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Clip mitral: quelles indications en 2019 ?

Guillaume Leurent

CHU de Rennes
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Clip mitral en France # MitraClip
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Doctopic: Primary Research

Compassionate use of the PASCAL transcatheter mitral valve ™
repair system for patients with severe mitral requrgitation:
a multicentre, prospective, observational, first-in-man study
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MitraClip: donnees Abbott

70,000+

PATIENTS TREATED
WOLTIWIE Y 2

97%

IMPLANT RATE®

2019)
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TABLE 3 Procedural and In-Hospital Outcomes (N — 2,952)
34 .5 En mb!.mg ardiologie de demai E

ORIGINAL INVESTIGATIONS
e . o Outcomes With Transcatheter Mitral Valve @)
Transseptal complication 095 o R e 9
Bleeding Repair in the United States
Access site 1.1 ,
RN e An STS/ACC TVT Registry Report
Major or life-threatening (VARO 39
Myocardial infarction 0.1
Stroke 04
Transient ischemic attack 0.1
lschemic 04
Hemomhagic 003 ; , , , .
Device-related adverse events 90% d’IM degenératives
Single leaflet device attachment 15
Device embolization 0.1 82 ans
Delivery systam component embolization 0.0 P
e 0.0 FEVG altéréee: 35%
Other 0.7
| Open heart surgery 07 Antdt d,AVC: 100/0
post i or it no cardiac surge: Dialyses: 4%
Len_g£h ;f_stay -d:y;__ T T 2.0 (—1.—6—-5.0) 02 1 40/0
y AOMI: 18%
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- La proceédure est-elle techniguement faisable?
- Est-ce la meilleure option pour le patient ?
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La faisabilite: I’heritage d’ Everest 2
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Flail width
< 15mm

Maury L. Am J Heart 2010
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Coaptation length <2 mm ]

Y [\
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Coaptation gap £ 2 mm

—

Coaptation gap > 2 mm

Y [ne] \

@ Eurapaan Journal of Hears Fallure (2016)

PRI AR doi: 10,1001 wjhf.520
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mitral regurgitation and missing leaflet
coaptation: is it still an exclusion criterion?

Marianna Adamol, Ermanna Chiari?, Salvatore Curello1, Cristian MaiandiZ,

Giuliano Chizzolal, Claudia Fiorinal, Mario Frontini3, Giovanni Cuminettil,

Elena Pezzotti!, Riccardo Rovettal, Carlo Mario Lombardi?, Aldo Manzato?3,
Marco Metra?, and Federica Ettoril*

Furosemide

Enoximone

1 support

Patient #3

Patient #4

Patient #7

Patient #9

Patient #10
Patient #11
Patient #12
Patient #13
Patient #15
Patient #16
Patient #17
Patient #18
Patient #19
Patient #20
Patient #21
Patient #22
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2 supports

Patient #2
Patient #8
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3 supports

Patient #1
Patient #6
Patient #14

KX

4 supports

Patient #5

Freedom from CV death or HF hospitalization (%)

Supplementary Table 1. Treatment of patients with missing leaflets coaptation before Mitraclip implantation |
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30-day

95.5% vs. 94.9%

= MLC

“ Non-MLC

1-year
73.9% vs. 64.1%

2-year
49.9% vs. 44.4%

Adjusted HR 0.6; 95% C10.21-1.74; p=0.348

o4

T T T
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Influence de la PEEP sur la Pression capillaire
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Catheterization and Cardiovascular Interventions 80:1007-1013 (2012)

Use of Four MitraClip Devices in a Patient With Ischemic
Cardiomyopathy and Mitral Regurgitation:

“Zipping by Clipping”

Stephan Kische, mo, Christoph Nienaber, mp, php, and Hiuseyin Ince,” Mo, php
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Maury L. Am J Heart 2010
Table 1. Patient selection suitability by echo criteria.

