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) Posterior leaflet
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Mitral Yetmezlik

ABD’de en sik, Avrupa’da 2. sirada
Yaslanma ile 2030°da 5 milyon hasta
Tanida EKO altin standart

MRI

lung B, et al. Eur Heart J 2003; 24: 1231-43
Nkomo VT, Gardin JM, Skelton TN, et al. Lancet 2006;368:1005-11.



Mitral Yetmezlik

l MY
l Akut lKronik

MY

N

[
Primer
(Organik)
J

Sekonder

(Fonksiyonel)

J

|| Mikst
J




Carpentier
Siniflamasi

PRIMARY MR

SECONDARY MR

Carpentier Type |

(normal leaflet motion and position)

Leaflet Perforation
Cleft

Carpentier Type Il

(excess leaflet motion)

Mitral Valve Prolapse

Carpentier Type llla

(restricted lcaf‘:.c_( mation
in systole and diastole)

Rheumatic Valve Disease
Mitral Annular Calcification
Drug Induced MR

Carpentier Type Ilib

(restricted leaflet
motion in systole)

Atrial MR

Nonischemic
Cardiomyopathy

El Sabbagh, A. et al. J Am Coll Cardiol Img. 2018;11(4):628-43.

Ischemic
Cardiomyopathy




[ Evaluate mitral valve morphology, LV size and function, LA size

« Trace or mild MR is common in normal subjects and does not need to be further
classified if above are normal.

+ Dilated LV/abnormal LVEF or dilated LA could be cause or consequence of MR.

+ An isolated inferolateral or posterobasal wall motion abnormality (e.g., following
an MI) with globally preserved LV function can resuit in secondary MR.

+ Dilated LV with normal LVEF suggests severe MR.
+ Flail leafiet is highly specific for severe MR.

.

!

Define Leaflet Motion
(Carpentier Classification)

! '

f

el | [ wpem | [ Tpema | [ Typems |

Normal Prolapse or Restricted in

Flail both systole

and diastole
Abnormal Normal i Abnormal Leaflet Abnormal Normal Leaflet

Leaflet Leaflet Morphology by Leaflet Morphology
holo, Morphol Definition Morpholo (minor age-related
Morphology orphology . rphology ot e
Mixed Etiology
4 Example: known‘:‘;,condarty MR due t;‘dls;hﬁnluegﬁ " -
or cardiomyopathy new torn chord a e or
[ P’imary Mﬂ ........................ » Pitfall: anterior leaflet de due to Mesreremarnranerreeny ( swmy MR ]

posterior leaflet restriction is pure secondary MR
and NOT mixed etiology




AHA/ACC Guideline ;

2014 AHA/ACC Guideline for the Management of Patients
With Valvular Heart Disease: Executive Summary

A Report of the American College of Cardiology/American Heart
Association Task Force on Practice Guidelines

