Intervencni a chirurgicka lécba
trikuspidalnich vad: kriticky pohled.

Petr Widimsky
Kardiocentrum FNKYVY a 3. LF UK Praha

¥ Commissures




Onemocnéni trikuspidalni chlopné

Primarni trikuspidalni insuficience Ci stenoza Sekundarni trikuspidalni insuficience (>90% TRI vad)
Infekeni endokarditida (iv. narkomani) Nasledek plicni hypertenze (pre- i postkapilarni)

latrogenni (poskozeni stimulacni elektrodou apod.) Nasledek dilatace pravé komory (IM PK) a/nebo siné (FS)
Porevmaticka stenoza Nasledek nelécené stenozy plicnice

Karcinoidni fibroticke ztlusténi = insuficience + stenoza
Ebsteinova anomalie

Trikuspidalni atrezie
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Prirozenyprubeh (stredné) zavazné trikuspidalni
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insuficience: 4 10-leté prezitio 17 9 1KY et al JACC CV Imaging 2019

FIGURE 5 Overall Survival Under Medical Management in Patients With Isolated TR
Compared With Matched Cases With Trivial TR
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The graph shows the overall survival after diagnosis (matched trivial tricuspid regurgi-
tation [TR] patients are represented by the pink line; greater or equal to moderate
isolated TR patients are represented by the green line). The p value was <0.01. Note that
— there is decrease in survival with greater or equal to moderate isolated TR even when I —
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Ma smysl intervenovat trikuspidalni
chlopen, ktera je morfologicky
normalni?

Dalsi cast prednasky bude predevsim o nejcastéjsi vade:

Sekundarni regurgitaci na morfologicky neposkozené chlopni.

(Situace s morfologickym poskozenim samotné chlopné vyzaduji prisné
individudlni pfistup.)




TRILUMINATE Pivotal Trial
Sorajja P et al.,, NEJM 2023

TEER (TriClip) vs. konzerv. lecba tezke funkcni trikuspidalni regurgitace

N= 350 (jen 22% ze vsech, kteri podepsali inform. souhlas!), prum.vék 78
let, sledovani | rok.

Prim. hierarchicky E-P: smrt / operace TRI / hospitalizace pro srd.selhani /
kvalita zivota

25F pristup, celkova anestezie

Systol. tlak v AP <70 mmHg (prekapil. PH byla vylucovacim kriteriem!)
Stredni nebo vysoké operacni riziko pri KCH

Pram EF LK 59%




Vysledky
PEP: 11348 vitezstvi TEER vs. 7643 vitezstvi v kontrolni skupine (win ratio
1.48; 95% CI 1.06 - 2.13;P=0.02)

Smrt : 16 pac.TEER vs. 14 pac. kontrolnich

Rocni riziko hospitalizace pro srdecni selhani: 0.21 / pac./ rok TEER vs.
0.17 pac./ rok kontrolni skupina.

U 8 pac. po vykonu vznik trikuspidalni stenozy (gradient 25 mmHg)
Zlepseni kvality zivota po TEER
Zadné periproceduralni amrti




Freedom from All -Cause Mortality or Tricuspid Valve Surgery
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Patients Free from First Heart Failure

Hospitalization

Freedom from First Heart Failure Hospitalization
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Table S4. Baseline Echocardiographic and Hemodynamic Data.
TEER Group Control Group
(N=175) (N=175)
eft ventricular eiection fraction — % 59.3 9.3 58.7 = 10.5
eft ventricular end diastolic volume — 5 1. . 54, .
Left ventricular end systolic volume — mL 341+18.4 36.8+26.0
Functional etiology of tricuspid regurgitation — no. (%) 165 (94.8) 158 (92.9)
Severity of tricuspid regurgitation — no. (%)
Moderate 4(2.3) 2(1.2)
Severe 44 (25.4) 49 (29.7)
Massive 37 (21.4) 30(18.2)
Torrential 88 (50.9) 84 (50.9)
Coaptation gap— mm 55+1.8 52+1.7
Tricuspid annular plane systolic excursion
>1.7 cm— no. (%) 83 (48.0) 68 (41.2)
Right ventricular fractional area change — % 36.6 =55 372+£63
Right ventricular end diastolic diameter — cm 50+0.8 52+08
Right atrial volume — mL 1432 +854 153.2+83.2
Tricuspid annulus diameter® — cm 43+0.7 45=+0.38
Cardiac output — L/min 41+1.2 42+1.1