Optimal Limited suitable Inappropriate
Pathology in segment 2 Pathology in segment 1 or 3 Leaflet perforation or cleft
No calcification — Slight calcification outside the grasping area | Severe calcification

— Ring calcification
— Annuloplasty with ring

Valve area >4 cm? Valve area >3 cm? & good leaflet mobility Mitral stenosis («3 cm?, gradient =5 mmHg)
Length of the posterior leaflet =10 mm Length of the posterior leaflet 7-10 mm Length of the posterior leaflet <7 mm
Coaptation depth <11 mm Coaptation depth >11 mm
Normal thickness and mobility of the leaflets | Restriction (Carpentier |11B) Rheumatic thickening and restriction (Carpentier [11A)
MR with prolapse Flail size >15 mm only with large mitral Barlow’s disease
— Flail size <15 mm annulus and option for more than 1 clip

— Flail gap <10 mm

Start-up centres Intermediate centres High-volume centres
(Adapted from Boekstegers et al)

Grasso C. Eurointervention 2016
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Les Cl anatomiques

e Barlow

e Calcifications
e |Indentation
« RM

e |IM < endocardite

 Classe llla Carpentier

== L’ ETO realisée specifiguement dans cette intention
par un echographiste « reférent Mitraclip » est incontournable
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I AR CAGH
La meilleure option ?

e Quel type d’IM ?
* Quel est le risque opératoire de mon patient ?
 Difficultés techniques preévisibles ?

* |’indication sera-t-elle prise en charge ?
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HAUTFE AUTORITE DF SANTE

ComMmISSION NATIONALE D'EVALUATION
DES Di1sPOSITIFS MEDICAUX ET DES TECHNOLOGIES DE SANTE

une indication remboursée ... s oL A L

24 mars 2015

« ... hon eligible a la chirurgie... » ConcLusions

MITRACLIP, clip cde réparation mitrale bord a bord

Demandzur - ALBO T | rance 5AS (1 rance)

: o & 2 . .gouv.fr Fabwicanl . Evelve Ine (Elals-Unis)
2 [,('gl/l ance

Les modeles ef raférences retenus sont coux propasés par le demandeur (¢f page 4)

REPLULIQUE FRANVGADT LESERVICE PURLIC DF LA DIFFUSION DU DROITY Patents  avec  insutisance  mifrale  savere, dongne  degénerative,
symptomatque malgré une orise en charge médicale optimale, non dligiblcs a
a chirurgic de réparation ou de remplacement valvulaire ¢t répondant aux

onn . ) critéres echocardiocraphigues d'eligibilté. Tous ces criteres et en particuler la
JORF n 0‘-86 dU 9 decembre -016 Indications contre-ndication  chirurgicale  dowvent  étre  valdes par une equpe
G retentias - multicisciplinaire ad hoe
exten pl

_es patients ayant une espérance de vie inférieurs a un an compte tenu de
comorbiditeés extracardiaques ne sont pas e€ligbles a la technique (non

ndication)
Arréte du 7 decembre 2016 portant inscription du systeme de clip percutané pour CompArAtelr Nosonoo d afomative
valve mitrale MITRACLIP de la société ABBOTT France SAS au titre III de la liste e SN
des produits et prestations remboursables prévue a l'article L. 165-1 du code de Tyne dinscrinion - Nam de marque
la securite sociale Durée dinscription 5 ans




Un PHRC en cours...

« ...risque chirurgical eleve... »
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Mitra HR: Multicentre and randomized study of MITRACLIP®
transcatheter mitral valve repair in patients with severe primary mitral
regurgitation eligible for high-risk surgery

AIM : to perform the first randomized trial

showing the non-inferiority of MitraClip®
versus Surgery at 12 months after the
procedure for patient with a severe primary
mitral regurgitation with high surgical risk

Pl: Pr P. Guérin- CHU de Nantes



@ ESC S ESC/EACTS GUIDELINES
European Society dar 0109 Neurhearty ehuc9t
of Cardology

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 (EACTS)

AP:

IM secondaire

@ Esropecar keart ourral (201€) 37,2125-2200
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ESC GUIDELINES Indication

The Task Force for the diagnosis and treatment of acute and chronic
heart failure of the Eurapean Society of Cardiology (ESC)

2016 ESC Guidelines for the diagnosis and non remboursee

treatment of acute and chronic heart failure

When revascularization is not indicated and
surgical risk is not low, a percutaneous
edge-to-edge procedure may be considered
in patients with severe secondary mitral
regurgitation and LVEF >30% who remain
symptomatic despite optimal medical man-
agement (including CRT if indicated) and
who have a suitable valve morphology by

echocardiography, avoiding futility.