Grade Defindtion Vaive Anatormy Vaive Hemodynamics® Consequences Symploms
A Al risk of MR o Mid mival vaive * NoMRjetor smafl contrdl » None ¢ None
prolapse with normal jet area <20% LA on
coaptabon Dogpler
o Mid vaive thickening o Serall vens conlracts
and leafiet res¥riction <0.3cm
8 Progressive MR o Severe mitral vaive o Cantral jot MR 20%-40% o Mid LA enfargoment * None
prolapse with normal LA or fade sysiolc * No LV enlargement
coaptation ecceniric jot MR o Noamal pedmonary
¢ Rheumatic vahve * Vena contracta <0.7 em pressure
changes wil leaflet ¢ Regurgitant volume
resiriction and loss of <60 mL
central coaplation * Regurgitant fraction
* Prior IE <50%
* ERO <040 cm®
* Angigraphic grade 1-2+
Asymplomatic severe MR o Severe milral valve o Central ot MR >40% * Moderate or severe LA * None
profapse with oss LA or holosystalic ecfygernent
of coaptation or fladl occentic et MR o LV enlargement
leafiet * Vera contracta 20.7 om * Pulmonary hyperiension
¢ Rheumatic valve * Begurgiant volume may be present at rest
changes wilh leafied 260 mL Of with exercisa
restriction and loss of ¢ Ragurgitant fraction o C1: LYEF >60% and
central cosptation 250% LVESD <40 mm
* Prior IE * ERO 20.40 o’ o (2 LYEF <B0% and
o Thickening of leafiets * Angiographic grade 3-44 LVESD 240 mm
with adation heart
Gisease
0 Sympomatic savere MR ¢ Severe mitral vave ¢ Conbral 2t MR >40% o Maoderale or severe LA ¢ Decreased
protapss with oss LA or holosystolic enlargernsnt xerciss
of coaptaicn or Ml eccentic pt MR o LV enbrgement Wierance
lafie o Vena contracts 20.7 om * Puimonary hyperiension o Exertonad
* Rheumatic valve * Regupiant volume present Oyspnea
changss wi leafled 260 mi
restriction and loss of * Ragurgitant fraction
central codptation 250%
e Prior IE * ERQ >0.40 cn¥’
o Thickening of leafiets * Angiographic grade 3-4+
with nndation heart
disease

‘ch«almwmwwmtmmwwwamﬁmmmmummmmmmubeamsmmmtwem

of MR saverity as mild, moderate. or severe depends on data quality and integration of these parameters in congunc Bon with other cinical evidence.

venlriculyr end-Systobc dimension; and MR mitral regungitation.

ERD ndicates effecive reguegitant odfice; IE, infactive endocardils; LA, left atriumvatnial LV, lefl venbricularn, LVEF, lefl venincular ejection fraction; LVESD; left



2017 ESC/EACTS Guidelines for the
management of valvular heart disease

The Task Ferce for the Management of Valvular Heart Disease of
the European Scciety of Cardiolegy (ESC) and the European
Association for Cardio-Thoracic Surgery (EACTS)

Valve morphology

Aortic regurgitation

Abnormal/flail/large coaptation
defect

Mitral regurgitation

Flail leaflet/ruptured papillary muscle/
large coaptation defect

Tricuspid regurgitation

Abnormal/flail/large coaptation
defect

Colour flow regurgitant jet

Large in central jets, variable in
eccentric jets®

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*

CW signal of regurgitant jet

Dense

Dense/triangular

Densel/triangular with early peaking
(peak <2 m/s in massive TR)

Other

Vena contracta width (mm)

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

>6

Large flow convergence zone®

=7 (>8 for biplane)®

27

Upstream vein flow* - Systolic pulmonary vein flow reversal | Systolic hepatic vein flow reversal

Inflow - E-wave dominant =1.5 m/s* E-wave dominant =1 m/s*

Other Pressure half-time <200 ms’ TVI mitral/ TVl aortic > 1.4 PISA radius >9 mm#
Quantitative Primary Secondary"

EROA (mm?) =30 =40 =20 =40

Regurgitant volume (mL/beat) =60 =260 =30 =45

+ enlargement of cardiac chambers/vessels Lv LV, LA RV, RA, inferior vena cava

@ESC 2007




ESC/EACTS GUIDELINES
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European Heart Journal (2021) 00,1-72

European Society doi:10.1093/eurheartj/ehab395
of Cardiology

2021 ESC/EACTS Guidelines for the
management of valvular heart disease

Developed by the Task Force for the management of valvular heart
disease of the European Society of Cardiology (ESC) and the
European Association for Cardio-Thoracic Surgery (EACTS)

Authors/Task Force Members: Alec Vahanian © * (ESC Chairperson) (France),
Friedhelm Beyersdorf' (EACTS Chairperson) (Germany), Fabien Praz

(ESC Task Force Coordinator) (Switzerland), Milan Milojevic' (EACTS Task Force
Coordinator) (Serbia), Stephan Baldus (Germany), Johann Bauersachs (Germany),
Davide Capodanno (Italy), Lenard Conradi' (Germany), Michele De Bonis' (Italy),
Ruggero De Paulis’ (Italy), Victoria Delgado (Netherlands), Nick Freemantle'
(United Kingdom), Martine Gilard (France), Kristina H. Haugaa (Norway),