Pulmonary artery systolic pressure* — mmHg 39.7+9.2 40.1 £10.1

Mean pulmonary artery pressure® — mmHg 25.5+5.7 25.6+64
Al . | . .nsks | Pulmonary capillary wedge pressure™ — g +.8 = 4.6 -

: FAKULTA

Univerzita arlov: | Systolic blood pressure® — mmHg 121.4 £ 13.1 122.1+12.8




Table S13. Adjudicated Events Through 365 Days

TEER Group' Control Group!
All-cause mortality — no. (% 15 (8.8 13 (7.7
Cardiovascular death 11 (6.5) 8 (4.7)
Heart raillure-relatec 4. L)
Not heart failure-related 4(2.4) 3(1.8)
Non-cardiovs a1 death /

Heart failure hospitalization — no. (%) 25 (14.9) 20(12.1)

Stroke™— no. (%) 2(1.3)
Myvocardial infarction-— no. (% 0 (0.0 0 (0.0
Major bleeding® — no. (%)

New-onset renal failure* — no. :
Tricuspid valve surgery — no. (%) 3(1.8) 6 (3.6)

Non-elective cardiac surgery for device AE— no. 0(0.0) 0(0.0)
(%)

Tricuspid intervention — no. (%) 4(2.3) 3(2.0)
Endocarditis requiring surgery — no. (%) 0(0.0) 0(0.0)
Cardiogenic shock® — no. (%) 0 (0.0) 1(0.6)
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Table RD. Site Reported Serious Adverse Event Summary through 12 Months

Device Control
(N=175) (N=175)
System Organ Class Number of Number of Number of Number of
Preferred Term Events Subjects Events Subjects
No./Total No. No./Total No.

216 84/175 ( 72/175 (41.1)

slood and Tymphatic system

disorders
Anaemia 5 5/175 (2.9) 3 3/175 (1.7)
Leukocytosis 3 2/175 (1.1) 0 0/175 (0.0)
Thrombocytopenia 3 3/175 (1.7) 1 1/175 (0.6)
Cardiac disorders 67 47/175 (26.9) 51 38/175(21.7)
Atfrial fibrillation 10 10/175 (5.7) 10 7/175 (4.0)
Atrial flutter 1 1/175 (0.6) 2 2/175 (1.1)
Atrioventricular block 1 1/175 (0.6) 0 0/175 (0.0)
complete
Bradycardia 3 3/175 (1.7) 1 1/175 (0.6)
110 e 1] (] () (]

Cardiac failure

26/175 (14.9) 23 20/175 (11.4)
ardiac Iailure acute . U.0
Cardiac failure congestive 2 1/175 (0.6) 1 1/175 (0.6)
Cardiogenic shock 0 0/175 (0.0) 1 1/175 (0.6)
Chordae tendinae rupture 1 1/175 (0.6) 0 0/175 (0.0)
Coronary artery disease 1 1/175 (0.6) 0 0/175 (0.0)
Myocardial infarction 1 1/175 (0.6) 0 0/175 (0.0)
Pericardial effusion 0 0/175 (0.0) 1 1/175 (0.6)




Nervous system disorders 11/175 (6.3) 6/175(3.4)

