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( Evaluate mitral valve morphology, LV size and function, LA size
= Trace or mild MR |5 commeon 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 M) with globally preserved LV function can result in secondary MR.

« Dilated LV with normal LVEF suggests severe MR.
* Flall leafiet is highly specific for severe MR.

Define Leaflet Motion
(Carpentier Ctasmﬁcatlon}

Type | [_Twlm Typenm d | Typ‘e me )
L Normal l Prol;:s::e or_J Restrictedin l Restricted in J

both systole systole only
and diastole
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Abnormal [ Normal | [ Abnormal Leaflet Abnormal Normal Leaflet
Leaflet Leaflet Morphology by Leaflet Morphology
M Definitiol M lo (minor age-related
Morphology orp:dogy nition orphology g
([ Secondary
(atrial functional)
MR
Mixed Etiology
4 Example: known secondary MR due to Ischemic L
C:] or cardiomyopathy with new torn chord and flail leaflet or

maw MR |oeerersmnssrescaen) c Pittail: or leaflat ovarride due 1o Mareerreannanansirnans ( w MR ]

posterior leaflet restriction is pure secondary MR

and NOT mixed etiology
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B Intervention for Symptomatic Secondary VIR
Moderate to severe or severe secondary
[ "mw"&mﬁ © J _..[ Ongoing HF
symptoms? No
! {re Continue GDMT | *L/iCics ¥\t e
) o sl

tncuspid valve repair or replacement,

Yes No surgical ablation of atrial fxiltation,
elc.
'[ _¢ Continue
| CRT+GDMT
GABG or PCI as part Initiate or intensify
of a comprehensive GDMT* tCandidacy for TMVF is dependent on
treatment plan to include F anatomic findings and consideration
MV intervention per MDT for HF with LV of MR sevenity in relation to left
consensus systolic dysfunction ventricutar size
Spatients not considered candidates
+ for MV surgery could be considered
for cardiac transplant/left
CABG preferred or need s oo Lo TN
[ I‘nrothamrfsurgery? ] TN not faasbie !
Yes No® ¥ 4 TMW‘
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MMRHERBELAAS, BESEZXMESENEILT XERANFSUTIRENEE:
BEM _RBEAXALALRIETSBHEYIATT (Guideline-directed management
and therapy, GDMT)GFEEEERBEEEFTMSE TR, 2DF3DEREBE L
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BT FERER(ERT, T BRPPHNRETESIMitral Clip), WF%EEZ
RKikEXxAAE, HRERNW G EKS E (Coaptation length)>2mm, ¥ § & X E
(Coaptation depth)<1TmMmEAHITESE_XRMEE, MEEWERHAR (Left

ventricular end-systolic diameter, LVESD)>70mmRAIRES.
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Favorable Features® Less Favorable or Unfavorable Features*
Location of Leaflet Pathology Noncommissural pathology (medial, middle, Commissural segments, leaflet perforations, or clefts
lateral segments)
Calcification Nao or minimal calcification m Severe leaflet calcification or calcification in area of grasping
L] ézzgre annular calcification
Mean MV Gradient Transmitral gradient <4 mm Mitral stenosis (rheumatic or calcific; mean mitral gradient =5 mm Hg)
MVA MVA =4.0 cm? MVA <4.0 cm?
érasping Zone Length >10 mm <7 mm
Primary MR Flail width <15 mm; flail gap <10 mm; single ® Flail width >15 mm and flail gap >10 mm

segment pathology Normal leaflet thickness ®  Multisegment pathology; highly mobile flail leaflet with multiple
ruptured chords
® Severely and diffusely thickened (5 mm in diastole) and redun-
dant leaflets (Barlow's type valve); LVESD =55 mm

Secondary MR Coaptation depth <11 mm; coaptation length LVESD =70 mm
(overlap length) =2 mm

*Knowledge continues to evolve regarding case selection; highly experienced operators at comprehensive valve centers may achieve good procedural results in selected cases with
unfavorable anatomic features.

LVESD = left ventricular end-diastolic dimension; MR = mitral requrgitation; MV = mitral valve; MVA = mitral valve area.
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