¢
B’ MANEMIETHMIAKH ETAIPEIA
KAPAIOAOTIKH KAINIKH AG@HPOIKAHPQIHI v
A.Nn.e. BOPEIOY EAAAAOZ

ITITIOKPATEIEZ HMEPEXZ

KAPAIOAOTI'IAXZ

AHWH KAINIKOQON ANO®AIEQN MEZA ANO THN
MAPOYZIIAXIH NEPIITATIKQN

ME AIEGONH 2YMMETOXH

16-17 MAIOY 2025
ELECTRA PALACE / @EEEAAONIKH

TPATIEZI 3
Kapdiaki Avendpkela. NMwg va epappodocw tig odnyieg
Mpodedpol: . Kapapntoog, K. Naka, . Zidoog

MePLoTATIKO PE KapdLaK AVETIAPKELA KAl ETUDEIVOUHEVN
VEDPLIKI aveETTApKELQ

Mapouociaon Meplotatiko. @. AnpntpLadng

TiAéve ol katevBuvThpLeg 0dnyieg; O.-A. MavAov

Meplotatiko pe teAikoL otadiou Kapdlakr) avertapkela
Mapovoiaon Meplotatikol. E. @codplAoylavvakog
TiAéve ol katevBuvthpleg 0dnyieg; X. ToaBovooyAou

Meplotatiko Pe kapdlakn avendapkela kat BaApdomndabela
Mapovuociaon MeplotatikoL: A. Kwvotavtivou
Ti Aeve ol katevBuvTplec 0dnyiec; B. Avactaciou

MeploTatiko pe KapdLlakh AvETIAPKELD HETA ATIO
XNHUEOBepaneia

Mapovoiaon Meplotatikol: M. Zwnpiadov

Ti Aéve ol katevBuLVTNPLEG 0DNYieg; ZT. BepyomouAog

Experts Opinion: A. Zrauvpatn, Xp. ManmadomnouAog,
B. Nwidg, ©. Mmoxwiwing




Case presentation 9/2021

e LBBB (QRSd 174ms), intermittent episodes
of complete AV block

e Bicuspid AV with severe reg (PHT 236ms).
e Functional MR (EROA 40mm?)

e [VEDD 75mm, LVEDV 295ml, EF 35%

e RVSP 70mm

CAG e Coronaries with no stenosis

pericardium



Treatment

=== JN.| CRT-D implantation (9/2021)

J

SAVR with Inspiris Resilia 25mm and
MR valvuloplasty with Edwards

) Physio Il ring 30mm (10/2021)

~

J
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Intraoperative TEE (post)
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Follow-up 2022-2023

 Patientisin NYHA |

* Able to perform normal activities and
moderate exercise

* In serial echocardiograms the LV (already
reduced in size and volume) started to
enlarge

* Severe MR
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Follow-up TTE 10/2023
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ow-up TEE 2023
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A MR Quantification: Vena Contracta B MR Quantification; JetArea/Left Atrial Area
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Figure 2. This shows the changes in MR as measured by vena contracta (VC) (A) or jet area/left atrial area ratio (B) at preoperative,
intra-operative, early postoperative, and late postoperative stages. Reported as mean=5SEM.

A B
LV EDV LV ESV
1707 110 -
1607 p=0.02 p=0.02
100 -
1501
ml

ml %

140+

1301 801

12‘5 T T T ru T L L}

Pre-op Early Post-op Late Post-op Pre-op Early Post-op Late Post-op

Figure 3. This shows the changes in LV end-diastolic (EDV) (A) and end-systolic (ESV) (B) at preoperative, early postoperative, and late
postoperative stages. Reported as mean+SEM.

Circulation. 2004 Sep 14;110(11 Suppl 1):1185-90.



