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Table 8 Indications for surgery in severe chronic organic mitral
negurEl tat lon

Chrenle Severs Mitral Regurgiation

!

Symptomatic patients with LYEF == 30% and
ESD =55 mwm

Asymptomatic patients with 1V dysfunction
(ESD =45 mm” andior LVEF -<60%)

Arympromatic pvents with preserved LY funcoion
and atrial fibrillation or pulmanary hypertension
(=my=talic pulmanary artery pressare = S0mmHg
al rest)

Patients with severe LY dysfunction (LVEF < 30%
and/for E5D =33 mm)* refractory to medical
therapy with high likelihood of durable repair,
and low comorbidity

Asymptomatic patients with presened LV function,
high likelihood of durable repair, and Low risk fior
SUFEEry

Patients with severe LY dysfunction (LVEF < 305
and/or ESD =55 mm)* refractory to medical
therapy with Low Likelihood of repair and Low
comoridity
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Severity i5 based on clinical ard echocamdiographic assesament.

ESD = erul systelic dimersion, EF = ejoction fraction, LY = left ventn
cular, MR = mitral negurgitation,

*Loveer values can be corsidened for patients of small statune.
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Mild Moderate Severe

Specific signs Small central jet <4 cm’ or <10% of LA, MR more than mild, Vena contracta width 20-7 cmwith large central MR jet (area
vena contracta width <0-3 cm, no or without any criteria for  =40% of LA) orwith awall-impinging jet of any size; large flow
minimum flow convergence severe MR corvergence; systolic reversal in pulmonary veins; prominent

flail leaflet or ruptured papillary muscle

Supportive signs Systolic dominant flow in pulmonary veins; MR more than mild, Dense, triangular doppler MR signal; E-wave dominant mitral
A-wave dominant mitral inflow; but no criteria for inflow (>1-2 m/s); enlarged LV and LA, (particularly with
low-density doppler MR signal; severe MR normal LV function)

normal LV size

Quantitative variables

RVol (mLperbeat) <30 30-44; 45-59 =60
RF <30% 30-39%; 40-49% 250%
ERD area (cm’) <0-20 0-20-0-29; 0-30-0-39 2040

Modified from Zoghbi and colleagues.® ERO=effective regurgitant orifice area. LA=left atrium. LV=left ventricle. MR=mitral regurgitation. RF=regurgitant fraction.
RVol=regurgitant volume.

Table 2: Gradation of mitral regurgitation by doppler echocardiography
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Mumber at risk
348 217 156 75

Figure 2. Freedom from recurrent mitral regurgitation (MR) of
greater than 2/4 for the whole patient group and for the two sub-
groups (fibroelastic deficiency and Barlow disease; P =.01).
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Systolic Anterior Motion
of the anterior leaflet of the mitral valve
IS a dynamic complication of MVR
that is dependent
on haemodynamic

and anatomic factors leading to LVOT
obstruction and/or mitral regurgitation
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Echocardiographic Predictors of Left Ventricular

Outflow Tract Obstruction and Systolic Anterior
Motion of the Mitral Valve After Mitral Valve
Reconstruction for Myxomatous Valve Disease

E Andrew 1. Maslow, MTDLH| Meredith M. Regan, Sc1),+ J. Vichael Haering, MT)*
| Robert G. Johnson, MD 4 Robert A Levine, MD5&

Boston, Massachusetes
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FUNZIONE VS POST-CHIRURGICA

Table 4. Incidence of Postoperative LV Dysfunction According to Classes of Preoperative LVEF
Preoperative LVEF (%) <50 <55 <60 =60 Total

Postoperative LVEF <50% (n) 5 3 2 10 20
Postoperative LVEF =50% (n) 4 9 20 118 151
Total (n) 9 12 22 128 171
Incidence of LV dysfunction® (%) 56 25 9 12

*Defined as LVEF <50%.
LV = left ventricular; LVEF = left ventricular ejection fraction.

Table 5. Incidence of Postoperative LV Dysfunction Stratified by Preoperative LVDs
Preoperative LVDs (mm) <30 <35 <40 <45 =45

Postoperative LVEF <50% (n) 1 4 3 5 7
Postoperative LVEF =50% (n) 15 48 16

54 18
Total (n) 52 5 23
Incidence of LV dysfunction® (%) 6 8 30

*Defined as LVEF <509%.
Abbreviations as in Tables 2 and 4.
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Rhythm after heart surgeny.
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Left Atrial Radiofrequency Ablation
During Mitral Valve Surgery

for Continuous Atrial Fibrillation
A Randomized Cantrolled Trial

Ceorge Doukas, FRECST
Pilesh |. Famani, MI, FRCP

Functional and Biochemical Outcomes™®

JAMA, 2005,294:2222-2329

Chrigtez Alexion FECS, PRl

Mehmet (e, MI Outcomes RFA Group Control Group P Value
i S Shuttlewalk disiance, m
Leong L. g, MD Baseline 281 (143) 263 (115) 33
e frgn T oA B mo 331 (136) 297 (114) 34
12 mo 35E (140 304 (120 2
Change from baszeline to 12 mo TE(94) 48 (97) 13
NYHA class
- Baseline 25007 2.4(0.8) 80
& mo 1.41{0.8) 1.51(0.8) a7
12 mo 1.210.5 1.3(0.5) 34
L BNP level, median (10R), fmol/mL
: Baselne 212 (151-318) 185 (96-204) 30
& mo 158 (108-218) 152 (65-243) T2
12 mo 160 (103-210) 148 B1-23) 80
Change from baseline to 12 mo 76 (125) 30(71) E



HRS/EHRA/ECAS Expert Consensus Statement on Catheter and
Surgical Ablation of Atrial Fibrillation: Recommendations for

Personnel, Policy, Procedures and Follow-Up

- A report of the Heart Rhythm Society (HRS) Task Force on Catheter and Surgical Ablation of
== Atrial Fibrillation.
Developed in partnership with the European Heart Rhythm Association (EHRA) and the European
Cardiac Arrhythmia Society (ECAS); in collaboration with the American College of Cardiology
(ACC), American Heart Association (AHA), and the Society of Thoracic Surgeons (5T5).
Endorsed and Approved by the governing bodies of the American College of Cardiology, the
American Heart Association, the European Cardiac Arrhythmia Society, the European Heart
Rhythm Association, the Seciety of Theracic Surgeons, and the Heart Rhythm Seciety.

'i cardiac surgery should be considered for AF ablation if

. the risk of adding the procedure is low, there is a reasonable

chance for success, and the surgery is performed by

" an experienced surgeon.”



Surgical treatment of atrial fibrillation: Predictors of late
recurrence

Sydnay L. Gaynar, MD
Richard B. Schuessler, PhD
Marci S. Bailey, RN
Yosuke Ishii, MD

John P. Boineau, MD
Marye J. Gleva, MD
James L. Cox, MD

Ralph J. Damiana, Jr, KD

The JTournal of Thoracie and Cardiovascenlar Sorgery = January 2005
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-year Experience W e Cox-Maze Procedure
for Atrial Fibrillation: How Do We Define Success?

]nhn M. Stulak, MD, Thoralt M. Sundt III, MD, Joseph A. Dearani, MD,

—. Dalvy, MD, Thomas A. Orsulak, MD, and Tlartzell V.o Sche# v
t o l ' (Ann Thorac Surg 2007:83:1319-25)
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Dhivision of Cardiovascular Surgery, Mayo Clinie and Foundatwon, Bochester, Minnesota
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