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INSUFICIENCIA MITRAL

Referring cardiologists and primary care physicians )

« Institutional cardiology and
cardiac surgery departments
with 24 hour/7 day services

¢ Heart Team meeting on a
regular basis

* High procedural volume
for hospital and individual
operators

* Multimodality imaging

expertise -
* Data review and education b o / o:::‘p:ﬂ;::s'
programmes imagi
Ambulatory rehabilitation progammes
Rehabilitation clinics J

@ESc @EACTS—

Associated diseases
and conditions

A
v \ 4
> 4
Planning and guiding of interventions, @

assessment of complications

Evaluation of VHD
dynamics and variability

« Diagnosis and quantification of valve
dysfunction

« Cardiac chamber anatomy and function

+ Cardiac damage and remodelling

* Follow-up

T

« Cardiac anatomy and access
» Assessment of calcifications
« Exclusion of CAD

intervention and risk stratification

Assessment of extravalvular
. cardiac consequences from VHD

Evaluation of eligibility for

TOE

« Higher resolution to assess valve
anatomy

» Mechanism(s) of VHD

» 3D visualization of valves

* Guiding of interventions

CMR

« Chamber volumes and function
* Regurgitant fraction
» Myocardial fibrosis

@Esc @eacTS-

ACTUALIZACION DE LAS GUiAS ESC 2025 EN valvulopatias

y/

SOCIEDAD
VASCO NAVARRA
DE CARDIOLOGIA

y/




/AR . B ~§

INSUFICIENCIA MITRAL PRIMARIA

“\
Patient with severe primary mitral regurgitation
Symptoms
LVEF =60% or LV dilatation High surgical risk according
(LVESD =40 mm or LVESDi =20 mm/m?) @ ) to the Heart Team
f ] f

? 7

Anatomical suitability
for TEER®

TEER should be considered in symptomatic patients
with severe PMR who are anatomically suitable and at
high surgical risk according to the Heart Team.

= Presence of at least 3 of the following:
.« AF

« SPAP at rest >50 mmHg

= LAVI 260 mL/m? or diameter =55 mm

= Concomitant secondary TR zmoderate

7

TEER may be considered in symptomatic patients who
® ® fulfil the echocardiographic criteria of eligibility, are judged

inoperable or at high surgical risk by the Heart Team, and

for whom the procedure is not considered futile.

AF or

SPAP at rest >50 mmHg M
1
? @
Significant LA dilatation

(LAVI =60 mL/m?or diameter =55 mm)
and high likelihood of durable repair

I

. MV surgery High risk
gl el ey
(Class la) b selected

patients

Watchful
waiting
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INSUFICIENCIA MITRAL SECUNDARIA

\ NORMAL

Key criteria

LVEF =50% without regional LVEF <50% with or without

. wall motion abnormalities regional wall abnormalities .
Atrial 9 Ventricular

SMR No or mildly dilated LV cavity?  Restrictive leaflet motion SMR
without leaflet tethering with tethering

Mitral annulus dilatation Normal leaflet moroholo
(AP >35 mm) phology
Enlarged LA (LAVI >34 mL/m?) Central or eccentric jet

Additional echocardiographic criteria®

Normal leaflet motion Dilated LV
Normal leaflet morphology Dilated LA

Usually central jet Dilated MV annulus

Additional clinical criteria

Atrial fibrillation Ischaemic heart disease
HFpEF Dilated cardiomyopathy
. @ESc @encrs—
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INSUFICIENCIA MITRAL SECUNDARIA VENTRICULAR

4 ™

Ventricular SMR —/[

TEER should be considered in selected symptomatic
patients not eligible for surgery and fulfilling criteria
f suggesting an increased chance of responding to the
treatment.
GDMT optimization
including CRT, if indicated

|

TEER is recommended to reduce HF hospitalizations

and improve quality of life in haemodynamically stable,
symptomatic patients with impaired LVEF (<50%) and
persistent severe ventricular SMR, despite optimized
GDMT and CRT (if indicated), fulfilling specific clinical
and echocardiographic criteria.

\

Persistence of symptoms and SMR  o—() &
i TEER may be considered for symptom improvement
I ezcardio i in selected symptomatic patients with severe
c'ite{;at{:‘e'ﬁlj'jg:ta;;:rf""g ndollovch ventricular SMR not fulfilling the specific clinical and
i é echocardiographic criteria,” after careful evaluation
Advareod of LVAD or HTx,2093:608-610

MYV surgery may be considered in symptomatic

patients with severe ventricular SMR without
R 617

advanced HF who are not suitable for TEE

contraindication(s) in patients not

or waiting for suitable for TEERP

LVAD or HTx (Class llb)
(Class llb)

@esc @EACTS
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Table S2 Anatomical criteria for mitral valve transcatheter edge-to-edge repair suitability based on complexity of