A PM-Dis

1.20 =

1.10 o

1.00 J Figure 1. To measure the PM-Dis, which
is the projected papillary muscle dis-
IPM placement outside of the annular ring, a
0.50 . L !
P=0.002 perpendicular line is drawn from the tip of
the papillary muscle to the mitral annular
| 0.80 T 1 level. The distance from this projection to
Early Postop  Late Post-op the mitral ring is the displacement dis-
tance. PMA indicates posterior mitral
annulus; AMA, anterior mitral annulus;

l IPM, ischemic papillary muscle. A,
Increase in the PM-Dis from early to late

postoperative stages.
PMA AMA

Cm

PM DIS ring annuloplasty

Summary
Recurrent MR after ring annuloplasty relates to continued LV
remodeling. Approaches that also alleviate ventricular remod-
eling could therefore potentially be part of a more compre-

hensive and effective management strategy for patients with
1schemic MR.

Circulation. 2004 Sep 14;110(11 Suppl 1):1185-90.



Effect of concurrent mitral valve
surgery for secondary mitral
regurgitation upon mortality after
aortic valve replacement or
coronary artery bypass surgery

Shyamal R. Asher™, Chin Siang Ong’, Raymond J. Malapero’,
Mahyar Heydarpour®, Gregory W. Malzberg®, Jasmine T. Shahram’,
Thy B. Nguyen®, Douglas C. Shook®, Stanton K. Shernan’,

Prem Shekar®, Tsuyoshi Kaneko®, Rodolfo Citro’,

Jochen D. Muehlschlegel’ and Simon C. Body®
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FIGURE 3
Kaplan—Meier plot of survival of 672 patients undergoing CABG who underwent MVR/P or not stratified by the worst measured severity of MR. Observed
mortality is stratified by the source of the most severe grade of MR (moderate, >moderate) and whether or not MVR/P was concurrently performed
Pairwise comparison of survival between CABG patients with moderate MR who underwent MVR/P or did not showed no statistical significance (P=
0.49) after adjustment for two comparisons. Pairwise comparison of survival between patients with more-than-moderate MR who underwent MVR/P
or did not showed statistical significance when adjusted for two comparisons (P = 0.028), which was explained by mortality in the first 2 postoperative
years




“AVR”, Time =10 yr
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FIGURE 2

Kaplan—Meier plot of survival of 501 patients undergoing AVR who underwent MVR/P or not, stratified by the worst measured severity of MR. Observed
mortality is stratified by the source of the most severe grade of MR (moderate, >moderate) and whether or not MVR/P was concurrently perfformed
Pairwise comparison of survival between AVR patients with moderate MR who underwent MVR/P or did not showed no statistical significance (P=
0.31) after adjustment for two comparisons. Pairwise comparison of survival between patients with more-than-moderate MR who underwent MVR/P
or did not showed no statistical significance (P = 0.063) after adjustment for two comparisons

Conclusions

In this retrospective study comparing survival in patients with
secondary MR undergoing CABG and/or AVR, we assessed
whether concurrent MVR/P improved survival. Improved survival
was only observed in a small cohort of patients with more-than-
moderate MR undergoing CABG surgery and only in the first 2
years after surgery. This improvement in survival was not
observed in patients undergoing AVR or CABG/AVR surgery nor
in patients with moderate MR undergoing any operation. Our
findings suggest that MVR/P for more-than-moderate MR at the
time of CABG is reasonable in a suitably selected population but

is not indicated when undergoing AVR, with or without CABG.

Front Cardiovasc Med. 2023 Sep 29:10:1202174.




CENTRAL ILLUSTRATION Secondary Mitral Regurgitation Versus Atrial Functional Mitral Regurgitation

Secondary Mitral Regurgitation

{Closing Force
« {LV contractility
« LA pressure

« jAnnular contraction

tTethering Force
« LV dilation = dyskinesia
* PM displacement/
dyssynchrony

+ Annular dilation
(relative)

Eccentric—
MR Jet

* 11%-59% post myocardial infarction
+ >50% in dilated cardiomyopathy

Atrial Functional Mitral Regurgitation

iClosing Force

ressuwre
ular contraction

— S —

Leaflet
Malcoaptation

« Annular dilation and
flattening

+ Insufficient leaflet
growth

» Fibrotic leaflet
thickening

» Altered atrial/annular
dynamics

Central
MR Jet

* 6%-7% in lone AF
+ Up to 53% in HFpEF

« Systolic LV dysfunction

« Restricted leaflet motion and tethering
« Eccentric jet > central jet

* Relative LA dilation

« Optimal HF therapy
+ Cardiac resynchronization therapy
« Revascularization

« MitraClip

Deferm, S. et al. J Am Coll Cardiol. 2019:73(19):2465-76.

