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Abstract

Aims Indications for surgery in patients with degenerative mitral regurgitation (DMR) are increasingly liberal in all clinical guidelines but 
the role of secondary outcome determinants (left atrial volume index ≥60 mL/m2, atrial fibrillation, pulmonary artery systolic 
pressure ≥50 mmHg and moderate to severe tricuspid regurgitation) and their impact on post-operative outcome remain dis
puted. Whether these secondary outcome markers are just reflective of the DMR severity or intrinsically affect survival after 
DMR surgery is uncertain and may have critical importance in the management of patients with DMR. To address these 
gaps of knowledge the present study gathered a large cohort of patients with quantified DMR, accounted for the number of 
secondary outcome markers and examined their independent impact on survival after surgical correction of the DMR.

Methods 
and results

The Mitral Regurgitation International DAtabase-Quantitative registry includes patients with isolated DMR from centres 
across North America, Europe, and the Middle East. Patient enrolment extended from January 2003 to January 2020. All 
patients undergoing mitral valve surgery within 1 year of registry enrolment were selected. A total of 2276 patients [65 
(55–73) years, 32% male] across five centres met study eligibility criteria. Over a median follow-up of 5.6 (3.6 to 8.7) years, 
278 patients (12.2%) died. In a comprehensive multivariable Cox regression model adjusted for age, EuroSCORE II, symp
toms, left ventricular ejection fraction (LVEF), left ventricular end-systolic diameter (LV ESD) and DMR severity, the number 
of secondary outcome determinants was independently associated with post-operative all-cause mortality, with adjusted 
hazard ratios of 1.56 [95% confidence interval (CI): 1.11–2.20, P = 0.011], 1.78 (95% CI: 1.23–2.58, P = 0.002) and 2.58 
(95% CI: 1.73–3.83, P < 0.0001) for patients with one, two, and three or four secondary outcome determinants, respect
ively. A model incorporating the number of secondary outcome determinants demonstrated a higher C-index and was sig
nificantly more concordant with post-operative mortality than models incorporating traditional Class I indications alone [the 
presence of symptoms (P = 0.0003), or LVEF ≤60% (P = 0.006), or LV ESD ≥40 mm (P = 0.014)], while there was no  
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significant difference in concordance observed compared with a model that incorporated the number of Class I indications 
for surgery combined (P = 0.71).

Conclusion In this large cohort of patients treated surgically for DMR, the presence and number of secondary outcome determinants 
was independently associated with post-surgical survival and demonstrated better outcome discrimination than traditional 
Class I indications for surgery. Randomised controlled trials are needed to determine if patients with severe DMR who dem
onstrate a cardiac phenotype with an increasing number of secondary outcome determinants would benefit from earlier 
surgery.

Structured Graphical Abstract

pressure [PASP] ≥50mmHg and ≥moderate tricuspid regurgitation [TR]) associated with worse post-operative survival in patients with 
degenerative mitral regurgitation (DMR)?

A composite of outcome determinants was independently associated with worse post-operative survival in patients with DMR.

Patients with severe DMR who demonstrate a cardiac phenotype characterized by an increasing number of outcome determinants have 
poor post-operative outcome and should be considered for earlier surgery.
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Introduction
Degenerative mitral regurgitation (DMR) characterized by mitral valve 
prolapse, the most common type of organic mitral valve disease,1,2 is 
associated with increased morbidity and mortality compared with the 
general population3 and is highly amenable to surgical intervention.4,5

However, despite guideline recommendations, severe undertreatment 
of the condition is observed with tremendous excess mortality,6 sug
gesting the need for additional data to guide DMR surgical correction.4,7

Although the importance of Class I indications [based on symptoms 
and left ventricular (LV) function] for surgery are well-acknowledged 
(culminating as strong recommendations in contemporary guidelines),5

recent studies have also demonstrated the prognostic importance of 
secondary outcome determinants, such as pulmonary artery systolic 
pressure (PASP), atrial fibrillation, tricuspid regurgitation (TR) and left 
atrial volume index (LAVI).3,4,8–10 These secondary outcome determi
nants, although widely acknowledged and supported by observational 
data, do not at present represent strong recommendations or Class I 
indications for surgery in current guidelines.3–5,8–10 In addition, evalu
ation of the cumulative importance of the number of secondary out
come determinants, reflecting increased atrial, pulmonary and right 
ventricular consequences of DMR and a high-risk phenotype, has not 
been studied in a contemporary population undergoing mitral valve sur
gery for DMR due to a variety of aetiologies. Whether such phenotype 
even in the absence of overt LV systolic dysfunction [LV ejection frac
tion (LVEF) ≤ 60% and LV end-systolic diameter (LV ESD] ≥ 40 mm]5

or symptoms, reflects DMR severity or a DMR-linked physiologic re
sponse with substantial increase in left atrial pressure, pulmonary ven
ous and possibly arterial pressure11 is uncertain. This could result in 
considerable adverse remodelling of the left atrium, pulmonary vascu
lature, and tricuspid valve, leading to poor outcome. We hypothesized 
that patients with increased atrial, pulmonary and right ventricular con
sequences of isolated DMR are a particularly high-risk cohort, even 
after surgical DMR correction, which could be of critical importance 
in the consideration of the indication for DMR surgical intervention. 
We further hypothesised that accounting for the number of secondary 
outcome markers could provide similar prognostic utility to established 
Class I indications for surgery.

Therefore, the aim of this study was three-fold: (i) to evaluate and 
validate the prognostic value of LAVI, atrial fibrillation, PASP and mod
erate to severe TR in a large, international cohort of DMR patients 
undergoing surgery, (ii) to evaluate the prognostic implications of an in
creasing number of these secondary outcome determinants in DMR, 
and (iii) to evaluate the relative prognostic importance of the number 
of secondary outcome determinants in comparison with established 
Class I indications for surgery.