Cerebrovascular accident 3 ,
DIZZINess J 0/175 (0.0 17175 (0.6
Encephalopathy 1 1/175 (0.6) 0 0/175 (0.0)
Hepatic encephalopathy 0 0/175 (0.0) 1 1/175 (0.6)
Metabolic encephalopathy 0 0/175 (0.0) 2 2/175 (1.1)
Normal pressure 1 1/175 (0.6) 0 0/175 (0.0)
hydrocephalus
Parkinson's disease 0 0/175 (0.0) 1 1/175 (0.6)
Peripheral sensorimotor 1 1/175 (0.6) 0 0/175 (0.0)
Subarachnoid haemorrhage 1/175 (0.6) 0/175 (0.0)
Syncope 4/175 (2.3) 0/175 (0.0)
Toxic encephalopathy 1/175 (0.6) 0/175 (0.0)
Transient ischaemic attack 2/175 (1.1) 0/175 (0.0)
Vascular disorders 28 21," 175 (12.0) 11 8/175 (4 6)
7/175 (4 0)
) U
Hypotension 5 5/175 (2.9) 0 0/175 (O 0)
Peripheral arterial occlusive 1 1/175 (0.6) 1 1/175 (0.6)
disease

—  \Jena cava thrombosis 1 1/175 (0.6) 0 0/175 (0.0)
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Figure S6: New York Heart Assod
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Pokud pacientovi nabizime TriClip, méli
bychom ho informovat, ze sance na klinicky
benefit je pouze 26% a ze s
pravdepodobnosti 74% mu vykon
nepomuze.




Kriticka interpretace studie TRILUMINATE - I.

Studie nezahrnula opravdu zavazné pacienty (zavaznéjsi formy
PH, prekapil. PH, dysfunkce LK)

Zvoleny primarni end-point je pro bézné Iékare naprosto
nesrozumitelny

2,5 hodiny trvajici personalné narocny vykon v celkové anestezii
nezlepsil zadny klinicky ukazatel kromeé subjektivhé hodnocené
kvality zivota (a i to je divné, protoZe hospitalizaci pro srdecni selhani
bylo vice ve skupiné TEER!!).




Kriticka interpretace studie TRILUMINATE - 2.

Klinicka komplikace Pocet pacientu navic proti
kontrolni skupiné
Umrti +2
Neurologické komplikace +7
Srdecni selhani +8
Renalni selhani +3
Zavazné krvaceni +10
Vznik trikuspidalni stenozy +8
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CLASP TR Trial
Kodali SK et al., JACC 2023

Observacni registr (single-arm) nove perkutanni metody (system PASCAL)
N= 65, prum. vék 77 let

30-d mortalita 3.1%, CMP 1.5%

| -roc. mortalita 7.7%, CMP 4,6%

| -roc. smrt nebo hospitalizace pro srd.selhani 21,5%

Zlepseni TR (echo) u 86% pac.

Zlepseni NYHA a QoL

Zaveér: novy systém PASCAL zmensi echokardiografickou
zavaznost trikuspidalni regurgitace a zlepsi subjektivne
hodnocenou kvalitu zivota.
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TRISCEND Il Trial

Hahn RT et al., NEJIM 2025

400 pac. se zavaznou TR, prum. vék 79 let, randomizace 2:1 (267
katetrizacni nahrada TRI chlopneé vs. |33 konzervativni lécba).

EVOQUE percutaneous tricuspid valve-replacement system

Pruamérné EuroScore II: 5.5 (4.9 — 6.4), str. tlak v AP 38 mmHg, ascites u
20% pac.

Vylu€ovaci kritéria: 4 4 funkce PK, pokrocilé rendlni selhani, aj.

Hierarchicky end-point: smrt / implantace srd.podpory / HTX / re-
intervence / hospitalizace pro srd.selhani / zlepseni kvality zivota / zlepseni
NYHA tridy / prodlouzeni 6-minutové chuze o 230 m.

Pomer vitezstvi (win ratio) pro nahradu chlopne 2.02 (95% CI, 1.56 - 2.62;
P<0.001).
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A Death from Any Cause

Percentage of Patients

No. at Risk
Valve replacement
Control
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TRISCEND IlI: hlavni vysledky

Nahrada trikusp.| Konz.lécba
chlopne

30-d mortalita

|-r mortalita

IM/CMP (I r.)

Zavazné krvaceni (I r.)
Arytmie s nutnosti impl. KS
Zavazné komplikace vykonu

Hospitalizace pro srdecni
selhani
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Kriticka interpretace studie TRISCEND I1.