Anders Jeppsson’ (Sweden), Peter Jini (Canada), Luc Pierard (Belgium),

Bernard D. Prendergast (United Kingdom), ). Rafael Sadaba' (Spain),

Christophe Tribouilloy (France), Wojtek Wojakowski (Poland), ESC/EACTS
Scientific Document Group

* Corresponding authors: Alec Vahanian, UFR. Medecine, Université de Paris, site Bichat, 16 rue Huchard, 75018 Paris, France; and LVTS INSERM U1148, GH Bichat, 46, rue
Henri Huchard, 75018 Paris, France. Tel: + 33 & &3 15 56 68, E-mail alecvahanian@grraileom: Friedhelm Beyersdorf, Department of Cardiovasculbar Surgery, University Heart
Center, University Hospital Freiburg, Germany; and Medical Faculty of the Albert-Ludwigs-University, Freiburg, Germany, Hugstetterstr. 55, D-79106 Freiburg, Germany. Tet
49 761 270 28180. E-mail: friedhelm beyersdori@uniklinikfreiburg.de

AuthoriTask Force Member affiliations: listed in Author information.
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ESC/EACTS GUIDELINES
@ E S C European Heart Journal (2021) 00, 172

European Society doi:10.1093/eurheartj/ehab395
of Cardiology

2021 ESC/EACTS Guidelines for the
management of valvular heart disease

Developed by the Task Force for the management of valvular heart
disease of the European Society of Cardiology (ESC) and the
European Association for Cardio-Thoracic Surgery (EACTS)

Table7 Severe mitral regurgitation criteria based on 2D echocardiography

Primary mitral regurgitation

Qualitative

Mitral valve morphology
Colour flow jet area

Flow convergence
Continuous wave Doppler jet
Semiquantitative

Vena contracta width (mm)
Pulmonary vein flow

Mitral inflow

TVImitral/TVI aortic
Quantitative

EROA (2D PISA, mm?)
Regurgitant volume (mL/beat)
Regurgitant fraction (%)
Structural

Left ventricle

Left atrium

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?)

Secondary mitral regurgitation

Normal 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)
>60 mL (may be >45 mL if low flow conditions)
>50%

Dilated
Dilated

ESC/EACTS 2021

©



QUALITATIVE PARAMETERS

Leaflet Morphology:

¢ Structurally normal
* Nonspecific thickening
¢ Focal calcific or nodular thickening
¢ Diffusely calcified
* Myxomatous
* Vegetations
* Tumor
¢ Clefts
¢ Perforation
Chordal Morphology:
¢ Ruptured chordae:
- AML
- PML
* Redundant chordae:
- AML
- PML

Annulus Size and Morphology

(commissure-commissure and
anterior-posterior measurements)
* Normal

¢ Dilated

» Calcified (location and extent)

MITRAL REGURGITATION ASSESSMENT

Suggested Qualitative and Quantitative Parameters for Standardized Echo Reporting*

HEMODYNAMIC AND
RHYTHM PARAMETERS

* Blood Pressure

* Heart Rate

* Rhythm
Leaflet Mobility: '

* Normal
* Redundant, no prolapse
¢ Systolic anterior motion (SAM)
- AML
- PML
* Flail
Anatomic localization:
Al

- A2

- A3

-P1

-P2

-P3

- Posteromedial commissure

- Anterolateral commissure
* Prolapse

Azﬁtomic localization:

- A2

- A3

-P1

-P2

-P3

- Posteromedial commissure
- Anterolateral commissure

Restricted or Tethered Leaflets
* AML
* PML
* Both

Mitral stenosis
* Rheumatic

¢ Degenerative

* Other

Carpentier Classification

* Normal leaflet motion (Type |) may be seen in
primary MR due to endocarditis, perforation,
or clefts, or in secondary MR due to pure
annular dilation.