Methods
Study design
The Mitral Regurgitation International DAtabase-Quantitative registry was 
created by systematically merging a series of prospectively assembled elec
tronic institutional databases of patients with quantified isolated DMR from 
countries in North America (Mayo Clinic, Rochester, MN, USA), Europe 
(Leiden University Medical Center, Leiden, the Netherlands; University of 
Amiens, Amiens, France; University of Nantes, Nantes, France) and the 
Middle East (Tel Aviv Medical Center, Tel Aviv, Israel). Patient enrolment 
extended from January 2003 to January 2020, according to each centre’s 
database. Eligibility criteria included the following: (i) inclusion of consecu
tive patients with a diagnosis of DMR (due to mitral valve prolapse or flail 

leaflet) by transthoracic echocardiography; (ii) availability of comprehensive 
clinical evaluation recorded prospectively at the time of index echocardiog
raphy; (iii) exclusion of functional mitral regurgitation (MR) of any aetiology, 
significant concomitant aortic valve disease, mitral stenosis, congenital heart 
disease, rheumatic heart disease, active endocarditis, and prior valve sur
gery. All patients undergoing mitral valve surgery within 1 year of registry 
enrolment were selected. The study was approved by the Institutional 
Review Board of each centre, conducted in accordance with institutional 
guidelines, national legal requirements, and the Declaration of Helsinki.

Echocardiography
Echocardiographic studies were performed with commercially available 
ultrasound systems and analysed by experienced investigators from each 
centre. LVEF was calculated using the biplane Simpson method. LV ESD 
and LV end-diastolic diameter (LV EDD) were measured using the 2D linear 
method, as per guideline recommendations.12 LAVI was calculated from ap
ical 2− and 4-chamber views using the biplane method, indexed for body 
surface area. PASP was estimated by applying the modified Bernoulli equa
tion to the TR jet peak velocity and adding estimated right atrial pressure. 
Estimated right atrial pressure was calculated from the inferior vena cava 
diameter and its collapsibility. TR grade was evaluated using a multipara
metric approach according to guideline recommendations, integrating quali
tative, semiquantitative and quantitative parameters.13 MR severity was 
quantitatively assessed according to current recommendations using a mul
tiparametric approach, including quantification of the effective regurgitant 
orifice area (EROA) and MR regurgitant volume.4,13

Follow-up and study endpoint
Follow-up began from the date of mitral valve surgery. The primary end
point of the study was post-surgical all-cause mortality. Follow-up data 
were complete for all patients and were included up to the last date of 
follow-up.

Statistical analysis
Categorical variables are expressed as numbers and percentages, while 
continuous variables are presented as median and interquartile range 
(IQR). To evaluate the prognostic importance of LAVI, atrial fibrillation, 
PASP, TR and an increasing number of secondary outcome determinants 
(LAVI ≥60 mL/m2, atrial fibrillation, PASP ≥50 mmHg and the presence 
of moderate to severe TR) indicative of atrial, pulmonary and right ventricu
lar consequences of isolated DMR, the population was divided into four 
groups: Group I—no secondary outcome determinants; Group II—one 
secondary outcome determinant, Group III—two secondary outcome de
terminants, Group IV—three or four secondary outcome determinants. 
The decision to add the number of secondary outcome determinants to
gether to identify high-risk phenotypes was pre-specified. Pearson’s correl
ation was utilized to evaluate for multicollinearity between secondary 
outcome determinants (see Supplementary material online, Table S1). 
Cumulative survival according to group was calculated using the Kaplan– 
Meier method and compared using the log-rank test. Univariable Cox pro
portional hazards regression analysis was used to evaluate the association of 
each secondary outcome determinant and for an increasing number of 
parameters and all-cause mortality. Multivariable Cox proportional hazards 
regression analyses were performed using two levels of adjustment: first, 
adjusted for baseline clinical characteristics: age, sex, EuroSCORE II, symp
toms (core model); second, adjusting additionally for prognostically import
ant echocardiographic factors: LVEF, LV ESD and MR grade (comprehensive 
model). Hazard ratio (HR) and 95% confidence intervals (CIs) were re
ported for each model. The proportional hazards assumption was verified 
through the evaluation of scaled Schoenfeld residuals. To compare the 
prognostic value of the number of secondary outcome determinants with 
Class I surgical indications (the presence of symptoms, LVEF ≤60% and 
LV ESD ≥40 mm)5 and an increasing number of Class I indications, the dis
criminative value of each model was assessed with the C-index. The rank 
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correlation U-statistic for paired censored data was used to compare the 
concordance of each model with the model including the number of sec
ondary outcome determinants.14 All tests were two-sided and P-values 
<0.05 were considered statistically significant. Statistical analysis was per
formed using R version 4.1.1 (R Foundation for Statistical Computing, 
Vienna, Austria).

Results
Patient characteristics
A total of 2276 patients meeting study eligibility criteria from five inter
national centres were included. The baseline characteristics of the 
population according to number of secondary outcome determinants 
are presented in Table 1. A total of 874 patients (38.4%) had no second
ary outcome determinants, 795 (34.9%) had one secondary outcome 
determinant, 391 (17.2%) had two secondary outcome determinants 
and 216 (9.5%) had three or four secondary outcome determinants. 

Patients with an increasing number of secondary outcome determi
nants were older, more symptomatic, more likely to be male and had 
a higher EuroSCORE II. In addition, patients with one or more second
ary outcome determinants had larger EROAs and MR regurgitant vo
lumes than those with no secondary outcome determinants, 
indicating an association with increasing MR severity. The proportion 
of patients using various medications is provided in Supplementary 
material online, Table S2.

Prognostic value of LAVI, atrial fibrillation, 
PASP and TR for post-surgical survival in 
DMR
Over a median follow-up of 5.6 (3.6 to 8.7) years, 278 patients (12.2%) 
died. A total of 2083 (92%) patients underwent mitral valve repair and 
183 (8%) underwent mitral valve replacement. Post-operative mortality 
at 30 days was 0.83%. Concomitant tricuspid valve repair was 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 1 Patient and echocardiographic characteristics divided according to the number of secondary outcome 
determinants

Variable Overall No secondary 
outcome 

determinantsa

One secondary 
outcome 

determinanta

Two secondary 
outcome 

determinantsa

Three or four 
secondary outcome 

determinantsa

P-value

n = 2276 n = 874 n = 795 n = 391 n = 216

Age, years 65 (55 to 73) 60 (51 to 69) 64 (55 to 72) 69 (60 to 75) 76 (69 to 81) <0.001

Male sex 726 (32) 251 (29) 241 (30) 139 (36) 95 (44) <0.001

Current smoker 534 (40) 233 (40) 181 (41) 83 (37) 37 (41) 0.74

COPD 96 (4.3) 30 (3.4) 31 (4.0) 20 (5.2) 15 (7.2) 0.079

Diabetes mellitus 120 (5.3) 42 (4.8) 35 (4.5) 17 (4.4) 26 (12) <0.001

Hypertension 626 (35) 261 (34) 199 (34) 105 (36) 61 (45) 0.082

Systolic blood 
pressure, mmHg

120 (110 to 130) 122 (110 to 130) 120 (110 to 13) 120 (110 to 130) 121 (110 to 137) 0.36

