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• … concern the fundamental change in the level of evidence guiding 

the recommendation for LOE A to LOE B….

➢…our belief that several of the randomized trials and prospective 

series for the surgical treatment of IMR currently available are 

simply not large enough to support LOE A classification

• We have added to each Guideline that surgical correction of IMR ‘‘is 

reasonable’’ and ‘‘may be considered’’ in patients ‘‘who remain 

symptomatic despite Guideline-directed medical and cardiac device 

therapy.’’



▪ IIA, LOE B

• In severe ischemic MR MV replacement is reasonable in patients 

with severe IMR who remain symptomatic despite guideline 

directed medial and cardiac device therapy, and who have a basal 

aneurysm/dyskinesis, significant leaflet tethering, and/or severe LV 

dilation (EDD>6.5 cm).

▪ IIB, LOE B

• MV repair with an undersized complete rigid annuloplasty ring may 

be considered in patient with severe IMR who remain 

symptomatic despite guideline directed medical and cardiac device 

therapy and who do not have a basal aneurysm/dyskinesis, 

significant leaflet tethering, or severe LV enlargement .

• In patients with moderate IMR undergoing CABG, MV repair with 

an undersized complete rigid annuloplasty ring may be considered 



Possible Scenarios:

➢ Patients with primary indication to revascularization

• Severe MR

• Moderate MR

➢ Patients with isolated severe secondary MR  

• LVEF > 0.30

• LVEF < 0.30.



Mitral repair
Annuloplasty



In my opinion:

• In FMR secondary to ischaemia or cardiomyopathy is better to 

use a complete rigid ring

• When end diastolic ventricular diameter exceeds 65 mm is 

probably better to add some other correction in the ventricle, or 

in the chordal apparatus as alternative to mitral replacement

How   
we do  
    it

Mitral repair
Annuloplasty



Calafiore: Ann Thor Surg 71:1146, 2001.

Mitral replacement

• MVR for FMR is 

performed with 

complete preservation 

of both anterior and 

posterior leaflet chords 



Repair or replace?



• We randomly assigned 251 patients with 

severe ischemic mitral regurgitation to 

undergo either mitral-valve repair or chordal-

sparing replacement in order to evaluate 

efficacy and safety.





long-term (5-year) survival long-term (5-year) recurrence of mitral 

regurgitation



Repair: …can we do something more?



The mitral valve annulus correction: …change the ring

➢The innovation in mitral valve ring annuloplasty design includes 

special shaped rings and adjustable rings, allowing adjustment of 

septo‐lateral dimensions intra or postoperatively.



Leaflets and chordae correction:

➢ “Edge to edge” or Alfieri stich 

▪ attaches the anterior and posterior leaflets to correct 

incomplete leaflet coaptation.





Leaflets and chordae correction:

➢Chordal cutting of the secondary “strut” chordae

▪ releases the anterior leaflet from the tethering due to papillary 

muscle displacement and improves mitral valve geometry.



The mitral subvalvular apparatus

➢ surgical ventricular restoration procedure

➢ surgical techniques directly addressing the papillary muscle

displacement 

▪ Traction suture



• Combining a ring annuloplasty with a papillary muscle intervention 

supports a reduction in chordal tethering forces by restoring the 

anterolateral papillary muscle position closer to the mitral annulus

▪ Papillary muscles sling

The mitral subvalvular apparatus



• Ninety-six patients with severe ischemic MR were randomized to either 

undersizing restrictive mitral annuloplasty (RA) or papillary muscle approximation 

with undersizing restrictive mitral annuloplasty (PMA) associated with complete 

surgical myocardial revascularization.



➢ Posterior leaflet angle > 45°

➢ Distal anterior leaflet angle > 25°

➢ Tenting height > 10 mm

➢ Tenting area >2.5 cm2

➢ LVEDD > 65 mm

➢ Severe scarring of posterolateral ventricular wall

Predictors of recurrent MR:



• 130 Patients with severe secondary MR and LV ejection fraction less than 0.50 

treated successfully with surgical repair were included in the present analysis

• Comprehensive transthoracic echocardiography was performed in all patients at 

baseline and after surgical mitral valve repair before hospital discharge.

(A) Survival

(B) Combined 

endpoint free 

survival

• Surgical repair is associated with LV hemodynamic improvement 

at discharge.

• LV forward flow is independently associated with survival and 

combined endpoint free survival,

• Conventional variables of LV systolic function such as LV 

ejection fraction were not.



Possible Scenarios:

➢ Patients with primary indication to 

revascularization

• Severe MR

• Moderate Mitral Regurgitation

➢ Patients with isolated severe secondary MR  

• LVEF > 0.30

• LVEF < 0.30.



• ”STICH” trial: Subgroup analysis in the moderate-severe FIMR 

patients revealed, that CABG combined with mitral valve surgery 

showed a clear trend towards improved long term survival 

compared with both CABG alone, and medical therapy alone.

• However, probably due to the relatively small number of patients in 

the moderate-severe FIMR subgroup (n = 91), this difference did not 

reach statistical significance



• We randomly assigned 301 patients with moderate ischemic mitral regurgitation to 

CABG alone or CABG plus mitral-valve repair (combined procedure).

• The addition of mitral-valve repair to CABG had no incremental 

effect on reverse left ventricular remodeling at 2 years.

• However, patients who underwent CABG alone had a higher 

prevalence of postoperative moderate or severe mitral 

regurgitation, although this difference did not translate into 

higher rates of death or MACCE











• Rates of mortality in a 

group of patients 

following successful 

treatment with a 

MitraClip was 

indistinguishable from 

that predicted by 

SHFM at 2 years.

• Especially end-stage 

heart failure patients 

with NTproBNP value 

>10,000 pg/ml do not 

appear to benefit from 

the MitraClip therapy, 

mainly due to a high 

30-day mortality





Conclusions:



➢ When surgery could be better?

• Surgical risk not too high

• Possibility of addressing multiple factors: Tricuspid Reg., 

A.F, other disease with advantage of surgical correction 

➢ When mitraclip could be better?

• Surgical risk too high

• Ventricular reshaping unpredictable

➢ When medical therapy

• Always 

• CRT if possible

• If remain symptomatic evaluation of other therapies




