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KATEYOYNTHPIEZ OAHTIEZ

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

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 (EACTYS)

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




20BAPH NPQTOMNAOHz ANENAPKEIA MITPOEIAOYz BAABIAAZ

Management of severe chronic primary mitral regurgitation
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European Heart Journal (2017) 00, 1-53




20BAPH NPQTOMNAGOHz ANENAPKEIA MITPOEIAOYz BAABIAAZ

Management of severe chronic primary mitral regurgitation

( Symptoms )

H NAPOYZIA 2YMNTQMATQN KATEYOYNEI TH OEPANEIA 2TH XPONIA
NMPQTONAOH ANENAPKEIA MITPOEIAOYZ BAABIAAZ

European Heart Journal (2017) 00, 1-53



2HMANTIKA XAPAKTHPIZTIKA ZOBAPHz NMPQTOMNAOOYZ MR
MEPAN TQN 2YMNOTQMATQN NOY OAHIOYN 2TO XEIPOYPTEIO

ZYZTOAIKH AEITOYPTIA APIZTEPHZ KOINIAZ (KAAZMA EZQOHZHZ)
TEAOZYZTOAIKH AIAMETPOZ APIZTEPHZ KOIAIAZ

ANTANOKPIZH 2TH ®APMAKEYTIKH ArQrH

MAPOYZIA NEAZ KOANIKHZ MAPMAPYIHz

MAPOYZIA NEAZ AYZHZHZ THZ ZYZTOAIKHZ NIEZHZ STHN NMNEYMONIKH APTHPIA
(>50mmHg) STHN HPEMIA

MIOGANOTHTA ENITYXOYZ ENIAIOPOQZHZ THZ MITPOEIAOYZ2
XEIPOYPIIKOZ KINAYNOZ (EUROSCORE, STS SCORE)
PH=H MITPOEIAIKHZ TAQXINAZ

AIATAZH APIZTEPOY KOANOY, EIAIKA ZE AZOENEIZ ME ®DAEBOKOMBIKO PYOMO
(>60mli/m?)



Tl EIAOYZ XEIPOYPTEIO NPOTIMOYME
2E NPOQTONAGH MR

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

*[MPOTIMOYME THN ENIAIOPOQZzH 2E 2XE2H ME THN
ANTIKATA2TAZH

*KENTPO E=EIAIKEYMENO Tl1A EMIAIOPOQ2zH

European Heart Journal (2017) 00, 1-53



OEPAMNEIA ANENAPKEIAZ MITPOEIAOYZ BAABIAAZ ZE
2YMNTQMATIKOY2 AZOENEI2

Surgery is indicated in symptomatic patients
with LVEF >30%|'*""3"132

ANE=APTHTA ANO

*KOANMIKH MAPMAPYTH
*‘METEOOZ APIZTEPOY KOANOY
*AlAZTAZEIZ APIZTEPHZ KOIAIAZ
*2TE®DANIAIA NO2O
*[INEYMONIKH YNEPTAZH

European Heart Journal (2017) 00, 1-53



OEPATMNEIA ANENAPKEIAZ MITPOEIAOYZ BAABIAAZ ZE
2YMNTQMATIKOY2 AZOENEI2

— EMIAIOPOQ2H vs ANTIKATA2TAZH

Mitral valve repair should be considered in
symptomatic patients with severe LV dysfunc-
tion [LVEF <30% and/or LVESD >55 mm) |
refractory to medical therapy when the likeli-
hood of successful repair is high and comorbid-
ity low.