Symptoms 1379 (61) 474 (54) 459 (58) 285 (73) 161 (75) <0.001

EuroSCORE II 0.82 (0.64 to 1.21) 0.69 (0.59 to 0.91) 0.82 (0.62 to 1.14) 1.09 (0.80 to 1.49) 1.47 (1.12 to 2.03) <0.001

LV ejection fraction, 
%

65 (61 to 70) 66 (62 to 70) 66 (62 to 70) 65 (60 to 70) 64 (58 to 69) <0.001

LV end-systolic 
diameter, mm

35 (31 to 39) 34 (30 to 38) 36 (32 to 40) 36 (32 to 41) 36 (32 to 41) <0.001

EROA, mm2 45 (35 to 58) 42 (32 to 53) 46 (37 to 59) 48 (38 to 64) 47 (34 to 61) <0.001

MR regurgitant 
volume, ml

69 (54 to 86) 65 (50 to 82) 73 (58 to 92) 70 (55 to 88) 70 (55 to 85) <0.001

LA volume index, 
mL/m2

58 (44 to 76) 45 (37 to 51) 66 (53 to 80) 75 (62 to 94) 81 (68 to 99) <0.001

PA systolic pressure, 
mmHg

36 (30 to 48) 30 (27 to 36) 36 (30 to 45) 50 (37 to 60) 59 (52 to 67) <0.001

Moderate or severe 
TR

321 (14) 0 (0) 61 (7.7) 90 (23) 170 (79) <0.001

Data presented as median (25th–75th percentile), or n (%). 
aSecondary outcome determinants include atrial fibrillation, left atrial volume index ≥60 mL/m2, PA systolic pressure ≥50 mmHg and/or the presence of moderate to severe TR. 
COPD = chronic obstructive pulmonary disease, EROA = effective regurgitation orifice area, LA = left atrial, LV = left ventricular, MR = mitral regurgitation, PA = pulmonary artery, 
TR = tricuspid regurgitation.
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performed in 445 (19.5%) of patients. All secondary outcome determi
nants (LAVI ≥60 mL/m2, atrial fibrillation, PASP ≥50 mmHg and the 
presence of moderate to severe TR) were significantly associated 
with all-cause mortality on univariable Cox regression analyses (P < 
0.0001 for all). In addition, in multivariable Cox regression proportional 
hazard core models adjusted for age, sex, EuroSCORE II and symp
toms, LAVI ≥60 mL/m2, atrial fibrillation, PASP ≥50 mmHg and the 
presence of moderate to severe TR were all significantly associated 
with post-operative mortality (Table 2). In multivariable Cox regression 
models further adjusted for LVEF, LV ESD and MR grade, an independ
ent association between post-operative all-cause mortality and LAVI 
≥60 mL/m2 (HR: 1.38, 95% CI: 1.07–1.78, P = 0.014), atrial fibrillation 
(HR: 1.46, 95% CI: 1.14–1.89, P = 0.003), PASP ≥50 mmHg (HR: 
1.50, 95% CI: 1.15–1.97, P = 0.003) and the presence of moderate to 
severe TR (HR: 1.46, 95% CI: 1.09–1.96, P = 0.010) was retained. In a 
sensitivity analysis, following further adjustment for specific comorbid
ities [hypertension, diabetes mellitus, and chronic obstructive pulmon
ary disease (COPD)], results were consistent with the main analysis for 
each model (see Supplementary material online, Table S3).

Prognostic implications of the number of 
secondary outcome determinants
Overall post-operative survival at 5 years was markedly different ac
cording to the number of secondary outcome determinants: 96.3% 
for patients with no secondary outcome determinants, vs. 93.6%, 
88.8%, and 72.1% for patients with one, two, and three or four second
ary outcome determinants, respectively (P < 0.0001, Figure 1). In the 
multivariable Cox regression proportional hazard core model adjusted 
for age, sex, EuroSCORE II and symptoms, the number of secondary 
outcome determinants remained associated with all-cause mortality 
(Table 3). In addition, in a comprehensive model with further adjust
ment for LVEF, LV ESD, and MR grade, the number of secondary out
come determinants was independently associated with all-cause 
mortality, with adjusted HRs of 1.56 (95% CI: 1.11–2.20, P = 0.011), 

1.78 (95% CI: 1.23–2.58, P = 0.002) and 2.58 (95% CI: 1.73–3.83, P < 
0.0001) for patients with one, two, and three or four secondary out
come determinants, respectively, compared with those with no sec
ondary outcome determinants (Table 3, Figure 2). When added to 
the comprehensive multivariable Cox regression model, the year of 
surgery was significantly associated with reduced all-cause mortality 
(HR: 0.96 per year, 95% CI: 0.93–1.00, P = 0.031), while the number 
of secondary outcome determinants remained significantly associated 
with the primary endpoint, with adjusted HRs of 1.58 (95% CI: 1.12– 
2.23, P = 0.009), 1.80 (95% CI: 1.24–2.61, P = 0.002) and 2.60 (95% 
CI: 1.75–3.87, P < 0.0001) for patients with one, two, and three or 
four secondary outcome determinants, respectively. There was no sig
nificant interaction between the year of surgery and the number of sec
ondary outcome determinants (Pinteraction = 0.98). In a sensitivity 
analysis, following additional adjustment for specific comorbidities 
(hypertension, diabetes mellitus, and COPD), results were consistent 
with the main analysis (see Supplementary material online, Table S4). 
The net reclassification improvement according to ≥1, 2 and 3 second
ary outcome determinants is demonstrated in Supplementary material 
online, Table S5.

