dikazy a poznatk:

Tabulka 2 - Urove# dikazi
Data jsou odvozena z nékolika velkych

dikazd A | randomizovanych klinickych studii nebo z metaanalyzy.
Data jsou odvozena z jedné randomizované klinické

studie nebo z velkych nerandomizovanych studii.
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Bemmsiohos | Gou" | Lemt*

Mitral valve repair should be the preferred
technique when the results are expected to

be durable.

Surgery is indicated in symptomatic

patients with LVEF >30% [121, 131, 132].

Surgery is indicated in asymptomatic
patients with LV dysfunction (LVESD
>45 mm© and/or LVEF <60%) [122, 131].

Falk V et al: Eur J Cardiothor Surg 2017;52:61 6-



@EACTS What is new in the 2017 Valvular Heart

=== Disease Guidelines?

@ESC

European Society

of Cardiology

Changes in recommendations

2012

2017

Indications for intervention in asymptomatic severe primary mitral regurgitation

b C

Surgery may be considered in asymptomatic
patients with preserved LV function, high
likelihood of durable repair, low surgical risk,
and:

BSA) and sinus rhythm.,

40~44 mm when a durable repair is Tikely,

lla C (modified!)
Surgery should be considered in asymptomatic
patients With preserved LVEF {>60%) and|LVESD

surgical Tiskis fow;[the repair is performed in

* Left atrial dilatation (volume index 260 mL/m?

heart valve centres, and the following finding is
present: presence of significant LA dilatation
(volume index 260 mL/m? BSA) in sinus rhythm.

Pulmonary hypertension on exercise (SPAP 260
mmHg at exercise).

www.escardio.org/guidelines

&

2017 ESC/EALTS Guidelinas for the Managament of Valvular Heart Disease

(European Heart Journal 2017 - ¢doi:10.1093/aurhaartj/ehx31)

8



2017 ESC/EACTS GUIDELINES

NA HOMOLCE

Management of severe chronic primary mitral regurgitation

|

No Yes
v v

LVEF =60% or LVESD =45 mm LVEF >30%

T
No Yes No Yes
B v

New onset Refractory to medical
of AF or SPAP >50 mmHg therapy

No Yes No Yes
v

High likelihood of durable Medical therapy {
repair, low surgical risk,
and presence of risk e
factors® Durable valve repair is
likely and low comorbidity
No Yes
v
Extended HF treatment®/
percutaneous
edge-to-edge repair

Surgery (repair whenever possible)

Falk V et al: Eur J Cardiothor Surg 2017;52:61 6-



Table 2 - Indications for mitral valve surgery (adapted from reference?).

Class 1

Symptomatic patients with chronic severe DMR and LVEF >30%

Asymptomatic patients with chronic severe DMR and LV dysfunction (LVEF 30%-60% and/or LVESD =40 mm)
Repair is preferred over replacement for patients with chronic severe DMR limited to the posterior leaflet
Repair is recommended over replacement for patients with chronic severe DMR involving the anterior leaflet or both leaflets when a successful
and durable repair can be accomplished

Concomitant MV repair or replacement is indicated in patients with chronic severe DMR undergoing cardiac surgery for other indications

Class II
MV repair is reasonable in asymptomatic patients with chronic severe DMR with preserved LV function (LVEF >60% and LVESD <40 mm) in
the likelihood of a successful and durable repair without residual MR is >95% with an expected mortality rate of <1% when performed at 4§ Heart
lValve Center of Excellence
MV repair 18 reasonable for asymptomatic patients with chronic severe DMR and preserved LV function in whom there is a high likelihood of a
successful and durable repair with 1) new onset of AF or 2) resting pulmonary hypertension (PA systolic arterial pressure >50 mm Hg)
Concomitant MV repair is reasonable in patients with chronic moderate DMR undergoing cardiac surgery for other indications

MV surgery may be considered in symptomatic patients with chronic severe primary MR and LVEF <30%