Mitral valve replacement may be considered in
symptomatic patients with severe LV dysfunc-
tion [LVEF <30% and/or LVESD >55 mm)|
refractory to medical therapy when the likeli-
hood of successful repair is low and comorbid-

ity low.

la

lib

European Heart Journal (2017) 00, 1-53



A2YMIMNTQOMATIKOZ A2OENH2
MOTE OAHIEITAI 2TO XEIPOYPIEIO

Surgery is indicated in asymptomatic patients
with LV dysfunction (LVESD >45 mm*® and/or
LVEF <60%).'%">"

*TEANOZYZTOAIKH AIAMETPOZ >45mm
*ADOPA TO MEZO AZOENH KAI OXI AZOENH ME MOAY METAANO'H
MIKPO BSA

*AIATHPHMENH 2Y2TOAIKH AEITOYPTIA

European Heart Journal (2017) 00, 1-53



A2YMNTQMATIKOz A2ZOENH2 ME NPQTONAOH ANENAPKEIA
MITPOEIAOY2 BAABIAAZ
NMOTE OAHIEITAI 2TO XEIPOYPIEIO

Surgery should be considered in asymptomatic
patients with preserved LV function (LVESD
<45 mm and LVEF >60%) and atrial fibrillation
secondary to mitral regurgitation or pulmonary
hypertension® (systolic pulmonary pressure at
rest >50 mmHg).'=1#*

lla

AIATHPHMENH AEITOYPTIKOTHTA APIZTEPHZ KOIAIAZ

KAI

KOANIKH MAPMAPYTH (ANOTOKOZ THX BAABIAIKHE ANENAPKEIAZ)
H

2YZTOAIKH MIEZH MNEYMONIKHZ APTHPIAZ >50mmHg

European Heart Journal (2017) 00, 1-53



A2YMIOTQMATIKOZ A2OENHZ ME NPQTONAOH ANENAPKEIA
MITPOEIAOY2 BAABIAAZ
NMOTE OAHIEITAI 2TO XEIPOYPTEIO

Surgery should be considered in asymptomatic
patients with preserved LV function (LVESD
<45 mm and LVEF >60%) and atrial fibrillation
secondary to mitral regurgitation or pulmonary
hypertension® (systolic pulmonary pressure at
rest >50 mmHg).'>1%

lla

AN H AY=HMENH MNIEZH ZTHN NMNEYMONIKH EINAI H MONH ENAEI=H lA
XEIPOYPTEIO

ENIBEBAIQZH ME AEZIO KAOGETHPIAZMO

European Heart Journal (2017) 00, 1-53



A2YMNTQMATIKOz AZOENHz ME NPQTONAOH ANENAPKEIA
MITPOEIAOY2 BAABIAAZ
NMOTE OAHIEITAI 2TO XEIPOYPIEIO

Surgery should be considered in asymptomatic
patients with preserved LVEF (>60%) and LVESD
40-44 mm" when a durable repair is likely, surgi-

cal risk is low, the repair is performed in a heart

valve centre and at least one of the following find-
INgs is present iis
o flail leaflet or

e presence of significant LA dilatation (vol-
ume index >60 mL/m? BSA) in sinus

rhythm.

AIATHPHMENH AEITOYPTIKOTHTA APIZTEPHZ KOIAIAZ
KAI

PH=H INQXINAZ H

AIATAZH APIZTEPOY KOANOY (60mL/m?) 2E ®AEBOKOMBIKO
PYOMO

European Heart Journal (2017) 00, 1-53



A2OENH2 ME 20BAPH NPQTONAGOH ANENAPKEIA MITPOEIAOYz BAABIAAZ
MNOTE ZKEOTOMAZTE TO MITRACLIP

Percutaneous edge-to-edge procedure may be
considered in patients with symptomatic
severe primary mitral regurgitation who fulfil b
the echocardiographic criteria of eligibility and
are judged inoperable or at high surgical risk by
the Heart Team, avoiding futility.