Studie zahrnula zavaznéjsi pacienty nez TRILUMINATE

Zvoleny primarni end-point je jesté méneé srozumitelny nez u
TRILUMINATE

Zadny benefit v zasadnich klinickych end-pointech kromé
subjektivné hodnocené kvality zivota

Stejné jako u TRILUMINATE vice zavaznych klinickych prihod v
intervenované skupiné (byt’ rozdily n.s. kvuli malé velikosti
souboru)
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ORIGINAL RESEARCH

STRUCTURAL

|Tricuspid Regurgitation Disease Stages E
and Treatment Outcomes After 77
Transcatheter Tricuspid Valve Repair

Florian Schlotter, MD,? Lukas Stolz, MD,"” Karl-Patrik Kresoja, MD,* Jennifer von Stein, MD,“ Vera Fortmeier, MD,“
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| -year mortality Conservative T-TEER
N= 585 (126+323+136) N= 1300 (269+850+181)

Early disease 8% 5%
(p=0.53)
Intermediate disease 21% 13%
(p=0.03)

_ Advanced disease 30% 33%

P T .
& (p=0.78)
s
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JAMA | Original Investigati
| Origina nvestigation Figure 4. Survival Curves for Patients in the T-TEER + OMT Group

Transcatheter Edge-to-Edge Repair for Severe Isolated and the OMT-Alone Group
Tricuspid Regurgitation T —
. - . - og-rank P=.
The Tri.Fr Randomized Clinical Trial 5 o
c e, T-TEER+OMT
Mean age 78 yrs., mean syst. PAP 22 mmHg, mean RAP 9 mmHg X 90+
Table 2. Primary and Secondary End Points E OMT alone
T-TEER + OMT  OMT alone S 804
End point (n =152) (n = 148) r_‘?
Primary %
Clinical Composite Score, No. (%)? @ 70
Improved 109 (74.1) 58 (40.6)
Unchanged 8(5.44) 17 (11.9) 60 | | |
Worse 30 (20.4) 68 (47.6) 0 : 6 2
Missing, No. c 3 Time to cardiovascular event, mo
No. at risk
. . . . . T-TEER+OMT 152 134 108
The primary outcome was a composite clinical end point at 1 year gyraone 147 128 8¢

patient global assessment, or occurrence of major cardiovascular «

———————— OMT indicates optimized medical therapy; and T-TEER, tricuspid transcatheter

