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Objective: We sought to evaluate the medical and surgical outcome of tricuspid
regurgitation caused by flail leaflets.

Methods: We analyzed the cause, clinical presentation, outcome, and natural history
of 60 patients with tricuspid regurgitation caused by flail leaflets, a cause of mostly
severe and organic tricuspid regurgitation, diagnosed by means of echocardiography
between 1980 and 2000.

Results: The main cause was traumatic (62%). Clinical presentation was often
severe: 57% were symptomatic, 33% had a history of congestive heart failure, and
40% had a history of atrial fibrillation. Compared with expected survival of the US
matched population, excess mortality (39% � 10% at 10 years or 4.5% yearly, P �
.01) was observed. Even patients asymptomatic at presentation experienced high
tricuspid-related event rates (at 10 years, 75% � 15% had symptoms or heart
failure, atrial fibrillation, surgical intervention, or death). In those patients severe
enlargement of right-sided chambers was predictive of poor outcome (at 5 years:
86% � 9% vs 39% � 11%, P � .01) independent of cause (P � .31). The poor
medical outcome was further confirmed by high event rates (69% � 9% at 15 years)
in the natural history beginning from the flail’s occurrence. Tricuspid operations
were performed in 33 patients (55% � 7% at 5 years), with valve repair in 82%, low
mortality (3%), and, despite frequently refractory atrial fibrillation, symptomatic
improvement in 88%.

Conclusion: Tricuspid regurgitation caused by flail leaflets is a serious disease
associated with excess mortality and high morbidity. Tricuspid valve repair can
often be performed with low risk, allowing symptomatic improvement. These
results suggest that surgical intervention should be considered early in the course of
the disease before the occurrence of irreversible consequences.

T
ricuspid regurgitation (TR) is a common Doppler echocardiographic
finding1 resulting either from intrinsic valve abnormalities (organic
TR) or functional malcoaptation of structurally normal valves. De-
spite this high prevalence, the effect of TR on clinical outcome
remains elusive for several reasons. First, mild TR is frequent even
in normal subjects, but severe TR is less frequent. Second, TR is

difficult to assess, and quantitative methods are only recently available.2 Third, the
prognostic significance of severe TR has been mainly evaluated in functional

3,4
regurgitation. Functional TR is most common but is dynamic and changes with
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the pulmonary pressure, and its outcome reflects the cause
and severity of the underlying pulmonary hypertension re-
sponsible for the regurgitation. In contrast, organic TR is
due to permanent and organic valvular lesions and might
allow specific assessment of the outcome of the TR with
minimal confounding factors. Complicated courses with
intractable heart failure have been described,5-7 but other
reports stressed the fact that patients with severe TR can do
well for prolonged periods of time.8,9 Furthermore, the
tricuspid valve can be completely removed with reportedly
good long-term clinical tolerance,10,11 so that TR, even of a
marked degree, has the reputation of being well tolerated.
Because of these contradictory findings and the paucity of
natural history studies, the effect of severe TR on outcome
remains uncertain. This uncertainty is an impediment to the
clinical management of patients with TR, as emphasized in
most current practice guidelines, and although this condi-
tion can be treated with surgical intervention, operative
indications are not clearly defined.12

TR caused by flail leaflets is a permanent, organic, and
mostly severe TR13 and is reliably diagnosed by means of
2-dimensional echocardiography.14 However, there has
been no comprehensive study, and the experience regarding
this valve disease is limited to case reports or short series
involving less than 25 patients.13,15,16 Accordingly, we ex-
amined the causes, clinical presentations, and outcomes of
patients with tricuspid flail leaflets.

Methods
Study Population
Patients were included if they had tricuspid flail leaflets diagnosed
by means of 2-dimensional echocardiography between 1980 and
2000 in our institution. The cause of the valve disease was defined
on the basis of history and echocardiographic and surgical findings
if available. A history of severe chest trauma was required for the
diagnosis of traumatic (noniatrogenic) flail. Symptoms were clas-
sified according to the New York Heart Association grading.
Congestive heart failure was defined by using the Framingham
criteria,17 and recurrent episodes were noted. The TR was clini-
cally assessed on the basis of the presence of systolic murmur and
hepatic or jugular venous pulsatility. Patients were divided into 3
groups according to functional status. Symptomatic patients
(NHYA class �II, congestive heart failure, or both) were included
in group I if there was no other reason for symptoms than TR and
in group II if associated conditions could have played a role in
symptoms. Asymptomatic patients (NHYA class I and no history
of congestive heart failure) formed group III. The diagnosis of
atrial fibrillation (AF) required electrocardiographic confirmation.
AF that either preceded the known occurrence of TR or was due to
another cause was not considered as related to TR. Follow-up
information was obtained through clinical records, postal surveys,
death certificates, and telephone calls to patients, relatives, or
physicians. If possible, the date of occurrence of TR was deter-
mined on the basis of clinical information, medical records, and