IlIb

In patients with HF with moderate-severe, secondary mitral re-
gurgitation who are judged inoperable or at high surgical risk, percu-
taneous mitral valve intervention (percutaneous edge-to-edge
repair) may be considered in order to improve symptoms and qual-
ity of life, although no RCT evidence of improvement has been pub-

lished, only registry studies.”” "
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Audience applauds as
MitraClip shown to reduce
heart faillure hospitalisations

Delegates at the 2018 Tranacatheter Cardiovaacular Therapeutice (TCT) meeting (21-

25 September, San Diego, USA) broke into epontanecus applause after Gregg Stone
(Columbia University Medical Center, Cardiovaacular Research Foundation, New York,
USA) reported that, according to the resulte of the COAPT tnal, percutaneous edge-to-
edge repair (MitraClip, Abbott) for the management of secondary mitral regurgitation
significantly reducee the rate of heart failure hospitalieatione at two years. Stone garnered
further applause when he revealed MitraClip reduces all-cause mortality.

of the NGtraClip percutansous therapy for
haart failurs patisnts with functional mitral

ragurgitation) trial was easily the most hotly amticipated
2l of TCT. Just undar 2 month befors TCT, MITRA-
FR was presented 2t the 2018 Europsan Socisty of
Cardiology (ESC) Congress (25-29 August, Munich,
Germany) and indicated that MitraClip for secondary
mitral rezursitation did not provids 2 prognostic bensfit.
Prior to MITRA-FR, no data were av2ilable for the
beneficial effact of MitraClip (for secondary mitral
ragurgitation) on hard cutcomes. Thersfors, many at
TCT were eager to s2e if COAPT would condfirm or
refute the findinss of MITRA-FR

In COAPT, 614 patients with moderate-to-sevars
(3=) or severs (4-) :econdary mitra] rasursiation
wers randomized to recaive Alwallip plus swdalne-
directad medical therapy (302) or guideline-dirscead
meadical therapy 2lone (312) According to Stone, 2 “kay
aspect” of the study was that enrollzd patisnts mat the
elizibility criteria, “especially the use of maximally-
tolerated suidzline-directad medical therapy for haan
Sailurs” He s212d that enrolmeant of patients who were
not receiving the magomal tolaratad dozes of therzpy
was dafarred and these patients could be reprazensed if
suitable therapy kad been mstituted and the patient was
sl symptomatic. However, Stone revealad that none of
the dafamred patiants came back Whils admitting some
of these patient: died, he reportad that other: “did do
bettar™ after their medical therapy was revised and, thus,
dxd rot n22d to coms back. This policy meant that there
wers few major chanze: in heart &ilurs medication

r l Yha COAPT (Cardiovascular ouscomss a:sssamant

durng follow-up. By
contrast, in lire with raal-
world practice, the protocol
of MITRA-FR 2llowad
variabls 2djustment in heant
faihure medication after
bazeline.
endpoint of COAPT wa:
the anmualizad rat= of all
. haart fatlure hospitalizations
Gragp Sizrs through 24 months and the
primary safety endpoint

was freedom from device-related complications 2t 12
moths (in MITRA-FR, the primary outcoms was the
rate of 2ll-causs mortality and unplammad haart failuare
kospitalizations at 12 months) Stona raported thae
the primary effactivens:: andpoirt was siznficandy
raduced in the Mir2Clip sroup at two vaars: 160 events
vs 283 for swdalme-directzd medical tharapy 2lone
group (p<0.01). Upon kearing this result, the audience
burst into applauss and Stone had to wait for them
to stop clapping bafors ravezling the mumbsr nasdad
to treat with MitraClip to prevent one keart fatlure
kospitalization was three. He addad that the primary
safety endpoint was also mat: 96 6% fresdom from
device-relatad complications vs. 2 performance goal of
88% (p<0.001)

Fusther applausz from the audisnca came whan
Stona anrounced that 211 10 of the powsred secondary
endpoints wera mt. In particular, ANitraClip was

Sosdmued o Jape 2

Massimiliano Gnecchi:
Ceall therapy
Page 28

J

IVUS-guided PCI
reduces target vessel
failure in all-comers
population

Jun-jie Zhang (Department of Cardiology,
Nanjing Firat Hoepital, Nanjing Medical
Univereity, Nanjing, China) and others
report in the Journal of American Collegs
of Cardiology that percutaneous coronary
intervention (PCI) guided by intravascular
ultrasound (IVUS) iz associated with a
significantly lower rate of clinically-driven
target veseel failure in all-comers patients
than is angiography-guided PCI. This ie
the firet time that benefita of the IVUS-
guided PCl have been shown in an all-
comers population.