Transcatheter MV repair may be considered for severely symptomatic patients (NYHA class [II/IV) with chronic severe primary MR who have a
reasonable life expectancy but a prohibitive surgical risk because of severe comorbidities

Class Il
MVR should not be performed for treatment of isolated severe primary MR limited to less than one half of the posterior leaflet unless MV repair
has been attempted and was unsuccessful

Nishimura RA, Otto CM, Bonow RO, et al. 2017 AHA/ACC focused update of the 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 clinical practice guidelines. J Ay Coll Cardiol.
2017;70:252-289.
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2017 AHA/ACC GUIDELINES

NA HOMOLCE

™

Progressive MR
(stage B)
Vena contracta <0.7 cm
RVol <60 mL
RF <50%
ERO <04 cm’

LVEF 30% to s60% LVEF >60% and || New-onset AF o
or LVESD uu mn LVESD <40 mm ||PASP >80 mm Hg
stage C1) (stage C1)

Progressive iIncrease| tmmc ol successful
in LVESD or repair >95% and
decrease in EF |__expecled mordality <1%

Nishimura RA, Otto CM, Bonow RO, et al. 2017 AHA/ACC focused update of the 2014 AMA/ACC guidelines ,J Am Coll
Cardiol. 2017;70:252 289.



HEART VALVE CENTER WA Kool

Requirements

Multidisciplinary teams with competencies in valve replacement,
aortic root surgery, mitral, tricuspid and aortic valve repair, as

well as transcatheter aortic and mitral valve techniques including
reoperations and reinterventions. The Heart Teams must meet on a
regular basis and work with standard operating procedures.

Imaging, including 3D and stress echocardiographic techniques,
perioperative TOE, cardiac CT, MRI, and positron emission
tomography-CT.

Regular consulration with community, other hospitals, and

extracardiac departments, and between non-invasive cardiologists
and surgeons and interventional cardiologists.

Back-up services including other cardiologists, cardiac surgeons,

intensive care and other medical specialties.

Data review:

* Robust internal audit processes including mortality and
“complications, repair rates, durability of repair, and reoperation rate
with a minimum of |-year follow-up.

* Results available for review internally and externally.

* Participation in national or European quality databases.

N\

®ESC 2017

Falk V et al: Eur J Cardiothor Surg 2017;52:616-664

S HOSPITAL



Evolution of Mitral Valve Repair

2 M‘S .

Constant improvements e
Slicti, At Ch Sth %?‘

9 asy O'U% A n'lﬁ‘"

Dynamic approach
1970 1980 1990 2000




Modern Evolution of Mitral Repair
Technology and Techniques
* Defined nomenclature

Functional Analysis
Resection and chordal techniques
Ring and band annuloplasty

Modern Evolution of Mitral Repair
Technology and Techniques

Modern Evolution of Mitral Repair
Technology and Techniques
Robotic Technology

— 3Dvisi
— daVinci #1and #2(S)
~ Dual console - daVinci SI

3-D TEE with valve measurements and modeling
Modified surgical repair techniques
Catheter-based Technology
— Mitra-Clip
— Annuloplasty
— Mitral replacement




Trida doporuceni | pro MVP u symptomatickych
nemocnych se zachovanou funkci LK a

asymptomatickych nemocnych s dysfunkci LK se
nemeéni

iife A {[SOU hoveé nemochi se zachovanou
s D= 40-44 mm) za

~

2iné plastiky




Akutni mitraini regurgitace ma bez intervence Spatnou
prognozu

Chronickda mitralni regurgitace vyzaduje precizni
sefreni a posouzeni vhodnosti nasledne leCby -

e plastiky vs nadhrada

ioperacni mortalitu , lepsi

[AVa o4







Sekundarni mitraini regurgitace

ekundarni (= funkcni) MR jsou cipy a chordy
oné strukturdiné normalni a MR
ného apardtu

M ON
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2017 ESC/EACITS GUIDELINES

Recommendations m Level©

Surgery is indicated in patients with severe
secondary mitral regurgitation undergoing C
CABG and LVEF >30%.