echocardiographic examinations.
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Echocardiographic Methods
Comprehensive transthoracic echocardiography was consistently
performed throughout the study period. The diagnosis of flail
leaflet was based on failure of leaflet coaptation with rapid systolic
movement of the involved leaflet tip in the right atrium.5,18 TR was
assessed semiquantitatively in 4 grades (mild, moderate, moderate
to severe, and severe) on the basis of comprehensive assessment by
using pulsed-wave Doppler, color jet extent, hepatic venous flow
reversal, or quantitative methods.2,19 Assessment of right atrial and
ventricular dilatation was performed on the basis of a comprehen-
sive examination of these cavities from multiple views and clas-
sified into 4 grades (absent, mild, moderate, and severe) by expe-
rienced physicians. The size of other cardiac chambers provided
useful references for this assessment. Severe enlargement of right-
sided chambers was defined by a severe dilatation of the right
atrium, the right ventricle, or both cavities. Additionally, end-
systolic right atrial and end-diastolic right ventricular areas were
planimetered from a single-plane, apical, 4-chamber view to com-
pare right atrial and ventricular sizes between groups. Right ven-
tricular fractional area contraction was calculated. Areas were
normalized to body surface area and compared with those of 23
other patients with functional (nonflail) TR of mild or at most
moderate degree, as reference values.

Statistical Analysis
Data are presented as means � SD or percentages. Comparisons
between groups used analysis of variance, t tests, or �2 tests as
appropriate. The end points analyzed were total mortality, occur-
rence of symptoms or heart failure, occurrence of new AF (par-
oxysmal or chronic), and the composite end point of symptoms,
new AF, tricuspid surgery, or death. The clinical outcome after
diagnosis was analyzed overall and in subsets stratified by symp-
tomatic status at diagnosis. Patients operated on within 3 months of
diagnosis were considered as initially surgically managed, whereas
the other patients were considered initially conservatively man-
aged. The rates of mortality and of other end points were estimated
by using the Kaplan-Meier method, and differences between
groups were tested with the 2-sample log-rank test. Survival was
compared with the expected survival of the age- and sex-matched
white 1990 US population and tested with the 1-sample log-rank
test. Cox proportional-hazards analysis was performed to evaluate
predictors of outcome. The end points were analyzed starting at
diagnosis for analysis of clinical outcome after diagnosis or start-
ing at the date of occurrence of TR for analysis of natural history
of the disease.

Results
Cause and Clinical Presentation of Tricuspid Flail
Leaflets
Between 1980 and 2000, 60 patients with tricuspid flail
leaflets were identified by means of echocardiography. The
cause was mainly traumatic (n � 37 [62%]), related to blunt
chest trauma (mostly motor vehicle accident) in 19 and to
iatrogenic chordal severing (mostly right ventricular biopsy)
in 18. Nontraumatic causes (n � 23 [38%]) were myxoma-
tous (n � 7 [12%]), infective endocarditis (n � 5 [8%]), and

congenital (n � 2 [3%]), and in 9 (15%) patients with
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ruptured tricuspid chordae, no specific cause could be de-
fined, and these patients were considered idiopathic.

At diagnosis (Table 1), age was 51 � 26 years, 37
patients were men, 34 (57%) were symptomatic (New York
Heart Association class �II), 20 (33%) had a history of
congestive heart failure, and 12 (20%) had recurrent con-
gestive heart failure. In 2 patients a right-to-left shunt
through a patent foramen ovale contributed to hypoxemia.
Twenty-four (40%) patients had a history of AF, and 15
(25%) were in AF at presentation. The 6 patients with a
history of preexisting chronic or paroxysmal AF unrelated
to the TR were excluded from subsequent analysis regard-
ing rhythm disturbance end points.