ZHANG ET AL rsport that gzts for tns persfn of
NUS-guosa PO for simpls lesions Is “urcissr.
“Morsovsr, whsthsr ths bansficiary stsct of
NUS-guaancs i3 st praeent In the moosm
drug-siuting S6& sl rsMans 10 0s unkrown,

the suthors 80d. They writs: “Accorangly, this
CrOSpectVE, MUTCSNS, rangomizsd sl was
Os6igrsd to compars the sMoacy and safsty
oEtwesn VUS-0UI0S0 and arglooraoty-ouiosd
SSCONC-QSNSISUON Orug-shuting stent Implantation
N S1-CoMSrs patierts wWitn coronary antsry
desass”

In the study, 1,448 patisnts wers randomissd o
undsrgo anglography-guiosd PCI (724) or VUS-
guidsa PCi (724). Ths authors report that optimal
stant Implantstion with anglography guidancs
was osfred a2 “trrombolysis In myccaralsl
Infarction grads S, reelousl stenosis <20, ang
ths sbesnces of atyps B dlssscton” wrils cptimal
stant Implantstion with VUS was 0sfned a2
“rinimUT IUmEn &8 I Ths stemsd segmsEnt
>8mm? or 80% of ths minimum lumsn arss &t the
dstal refersncs ssgments, Dlagus burdsn &t ths
&mm proximal or distal to the stsnt sags <80,
and No £0gs ClssSction IMvoiving madis win

Cosdimued o pape 2
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ACE

Inhibitor
or ARB

% Decrease in Mortality

EuroPCR 2019
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Sacubitril /
valsartan

CRT
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Cardiovascular Outcomes Assessment of the »
MitraClip in Patients with Heart Failure and

. Secondary Mitral Regurgitation: Design and
*
StUdy Design rationale of the COAPT trial

Michael J. Mack, MD, * William T. Abraham, MD, ® JoAnn Lindenfeld, MD, € Steven F. Bolling, MD, ® Ted E. Feldman, MD, ©
Paul A. Grayburn, MD, * Samir R. Kapadia, MD, ® Patrick M. McCarthy, MD, ™ D. Scott Lim, MD, ? James E. Udelson, MD,
Michael R. Zile, MD,* James S. Gammie, MD,' A. Marc Gillinov, MD,™ Donald D. Glower, MD, ™

- ,\'Y/\ilm %ﬂ

Objective =» to evaluate the clinical efficacy of percutaneous mitral valve repair David A. Heimansohn, MD, ® Rakesh M. Suri, MD, ? Jeffrey T. Ellis, PhD, 9 Yu Shu, PhD, 9 Saibal Kar, MD,*

: e . . : - . Neil J. Weissman, MD, * and Gregg W. Stone, MD" Dallas, 1X; Columbus, OH; Nasbville, TN; Ann Avbor, MI; Fvanston, I11;
in add|t|0n to med'cal treatment in pat|ents Wlth heart fa'lure and severe Cleveland, OH; Chicaga, 1L Charlottesville, VA; Boston, MA; Charleston, SC: Baltimore, MIx Durbam, NC: Indianapolis,
functional/secondary mitral regurgitation versus medical treatment alone. S Sat (Rarm, C5 S0 SRS (5 EPainnts S50 G N Sowis %

. - - Background Patients with heart failure (HF) and symptomatic secondary mitral regurgitation (SMR) have a poor
PrlmamEnd oint “Composite” =» All-Cause Deaths or Un pla nned prognosis, with morbidity and mortality directly correlated with MR severity. Correction of isolated SMR with surgery is not well
rehospita“zation for Heart failure at 12 months established in this population, and medical management remains the preferred approach in most patients. The Cardiovascular

Outcomes Assessment of the MitraClip Percutaneous Therapy for Heart Failure Patients with Functional Mitral Regurgitation

(COAPT) trial was designed to determine whether transcatheter mitral valve (MV) repair with the MitraClip device is safe and

effective in patients with symptomatic HF and clinically significant SMR.