Prognostic implications of the number of 
secondary outcome determinants 
according to patient subgroup
Further sensitivity analyses were performed to evaluate the prognostic 
implications of the number of secondary outcome determinants accord
ing to patient subgroup (Figure 3, Supplementary material online, Figures 
S1–S7). Analyses demonstrated the consistent prognostic value of the 
number of secondary outcome determinants in patient subgroups di
vided according to age (see Supplementary material online, Figure S1), 
LVEF (see Supplementary material online, Figure S2), LV ESD (see 
Supplementary material online, Figure S3), the presence of symptoms 
(see Supplementary material online, Figure S4) and the presence of any 
Class I surgical indication (see Supplementary material online, Figure S7) 
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Table 2 Univariable and multivariable hazard ratio (HR) for mortality for LAVI, PASP, atrial fibrillation and TR severity

Secondary outcome  
determinant subgroups

Hazard ratio  
(95% CI)

P-value

Univariable LAVI ≥60 mL/m2 1.64 (1.30 to 2.08) <0.0001

PASP ≥50 mmHg 2.67 (2.10 to 3.41) <0.0001

Atrial fibrillation 2.53 (1.99 to 3.22) <0.0001

Moderate or severe TR 2.57 (1.96 to 3.37) <0.0001

Adjusted for age, sex, EuroSCORE II,  
symptoms (core model)

LAVI ≥60 mL/m2 1.31 (1.03 to 1.67) 0.027

PASP ≥50 mmHg 1.45 (1.12 to 1.87) 0.005

Atrial fibrillation 1.52 (1.19 to 1.94) 0.0008

Moderate or severe TR 1.45 (1.09 to 1.92) 0.011

Further adjustment for LVEF, LV ESD and  
MR grade (comprehensive model)

LAVI ≥60 mL/m2 1.38 (1.07 to 1.78) 0.014

PASP ≥50 mmHg 1.50 (1.15 to 1.97) 0.003

Atrial fibrillation 1.46 (1.14 to 1.89) 0.003

Moderate or severe TR 1.46 (1.09 to 1.96) 0.010

ESD = end-systolic diameter, LAVI = left atrial volume index, LV = left ventricular, LVEF = left ventricular ejection fraction, MR = mitral regurgitation, PASP = pulmonary artery systolic 
pressure, TR = tricuspid regurgitation.
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Figure 1 Kaplan–Meier survival curves demonstrating the association between the number of secondary outcome determinants and all-cause mor
tality in DMR. Increasing number of secondary outcome determinants was associated with worse post-operative survival in patients with DMR. 
LA = left atrial, DMR = degenerative mitral regurgitation, PA = pulmonary artery, TR = tricuspid regurgitation.
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Table 3 Univariable and multivariable hazard ratio (HR) for mortality for the number of secondary outcome 
determinants

Secondary outcome determinant subgroups Hazard ratio  
(95% CI)

P-value

Univariable None of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR Reference

1 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 1.90 (1.36 to 2.65) 0.0001

2 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 2.74 (1.93 to 3.89) <0.0001

3 or 4 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 6.40 (4.50 to 9.11) <0.0001

Adjusted for age, sex, EuroSCORE II,  
symptoms (core model)

None of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR Reference

1 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 1.45 (1.04 to 2.03) 0.027

2 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 1.69 (1.18 to 2.42) 0.004

3 or 4 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 2.43 (1.67 to 3.54) <0.0001

Further adjustment for LVEF, LV ESD  
and MR grade (comprehensive model)

None of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR Reference

1 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 1.56 (1.11 to 2.20) 0.011

2 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 1.78 (1.23 to 2.58) 0.002

3 or 4 of LAVI ≥60 mL/m2, PASP ≥50 mmHg, AF, moderate or severe TR 2.58 (1.73 to 3.83) <0.0001

AF = atrial fibrillation, ESD = end-systolic diameter, LAVI = left atrial volume index, LV = left ventricular, LVEF = left ventricular ejection fraction, MR = mitral regurgitation, 
PASP = pulmonary artery systolic pressure, TR = tricuspid regurgitation.
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(P for interaction >0.05 for all, Figure 3). However, while the presence 
of one or two secondary outcome determinants was associated with 
all-cause mortality in patients of lower surgical risk (EuroSCORE II 
<1%), it was not significantly associated with mortality for the patient 
subgroup of higher (EuroSCORE II ≥1%) surgical risk (HR: 1.10, 95% 
CI: 0.77–1.58, P = 0.60; Pinteraction = 0.017, Figure 3). No significant 
interaction between EuroSCORE II group and the presence of three 
or four secondary outcome determinants was observed (Pinteraction = 
0.50), suggesting that this phenotype has a similar association with mor
tality regardless of surgical risk (see Supplementary material online, 
Figure S5). There was no significant interaction between mitral valve re
placement vs. repair group and the number of secondary outcome de
terminants (Pinteraction = 0.13).

Superior prognostic value of the number 
of secondary outcome determinants
To compare the prognostic value of the number of secondary out
come determinants with Class I guideline recommendations for sur
gery, model discrimination was evaluated. A basal model (comprised 
of age and EuroSCORE II) incorporating the number of secondary 
outcome determinants demonstrated a higher C-index value 

(C-index 0.782, 95% CI: 0.752–0.811) than models incorporating 
the presence of symptoms (C-index 0.772, 95% CI: 0.743–0.802), 
LVEF ≤60% (C-index 0.773, 95% CI: 0.743–0.803), LV ESD 
≥40 mm (C-index: 0.771, 95% CI: 0.741–0.801), or the number of 
Class I indications combined (C-index 0.776, 95% CI: 0.746– 
0.806). The model incorporating the number of secondary out
come determinants was significantly more concordant with all- 
cause post-operative mortality than models including traditional 
Class I indications alone [the presence of symptoms (P = 0.0003), 
or LVEF ≤60% (P = 0.006), or LVESD ≥40 mm (P = 0.014)], with 
no significant difference in concordance compared with the 
model accounting for an increasing number of Class I indications 
(P = 0.71).

Discussion
In this large, international, multicentre study including 2276 patients 
with isolated DMR undergoing surgery, we observed that: (i) LAVI 
≥60 mL/m2, atrial fibrillation, PASP ≥50 mmHg and the presence of 
moderate to severe TR were independently associated with poor out
come even in a selected patient cohort undergoing surgery for severe 

Figure 2 Adjusted survival curves demonstrating the association between the number of secondary outcome determinants and all-cause mortality in 
DMR. Increasing number of secondary outcome determinants was associated with worse post-operative survival in patients with DMR following ad
justment for age, EuroSCORE II, symptoms, LV ejection fraction, LV end-systolic diameter and DMR severity. LA = left atrial, LV = left ventricular, 
DMR = degenerative mitral regurgitation, PA = pulmonary artery, TR = tricuspid regurgitation.
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DMR, (ii) an increasing number of secondary outcome determinants 
was independently associated with all-cause post-operative mortality, 
following adjustment for Class I surgical indications including symptoms, 
EuroSCORE II, age and quantified DMR severity, and (iii) accounting for 
the number of secondary outcome determinants demonstrated signifi
cantly better discrimination for post-surgical survival than traditional 
Class I indications for surgery (Structured Graphical Abstract).