The flail segment involved the tricuspid anterior leaflet in
33 (55%) patients, the septal leaflet in 16 (27%) patients, the
posterior leaflet in 4 (7%) patients, and both the septal and
posterior leaflets in 1 (1%) patient, and it could not be
clearly defined in 6 (10%) patients. TR was assessed in all
patients clinically, in 56 by means of Doppler echocardiog-
raphy and in 13 by means of catheterization, and was
considered moderate in 5 (8%) patients, moderate to severe
in 6 (10%) patients, and severe in 49 (82%) patients. TR
velocity was 2.4 � 0.7 m/s, which is consistent with normal
pulmonary pressures. Thirty-five (58%) patients had severe
enlargement of right-sided chambers. Right atrial and ven-
tricular areas, measurable in 56 patients, were significantly
enlarged compared with those in the 23 patients (age, 64 �
15 years) with mild-to-moderate functional TR (21 � 10 vs
14 � 5 cm2/m2, P � .001, and 23 � 10 vs 16 � 6 cm2/m2,

TABLE 1. Baseline clinical and echocardiographic charac
leaflets

Variables
Overall

population

N 60
Age (y) 51 � 26
Male sex (%) 62
Cause (%)

Traumatic, noniatrogenic 32
Traumatic, iatrogenic 30

History of atrial fibrillation (%) 40
Atrial fibrillation at presentation (%) 25
History of congestive heart failure (%) 33
Recurrent congestive heart failure (%) 20
Severe TR (%) 82
Right atrial area index (cm2/m2) 21 � 10
Right ventricular area index (cm2/m2) 23 � 10
Severe right-sided chamber enlargement 58
Right ventricular fractional area contraction (%) 41 � 12

Values are percentages of patients or means � SD.
TR, Tricuspid regurgitation.
P � .005, respectively).
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Group I (symptoms caused by TR) was composed of 23
patients, group II (symptoms with associated disease) was
composed of 11 patients, and group III (asymptomatic) was
composed of 26 patients. Two patients in group I had a
normally functioning mitral valve prosthesis. Associated
diseases in group II were restrictive cardiomyopathy (n �
3), congenital heart disease (n � 3), chronic obstructive
pulmonary disease (n � 2), left ventricular to right atrial
fistula (n � 1), left ventricular dysfunction (n � 1), and
lymphoma (n � 1). Nine patients had previous heart trans-
plantation without significant signs of rejection and were
asymptomatic (group III). There were no age or sex differ-
ences between groups (Table 1), but patients in Group III
had less frequent AF or severe TR. Patients in group III had
smaller right-sided chamber sizes. In group III only 27%
had severe right-sided chamber enlargement, and right atrial
and ventricular areas were smaller than those in group I and
II patients but not different from those of control subjects
(16 � 6 vs 14 � 5 cm2/m2, P � .17, and 19 � 8 vs 16 �
6 cm2/m2, P � .12).

Clinical Outcome
Follow-up was complete up to 2001 or death in 95%. Mean
follow-up time after diagnosis was 5.8 � 4.8 years and was
not different between groups (5.8 � 5.4, 3.9 � 3.5, and 6.5
� 4.8 years, respectively; P � .37).

Mortality. Fifteen deaths occurred during follow-up,
corresponding to a mortality of 39% � 10% at 10 years or
4.5% yearly, which was higher than expected in the US

tics of patients with tricuspid regurgitation caused by flail

Baseline characteristics by group

Group I
ptomatic

use of TR)

Group II (symptomatic
with associated

diseases)
Group III

(asymptomatic) P value

3 11 26
0 � 21 46 � 37 55 � 25 .58
8 64 73 .19

1 18 12 �.01
4 36 50
2 64 19 .01
0 45 12 .03
8 82 0 �.01
5 36 0 �.01
6 82 69 .06
7 � 11 25 � 9 16 � 6 .01
5 � 8 28 � 15 19 � 8 .04

83 82 27 �.01
8 � 17 43 � 8 43 � 8 .37
teris

(sym
beca

2
5
4

6

5
3
4
3
9
2
2

3

population (P � .01; Figure 1, A). Seven deaths were
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definitely or partially related to TR (CHF or cardiogenic
shock in 6 patients and infective endocarditis in 1 patient),
and only 1 posttransplantation patient died in refractory
heart failure caused by TR before scheduled surgical repair
(without any sign of significant rejection). Excluding pa-
tients from group II in whom associated diseases could have
affected survival, excess mortality in comparison with that
in the general population was also observed (36% � 12% at
10 years or 3.8% yearly, P � .02; Figure 1, B), and 5 of 11
deaths were related to TR.