*[MIPOKEITAI A ENIAIOPOQZH

2YMNTQMATIKOI AZOENEI2
*HXOKAPAIOTPADIKA KPITHPIA KATAAAHAOTHTAZ
*EXOYN KPIOEI ANEIMXEIPHTOI

*EXOYN AY=HMENO XEIPOYPIIKO KINAYNO :I_ HEART TEAM

European Heart Journal (2017) 00, 1-53



AEYTEPOIMNAOH2 ANENAPKEIA MITPOEIAOYZz BAABIAAZ

H ANTIMETQMNIZH THZ AEYTEPOMNAOOY2 ANENAPKEIAZ

MITPOEIAOY2 BAABIAAZ ANOTEAEI TMHMA THz OEPANEIAZ
TH2 KAPAIAKHZ ANENAPKEIAZz

2TAAIA OEPANEIAZ KAPAIAKHZ ANENAPKEIA2
* APXIKA BEATIZTH @APMAKEYTIKH ArQrH
* TOMNOOETHZzH CRT ONOY XPEIAZETAI

 EMIAEON EKTIMHZzZH
— ANENAPKEIAZ TPITAQXINAZ BAABIAAZ
— AEITOYPIIKOTHTAZ AE=IAZ KOIAIAZ



20OBAPH AEYTEPOINAGOHZz ANENAPKEIA MITPOEIAOYz BAABIAAZ
YNAPXEI OEZH IA XEIPOYPIIKH ANTIMETQMIZH?

Surgery is indicated in patients with severe

secondary mitral regurgitation undergoing |

CABG and LVEF >30%.

*EMIAIOPOQZH > ANTIKATAZTAZH
*EMANAITTEIQzH => CABG
*HEART TEAM

European Heart Journal (2017) 00, 1-53



KAPAIAKH ANENAPKEIA KAl ZOBAPH AEYTEPOINAOHZz ANETNAPKEIA
MITPOEIAOY2 BAABIAAZ
YNAPXEI OEZH TA XEIPOYPTIKH ANTIMETQNIZH?

Surgery should be considered in sympto-
matic patients with severe secondary mitral
regurgitation, LVEF <30% but with an lla

option for revascularization and evidence of

myocardial viability.

*AKOMA KAI ME KE <30%
*‘MONO OTAN MNMPOKEITAI NA TINEI ENANAITEIQ2zH
*AMNOAEI=H MYOKAPAIAKHZ BIQ2IMOTHTAZ

European Heart Journal (2017) 00, 1-53



KAPAIAKH ANENAPKEIA KAl ZOBAPH AEYTEPOINAOHZz ANENAPKEIA
MITPOEIAOY2 BAABIAAZ

MNOTE EXElI ©E2H H ENEMBAZzH 2THN MITPOEIAH BAABIAA

XEIPOYPTIKH OEPATEIA S MITRACLIP

. ) - When revascularization is not indicated and
When revascularization is not indicated,

surgical risk is not low, a percutaneous

surgery may be considered in patients with edge-to-edge procedure may be considered
severe secondary mitral regurgitation and in patients with severe secondary mitral

LVEF >30% who remain symptomatic Ilb regurgitation and LVEF >30% who remain b
des pite optimal medical management symptomatic despite optimal medical man-
(including CRT if indicated) and have a low agement (including CRT if indicated) and

) ] who have a suitable valve morphology by
surgical risk.

echocardiography, avoiding futility.

*ODENOZ ANO AIOPOQ2ZH THZ ANEMAPKEIAZ AKOMA KAI ZE KE <30%
*METMNZTH @APMAKEYTIKH ArQrH

*CRT

*HEART TEAM

*XEIPOYPIEIO VS MITRACLIP
*ANANOIQ2 TOY XEIPOYPTIKOY KINAYNOY

European Heart Journal (2017) 00, 1-53



KAPAIAKH ANENAPKEIA KAl ZOBAPH AEYTEPOINAOHZ ANENAPKEIA
MITPOEIAOY2 BAABIAAZ

MNOTE EXEI ©E2H H ENEMBAZzH 2THN MITPOEIAH BAABIAA

In patients with severe secondary mitral
regurgitation and LVEF <30% who remain
symptomatic despite optimal medical
management (including CRT if indicated)
and who have no option for revasculariza-
tion, the Heart Team may consider a percu-
taneous edge-to-edge procedure or valve
surgery after careful evaluation for a ventric-
ular assist device or heart transplant accord-

ing to individual patient characteristics.