Prognostic validation of left atrial, 
pulmonary arterial, and tricuspid valve 
remodelling in DMR
The present study demonstrates the independent association of LAVI, 
atrial fibrillation, PASP, and the presence of moderate to severe TR 
with post-surgical clinical outcome in a large, unique, contemporary, 
multicentre registry of patients with DMR due to mitral valve prolapse 
and/or flail leaflet, providing additional supporting data for guideline re
commendations regarding surgical timing.4 Indeed, previous evidence 
for the association of left atrial enlargement with post-operative mor
tality was limited to either smaller studies or to a larger, real-world co
hort from a single centre.9,15,16 Conversely, the present study, derived 
from an expansive international cohort, confirms that LAVI ≥60 mL/m2 

retains independent prognostic value, supporting the wider 

generalisability of the findings from prior studies. Likewise, the prognos
tic importance of atrial fibrillation in DMR has remained somewhat con
tentious, with several studies showing no significant association with 
outcome,17,18 although other larger cohorts have shown an important 
relationship with mortality.10,19 In the present study, atrial fibrillation 
was independently related to post-operative mortality, strengthening 
the evidence-base for inclusion in guideline recommendations. In add
ition, our study confirms the findings of previous studies20,21 demon
strating that increased PASP is associated with reduced post-surgical 
survival in patients with DMR. The present study also suggests that 
moderate or severe TR is related to post-operative mortality in pa
tients with severe DMR, in accordance with recently published data.8

Current guidelines suggest concomitant tricuspid valve repair of mild 
or moderate TR in the presence of tricuspid annular dilation of 
≥40 mm.5 However, in a recent multicentre trial, 401 patients with 
moderate TR or annular dilatation undergoing mitral valve surgery 
were randomized to tricuspid valve repair and mitral valve surgery, 
or mitral valve surgery alone.22 This study demonstrated a significant 
reduction in progression to severe TR in the surgery plus tricuspid valve 
repair group, although at the cost of a significant increase in the require
ment for permanent pacemaker implantation. Longer term follow-up 
of the participants in this trial and additional research is required to de
termine how the presence of moderate or severe TR in severe DMR 

Figure 3 Association of the number of secondary outcome determinants with mortality in selected subgroups of patients with DMR. The number of 
secondary outcome determinants were related to outcome across subgroups according to age, surgical risk, geographical location, LVEF, LV ESD, symp
toms, and Class I surgical indications. *Secondary Outcome Determinants include atrial fibrillation, LAVI ≥60 mL/m2, PASP ≥50 mmHg and/or the 
presence of moderate to severe TR. Hazard ratios are in reference to patients with no secondary outcome determinants. CI = confidence interval, 
DMR = degenerative mitral regurgitation, ESD = end-systolic diameter, LAVI = left atrial volume index, LV = left ventricular, LVEF = left ventricular 
ejection fraction, PASP = pulmonary artery systolic pressure, TR = tricuspid regurgitation.
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should influence clinical management, including intervention with tri
cuspid valve surgery/tricuspid transcatheter repair and for the timing 
of mitral valve surgery.

Prognostic implications of the number of 
secondary outcome determinants
The present study shows that an increasing number of secondary out
come determinants is independently associated with increased long- 
term post-surgical mortality. It is probable that an increasing number 
of secondary outcome determinants identifies patients with more pro
found atrial, pulmonary and right ventricular consequences of isolated 
DMR, either due to more hemodynamically severe DMR or a reduced 
capacity to adapt to the associated volume overload. In severe DMR, 
the regurgitant jet causes substantial left atrial volume overload and 
may directly result in progressive left atrial dilatation, reduced compli
ance, fibrillation and eventually, elevation of left atrial pressures. 
Backward transmission of elevated left atrial pressure can result in in
creased pulmonary venous and arterial pressures. Initially, this is a pas
sive process characterized by high left atrial and pulmonary capillary 
wedge pressures and low pulmonary vascular resistance.23 However, 
chronic and/or recurrent increases in left atrial pressure may induce ir
reversible remodelling of the alveolar capillary membrane and patho
logical changes in the pulmonary veins and arteries, leading to an 
elevation of transpulmonary gradient, pulmonary vascular resistance 
and combined pre-capillary and post-capillary pulmonary hyperten
sion.11 Progressive right ventricular dilation and hypertrophy secondary 
to pulmonary hypertension is frequently associated with progressive 
tricuspid annular dilatation and papillary muscle tethering, and an in
crease in secondary TR severity.11 Importantly, in patients with DMR, 
these pathophysiological changes can be observed even in the absence 
of overt LV systolic or diastolic dysfunction.23 Therefore, in accordance 
with the findings of the present study, it is logical that even when adjust
ing for LV function, a phenotype of increased left atrial, pulmonary, and 
right ventricular damage would be associated with disease progression 
and reduced long-term survival. Furthermore, this association was also 
observed in patient subgroups with preserved and reduced LV function, 
suggesting that this phenotype should be considered as a potentially im
portant marker of disease progression, regardless of the presence of LV 
dysfunction. Moreover, only the presence of three or four secondary 
outcome determinants was associated with outcome in patients with 
higher surgical risk (EuroSCORE ≥1%), suggesting that identification 
of this high-risk phenotype may be particularly important for the risk 
stratification of this patient group.

Clinical implications
The present study provides additional evidence supporting current 
guideline recommendations4 for surgical intervention for patients 
with severe DMR and either LAVI ≥60 mL/m2, atrial fibrillation or 
PASP ≥50 mmHg. In addition, this study has demonstrated that 
the identification of a progressively higher risk cardiac phenotype 
with increased left atrial, pulmonary, and right ventricular conse
quences of DMR may better stratify risk again, providing better dis
crimination than well-established Class I surgical indications (the 
presence of symptoms, LVEF ≤60% and LV ESD ≥40 mm) that 
are strongly recommended to be used, even in isolation, as triggers 
for surgery due to their association with poor outcome.4,5