* Excessive leaflet motion (Type ) is most
commonly seen with mitral valve prolapse
or flail leaflet.

* Restricted leaflet motion (Type Ill):
subclassified into
- Il A: restriction during both systole and

diastole
- Il B: restricted during systole only
(e.g., ischemic etiology)

Submitral morphology:

* Thickening

* Calcification

® Retraction

* Tumor

* Vegetation

EXPERT CONSENSUS DECISION PATHWAY

2020 Focused Update of the 2017 ACC
Expert Consensus Decision Pathway
on the Management of

Mitral Regurgitation

A Report of the American College of Cardiology Solution Set Oversight Commitee

MR Mechanism:

® Primary

* Secondary
- Dilated Cardiomyopathy
- Ischemic Cardiomyopathy
- Other

* Mixed

MR Jet Duration (CW Doppler and frame-
by-frame analysis of color flow Doppler):
* Holosystolic

* Early systolic

* Midsystolic

* Late systolic

¢ Bimodal

e CW Doppler density

MR Jets:

* Single

* Multiple

MR Jet Direction:

* Centrally directed

¢ Eccentric
- Posteriorly directed
- Posterolaterally directed
- Laterally directed
- Anteriorly directed
- Anteromedially directed
- Medially directed

E)



MITRAL REGURGITATION ASSESSMENT

Suggested Qualitative and Quantitative Parameters for Standardized Echo Reporting*

QUANTITATIVE PARAMETERS

Vena Contracta:
¢ Vena contracta width: mm

* Vena contracta area (cm?)
Threshold values specific for severe MR
* EROA >0.4cm?
* Regurgitant volume >60 mL/beat
* Regurgitant fraction >50%
Left Atrial Size:
* Left atrial dilation
* Left atrial volume index: mL/m?
Mitral Valve Area: cm?
em? (for patients with coexisting
rheumatic or degenerative mitral
stenosis or for planning
edge-to-edge clip)
- 2D planimetry (biplane)
- 3D planimetry (multiplanar Reconstruction)
- Pressure half-time
- Continuity equation
- PISA
* Mean transmitral Doppler gradient:
mm Hg @ heart rate (input HR concurrently
recorded during CW Doppler acquisition)

Left Ventricular Function:
¢ Ejection fraction (normal > 60%)

* Global LV dysfunction

* Regional LV dysfunction (detail wall motion)

Left Ventricular Size:
¢ End diastolic LV dimension

* End systolic LV dimension
and/or
¢ End diastolic volume/volume index
* End systolic volume/volume index
Right Ventricular Size
(tricuspid annular and midventricular

measurements)
* Normal

* Dilated
Right Ventricular Systolic Function:

* Normal
* Impaired

Tricuspid Annulus:
* Normal

¢ Dilated

Tricuspid Valve Regurgitation:
* Mild

* Moderate

* Severe

PA Systolic Pressure: mm Hg

Estimated RA pressure: mm Hg



Chronic Mitral Regurgitation by Doppler Echocardiography

Yes, mild

Does MR meetspecific criteria for Yes, severe
. | mild or severe MR? T
1
Intermediate Values:
Specific Criteia for Mild MR
Small, namow central jet MR Probably Moderate
- VCW£03om Y 23
23 IE:

e B P P +  criteria

« Mitral Awave dominant inflow Perform quantitative methods whenever possible €

- Softorincomplete jet by CW Doppier l

+ Normal LV and LA size

24 Criteria 24 Criteria
Definitely mild o s Definitely severe
RF <30% RF 30-39%
Grade | Grade Il W
3 specific crieria
forsevere MR or
eliptical orifice
v
Mild Moderate
MR MR

> ' Bewareofunderestimation of MR severity in eccentric, wallimpinging jets; quantitation is advised.

1 Allvaluesfor EROA by PISA assume holosystolic MR; sing le frame EROA by PISA, VCW, and VCA overestimate non-holosystolic
MR.