B A kEEARSKA edge-to-edge repafr.
s Univerzita arlova




Circulation 06 -
0.40 - 0=0.02 £ 0.52 (127 events)
= .2
ORIGINAL RESEARCH ARTICLE o E_ 0.5
0.26 e g
Two-Year Outcomes of Transcatheter Edge-to- S o0l 35 04- 0.38 (95 events)
' . ' ' . 1] h =
Edge Repair for Severe Tricuspid Regurgitation: €3 29
' : = s O
The TRILUMINATE Pivotal Randomized T3 85 03
. @ 0
Controlled Trial 85 ox- EE
o c -
Saibal Kar>, MD; Raj R. Makkar, MD; Brian K. Whisenant(, MD; Nadira Hamid, MD; Hursh Naik, MD; Peter Tadros, MD; g g O c 0.2
Matthew J. Price®, MD; Gagan Singh®®, MD; Jonathan G. Schwartz, MD; Samir Kapadia®, MD; Oluseun Alli®, MD; 5 £ 5 g.,
Samuel Hom, MD; Puvi Seshiah™, MD; Wayne Batchelor®™, MD; Brandon M. Jones®, MD; Mustafa |. Ahmed(®, MD; @ ®©
Raymond Benza™, MD; Ulrich Jorde™, MD; Vined H. Thourani, MD; Andrew A Ghobrial, MD; Gilbert H.L. Tang™ MD; = a_J 0.1 Device
Phillip M. Trusty, PhD; Dina Huang, PhD; Rebecca T. Hahn(®, MD; David H. Adams, MD; Paul Sorajja®, MD; for the 0.10 A =
TRILUMINATE Pivotal Investigators f_’_:_, Control
0.0 T T T 1
0 180 365 540 730
0.00 - .
2 Years At risk Days
100% ) Device 285 265 253 238 205
o e B Device [ Control Control 287 261 247 226 190
2c
o O
3T 9% Figure 1. Recurrent HFH through 2 vears.
= g 70% 77.6%
= 72.2%, 82.1% - -
22 o : : Table. Adverse Events Through 2 Years in Intention-to-Treat
g T Population by Kaplan-Meier Time-to-Event Analysis
Ew® : .
> aow Figure 2. Freedom from mortality, -
E g} tricuspid valve surgery, and tricuspid Device Control
E 5 3% valve intervention through 2 years. Adverse event through 2 y (n=285), % (n) | (n=287), % (n)
o Log-rank p<0.0001 29.3% A statistically significant difference in }
=} 20% 8
z % Device [23.8%, 34.9%] freedom from mortality, tricuspid valve All-cause mortality 17.9 (49) 171 (456)
g> ™ Control surgery, and tricuspid valve intervention by Cardiovascular death (VARG 2) 12.4 (33) 9.6 (24)
o intention-to-treat analysis was observed
0 180 365 540 730 at 2 years. Rates shown as freedom- Heart failure—related death 8.8 (23) 7.3 (18)
At risk Days from-events rate (95% CI). TVI indicates
tricuspid valve intervention post-treatment Mon—heart failure—related death 4.0 (10) 2.4 (1B)
Device 285 258 243 227 196 visit; and TVS, tricuspid valve surgery.
Control 287 256 238 95 64 Noncardiovascular death (VARC 2) 5.8 (15) 8.3 (21)
Device Control Hospitalization 58.8 (161) 54.0 (148)
Component N=285 N=287 p-value
Composite of mortality/TVS/TVI  22.4% (62) 70.7% (185) <0.0001 HFH 22.9 (1) 25.5 (65)
All-cause mortality 17.9% (49) 17.1% (45) Other cardiovascular hospitalization | 19.2 (49) 15.3 (38)
TS 2.3% (6) 4.3% (1)
TVI 3.8% (10) 61.5% (142) Moncardiovascular hospitalization 39.6 (105) 37.5 (98)




A jaké dukazy mluvi pro chirurgickou
lécbu trikuspidalni insuficience?




ESC Guidelines 2025
@ESC

Recommendations on indications for intervention in tricuspid regurgitation @cE
Recommendations Class Level
Patients with tricuspid regurgitation and left-sided valvular heart disease requiring surgery

Concomitant TV surgery is recommended in patients with severe primary or secondary ! B

TR.

Concomitant TV repair should be considered in patients with moderate primary or lla B

secondary TR, to avoid progression of TR and RV remodelling.

Concomitant TV repair may be considered in selected patients with mild secondary TR

and tricuspid annulus dilatation (240 mm or >21 mm/m?), to avoid progression of TR and llb B
RV remodelling.

-
4 . 3. LEKARSKA

: FAKULTA

> Univerzita Karlova




'he NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Concomitant Tricuspid Repair in Patients
with Degenerative Mitral Regurgitation

@ oL

The incidence of a primary-end-point event was different between
the 2 strategies when moderate TR was present at baseline but not

when TR was less than moderate

Tricuspid valve repair resulted in more frequent permanent
pacemaker implantation (14% vs 2.5%)

Table 2. Primary End Point.*

Mitral-Valve Surgery Alone  Mitral-Valve Surgery plus TA Relative Risk
Composite End Point (N=203) (N=198) (95% CI)
Imputed calculation — % (95% Cl) 10.2 (6.0-14.5) 3.9 (1.1-6.7) 0.37 (0.16-0.86)
Observed calculation — no.ftotal no. (36) 20/188 (10.8) 7/185 (3.8) 0.35 (0.15-0.81)
Reoperation for tricuspid regurgitation 0 0 —
Progression of tricuspid regurgitation 11/179 (6.1) 1179 (0.6) 0.09 {0.01-0.69)
Death 9/199 (4.5) 6/190 (3.2) 0.69 (0.25-1.88)