Furthermore, when compared with the number of Class I indica
tions combined, accounting for the number of secondary outcome 
determinants provided similar and numerically higher indices of 

discrimination. Indeed, the presence of three or more secondary 
outcome determinants likely suggests that important haemodynam
ic consequences of progressive DMR have occurred, and earlier 
intervention, even in the absence of symptoms or LV dysfunction, 
may be crucial. However, surgery is probably warranted prior to 
the development of a cardiac phenotype with three or more sec
ondary outcome determinants, as the prognosis of this subgroup 
is exceptionally poor, with an estimated mortality of 28% at 5 years, 
despite surgical intervention. In addition, this study demonstrates 
that the number of secondary outcome determinants has prognos
tic value in patients with and without Class I indications for surgery. 
In clinical practice it is not uncommon to have borderline Class I in
dications for intervention (i.e. very mild symptoms, LVEF of 59–61%, 
LV ESD 39–41 mm) or valvular properties which suggests a lower 
probability of successful valve repair. In these circumstances, identi
fication of patients with an increasing number of secondary out
come determinants could strengthen any decision to intervene. 
This study also demonstrates that a paradigm shift in guideline re
commendations could be useful: in addition to the well-established 
thresholds of individual imaging parameters for intervention (LAVI 
≥60 mL/m2, atrial fibrillation, PASP ≥50 mmHg, LVEF ≤60% and 
LV ESD ≥40 mm), accounting for the overall cardiac phenotype re
presented by the presence of multiple prognostically important 
parameters, may improve patient selection for earlier surgery. 
Indeed, those with multiple prognostically important parameters 
probably warrant a stronger recommendation for intervention 
than any single parameter in isolation.

Limitations
The study is subject to all of the inherent limitations of an observational, 
non-randomized design, although representing the largest international 
cohort of patients with isolated DMR undergoing surgery with long-term 
post-operative follow-up. Definitive recommendations regarding surgical 
timing would ideally be made following randomized clinical trials enrolling 
selected patient subgroups (i.e. patients with LAVI ≥60 mL/m2 or with 
three or more secondary outcome determinants). Nonetheless, con
temporary guideline recommendations regarding the timing of surgical 
intervention in DMR are currently only based on strong observational 
data, and it remains unlikely that such trials will ever be conducted.4,5

While study cohort identification was retrospective, all measurements 
were performed prospectively by numerous operators and recorded 
electronically, reflecting prospective DMR evaluation and quantitation 
in routine practice with transthoracic echocardiography. This may allow 
for increased generalizability of the results into clinical practice compared 
with core laboratory evaluation, which while offering improved uniform
ity of evaluation, has more limited generalizability. In addition, data per
taining to the cause of death and incident heart failure were not 
available, precluding these analyses. However, any excess in incident 
heart failure or cardiovascular death would likely translate into an in
crease in all-cause mortality. Data regarding post-operative stroke, re
sidual MR, frequency of concomitant atrial fibrillation ablation and 
mitral valve reintervention were not available, precluding additional ana
lyses. In addition, this study was likely inadequately powered to detect be
tween group differences for mitral valve repair vs. replacement. Further 
studies investigating the prognostic value of Class I indications and sec
ondary outcome determinants are required for patients undergoing mi
tral valve replacement and in patients with multiple and/or mixed valvular 
disease. In addition, more research is required to determine if healthcare 
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systems can provide for the increasing number of patients with severe 
DMR who may benefit from earlier surgery.

Conclusion
An increasing number of secondary outcome determinants was inde
pendently associated with post-surgical survival in patients with DMR 
and demonstrated significantly better discrimination than traditional 
Class I indications for surgery. Randomized controlled trials are needed 
to determine if patients with severe DMR who demonstrate a cardiac 
phenotype with an increasing number of secondary outcome determi
nants would benefit from earlier surgery.

Author contributions
D.R. (MD, PhD) (data curation: supporting; validation: supporting; writ
ing – review & editing: supporting), A.H. (MD) (data curation: equal; 
writing – review & editing: supporting), N.A.M. (MD, PhD) (data cur
ation: supporting; funding acquisition: supporting; investigation: sup
porting; methodology: supporting; writing – review & editing: 
supporting), C.T. (MD, PhD) (data curation: lead; formal analysis: sup
porting; resources: supporting; supervision: supporting; writing – 
review & editing: supporting), Y.T. (MD) (data curation: equal; funding 
acquisition: equal; writing – review & editing: equal), J.J.B. (MD, PhD) 
(conceptualization: lead; data curation: equal; funding acquisition: lead; 
investigation: lead; methodology: equal; supervision: lead; validation: 
lead; visualization: lead; writing – review & editing: supporting), M.E.-S. 
(MD) (conceptualization: lead; data curation: lead; formal analysis: 
lead; investigation: lead; methodology: lead; project administration: 
lead; supervision: lead; validation: lead; visualization: lead; writing – 
original draft: lead; writing – review & editing: lead), H.I.M. (MD) 
(conceptualization: equal; funding acquisition: lead; investigation: equal; 
validation: equal; writing – review & editing: equal), V.D. (MD, PhD) 
(conceptualization: equal; formal analysis: supporting; funding acquisi
tion: equal; methodology: lead; supervision: lead; validation: equal; writ
ing – original draft: equal; writing – review & editing: equal), E.W.S. 
(PhD) (formal analysis: lead; methodology: lead; software: lead; valid
ation: lead), G.B. (MD) (conceptualization: equal; data curation: equal; 
funding acquisition: lead; project administration: equal; supervision: 
equal; writing – review & editing: supporting), S.C.B. (MD, MPhil) (con
ceptualization: lead; data curation: lead; formal analysis: lead; investiga
tion: equal; methodology: equal; writing – original draft: lead), B.E. (MD) 
(conceptualization: lead; data curation: lead; formal analysis: lead; inves
tigation: equal; methodology: equal; writing – original draft: lead), C.A. 
(MD) (data curation: equal; investigation: equal; methodology: equal; 
writing – review & editing: supporting), J.-C.R. (MD, PhD) (data cur
ation: supporting; supervision: supporting; writing – review & editing: 
supporting), A.v.W. (MD) (data curation: lead; formal analysis: support
ing; supervision: supporting; writing – review & editing: supporting), F.G. 
(MD, PhD) (conceptualization: equal; data curation: equal; investigation: 
supporting; methodology: supporting; validation: lead; writing – review 
& editing: supporting), and T.L.T. (MD, PhD) (Data curation: equal; in
vestigation: supporting; methodology: supporting; validation: support
ing; visualization: supporting; writing – review & editing: supporting).

Supplementary data
Supplementary data is available at European Heart Journal online.

Data availability
The data that support the findings of this study are available on reasonable 
request to the corresponding author.