Study design The COAPT trial is a prospective, randomized, parallelcontrolled, open-label multicenter study of the
ESC Conaress x* . . 1. _ MitraClip device for the treatment of moderate-tosevere (3+) or severe [4+) SMR (as verified by an independent echocardiographic
Munich 2001 g * Obadia et al. Eurointervention 2015;10:1354-1360 core laboratory) in patients with New York Heart Association class IHVa HF despite treatment with maximally tolerated guideline-

directed medical therapy (GDMT) who have been determined by the site’s local heart team as not appropriate for MV surgery. A
total of 614 eligible subjects were randomized in a 1:1 ratio to MV repair with the MitraClip plus GDMT versus GDMT alone.
The primary effectiveness end point is recurrent HF hospitalizations through 24 months, analyzed when the last subject completes
1 2-month follow-up, powered to demonstrate superiority of MitraClip therapy. The primary safety end pointis a composite of device-
related complications at 12 months compared to a performance goal. Follow-up is ongoing, and the principal results are expected in
late 2018.
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m A Hospitalization for Heart Failure

T i.bla 300- Control group
g . ‘11 )
8 & 250-
o Ny
= £3 200
o o
= Control group gz
'8 '\——‘_" §.§ o Device group
i Intervention group =T
- 3
(V8 Q
(. ko 50-
S Hazard ratio, 0.53 (95% CI, 0.40 0.70)
Fy P<0.001
:—: 0l | | | | | |
-g ¢ 3 o ¢ L L 1B u N
'8 Menths since Randomization
—
o 0.0 T I I I T ] No. at Risk

0 2 4 6 bod 10 12 Controlgroup 312 294 271 245 219 176 145 121 88

Devicegroup 302 286 268 753 236 181 128 16l lid

The NEW ENGLAND JOURNAL v! MEDICINE

JThe NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLEFE

ORIGINAL ARTICLE

Percutaneous Repair or Medical Treatment
for Secondary Mitral Regurgitation

J.-F. Obadia, D. Messika-Zeitoun, G. Leurent, B. lung, G. Bonnet, N. Piriou,

I. Lefévre, C. Piot, F. Rouleau, D. Carrié, M. Nejjari, P. Ohlmann, F. Leclercq,
C. Szint Ftienne, F. Teiger, . L eroux, N. Karam, N. Michel, M. Gilard, F. Donal,
J.-N. Trechu, 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®

Transcatheter Mitral-Valve Repair
in Patients with Heart Failure

G.W. Stone, J.A. Lindenfeld, W.T. Abraham, S. Kar, D.S. Lim, ].M. Mishel,
B. Whisenant, P.A. Grayburn, M. Rinaldi, S.R. Kapadiz, V. Rajagopal,
l.J. Sarembock, A. Brieke, S.0. Marx, D.). Cohen, N.. Weissman,

and M.J. Mack, for the COAPT Investigators™
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Un groupe controle traité difféeremment

Receiving HF meds at baseline — CEC confirmed pts were failing

allowed variable adjustment In maximally-tolerated GDMT at

each group during follow-up per baseline — few major changes
“real-world” practice during follow-up

GDMT at baseline and FU

PARADIGM-HF cause of death and hospitalization data’ EE—
vs. current standard of care ACEi enalapril —

Death from CV
causes-

Sudden
death*

Death from
any cause*

First Total number BRI Total number
i hospitalization of ER visits ) l i of hospitalizations
for HF< for HF4 for HF4
'—(.—-4-—:"‘ e . W
= 6 % =

-

= B
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©
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:g 40%
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Kang et al. Circulation 2019 & 20% -
10%
- 1
Valsartan Sacubitril/valsartan
Table 3. Intention-to-treat Outcomes According to Treatment group At 12 months
Outcome Baseline Follow-up Change
Sacubitril/ | P Sacubitril/ (Sacubitril’ . P value*®
7 7 r
Valzartan leartan | value Valzartan leartan P value | Valsartan vl Difference (95%CI)
n=58 n==9 n=58 n==9 n=58 n=59
Pnimary endpoint
EROA of MR — em? 0.210=0.107 | 019520054 | 0.41 0.192+0.161 | 0.137+0.089 | 0.022 -0.018+£0.105 | -0.058=0.095 | [ -0.040 (-0.076 to -0.094) | 0.032
Secondary endpoint
Regurgitant volume — ml 359+174 | 347147 |069 31.6+£23.7 23.1=13.3 0.019 -4.3x15.1 -11.6x144 -1.3(-12.6t0 -1.9) 0.009
End-systolic volume — ml 144 9+669 | 126.3=50.1 | 0.09 135.1£70.2 1107574 0.042 -9.9+31.0 -15.6+26.0 -3.7(-16.1 t0 4.6) 0.28
ESVI —ml/'m? 81.1+329 746295 |026 75.7+£36.1 65.1=31.2 0.09 -54+17.1 -9.5+15.1 -42(-10.1t0 1.7) 0.16
End-diastolic volume —ml | 212.0=835 | 189.6£62.6 | 0.10 2029+846 | 1700669 | 0.021 -9.0+359 -19.6+298 -10.6 (-122.5t0 1.3) 0.08
EDVI — ml/m? 1190404 | 111.8+£36.6 | 031 1142+426 100.0£364 0.055 48199 -11.8+173 -7.01 (-13.83 to -0.19) 0.044
[LCA — cm? 1.73+048 | 162=048 |021 1.57+0.57 1.42=046 0.11 -0.16=0.42 -0.20£036 /| -0.04 (-0.18 t0 -0.10) 0.58




