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The Guideline says..
2020 ACC/AHA Guideline for the Management of Valvular Heart Disease



• TEER for primary MR 
• 2014 Class 2b → 2020 Class 2A

• Recommendation of TEER expanded to include surgical high-risk patients

• Condition for optimal GDMT for patient is removed

• TEER for secondary MR
• New 2020 Class 2A

• Recommended for a COAPT-like subset of severe secondary MR patients

• 20% < LVEF < 50%, LVESD ≤ 70mm, PASP ≤ 70mmHg

• Persistent symptoms while GDMT

• Optimal GDMT by a cardiologist expert

TEER Highlights from ACC/AHA VHD Guidelines



COAPT vs. MITRA-FR trial
Disproportionate vs. Proportionate MR

LVEDD = 63 mm

LVESD = 47 mm

LVEF = 47%

LVEDV = 198 cc

LVESV = 102 cc

ERO = 0.42 cm2

LVEDD = 72 mm

LVESD = 65 mm

LVEF = 30%

LVEDV = 265 cc

LVESV = 185 cc

ERO = 0.39 cm2



Optimal Conditionally suitable Unsuitable

NYHA class II-III

Non-ischemic CMP

Disproportionate MR

EROA/LVEDV ratio >0.14

LVEDV index <96mL/m2

Preserved RV function

No pulmonary hypertension

ECV on cardiac MR <30%

NYHA class IV

Ischemic CMP

Proportionate MR

RV dysfunction with contractile reserve

Reversible pulmonary hypertension

ECV on cardiac MR >30%

NYHA class IV, frequent HHF

ICMP with large infarct size (>30%)

Advanced LV disease (pVO2 <10ml/kg/min)

EROA/LVEDV ratio <0.12

RV dysfunction without contractile reserve

Irreversible pulmonary hypertension

NT pro BNP >10,000 pg/mL

Determinants of TEER efficacy in 2ndary MR

Adapted from Tanya Salvatore et al. Front Cardiovasc Med. 2021 Feb 3;8:585415
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Suitable MV morphology for TEER
2020 Focused Update of 2017 ACC expert consensus decision pathway

J Am Coll Cardiol . 2020 May 5;75(17):2236-2270.



80 / M, NYHA class IV

Flail width 12 mm Flail gap 3 mm



Intra- and Post-TEER



79 / M, NYHA class III
s/p AVR (1997), cardiac cirrhosis, A.fib, 1 VD (pRCA 60% tubular lesion)

LVEDD = 62 mm

LVESD = 44 mm

LVEF = 43%

LVEDV = 192 cc

LVESV = 110 cc

ERO = 0.48 cm2

Coaptation depth 3 mm

Coaptation length 3 mm



Intra- and Post-TEER
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• 64131751

True Severe MR?

J Am Coll Cardiol . 2020 May 5;75(17):2236-2270.



• Overestimation
• High blood pressure, high LV systolic pressure (AS, LVOTO), MR Vmax >6.0 m/s

• Single frame measurements (PISA, VCW, VCA) in non-holosystolic MR

• Underestimation
• High LA pressure, low LV ejection fraction or Large LA and LV volumes

• Adjunctive criteria supporting severe MR
• Dense triangular CW Doppler profile, a well-aligned CW MR jet velocity <4.5 m/s

• Dilated LA and LV, PASP >50mmHg with no other cause, systolic PV flow reversal 
and significant mitral inflow E wave dominance with high velocity (>1.2 to 1.5 m/s)

Over- and Under-estimated MR



LVEDD = 72 mm

LVESD = 65 mm

LVEF = 28%

LVEDV = 265 cc

LVESV = 185 cc

ERO = 0.26 cm2

3D MR flow

Pulmonary venous 

systolic flow reversal

VCW = 12 x 5 mm

VCA = 0.71 cm2



`

J Am Coll Cardiol . 2020 May 5;75(17):2236-2270.



Conclusion

• Selection of the optimal candidate for MitraClip is the best 
way to succeed in the procedure

• As the TEER procedure becomes more proficient, the 
scope of the candidate can also be expanded

• Use more metrics to determine MR severity other than PISA 
or volume methods 