Conflict of interest: The Department of Cardiology of the Leiden 
University Medical Center received research grants from Abbott 
Vascular, Alnylam, Bayer, Bioventrix, Medtronic, Biotronik, Boston 
Scientific, GE Healthcare and Edwards Lifesciences. Jeroen Bax has received 
speaking fees from Abbott and Edwards Lifesciences. Nina Ajmone Marsan 
has received speaking fees from Abbott Vascular, Philips Ultrasound and GE 
Healthcare, and has served on the Medical Advisory Board of Philips 
Ultrasound and Trimensio/Pie and as a councilor on the board of the 
EACVI. Victoria Delgado has received speaker fees from Abbott Vascular, 
Medtronic, Novartis, Philips, Edwards Lifesciences and GE Healthcare, 
and has received consulting fees from Novo Nordisk and Edwards 
Lifesciences. Jean Christian Roussel has received consulting fees from 
Edwards Lifesciences. Thierry Le Tourneau received payments/honoraria 
from Bayer and GE Healthcare. Ewout Steyerberg receives royalties for 
his book ‘Clinical Prediction Models’ from Springer. Dr Enriquez-Sarano re
ceived consulting fees from Edwards LLC, Cryolife Inc, ChemImage and 
HighLife Inc. The remaining authors have nothing to disclose.

Funding
Steele C. Butcher received funding from European Society of Cardiology 
(ESC Research Grant App000080404). Thierry Le Tourneau received fund
ing from the French Ministry of Health “PHRC-I 2012” (TLT, API12/N/019, 
Paris, France), Fédération Française de Cardiologie (TLT, 2015, Paris, 
France) and Fondation Cœur et Recherche (TLT, 2015, Paris, France). 
The University of Nantes Department of Cardiology received funding 
from Fondation GenaVie, 2010, Fédération Française de Cardiologie, 
2011, Fondation Cœur et Recherche, 2013, French Ministry of Health 
“PHRC-I 2012”, Fédération Française de Cardiologie, 2015, Inserm 
Translational Research Grant (2012–2016, Paris, France). This work was 
supported by the Mayo Foundation for Medical Education and Research. 

References
1. Iung B, Baron G, Tornos P, Gohlke-Barwolf C, Butchart EG, Vahanian A. Valvular heart 

disease in the community: a European experience. Curr Probl Cardiol 2007;32:609–661. 
https://doi.org/10.1016/j.cpcardiol.2007.07.002

2. Vakamudi S, Jellis C, Mick S, Wu Y, Gillinov AM, Mihaljevic T, et al. Sex differences in the 
etiology of surgical mitral valve disease. Circulation 2018;138:1749–1751. https://doi.org/ 
10.1161/circulationaha.118.035789

3. Avierinos J-F, Tribouilloy C, Grigioni F, Suri R, Barbieri A, Michelena HI, et al. Impact of 
ageing on presentation and outcome of mitral regurgitation due to flail leaflet: a multi
centre international study. Eur Heart J 2013;34:2600–2609. https://doi.org/10.1093/ 
eurheartj/eht250

4. Vahanian A, Beyersdorf F, Praz F, Milojevic M, Baldus S, Bauersachs J, et al. 2021 ESC/ 
EACTS guidelines for the management of valvular heart disease. Eur Heart J 2022;43: 
561–632. https://doi.org/10.1093/eurheartj/ehab395

5. Otto CM, Nishimura RA, Bonow RO, Carabello BA, Erwin JP III, Gentile F, et al. 2020 
ACC/AHA guideline for the management of patients with valvular heart disease: a re
port of the American college of cardiology/American heart association joint committee 
on clinical practice guidelines. Circulation 2021;143:e72–e227. https://doi.org/10.1161/ 
CIR.0000000000000923

6. Dziadzko V, Clavel MA, Dziadzko M, Medina-Inojosa JR, Michelena H, Maalouf J, et al. 
Outcome and undertreatment of mitral regurgitation: a community cohort study. 
Lancet 2018;391:960–969. https://doi.org/10.1016/S0140-6736(18)30473-2

7. Flint N, Raschpichler M, Rader F, Shmueli H, Siegel RJ. Asymptomatic degenerative mi
tral regurgitation: a review. JAMA Cardiol 2020;5:346–355. https://doi.org/10.1001/ 
jamacardio.2019.5466

8. Essayagh B, Antoine C, Benfari G, Maalouf J, Michelena HI, Crestanello JA, et al. 
Functional tricuspid regurgitation of degenerative mitral valve disease: a crucial deter
minant of survival. Eur Heart J 2020;41:1918–1929. https://doi.org/10.1093/eurheartj/ 
ehaa192

9. Essayagh B, Antoine C, Benfari G, Messika-Zeitoun D, Michelena H, Le Tourneau T, et al. 
Prognostic implications of left atrial enlargement in degenerative mitral regurgitation. 
J Am Coll Cardiol 2019;74:858–870. https://doi.org/10.1016/j.jacc.2019.06.032

D
ow

nloaded from
 https://academ

ic.oup.com
/eurheartj/article/44/10/871/7005413 by U

niversiteit Leiden - LU
M

C
 user on 27 M

arch 2024

http://academic.oup.com/eurheartj/article-lookup/doi/10.1093/eurheartj/ehad004#supplementary-data
https://doi.org/10.1016/j.cpcardiol.2007.07.002
https://doi.org/10.1161/circulationaha.118.035789
https://doi.org/10.1161/circulationaha.118.035789
https://doi.org/10.1093/eurheartj/eht250
https://doi.org/10.1093/eurheartj/eht250
https://doi.org/10.1093/eurheartj/ehab395
https://doi.org/10.1161/CIR.0000000000000923
https://doi.org/10.1161/CIR.0000000000000923
https://doi.org/10.1016/S0140-6736(18)30473-2
https://doi.org/10.1001/jamacardio.2019.5466
https://doi.org/10.1001/jamacardio.2019.5466
https://doi.org/10.1093/eurheartj/ehaa192
https://doi.org/10.1093/eurheartj/ehaa192
https://doi.org/10.1016/j.jacc.2019.06.032


Secondary outcome determinants in DMR                                                                                                                                                     881

10. Grigioni F, Benfari G, Vanoverschelde JL, Tribouilloy C, Avierinos JF, Bursi F, et al. 
Long-Term implications of atrial fibrillation in patients with degenerative mitral 
regurgitation. J Am Coll Cardiol 2019;73:264–274. https://doi.org/10.1016/j.jacc.2018.10.067