Gammie et al, NEJM 2022
Ailawadi et al, ) Thorac Cardiovasc Surg 2022

P Value

0.02

Survival probability

0.75

0.50 4

0.004

TVP=i TVPs
; : 3 : y :
Years
Number at risk
53 40 k] a3 2 20
53 43 40 ar 26 22 _
Log=rank
p = 0.00053

Pettinari et al, Eur J Cardiothorac Surg 2019



Recommendations Class Level
Patients with severe tricuspid regurgitation without left-sided valvular heart disease requiring
surgery

TV surgery is recommended in symptomatic patients with severe primary TR without I C
severe RV dysfunction or severe PH.

TV surgery should be considered in asymptomatic patients with severe primary TR who

have RV dilatation/RV function deterioration, but without severe LV/RV dysfunction or lla C
severe PH.

TV surgery should be considered in patients with severe secondary TR who are

symptomatic or have RV dilatation/RV function deterioration, but without severe LV/RV lla B

dysfunction or PH.
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Recommendations Class Level

Patients with severe tricuspid regurgitation without left-sided valvular heart disease requiring

surgery
Transcatheter TV treatment should be considered to improve quality of life and RV

remodelling in high-risk patients with symptomatic severe TR despite optimal medical lla
therapy in the absence of severe RV dysfunction or pre-capillary PH.
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Isolated Tricuspid Operations: The Society of Thoracic Surgeons Adult
Cardiac Surgery Database Analysis.
Chen Q et al.,Ann Thorac Surg 2023

Endpoints: operative mortality and composite major comorbidities (permanent stroke, renal failure,
prolonged ventilation > 24 hours, deep sternal wound infection, cardiac reoperations,and new permanent

pacemaker implantation).
Median annual center volume was 2 cases (range, 1-81).

median age 65 years (12-14 years younger than pts.in TEER trials)

Operative mortality was 7.3%
New permanent pacemaker implant 10.8%.

Mortality higher in tricuspid replacement versus repair (OR, 1.56). Beating heart operation was
associated with a lower adjusted risk of pacemaker implant (OR, 0.69), renal failure (OR, 0.75), and blood
transfusions (OR, 0.8) compared with full cardioplegic arrest (all P <.05).
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Adult patients (218) undergoing tricuspid valve
surgery without concomitant CABG, mitral
valve surgery, pulmonic valve surgery, aortic
valve surgery, surgery on the aorta, or durable
VAD implantation, 7/01/2011 - 6/30/2020
(N=17,328)

Y

k4

Initial Cohort for Volume Trend Analysis
(N=14,704)

Exclude additional concomitant procedures (left
ventricular aneurysm repair, congenital repair other than
atrial septal defect closure, resection of intracardiac
tumors, other thoracic and vascular procedures,
N=2,624)

A 4

v

Exclude tricuspid endocarditis (N=7,403)

Exclude tricuspid stenosis (N=428)

v

Exclude emergent/emergent salvage cases (N=96)

v

Exclude previous heart transplants (N=166)

Y

Final Cohort
(N=6,507)

Exclude missing tricuspid surgery type (N=104)




TABLE 3 Short-term Outcomes Stratified by Tricuspid Repair vs Replacement and Beating Heart vs Full Arrest Operations

All Patients Repair Replacement Beating Heart Full Arrest
Characteristics n = 6507 n = 3308 n = 3199 P Value (n = 2435) (n = 3901) P Value
Composite major complications 32.0 (2082) 23.1 (765) 41.3 (1320) <.001 34.7 (845) 30.2 (1179) <.001
Permanent stroke 1.5 (100) 1.2 (38) 1.9 (62) .01 1.9 (47) 1.2 (48) .03
Prolonged ventilation 20.2 (1315) 14.8 (490) 25.8 (825) <.001 24.4 (594) 17.4 (677) <.001
Cardiac reoperation 4.3 (281) 5.1 (167) 7.4 (238) <.001 7.4 (179) 5.6 (217) .004
New PPM/ICD implantation 10.8 (702) 6.1 (200) 15.7 (502) <.001 9.2 (223) 11.9 (464) <.001
Renal failure 6.8 (444) 4.5 (148) 9.3 (296) <.001 8.1 (196) 6.1 (237) .003
New dialysis requirement 5.5 (359) 3.4 (113) 7.7 (246) <.001 6.7 (163) 4.8 (186) .001
Deep sternal wound infection 0.4 (28) 0.3 (9) 0.6 (19) .05 0.4 (10) 0.5 (18) g7
Blood product transfusions 46.4 (3022) 37.6 (1242) 55.6 (1779) <.001 52.7 (1284) 42.2 (1646) <.001
Hospital length of 8 (6-12) 7 (5-11) 9 (6-14) <.001 9 (6-14) 7 (5-11) <.001
stay, d