+ Normal systolic LV function
« Normal leaflet motion

« Central jet

« Severe LA dilation

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

« Early sinus restoration strategy

« ?Intervention, annuloplasty, MitraClip

AF = atrial fibrillation; Ao = aorta; HF = heart fallure; HFpEF = heart fallure with preserved ejection fraction; LA = left atrium; LV = left ventricle; MR = mitral

regurgitation; PM = papillary muscle.




Right Heart Cath
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Mitral VIR Procedural Planning

Ring classification

-nearly complete
-incomplete
-rigid

-flexible

e Radio-opacity

Details
Edwards Lifesciences
Complete Semirigid Ring (CSR)

Fluoroscopic Markers
Well Seen

Implications
* Rigid and semi rigid:
good anchor
* Flexible complete bands:

borderline
* Incomplete: insecure anchor

e Rigid rings provide anchor but
lack circularity

* Semirigid rings achieve a good
balance of circularity and
anchoring

pericardium
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A lot of space for neo-LVOT @ '
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* Presence of a bulky septum
* The aorto-mitral angle
* The morphology of anterior leaflet and subvalvular apparatus

e The dimensions of the LV




ETOext TIS0.6 MI 0.4

e S... can happen!

4.4MHz

T.Pat.: 37,0 °C
TETO <37,0 °C
0 42 180

PAT T: 37.0C
TEET: 39.4C

TIS@2 MI0S5

. Yatve thrombosis .
I Gl I

“

Valve embolization

PATT: 37.0C
TETO: 39.7C

L




Mitral ViR Preparation & Operative Technique

* Hybrid room General
anesthesia and
Hemodynamic support

* Clear plan for bail out
* Enhance guidance and rule

out LAA thrombus and
para-valvular leak with TEE

* Check deployment view
before preparing the
patient

* Confirm radiopaque
objects are not
overlapping the field of
interest

pericardium

* Vein Sheath e Removal of Agilis

e Transeptal e Edwards e sheath

e Wireto PV e Septostomy with 14mm
» Agilis sheath 8.5F balloon

e Crossing of MV e S329mm valve
e Pigtail in LV e Femoral closure with
e Safari XS figure of 8 stitch

e Wire pacing test







Valve in Ring




pericardium



Valve in Ring-Safari XS
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FPS: 15
f: 3.6 MHz

SV: 0.5 mm




Valve in Ring-Wire pacing- Sapien 29mm

L5
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Skirt placed atrially

Conical Deployment
Avoid parallel risk of embolization!
20-30% atrial to the band




Valve in Ring-Post implantation
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Valve in Ring-Final
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Valve in Ring-Final
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EDD=52mm (61mm),
ESD=38mm (41mm)
EDVi=96mL/m2(116mL/m?)

ESVi= 38mL/m?2(53mL/m?)
EF=60% (55%)
MV meanPG=7mmHg (5mm)




Take home messages

* First line treatments for patients with Heart Failure with reduced
ejection fraction AND functional MR include:
* optimal medical therapy and
 cardiac resynchronization therapy (if indicated)

* Concurrent surgical aortic valve replacement and MV repair should be
avoided

* If the patient remains symptomatic, consider transcatheter edge-to-
edge mitral valve repair (MitraClip, PASCAL)

* In patients with a previously failed annuloplasty, the implantation of a
balloon expandable aortic valve (e.g. Edwards Sapien) is feasible



Dr. Chourmouzios Dr. Apostolos Dr. Dimitrios Dr. Konstantinos Dr. Konstantina
Arampatzis Tzikas Konstantinou Papadopoulos Mitrousi

Interventional Cardiologist Interventional Cardiologist Cardiologist Arrhythmias Cardiologist Cardiologist

Director 3™ Cardiology Structural Heart Diseases Device and Heart Failure Echocardiography specialist MSCT and MRI specialist
Department tzikas@pericardium.gr Specialist papadopoulos@pericardium.gr mitrousi@pericardium.gr

arampatzis@pericardium.gr

konstantinou@pericardium.gr

Thank you

www.pericardium.gr
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