¢ Regurgitantvolumefor severeMR may be lower in low flow conditions.




Rhythm & MR
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Blood pressure & MR




Primer (organik) MY

2710712020 10:57:40

En sik etyoloji miksomatdz dejenerasyon

* Prolaps, flail, Barlow
Liflet perforasyonu veya cleft

Liflet hareket kisitlihgi

* Romatizma, ilag, radyasyon..

Yaslilarda mitral antler kalsifikasyon

ESC/EACTS GUIDELINES
@ESC

European Heart Journal (2021) 00, 172

E n d O ka rd it ? ? g;‘fc f;r;zmﬁfletv doi:10.1093/eurheartj/ehab395

2021 ESC/EACTS Guidelines for the

Erken tani management of valvular heart disease

Developed by the Task Force for the management of valvular heart
disease of the European Society of Cardiology (ESC) and the
European Association for Cardio-Thoracic Surgery (EACTS)



Mitral Valve Regurgitation in the Contemporary Era

Insights Into Diagnosis, Management, and Future Directions

Abdallah El Sabbagh, MD, Yogesh N.V. Reddy, MBES, Rick A. Nishimura, MD

Optimal time
Onset of of surgery
severe MR l

LV
Dilatation

l Dysfunction

l Symptoms

Survival

Time (Years)

Volim artisi ile LV duvar stresi T

LV fraksiyonel kisalmada T

LV dilatasyonu ile normal duvar stresi ve
diyastolik basincin saglanmasi

Artmis LV dilatasyonu ile artan MY

Sistolik LV duvar stresinin artmasiyla
beraber LVEDP artisi ve azalan kontraksiyon



EKOKARDIYOGRAFI

MY etyolojisi
MY ciddiyeti
LV'nin volUm cevabi

Olasi tamir secenegi

-~

Ann AP Diam
Ann AL-PM Diam

15 vps / 120 mm




Mitral Valve Regurgitation in the Contemporary Era

Insights Into Diagnosis, Management, and Future Directions

Abdallah El Sabbagh, MD, Yogesh N.V. Reddy, MBEES, Rick A. Nishimura, MD
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European Heart Journal (2021) 00, 172

European Society doi:10.1093/eurheartj/ehab395
of Cardiology

2021 ESC/EACTS Guidelines for the
management of valvular heart disease

Developed by the Task Force for the management of valvular heart
disease of the European Society of Cardiology (ESC) and the
European Association for Cardio-Thoracic Surgery (EACTS)

Revised Surgery is indicated in asymptomatic patients with Surgery is recommended in asymptomatic patients
LV dysfunction (LVESD>45 mm and/or with LV dysfunction (LVESD >40 mm and/or LVEF
LVEF<60%). <60%).




New or Revised
Revised

Revised

ESC/EACTS GUIDELINES
@ESC

European Heart Journal (2021) 00, 172

European Society doi:10.1093/eurheartj/ehab395
of Cardiology

2021 ESC/EACTS Guidelines for the
management of valvular heart disease

Developed by the Task Force for the management of valvular heart
disease of the European Society of Cardiology (ESC) and the
European Association for Cardio-Thoracic Surgery (EACTS)

Recommendations in 2017 version Class Recommendationsin 2021 version Class
Surgery should be considered in asymptomatic Surgery should be considered in asymptomatic

patients with preserved LV function (LVESD patients with preserved LV function (LVESD

<45 mm and LVEF >60%) and AF secondary to lla <40 mm and LVEF >60%) and AF secondary to lla
mitral regurgitation or pulmonary hypertension mitral regurgitation or pulmonary hypertension

(SPAP at rest >50 mmHg). (SPAP at rest >50 mmHg).

Surgery should be considered in asymptomatic Surgical mitral valve repair should be considered in

patients with preserved LVEF (>60%) and LVESD low-risk asymptomatic patients with LVEF >60%,

40—44 mm when a durable repair is likely, surgical LVESD <40 mm and significant LA dilatation (vol-

risk is low, the repair is performed in a Heart Valve ume index >60 mL/m?” or diameter >55 mm)

Centre and at least one of the following findings is lla  when performed in a Heart Valve Centre and a lla
present: durable repair is likely.

e flail leaflet or;
e presence of significant LA dilatation (volume
index >60 mL/m? BSA) in sinus rhythm.