000 D >
JUIN 2019 mg . AWD

s D
80 - Groupes controles:
Patient en stade NYHA < |l

\_ Y,
60
40 - B A l'inclusion

W A1S

20 -
0

3

Jilna .gm




000

Ensemble, imaginons e cardiologie de demain E

JUIN 2019
Un effet courbe d’apprentissage ?
iy ) COAPT
Technical device success 95.8 % 98%
a N\
Procédures a 1 clip
45,7% 36,2%
N 4

MR <2aM12 81 % 94.8 %
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Des populations differentes ...

Criteres d’inclusion

-FEVG (%) 20-50
-SOR (mm?) > 30
-Diametre télédiastolique VG (mm) <70

Population incluse

-FEVG 31 +9
-SOR 41 £15
-\'TDVG indexé (ml/m?2) 101 +34

15-40
> 20

Non spécifié

33 £6
31 +10

139

+35
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COAPT

Population incluse
-FEVG

-SOR + +
-VTDVG indexé (ml/m?2) 101 +34 135 +35

@‘le {}1

100 %

40 mm?2 < SOR
- 30 <SOR <40 mm?
! SOR < 30 mm?2

75 %

50 %

25 %

0 %
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LVEDVI>96 mlm2 =~ EROA <30 mm?

100% - we MitraClip + GOMT (n=22)
== GDMT alone (n=34)

B0%;

60%

40% +

20%

All-cause mortality or
HF hospitalization (%)

3 G 4 12
Time after randomization (months)
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EDITORIALS AND VIEWPOINTS
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Proportionate and Disproportionate FIGURE 2 Relationship Between EROA and LVEDV Illustrating Domains That Define
Functional Mitral Regurgitation Disproportionately Severe, Proportionately Severe, and Nonsevere Functional
A New Conceptual Framework That Reconciles the Mitral Regurgitation

Results of the MITRA-FR and COAPT Trials

Paul A, Grayburn, MD, Anna Sannino, MD, Milton Packer, MD

- EROA vs LVEDV at LVEF 30%, RF 50%
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One-vear outcomes and predictors of mortalit
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mitral valve interventions registry

Miriam Puls'®, Edith Lubos?, Peter Boekstegers?, Ralph Stephan von Bardeleben?,
Taoufik QOuarrak®, Christian Butter®, Christine S. Zuern’, Raffi Bekeredjian®,
Horst Sievert?, Georg Nickenig'®, Holger Eggebrecht!!, Jochen Senges®i,
and Wolfgang Schillinger’ 121

18/04/2016 12:39:53

Table 4 Predictors of 1-year mortality in the
transcatheter mitral valve interventions registry cohort

Multivariable analysis
(Cox regression model)

HR (95% CI) P
Age =75 years 1.29 (0.90-1.87) 0.16
Female gender 1.13 (0.78-1.64) 0.53
NYHA IV 1.62 (1.10-240) 0.02
Anaemia 244 (1.16-5.12) 0.02
Previous aortic valve intervention 2.12(1.32-3.41) 0.002
Creatinine =>1.5 mg/dL 1.77 (1.24-2.54 0.002

)
Peripheral artery disease 212 (1.41-3.20) 0.0003
LVEF <30% 1.58 (1.10-2.31) 0.01
)
)

0.003
<<0.0001

Severe tricuspid regurgitation 1.84 (1.23-2.77
Procedural failure® 436 (2.37-8.02
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Conclusion

* Un patient éligible a la chirurgie (risque faible ou intermédiaire) doit étre opéré
* Elargissement possible des criteres Everest 2 dans les centres expérimentés
e Screening écho ++: faisabilité anatomique ?

* |M secondaire: traiter les IM dysproportionnées, patient avec bon pronostic

- (JISCUSSION COll€Qgiale: spéecialiste insuff. cardiaque, echographiste,
cardio Interv., chir, anesth ...

guillaume.leurent@chu-rennes.fr