Values are in % (n) or median (interquartile range). ICD, implantable cardioverter-defibrillator; PPM, permanent pacemaker.
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Table 1
Characteristics of the studies comparing mitral valve repair with or without concomitant tricuspid annuloplasty.
Study Study design Period Total MVr —n MVr+ Indication for TA Adjustment for possible confounders
sample —n TA-n and or multivariable analysis
Chikwe et al'' Retrospective observational 2003-2001 645 226 419 Moderate TR, TAd (=40 mm), or size  Multivariable analysis correcting for
mismatch between leaflet and age, comorbidities, and echocardi-
annulus on direct inspection. ography.
Dreyfus et al'® Retrospective observational 2005-2015 441 207 234 Concomitant severe FTR, or TAd Multivariable analysis correcting for
enlargement >40 mm. age, sex, DMR, and FTR severity.
Lee etal'” Retrospective observational 1997-2013 151 66 85 Atrial fibrillation, mild FTR, and, TAd  [PTW-adjusted analysis
(>40 mm or >21 mm/m?). and PS matching.
Gammie etal” Randomized controlled trial 2016-2018 401 203 198 Moderate TE, or mild TR with TAd NA
(=40 mm or >21 mm/m?).
Bresciaetal'® Retrospective observational 2011-2021 1485 1068 417 Concomitant severe TR, or TAd Multivariable regression incorporat-
enlargement =40 with mild-to- ing pre and intraoperative risk fac-
moderate TR.” tors.

Study design, time period, total sample size, number of patients in each treatment group, indications for TA, and statistical adjustments for potential confounders are reported.
—— MVr = mitral valve repair; TA = tricuspid annuloplasty; TAd = tricuspid annular diameter; FIR = functional tricuspid regurgitation; DMR = degenerative mitral regurgitation;

kY

i

TR =tricuspid regurgitation; IPTW = inverse probability of treatment weighting; PS = propensity score; NA = not applicable.
* Concomitant TA was performed at the surgeon's discretion.
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Figure 2. One-year outcomes in the overall populations. (A) Overall survival and (B) freedom from >Moderate TR during 1-year follow-up. Abbreviations: MVr = mitral valve repair;
TA = tricuspid annuloplasty; HR = hazard ratio; CI = confidence interval.

3. LEKARSKA
: FAKULTA

Univerzita Karlova




Long-term outcomes

Median 2-years MVR MVR +TA
survival

5 years 88% 88%

10 years 718% 80%

|15 years 12% 80%

No significant differences between the 2 groups
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Klinické zavery

(netykayji se primarnich postizeni trikuspidalni chlopné!)

Prirozeny prubéh zavazné TR: 1 0-leta mortalita o 17% vyssi nez u lehké TR

Perkutanni TEER neovliviiuje vibec mortalitu a pomuze symptomaticky jen
26% nemocnych. Nelze vyloucit, ze pri delsim sledovani bude benefit

vyraznéjsi.
Perkutanni nahradaTri je zatim v plenkach a prognézu nemocnych spise
zhorsuje.

Izolovana chirurgicka nahrada Tri se provadi ojedinéle a jeji vysledky jsou horsi
nez u jinych izolovanych chlopennich vad.

Soucasna TA p¥i chirurgické lécbé MR nezvysuje operacni riziko, ale ani
nezlepsuje dlouhodobou prognozu.