*MITRACLIP

b

*AKOMA KAI 2E NMOAY 2OBAPH KAPAIAKH ANENAPKEIA
*METZTH OAPMAKEYTIKH ArQrH + CRT

*HEART TEAM

*rEDYPA A 2YZKEYH YNOBOHOH2HZ'H METAMOZXEYZH

European Heart Journal (2017) 00, 1-53



MITRACLIP - Tl IZXYEI 2ZTHN EAAAAA

* KPITHPIA ENINOTHZ AZOENQN TA MITRACLIP

— 20BAPH 2YMNTQMATIKH NPQTOMNA®Hz MITPOEIAIKH
ANENAPKEIA

— HXOKAPAIOTPA®DIKA KPITHPIA KATAAAHAOTHTAZ
— ANATOPEYTIKOZ XEIPOYPIIKOZz KINAYNO2

— BAPEQZ 2YMNTQMATIKOI NAPA TH BEATI2ZTH KAI
2YM®QNH ME TiZ KATEYOYNTHPIEZ OAHIIEZ
2YNTHPHTIKH OEPAMNEIA

— MPOZAOKIMO ENIBIOQzHZ > 1 ETOY2



MITRACLIP - Tl IZXYEI 2ZTHN EAAAAA

 EMINAEON MPENEI NA ANOYZIAZOYN

— ENAEIZEIZ ENAOKAPAITIAAZ

— OPOMBOZ
 ENAOKAPAIAKOZ
* KATQ KOINHZ OAEBAZ
 KOINHZ AATONIOY ONEBAZX
 MHPIAIAZ OAEBAZ

— KE < 25%

— TEAOZY2ZTOAIKH AIAMETPOZ >55mm



MITRACLIP - Tl IZXYEI 2ZTHN EAAAAA

* NMPQTOKOAAO ENIANOTHZ AZOENQN MNMOY KPINONTAI Q2
ANETXEIPHTOI

— STS SCORE >12%
— MOPZEAANOEIAHZ AOPTH

— AZOENIKOTHTA
* VARC-2 KPITHPIO

— EXOPIKOZz OQPAKAZ
— ZOBAPOY BAOMOY HNATOMAGEIA / KIPPQZH
— ZOBAPH NMNEYMONIKH YNEPTAZH (>2/3 THZ 2YZTHMATIKHZ)

— 20BAPH AE=IA KAPAIAKH ANENAPKEIA ME 2OBAPH
ANENAPKEIA THZ TPITNQXINAZ BAABIAA2

— MAPOYZIA E2Q MAZTIKHZ APTHPIAZ 'H AANQN
MOZXEYMATQN ME KINAYNO TPQzHz2



MOIO EINAI TO MEAAON TOY MITRACLIP

Transcatheter Mitral-Valve Repair
in Patients with Heart Failure

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,
l.J. Sarembock, A. Brieke, S.O. Marx, D.J. Cohen, N.J. Weissman,
and M.J. Mack, for the COAPT Investigators™

Percutaneous Repair or Medical Treatment
for Secondary Mitral Regurgitation

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. Leclercq,
C. Saint Etienne, E. Teiger, L. Leroux, N. Karam, N. Michel, M. Gilard, E. Donal,
J.-N. Trochu, B. Cormier, X. Armoiry, F. Boutitie, D. Maucort-Boulch, C. Barnel,

G. Samson, P. Guerin, A. Vahanian, and N. Mewton, for the MITRA-FR Investigators™
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TI KAOOPIZEI TiZ MIOANOTHTEZ ENITYXOY2
ENIAIOPOQZHZ 2E AIAQGOPEZ MOP®EZ MR

Table 6 Probability of successful mitral valve repair in MR based on echo findings

