Heart & Valves

Patient screening tool for
functional mitral regurgitation

Please consider screening your heart failure patients for mitral regurgitation.

Patient information

Patient name DOB
Phone number Email

LV EF % NTpro-BNP

Mitral regurgitation grading parameters (transthoracic echo)

Please see Figure 1 for reference on grading the mitral valve in mitral regurgitation.

EROA" (2D PISA) Regurgitant volume

Regurgitation fraction

"EROA = effective regurgitant orifice area

Please consider if the patient meets the following criteria*:

Has moderate-to-severe or severe (Grade Ill-IV) mitral regurgitation by at least one of the measures above on transthoracic
echo evaluation

On optimal medical therapy based on heart failure phenotype (please see Figure 2)

NYHA I-IV with continued signs and symptoms of heart failure. Potential symptoms to consider include:
Recent heart failure hospitalization, acute healthcare facility/emergency department visits, or urgent
unscheduled outpatient visits for intravenous diuresis or intensification of oral diuretics for heart failure
Dyspnea
Reduced exercise tolerance or increased time to recover after exercise
Fatigue impacting quality of life
Orthopnea, paroxysmal nocturnal dyspnea or bendopnea

Other criteria noted in Figure 3

If the above criteria are met, this patient may be considered for a referral to a heart team for further
assessment regarding whether a transcatheter valve intervention may be beneficial.*

Clear form
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Figure 1
Grading of mitral regurgitation’

Quantitative measures’* Mild Moderate Severe

EROA (mm?) <20 20-39 (In secondary MR, severe with
threshold =30 mm if elliptical

orifice area)

260
Regurgitant volume (mL) <30 30-59* (In secondary MR, severe with

threshold =45 mL if low flow
conditions)

Regurgitant fraction (%) <30 30-49 50

EROA = effective regurgitant orifice area

Discrepancies among EROA, RF, and RVol may arise in the setting of low or high flow states.
*Quantitative parameters can help subclassify the moderate regurgitation group.

*For regurgitant volumes of 45-59 mL, discrepancies among EROA, RF, and RVol may arise in the setting of low or high flow states.
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Figure 2

Strategic phenotypic overview of the management of HFrEF from the ESC HF guidelines.
2022 American Heart Association (AHA)/American College of Cardiology (ACC)/Heart Failure Society of America (HFSA)

HF guidelines are similar.2

To reduce mortality for all patients

ACE-I/ARNI BB

MRA SGLT2i

To reduce HF hospitalization and improve QOL - for all patients

Volume overload

Diuretics
SR with LBBB =150 ms SR with LBBB 130-149 ms or non LBBB = 150 ms
CRT-P/D CRT-P/D
Ischemic etiology Non- ischemic etiology
ICD ICD
Atrial fibrillation Atrial fibrillation Coronary artery disease Iron deficiency
Anticoagulation Digoxin PVI CABG Ferric carboxymaltose
Aortic stenosis Mitral regurgitation Heart rate SR >70 bpm Black race ACE-1/ARNI intolerance
SAVR[TAVI TEE MV repair Ivabradine Hydralazine/ISDN ARB

For selected advanced HF patients

Heart transplantation

MCS as BTT/BTC

Long-term MCS as DT

To reduce HF hospitalization and improve QOL - for all patients

Exercise rehabilitation

Multi-professional disease management

Medical management for heart failure with mildly reduced ejection fraction
(HFmrEF) and heart failure with preserved ejection fraction (HFpEF) is far more
limited and shown below. The 2021 ESC HF guidelines and 2022 AHAJACC/HFSA
HF guidelines recommendations are similar with the expection of the addition
of sodium glucose co-transporter 2 (SGLT2) inhibitors in the AHAJACC/HFSA
guidelines.>?

HFmrEF
o Diuretics [Class I]

« Angiotensin-converting enzyme inhibitor (ACE-1)/angiotensin receptor blocker
(ARB)/ angiotensin receptor-neprilysin inhibitor (ARNI) [Class I1b]

o Betablockers[Class IIb]
o Mineralocorticoid receptor antagonists (MRA) [Class IIb]
o SGLT2 inhibitors [Class Ila, US only]

HFpEF
o Diuretics [Class I]
o SGLT2 inhibitors [Class Ila, US only]

ACE-I= angiotensin-converting enzyme inhibitor; ARB= angiotensin receptor
blocker; ARNI= angiotensin receptor-neprilysin inhibitor; BB= beta-

blocker; b.p.m.= beats per minute; BTC = bridge to candidacy; BTT= bridge

to transplantation; CABG= coronary artery bypass graft; CRT-D= cardiac
resynchronization therapy with defibrillator; CRT-P= cardiac resynchronization
therapy pacemaker; DT= destination therapy; HF= heart failure; HFrEF= heart
failure with reduced ejection fraction; ICD= implantable cardioverter-defibrillator;
ISDN= isosorbide dinitrate; LBBB= left bundle branch block; MCS= mechanical
circulatory support; MRA=mineralocorticoid receptor antagonist; MV= mitral valve;
PVI= pulmonary vein isolation; QOL= quality of life; SAVR= surgical aortic valve
replacement; SGLT2i= sodiumglucose co-transporter 2 inhibitor; SR= sinus rhythm;
TAVI= transcatheter aortic valve replacement; TEE= transcatheter edge to edge.
Colour code for classes of recommendation: Blue for Class of recommendation I;
Yellow for Class of recommendation Ila.

Adapted from McDonagh et al. 20212
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Figure 3
Symptoms and signs of heart failure?

Symptoms

Typical

Breathlessness

Orthopnoea

Paroxysmal nocturnal dyspnea
Reduced exercise tolerance

Fatigue, tiredness, increased time
to recover after exercise

Ankle swelling
Less typical

Nocturnal cough

Wheezing

Bloated feeling

Loss of appetite

Confusion (especially in the elderly)
Depression

Palpitations

Dizziness

Syncope

Bendopnea?

HF = heart failure

Signs

More specific

Elevated jugular venous pressure
Hepatojugular reflux
Third heart sound (gallop rhythm)

Laterally displaced apical impulse

Less specific

Weight gain (>2 kg/week)
Weight loss (in advanced HF)
Tissue wasting (cachexia)
Cardiac murmur

Peripheral oedema (ankle,
sacral, scrotal)

Pulmonary crepitations
Pleural effusion

Tachycardia

This symptom of advanced HF corresponds to shortness of breath when leaning forward

Irregular pulse
Tachypnoea
Hepatomegaly
Ascites

Cold extremities
Oliguria

Narrow pulse pressure

*These criteria are based on ESC 2021 Guidelines for heart failure so please consider if these are applicable to your local geography. This document is not meant to

provide a clinical recommendation; all clinical decision making should be based on a discussion between patient and physician.
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