ESC/EACTS GUIDELINES
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European Heart Journal (2021) 00, 172

European Society doi:10.1093/eurheartj/ehab395
of Cardiology

2021 ESC/EACTS Guidelines for the
management of valvular heart disease

Developed by the Task Force for the management of valvular heart
disease of the European Society of Cardiology (ESC) and the
European Association for Cardio-Thoracic Surgery (EACTS)

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




Asymptomatic s

EXPERT CONSENSUS DECISION PATHWAY

2020 Focused Update of the 2017 ACC
Expert Consensus Decision Pathway
on the Management of

Intervention for Primary Mitral Regurgitation

[ Moderate to severe or severe

primary MR

]

v

L Asymptomatic or Symptomatic? ]

B Symptomatic

[ LV EF <0.60 or LV ESD >4.0cm? ]

Y&s‘

lNo

/1 or more of the following present? N
* New onset AF?
* Resting PASP >50 mm Hg?
* Progressive increase in LVESD towards 4.0 cm
on serial TTE?
* Progressive decrease in LV EF towards 0.60 on

\_ serial TTE? /

Yes‘

|
iNo

Yes

Surgical Likelihood of successful repair >95%
MVRR* AND
T Peri-operative risk <1%?
]
Yes$ No

'

MDT assessment:
candidate for surgery?

‘ Prohibitive risk

MDT assessment:

Candidate for
transcatheter therapy?

Yes | No

*Surgical repair Is preferred over replacement for primary MR
1GDMT for heart failure
$GDMT for other cardiac problems such as HTN, HLD, etc.

SSDM and preferential referral to experienced MV surgeon at
Heart valve Center

Mitral Regurgitation

A Report of the American College of Cardiology Solution Set Oversight Committee



A Normal Aortic mitrlfibms B Fhil posterior leaflet

Primer MY - Cerrahi

04/11/2019 11:14:19

Pogterior kaflet

C  Resection of flail segment D Repaired mitral valve

Enriquez-Sarano M, Akins CW, Vahanian A. Mitral regurgitation. Lancet. 2009 Apr 18;373(9672):1382-94.
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Highly trained

Primary MR

Surgical Expertse

Early operation

(asymptomatic patients with normal LV

sze and function) S/
.
/
y
///

/

/

Watchful waiting

/ (zsy mptomatic patients with normal LV

sze and function)

Repair Less Lileely

Prolapse Segment Posterior Anterior Bileaflet Severe Barlow
Calcification Mone htild Moderate
Annular dilatation hild Moderate Sevarne
QOther Perfomtion, Cleft Rheumatic




FIGURE 10 Examples of MV Morphology Observed on TEE That Are Amenable to Surgical Repair in Patients With Primary MR

Long-Axis Bicommissural 3D En Face

Durable
surgical
repair

likely

Durable
surgical
repair

possible

Durable
surgical
repair
challenging




Feasible Unlikely

Transcatheter
Mitral Valve

Repair

Segment 2 Tor3 Severe Barlow
Calcification Kiora Annula'r- sparing Gra_splng zone
grasping zone involved
MVA and MV >4 cm? and 364 2 <3.5cm®and »5
Gradient <4 mm Hg ' mm Hg
Flail width <15 mm =15 mm
Flail gap <10 mm =10 mm




FIGURE 13 Mitral Anatomy in Transcatheter Edge-to-Edge MV Clip

Long-Axis 3D En Face

Successful
edge-to-edge
clip likely

Successful
edge-to-edge
clip
challenging

Successful
edge-to-edge
not likely




Sekonder (fonksiyonel) MY

e Atrium ve ventriktlin hastalig

* Noniskemik/iskemik remodeling




Sekonder (fonksiyonel) MY

NORMAL

Atrium ve ventrikulin hastaligi
. I : : LV
Noniskemik/iskemik remodeling
Ventrikiler genisleme
Ao
Papiller kas lateralizasyonu LA
A)