Aetiology

Dysfunction

Calcification

Mitral annulus
dilatation

Probability
of repair

Degenerative
Secondary
Barlow
Rheumatic
Severe barlow
Endocarditis

Rheumatic

Secondary

|I: Localized prolapse (P2 and/or A2)

lorlllb

Il Extensive prolapse (> 3 scallops, posterior commissure)
llla but pliable anterior leaflet

|I: Extensive prolapse (>3 scallops, anterior commissure)
II: Prolapse but destructive lesions

Ila but stiff anterior leaflet

Ilb but severe valvular deformation

Nof/localized

No

Localized (annulus)
Localized

Extensive (annulus +leaflets)
No

Extensive (annulus +eaflets)

No

Mild/moderate
Moderate
Moderate
Moderate
Severe
No/mild

Moderate/
severe

No or severe

Feasible
Feasible
Difficult
Difficult
Unlikely
Unlikely
Unlikely

Unlikely




KATEYOYNTHPIEZ OAHTIEZ - KENA 2THN TEKMHPIQzH

 OINPQIMOI AEIKTEZ AYZAEITOYPIIAZ THz APIZTEPH2
KOIAIAZ (BNP, GLS)

— POAOZ TOYZ 2THN NPOINQzH

* TA HXOKAPAIOTPA®DIKA OPIA ZOBAPOTHTAZ zE
AEYTEPOIMNAOH ANENAPKEIA

* OPOAOZz THz AIAKAOGETHPIAKHZ NAPEMBAZzHZz 2TH
AEYTEPOIMNAOH ANENAPKEIA

European Heart Journal (2017) 00, 1-53



MITRACLIP — EVEREST CRITERIA

MitraClip anatomical

patient selection considerations

Recommended criteria’

* Moderate to severe MR

(Grade 3 or more out of 4 grades)

* Pathology in A2-P2 area

« Coaptation length >2 mm
(depending on leaflet mobility)

* Coaptation depth <11 mm
* Flail gap < 10 mm
* Flail width <15 mm

« Mitral valve orifice area > 4cm?
(depending on leaflet mobility)

* Mobile leaflet length >1 cm

Coaptation
dapth
<11mm

1. The current patient considerations are based on
EVEREST Il and commercial European experience to
date. The MitraClip Patient Selection Coniderations
document has been endorsed by Expert Opinion
(Crossroads institute).



MITRACLIP — EVEREST TRIAL

A Functional MR B Degenerative MR/Flail

Coaptation Flail Width
Depth <11 mm <15 mm

Figure 4. Anatomic Eligibility Criteria for MitraClip (EVEREST Trial)

(A) In functional MR, the primary mechanisms are mitral annular dilation
and leaflet restriction secondary to LV remodeling. The posterior mitral leaf-
let is more commonly involved from scarring of the inferior wall and pos-
teromedial papillary muscle. These processes lead to apical tethering with
malcoaptation of the MV leaflets as shown. The coaptation length must be
at least 2 mm, and coaptation depth must be <11 mm so that there is
some tissue the clip can grasp. (B) In degenerative MR with MV prolapse
and/or flail, measurements such as flail depth <11 mm and a flail width on
short axis <15 mm are important anatomic features associated with
increased MitraClip procedural success. EVEREST = Endovascular Valve
Edge-to-Edge Repair Study; other abbreviations as in Figures 1 and 3.




MITRACLIP — EVEREST TRIALS

Degenerative 25 (93%)
P2 prolapse/flail 14 (56%)
Bi-leaflet prolapse/flail 10 (40%)
A2 prolapse/flail 1 (4%)

Ischemic 2 (7%)

EVEREST 1 TRIAL

Percutaneous
Repair Group Surgical Group
MR etiology, % (n/N) (n = 184) (n=233)
Functional 26.6% (49/184) 27.4% (26/95)
Degenerative EVEREST 2 TRIAL
With anterior or bileaflet flail, 31.5% (58/184) 26.3% (25/95)
or prolapse
With posterior flail or 39.1% (72/184) 44.2% (42/95)
prolapse

With neither flail nor prolapse 2.7% (5/184)

2.1% (2/95)