11. Magne J, Pibarot P, Sengupta PP, Donal E, Rosenhek R, Lancellotti P. Pulmonary hyper
tension in valvular disease: a comprehensive review on pathophysiology to therapy from 
the HAVEC group. JACC Cardiovasc Imaging 2015;8:83–99. https://doi.org/10.1016/j. 
jcmg.2014.12.003

12. Lang RM, Badano LP, Mor-Avi V, Afilalo J, Armstrong A, Ernande L, et al. 
Recommendations for cardiac chamber quantification by echocardiography in adults: 
an update from the American society of echocardiography and the European associ
ation of cardiovascular imaging. J Am Soc Echocardiogr 2015;28:1–39.e14. https://doi. 
org/10.1016/j.echo.2014.10.003

13. Zoghbi WA, Adams D, Bonow RO, Enriquez-Sarano M, Foster E, Grayburn PA, et al. 
Recommendations for noninvasive evaluation of native valvular regurgitation: a report 
from the American society of echocardiography developed in collaboration with the so
ciety for cardiovascular magnetic resonance. J Am Soc Echocardiogr 2017;30:303–371. 
https://doi.org/10.1016/j.echo.2017.01.007

14. Harrell FE Jr. Regression Modeling Strategies: With Applications to Linear Models, Logistic 
and Ordinal Regression, and Survival Analysis. 2nd ed.: Springer; 2015.

15. Rusinaru D, Tribouilloy C, Grigioni F, Avierinos JF, Suri RM, Barbieri A, et al. Left atrial 
size is a potent predictor of mortality in mitral regurgitation due to flail leaflets: results 
from a large international multicenter study. Circ Cardiovasc Imaging 2011;4:473–481. 
https://doi.org/10.1161/CIRCIMAGING.110.961011

16. Le Tourneau T, Messika-Zeitoun D, Russo A, Detaint D, Topilsky Y, Mahoney DW, 
et al. Impact of left atrial volume on clinical outcome in organic mitral regurgitation. 
J Am Coll Cardiol 2010;56:570–578. https://doi.org/10.1016/j.jacc.2010.02.059

17. Chua YL, Schaff HV, Orszulak TA, Morris JJ. Outcome of mitral valve repair in patients 
with preoperative atrial fibrillation. Should the maze procedure be combined with mi
tral valvuloplasty? J Thorac Cardiovasc Surg 1994;107:408–415. https://doi.org/10.1016/ 
S0022-5223(12)70085-5

18. Lim E, Barlow CW, Hosseinpour AR, Wisbey C, Wilson K, Pidgeon W, et al. Influence of 
atrial fibrillation on outcome following mitral valve repair. Circulation 2001;104: 
I-59–I-63. https://doi.org/10.1161/hc37t1.094813

19. Szymanski C, Magne J, Fournier A, Rusinaru D, Touati G, Tribouilloy C. Usefulness of 
preoperative atrial fibrillation to predict outcome and left ventricular dysfunction after 
valve repair for mitral valve prolapse. Am J Cardiol 2015;115:1448–1453. https://doi.org/ 
10.1016/j.amjcard.2015.02.027

20. Mentias A, Patel K, Patel H, Gillinov AM, Sabik JF, Mihaljevic T, et al. Effect of 
pulmonary vascular pressures on long-term outcome in patients with primary mitral re
gurgitation. J Am Coll Cardiol 2016;67:2952–2961. https://doi.org/10.1016/j.jacc.2016.03. 
589

21. Barbieri A, Bursi F, Grigioni F, Tribouilloy C, Avierinos JF, Michelena HI, et al. Prognostic 
and therapeutic implications of pulmonary hypertension complicating degenerative mi
tral regurgitation due to flail leaflet: a multicenter long-term international study. Eur 
Heart J 2011;32:751–759. https://doi.org/10.1093/eurheartj/ehq294

22. Gammie JS, Chu MWA, Falk V, Overbey JR, Moskowitz AJ, Gillinov M, et al. 
Concomitant tricuspid repair in patients with degenerative mitral regurgitation. 
N Engl J Med 2022;386:327–339. https://doi.org/10.1056/NEJMoa2115961

23. Maeder MT, Weber L, Buser M, Gerhard M, Haager PK, Maisano F, et al. Pulmonary 
hypertension in aortic and mitral valve disease. Front Cardiovasc Med 2018;5:40. 
https://doi.org/10.3389/fcvm.2018.00040

D
ow

nloaded from
 https://academ

ic.oup.com
/eurheartj/article/44/10/871/7005413 by U

niversiteit Leiden - LU
M

C
 user on 27 M

arch 2024

https://doi.org/10.1016/j.jacc.2018.10.067
https://doi.org/10.1016/j.jcmg.2014.12.003
https://doi.org/10.1016/j.jcmg.2014.12.003
https://doi.org/10.1016/j.echo.2014.10.003
https://doi.org/10.1016/j.echo.2014.10.003
https://doi.org/10.1016/j.echo.2017.01.007
https://doi.org/10.1161/CIRCIMAGING.110.961011
https://doi.org/10.1016/j.jacc.2010.02.059
https://doi.org/10.1016/S0022-5223(12)70085-5
https://doi.org/10.1016/S0022-5223(12)70085-5
https://doi.org/10.1161/hc37t1.094813
https://doi.org/10.1016/j.amjcard.2015.02.027
https://doi.org/10.1016/j.amjcard.2015.02.027
https://doi.org/10.1016/j.jacc.2016.03.589
https://doi.org/10.1016/j.jacc.2016.03.589
https://doi.org/10.1093/eurheartj/ehq294
https://doi.org/10.1056/NEJMoa2115961
https://doi.org/10.3389/fcvm.2018.00040

	Factors influencing post-surgical survival in degenerative mitral regurgitation
	Introduction
	Methods
	Study design
	Echocardiography
	Follow-up and study endpoint
	Statistical analysis

	Results
	Patient characteristics
	Prognostic value of LAVI, atrial fibrillation, PASP and TR for post-surgical survival in DMR
	Prognostic implications of the number of secondary outcome determinants
	Prognostic implications of the number of secondary outcome determinants according to patient subgroup
	Superior prognostic value of the number of secondary outcome determinants

	Discussion
	Prognostic validation of left atrial, pulmonary arterial, and tricuspid valve remodelling in DMR
	Prognostic implications of the number of secondary outcome determinants
	Clinical implications
	Limitations

	Conclusion
	Author contributions
	Supplementary data
	Data availability
	Conflict of interest
	Funding
	References