Surgery should be considered in sympto- /
matic patients with severe secondary mitral
regurgitation, LVEF <30% but with an option lla C
for revascularization and evidence of myo-
cardial viability.

Falk V et al: Eur J Cardiothor Surg 2017;52:61 6-




What is new in the 2017 Valvular Heart
GEACTS Disease Guidelines? ©EESpcsw

of Cardiology

Changes in recommendations
2012 2017

Indications for mitral valve intervention in secondary mitral regurgitation

llaC

Surgery should be considered in patients
with moderate secondary mitral
regurgitation undergoing CABG

b C llb C (modified) |
When revascularization is not indicated, When revascularization is not indicated,
surgery may be considered in patients with | surgery may be considered in patients with
severe secondary mitral regurgitationand | severe secondary mitral regurgitation and
LVEF >30%,who remain symptomatic despite | LVEF >30%, who remain symptomatic

optimal medical management despite optimal medical management
(including CRT if indicated). (including CRT if indicated) and have a low

surgical risk. .
wWw.eséa}di?o.o}g/guidelénes 7 2017 ESC)EACTS Guidelinas for fhe Managemeﬁt of Valyular Heart Diseasa 9

(European Heart Journal 2017 - ¢doi:10.1093/aurhaartj/ehx391)



What is new in the 2017 Valvular Heart
@EACTS ™" Je ESC
@EACTS Disease Guidelines? ©E"'°°ea"5°°‘ew

of Cardiology

Changes in recommendations
2012 2017
Indications for mitral valve intervention in secondary mitral regurgitation (continued)

| | | -
~ www.escardio.org/guidelines 2017 ESC/EACTS Guidalines for the Management of Valvular Heart Disaasa 10
(European HeartJou rnal 2017 - ¢oi:10.1093/eurheartj/ahx391)




What is new in the 2017 Valvular Heart
GEACTS Disease Guidelines? ®esc

European Society
of Cardiology

Changes in recommendations
2012 2017
Indications for mitral valve intervention in secondary mitral regurgitation (continued)

g .
'fA‘_»"

" www.escardio.org/guidelines 2017 ESC/EACTS Guidelinas for the Management of Valvular Haart Disease 11
(European HeartJournal 2017 - d01:10.1093 faurheartj/ehx391)



@EACTS What is new in the 2017 Valvular Heart  @esc
" Disease Guidelines? o Cadolog

Changes in recommendations

2012 2017
Indications for antithrombotic therapy in patients with a prosthetic heart valve or valve
repair
llaC b C
The addition of low-dose aspirin The addition of low-dose aspirin
(75-;00 mg_/day) to VKA should bg (75-100 mg /dav)"to*VKA méyfbecansid“ered’
considered |n‘thg case of concomitant in the case of concomitant atherosclerotic
atherosclerotic disease. disease.
www.escardio.org/guidelines 2017 ESC/EACTS Guidalinas for the Managemant of Valvular Heart Diseasa 13

(European Heart Journal 2017 - ¢doi:10.1093/eurhaartj/ehx31)



Operacni mortalita je vyssi nez u primdalni MR a

dlouhodobd progndza je horsi.

nirurgicke techniky neni
verzistenci a vysoke




Z0stava tfida doporuceni | pro indikaci k MVP u
nemocnych s vyznamnou sekundarni MR, kteri
podstupuji CABG

Byla zcela vyjmuta doporuceni pro provadeéni
MVP u nemocnych se stredné vyznamnou MR,
i CABG

4d&ni MVP




/mény indikacnich kritérii AHA/ACC @
EACTS vyplyvaiji z vysledkd studii

s - operace - vysledky



NOVE TECHNOLOGIE






