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Importance de la {Heart Team» (ESC 2025)

Concomitant cardiac
conditions

Patient’s
preferences
and goals

Confirmation of
disease severity

Clinical examination

" ESC Guidelines for the management of valvular heart disease
(European Heart Journal; 2025 — doi: 10.1093/eurheartj/ehaf194)

Comorbidities /
frailty

—— @Esc @eacts—

Referring cardiologists and primary care physicians/,

* Institutional cardiology and
cardiac surgery departments
with 24 hour/7 day services

* Heart Team meeting on a
regular basis
(— *High procedural volume

for hospital and individual
operators

* Multimodality imaging
expertise

* Data review and education
programmes

Ambulatory rehabilitation progammes

Rehabilitation clinics

o
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Lessons learned during my 25 years as Dr. Carpentier’s
echocardiographer

Alain Berrebi

Cardiac Surgery Department, European Georges Pompidou Hospital, AP-HP Université Paris Cité and Institut Medico-chirurgical Montsouris,
Paris, France

Correspondence to: Alain Berrebi, MD. Cardiac Surgery Department, European Georges Pompidou Hospital, AP-HP Université Paris Cité, 20 rue
Leblanc 75015 Paris, France. Email: alainberrebi@hotmail.com.

My collaboration with Protessor Carpentier began in the early 1990s and was to continue for more than
25 years. Qurs was a unique relationship based on mutual respect and unwavering trust: he liked to introduce
me as “the justice of the peace”, a symbol of the power of partnership. The lessons I learned during my
25 years with Professor Carpentier could be summarized in four key messages: understanding the surgeon’s
needs based upon the pathophysiological triad and functional approach, establishing a dedicated two-
dimensional (2D)/three-dimensional (3D) intra-operative echo protocol in a common language, participating

in evolution and evaluation of mitral valve reconstruction and transmitting knowledge to vounger

generations by education: “give to be given”. I owe my entire professional career to him. Beyond that, we
have forged an unbreakable bond, a relationship that is not only scientific but also deeply human. This filial
bond will last forever.

Cercle des
Cardiologues de
Chirurgie Cardioque

Ann CardiothoracSurg 2026 Jan 31;15(1):8oi: 10.21037/ac2025dmv-08
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EORP VHD Il registry
Distribution of ValuulariDisease

279 Hon Mitral regurgitation - 17 years @Eest
(5%) aiz 0 from EuroHeart Survey to EORP VHD of Card
*746 primary MR EuroHeart Survey - 2001 EORP VHD Il registry - 2018
348secondaryMR
N=1114
143 N =877
B Aortic stenosis ‘
m Aortic regurgitation M Primary M Secondary M Others M Primary M Secondary M Others

lung B et al. Circulation.2019;140:1156-69



Une population plus agée et fragile

Dismal Outcomes and High Societal
Burden of Mitral Valve Regurgitation in

B Prevalence of Heart Valve Disease by Age

g France in the Recent Era: A Nationwide
§ 14 B All valve disease Perspectlve J Am Heart Assoc. 2020 Aug 4;9(15):e016086
% — M Mitral valve disease David Messika-Zeitoun &, MD, PhD; Pascal Candolfi, PhD; Alec Vahanian, MD; Vincent Chan, MD, MPH;
© 12 . | . lan G. Burwash, MD; Jean-Francgois Philippon, MD; Jean-Manuel Toussaint; Patrick Verta, MS, MD;
S Aortic valve disease Ted E. Feldman, MD; Bemard lung &), MD; David Glineur, MD, PhD; Thierry Mesana, MD; Maurice Enriquez-Sarano, MD
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Moderate or Severe HVD (millions)
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Projections of Significant Heart Valve Disease —
Diagnosed & Undiagnosed — in the 65+ U.K. Population

Undiagnosed

Prevalenceof PrimaryMR

65-74yrs X  yIre

- 1.3(0.91.8) 4.8 (3.95.8)

2012 2019 2026 2033 2040 2047 2054 2061
Year

D'Arcy et al. 2016, Large-Scale Community Echocardiographic Screening Reveals a
Major Burden of Undiagnosed Valvular Heart Disease in Older People

The OxVALVE-PCS data suggest that the number of individuals in
the UK aged 65 years or older with moderate or severe VHD will
increase from 1.5 million in 2015 to 3.3 million in 2056 (122% in-
crease), with a doubling in prevalence by 2046.