INSUFICIENCIA MITRAL SECUNDARIA VENTRICULAR

valve morphology and centre experience

Non-complex
Ideal for mitral TEER

TEER

* Central pathology
* No calcification
« MVA>40cm?
* Posterior leaflet
>10 mm
* Tenting height <10 mm
* Flail gap <10 mm
* Flail width <15 mm

Complex
Suitable for mitral TEER

TEER in experienced centre

Isolated commissural lesion
(A1/P1 or A3/P3)

MAC without leaflet involvement
MVA 3.5-4.0 cm®

Posterior leaflet length 7-10 mm
Tenting height >10 mm
Asymmetric tethering
Coaptation reserve <3 mm
Leaflet-to-anulus index <1.2

Flail width >15 mm

Flail gap >10 mm

Two jets from leaflet

indentations

Very complex
Challenging for mitral TEER

TEER in experienced centre

Commissural lesion with multiple jets

« MAC with leaflet involvement

Fibrotic leaflets

* Wide jet involving the whole

coaptation

« MVA 3.0-3.5 cm?

Posterior leaflet length 5-7 mm

* Barlow’s disease

Cleft

* Failed surgical annuloplasty

ACTUALIZACION DE LAS GUIAS ESC 2025 EN valvulopatias

Mitral TEER very difficult or
impossible

TMVI or surgery

Concentric MAC with stenosis

« MVA <3.0 cm?

Relevant MS (mean gradient >5 mmHg)

* Posterior leaflet <5 mm

Calcification in the grasping zone

* Deep regurgitant cleft

Leaflet perforation

* Multiple/wide jets

Rheumatic MS

© ESC/EACTS 2025

Table 7 Clinical and echocardiographic criteria pre-
dicting outcome improvement in patients with severe
ventricular secondary mitral regurgitation undergoing
mitral transcatheter edge-to-edge repair

Anatomy deemed suitable for M-TEER
NYHA class >
LVEF 20%—-50%
LVESD <70 mm

At least one HF hospitalization within the previous year or increased
natriuretic peptide levels (BNP >300 pg/mL or NT-proBNP >1000 pg/mL)

SPAP <70 mmHg

No severe RV dysfunction

No Stage D or advanced HF

No CAD requiring revascularization
No severe AV and/or TV disease

No hypertrophic, restrictive, or infiltrative cardiomyopathies
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INSUFICIENCIA MITRAL SECUNDARIA AURICULAR

\

Patient with severe symptomatic SMR without concomitant CAD

r Ventricular SMR j\ Atrial SMR Wv \

e o it comral MV surgery, surgical AF ablation, if indicated, and
I LAAQ should be considered in symptomatic patients
[—Q‘“ "E’S‘Stenc“-“’fSY’T"F’t"msa"d SMR with severe atrial SMR under optimal medical
? th erapy_ﬁZ?—630,636,63?
Medical therapy High surgical risk according TEER may be considered in symptomatic patients
and follow-up to the Heart Team

. . with severe atrial SMR not eligible for surgery after

optimization of medical therapy including rhythm
588,590,638,639

control, when appropriate.

—

My

TEER

(Class IIb) éf;?ﬁg)

< L )
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ESTENOSIS MITRAL REUMATICA

4 N
Patient with rheumatic mitral stenosis and mitral valve area <1.5 cm? _ - -
High risk of embolism I T . . . : .
. Contraindication PMC is recommended in symptomatic patients in the
orhaemodynamic «—®)—  Symptoms —Y —— to PMCb
decompensation? absence of unfavourable characteristics for PMC.®
? 1 | T 651-653,662,665
? PMC is recommended in any symptomatic patients
= esz e FETITE 2 with a contraindication or at high risk for surge ¢
anatomical =Y & gery-
I characteristics MV surgery is recommended in symptomatic
C
Symptoms O—Oﬁ f patients who are not suitable for PMC.
; ? PMC should be considered as initial treatment in
v
Contraindication to Favourable symptomatic patients with suboptimal anatomy but C
or unfavourable clinical @ no unfavourable clinical characteristics for PMC.®
characteristics for PMC characteristics¢
7 i T PMC should be considered in asymptomatic patients
N o without unfavourable clinical and anatomical
? characteristics for PMC, and:
Contraindication * High thromboembolic risk (history of systemic
or high risk
for sgrgery embolism, dense spontaneous contrast in the LA, C
T new-onset or paroxysmal AF), and/or
? * High risk of haemodynamic decompensation
v v v v v (SPAP >50 mmHg at rest, need for major NCS,
Follow-up PMC Surgeryd Surgery PMC Surgery pregnant or desire for pregnancy).
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ESTENOSIS MITRAL DEGENERATIVA

/4

TMVI may be considered in symptomatic patients
with extensive MAC and severe MV dysfunction at
experienced Heart Valve Centres with expertise in

complex MV surgery and transcatheter
542,680,681

interventions.
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