Antler dilatasyon/kontraksiyon kaybi

ASYMMETRIC
TETHERING

SYMMETRIC
TETHERING
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Developed by the Task Force for the management of valvular heart
disease of the European Society of Cardiology (ESC) and the
European Association for Cardio-Thoracic Surgery (EACTS)




Intervention for Symptomatic Secondary MR

Moderate to severe or severe secondary

MR and heart failure

with LVEF <50%

[

Revascularization J

indicated?
Yes No
4 ‘ ;
" CABG or PCl as part )

il st Inltlatz g;ﬂl.:_'l‘tenS"Y
treatment plan to include for HF with LV
MV intervention per MDT systolic dysfunction

. consensus P ys g
G + )
CABG preferred or need
for other' surgery?
Yes | No®
e —>| poi/TMVE MVRR

MVRR/othert

No

Ongoing HF

sympoms? [~ Mo,

1Yes

Continue GDMT

No

-

Yes

—

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn
nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn
aaaaaaaaaaaaaaa

EXPERT CONSENSUS DECISION PATHWAY

*Response to GDMT and/or CRT is
evaluated 3 months after
optimization,

TAortic valve replacement, root/
ascending aortic replacement,

tricuspid valve repair or replacement,

surgical ablation of atrial fibrillation,
etc,

Continue
CRT+GDMT

tCandidacy for TMVr is dependent on
anatomic findings and consideration
of MR severity in relation to left
ventricular size.

Spatients not considered candidates
for MV surgery could be considered
for cardiac transplant/left
ventricular assist device therapy if
TMVr not feasible.

™vr

‘)

Candidate for CRT?
l 7
No Yes
Y
CRT"
Ongoing HF
symptoms?
Yes
A4
( MDT Assessment: )
| Appropriate TMVr candidate'? |

2020 Focused Update of the 2017 ACC
Expert Consensus Decision Pathway
on the Management of

Mitral Regurgitation

A Report of the American College of Cardiology Solution Set Oversight Committee

)

[



1V:V:IN-B B Summary of Changes in the 2020 Focused Update

2020 Focused Update Section 2017 ECDP 2020 Focused Update
6. Section 5.4.6. Prognosis in MR Limited role for transcatheter edge-to-edge repair  Includes statement about survival benefit with edge-to-
edge repair in selected patients with secondary MR
7. Figure 9A. Intervention for Primary MR Treatment restricted to surgery B New Figures 9A (Primary MR) and 9B (Secondary MR)
Figure 9B. Intervention for Symptomatic B Expanded options for secondary MR
Secondary MR B Inclusion of transcatheter MV therapy
8. Section 6.3. Transcatheter Treatment of MR Limited to primary MR Includes secondary MR
9. Figure 12. Algorithm for Determining Eligibility ~Limited to primary MR Includes secondary MR
for Transcatheter MV Intervention
10. Table 7. Feasibility of Transcatheter Edge-to-  Limited to primary MR Includes secondary MR
Edge Clip Repair
11. Section 7. Discussion and Intended Use of Limited role for transcatheter edge-to-edge B Expands MDT to include cardiologist with experi-
Pathway and Section 7.1. Key Points repair in primary MR ence managing HF and MR in management of pa-

tients with secondary MR
B Expands use of edge-to-edge repair for selected
patients with secondary MR




Mitral kapak KOMPLEKS

Yetmezlik sebebi FARKLI KOMPONENTLER

Cok iyi bir PREOP DEGERLENDIRME

Onarim planlamasinda EKiP CALISMASI

Ekokardiyografi sirasinda VITALLER VE iLACLARA dikkat
TRANSKATETER UYGULAMALARDA ANESTEZI

ANESTEZIST KALP TAKIMININ ONEMLIi PARCASI
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