Epidemiology of valvular heart disease in France

Clémence Grave®*, Amélie Gabet?, Christophe Tribouilloy®, Ariel Cohen¢,
Grégory Lailler?, Alain Weill9, Philippe Tuppin®¢, Bernard lung', Jacques Blachers,

Valérie Olié?

51,894
hospitalized patients
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Deaths
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Hospitalized patients

[Mean age g 72.4 years] { Mean length of }
Q 76.3 years stay 10.0 days
/”~ RU at 6 months Death at 1 year
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Archives of Cardiovascular Disease 117 (2024) 669-681




Clinical Presentation and Outcomes After Surgery
for Mitral Regurgitation: Real-World Insights From
the MITRACURE International Registry

Messika-Zeitoun et al Circulation. 2025;152:927-938.

Advanced clinical presentation was common: 43% were in New York Heart Association class
11171V, 30% exhibited congestive heart failure, 47% were on diuretics, 22% had atrial fibrillation/flutter, 35% presented
with reduced ejection fraction, and 22% had pulmonary hypertension (>50 mm Hg). Most patients were symptomatic or
presented with class |/lla indication for intervention, and an early intervention was performed only in 3% of patients. The
repair rate was 62% overall and 80% in myxomatous disease. In-hospital mortality was 4.5% overall but 2.3% in patients
with myxomatous MR (1.8% isolated, 3.1% combined).

What Is New?

Other / unknown
9%

* Despite growing evidence supporting benefits
of early intervention, this real-world study of an
unsel lation m r hat most
patients were still referred late in the course of thei
disease, with advanced symptoms, left ventricula
systolic dysfunction, elevated right ventricular sys-

Infective endocarditis
9%

Rheumatic
8%

I " tolic pressure, or atrial fibrillation, and early interven-
dl:e;se — tlon was Seldom performed, even |n patlentS Wlth
61% myxomatous disease.
Functona (Symptomatic 2966 (85%) ]

LEarIy intervention 106 (3%) J
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Degenerative (primary)

Functional
(secondary)

Ischemic MR
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F Key criteria B

I ype I LVEF >50% without regional  LVEF <50% with or without TyPEI I I b

Atrial wall motion abnormalities regional wall abnormalities Ventricular
SMR No or mildly dilated LV cavity? Restrictive leaflet motion SMR
without leaflet tethering with tethering

Mitral annulus dilatation

(AP >35 mm) Normal leaflet morphology

Cl 17Hz

13cm

Enlarged LA (LAVI >34 mL/m?) Central or eccentric jet

( Additional echocardiographic criteria® "
MA Normal leaflet motion Dilated LV

Normal leaflet morphology Dilated LA
Usually central jet Dilated MV annulus

( Additional clinical criteria g
Atrial fibrillation Ischaemic heart disease
HFpEF Dilated cardiomyopathy

- @Eesc @ceACTS—

A LV end-diastolic dimension of <56 mm in females and <63 mm in males; indexed LV end-diastolic volume <71 mL/m2 (in women) or <79 mL/m2 (in men).
B Additional echocardiographic criteria for atrial SMR may no longer be fulfilled in advanced stages.



@ ESC European ourral of Heart Fadure (2021) 23, 1377-1379 EDITORIAL COMMENT
!

Transcatheter mi.tral valve rt?pai.r for primary Pri mary mitral secondary mitral
vl o < regurgitation regurgitation

Bernard lung'2* and Marina Urena'?

