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A few more Cases

Federico M Asch

An 8 in my heart... What is this?

PAT - 37.0C
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AMULET™
Investigational Device - NOT FDA APPROVED

Amplatzer Cardiac Plug (ACP) device for LAA oc

The “8“ — AMULET™ Amplatzer Cardiac Plug —

Lobe diameter 16-30mm

Lobe length 6.5mm

Disk diameter 20-36mm

Commercially Available in Latin America, Europe, China
and others
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Case #?2

What should I-

(,

A- Biopsy

B- Watchman Implant

C- 6 weeks of warfarin and repeat the test
D- TEE

E- Surgical extraction
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TEE: No thrombus, just spontaneous echo contrast

lpaT T: 37.0C
TEE T: 38.6C

3D - adjust gain, smoke may not allow pr
visualization
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iSLice shows multiple slices, no thrombus.
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TCy trombo en Orejuela Izquierda

* CT has high negative predictive value
* (close to 100%: NEGATIVE CT = no thrombus)

* 10 - 30% de false positive or indeterminate mostly in cases with
“echo smoke”, trabeculations, pectinate muscles or inadequate
technique (little contrast, first-pass, poor CT gating, etcpoco
contraste, etc).

* In the En el caso presentado, solo se hicieron imagenes de primer
paso (mucho contraste en el corazon derecho, pero menos en la
aorta)
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ONLY First-pass imaging:
(note more contrast in the pulm arteries
than the aorta)
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Echo for MV Disease

 Mitral valve anatomy/pathology
[Mechanism(s) of MV disease]

* Determination of treatment timing
and options

MV anatomy/pathology




Complexity of Mitral Valve Apparatus
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MECHANISMS OF A
= MITRAL REGURGITATION FUASE
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Case 1

Ruptured chords P2




Gastric short-axis view




Roadmap for the surgeon or IC




Ruptured cords A2 and A3




Surgeon’s roadmap > A2 and A3




Case 4

Mitral Valve Prolapse
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TTaToe

Percutaneous options for Degenerative
MR

Investigational devices (except for mitral clip)

e Leaflet Plication
— Mitral Clip, Mobius

e Chordal implantation
* Prosthetic valves
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Mitral Clip

1
\ Evalve clip repair in
% '} porcine heart
- ! (6 mos post repair)

" 4 Circulation 2003, 108:(Supp IV) 493.

Gammie JS et al. Circulation 2016;134:189
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Functional MR

Functional Mitral Regurgitation
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Functional (Secondary) MR

* SMR is a consequence of leaflet tethering and incomplete
leaflet coaptation.

Badhwar V et al. J Thorac Cardiovasc Surg 2019

Morphologic Changes in Heart Failure

Papillary muscles displaced apically and laterally

Bolling J Heart Valve Dis 11:528(2002)
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Leaflet Configuration in Long-Axis View
Tethering of Mitral leaflets Expressed by Concavity

Nesta . J Am Soc Echocardiogr 2003;16(12):1301-8

Carpentier lllib

Restricted posterior leaflet
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Functional Mitral Regurgitation

Global LV dysfunction

Regional LV dysfunction

Sphericity of LV

Excessive pap muscle displacement
Decreased overlap of leaflets

LA enlargement

Loss of systolic mitral annular contraction

Increased “tenting” area

Delayed activation of P-M pap muscle: (dyssynchrony)

Percutaneous options for
Functional MR
All are investigational devices
* Annuloplasty
— Direct
 Mitralign
» Guided Delivery System (GDS) - AccuCinch

* Rings: Transcath (Cardioband) or Hybrid (RF,
mechanical)

— Indirect

» Coronary sinus devices (Evolution, Monarc,
Carillon)

* Leaflet Plication
— Mitral Clip

* Prosthetic valves
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Indirect Annuloplasty — Coronary Sinus

Indirect Annuloplasty:
Monarc Carillion

Progimal Ansiior Distal Ancilor

B B AU I A1y
[ESSREES
Elongated bridge Foreshortened state

at implant at ~4-6 weeks 4
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Mitral rings

Cardioband — GDS - Millipede Adjustable ring

TMVR — Valve replacement

’“ - Early investigational stages

- Anchoring is more challenging
than TAVR
Less Calcium
Highly mobile annulus
Irregular plane: Saddle shape
D-shaped annulus
\)W - Paravalvular leak: hemolysis?
V:A‘ ‘\f\,; - Thrombosis?
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Conclusion

Understanding MV anatomy and the
mechanism of MR in detail, will allow
deciding the best therapeutic approach for
any given patient.
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