' Cardiclogy Departmant, Bichat Hompitl, AP-HP, Parts, France, and 3 Univarsitd da Park, Parts, France

Surgery

MitraFR

. . High risk patients
M Itl'&Cl P Suboptimal HF treatment

Low RV-PA Coupling
Residual MR

COAPT 2

Heart failure
therapy

lung B andUrenaM. European Journal of Heart Failure (2021) 23, 1377-1379
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Current Management

Isolated MR

(N=887)

of Severe MR

No Severe MR
[h—347)

Severe MR

(M=540)

No Symptoms
(n=144)

No Intervention
L (N=193) 49%

Mirabel et al. Eur Heart J 2007 28:1358-1365

www.escardio.org/guidelines

Symptoms
(N=326)

Intervention
(n=203) 51%

012 - doi:10.1093/eurheartj/lehs109 &

ardio-Thoracic Surgery 2012 -
-3

@

EUROPEAN
SOCIETY OF
CARDIOLOGY*




Mitral Interventions in 2026

Mitral Valve Surgery Transcatheter Mitral Valve Procedures
/éL«;Ln:L, ~¢ | Leaflet Repair
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Thingsto fix: MR interventions in 2025 ESC Guideline

@ ESC European Heart Journal (2025) 00, 1-102 ESC GUIDELINES
European Society prtps://doi 1093 /eurheartj/ehaf194

of Cardiology

2025 ESC/EACTS Guidelines for the
management of valvular heart disease

Developed by 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)

Primary Ventricular Atrial
MR SecondaryMR | SecondaryMR
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New insights into transcatheter edge-to-edge 1., <catheter edge to edge compared =
repair: filling a gap for undertreatment of with surgery in older patients
primary mitral regurgitation in the elderly? with degenerative mitral valve regurgitation

Bernard lung ® ""** and Marina Urena ® "2
Suc et al. Journal of Cardiothoracic Surgery (2025) 20:65

\ Central illustration : Surgery vs TEER in high risk DMR

203 treated by surgery (68.6%)
Meanage: 74y
Better Renal function,

92 treated with TEER (31.2%) 295 high risk DMR
Mean age:83y
Heart Failure, COPD

EuroSCORE Il
Safety :

Symptomatic severe DMR

}

¥

Intervention No difference of IH mortality,
( : Bette;ARV a;\.: LVEF Severe bleeding, Ml or tamponnade
v ore
A One year mortality : 19.5% One year events : One year mortality : 3.9 %
i ; ; R Hospitalization for HF : 9.7% Hospitalization for HF : 0%
o Low risk Medical treatment « High risk-inoperable ospitalization for
* Repair possible « Favourable anatomy 4 independant criteria of outcome at one year :
A Underuse .
g€ History of Redo Surgery o — — gy TR grade > 2
T — S increased risk of TEER ossssesssevimsaravssssus e . Ju Lu‘_i““_\"—--——L.— e
| 4 BMI § o Residual MR > 2
Surgery TEER § o
b4 ¥, ( B % 02
100 200 00
me (days)

>80 years
k High/intermediate surgical risk

Benfari et al. (observational data) 5 2 )/I @WIE M O d er at e t O S ev e r e
>2 +ResiduaMR ++




Surgicakepairvs TEER IDegenerativeMR at 3yrs.
aword of caution

Chikwe J et al. ThoracCardiovasc Surg. 2025;169(1):88

Durability of Surgical Mitral Repair vs. Transcatheter Edge-to-
edge Repair in Patients with Degenerative Mitral Regurgitation

Methods

Surgical Mitral Transcatheter
Valve Repair edge-to-edge repair
(MVr) (TEER)

More recurrent moderate/severe mitral regurgitation
after TEER (43%) vs. Surgical MVr (3%) at 3 years
(P<0.0001)

Propensity
Score
Matching

. Surgical MVr

Surgical MVr is more durable than TEER. TEER should be limited to
candidates who may be prohibitive risk for surgical intervention.

(Ann Thorac Surg 2026;121:581-8)

Conclusions