Surgery. Tricuspid surgery was performed in 33 patients
(55% � 7% at 5 years), confirming the flail leaflet in all
cases. Indications were symptoms in 28 (85%) patients,
physician’s preference in 4 (12%) patients, and associated
coronary disease requiring surgical intervention in 1 (3%)
patient. There was no emergency procedure, but 23 inter-
ventions were performed within 3 months of diagnosis, and
30 were performed at our institution. The tricuspid valve
was repaired in 27 (82%) patients and replaced in 6 (18%)
patients. Surgical repair consisted mainly of placation-re-
section of the flail segment. Annular dilatation was cor-
rected with a De Vega annuloplasty (n � 16) or a Carpentier
tricuspid ring (n � 7). Subvalvular support by artificial
chordae was used in 4 patients. Tricuspid prostheses con-
sisted of 4 Carpentier-Edwards bioprotheses, 1 Saint-Jude,
and 1 Starr-Edwards. Additional procedures performed
were reduction right atrioplasty (52%), closure of a shunt at
the atrial level (45%), and coronary bypass grafting (6%).
One patient had an aortic valve replacement for moderate
aortic stenosis, and 1 patient had an obliteration of a post-
traumatic Valsalva aneurysm, with resuspension of the aor-

Figure 1. Long-term survival after diagnosis of TR caused by flail
leaflets compared with expected survival in the US matched
population. Excess mortality (4.5% yearly, P < .01) was observed
in the overall population (n � 60) with tricuspid flail leaflets (A)
and after exclusion of patients with associated diseases contrib-
uting to symptoms (B; 3.8% yearly, P � .02).
tic valve. Operative mortality occurred in 1 (3%) patient

The Journal of Thoraci
with associated coronary bypass because of sepsis and mul-
tiorgan failure. Only 2 (7%) of 27 patients undergoing repair
had residual TR of more than mild degree at predischarge
assessment. Symptomatic improvement was observed in
88%, but patients in AF before the operation remained so,
and among those in sinus rhythm, the incidence of new AF
(paroxysmal or chronic) was 32% � 10% at 5 years and
45% � 12% at 10 years (8.4% yearly).

Analyzed by group, 20 of 23 patients in group I under-
went tricuspid surgery. The 3 others were conservatively
managed, 2 because of advanced age, and 1 died before
scheduled surgical intervention. Five patients of group II
also underwent surgical repair, and 6 were conservatively
managed because of associated diseases. Eight patients of
group III (asymptomatic) underwent tricuspid surgery indi-
cated because of physician’s preference in 4, new symptoms
in 3, and associated coronary disease in 1.

Clinical outcome in asymptomatic patients. Fifteen pa-
tients of group III (58%) experienced symptoms, heart fail-
ure, new AF, surgical intervention, or died during follow-
up. Ten years after diagnosis, incidences of dyspnea or heart
failure, of new AF, and of the composite end point were
57% � 22%, 14% � 9%, and 75% � 13%, respectively
(4.3%, 2.6%, and 13% yearly, respectively; Figure 2). Of
the posttransplantation patients, one had AF, one underwent
tricuspid surgery, and one died because of TR. Follow-up of
other posttransplantation patients was uneventful. Exclud-
ing them from analysis of outcome yielded similar event
rates, with a 10-year incidence of dyspnea or heart failure of
50% � 25% and of the composite end point of 77% � 13%.

Effect on outcome of right-sided chambers. Enlarge-
ment was evaluated in 2 subsets of patients, first in patients
with initial conservative management (n � 37; no tricuspid

Figure 2. Clinical outcome after diagnosis of TR caused by flail
leaflets of asymptomatic patients. The Kaplan-Meier curve de-
picts the incidence of the combined end point of symptoms or
heart failure, new AF, cardiac surgery, or death.
surgery within 3 months of diagnosis) and second in asymp-
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tomatic patients (group III). In both subsets the incidence of
the composite end point was markedly higher in patients
with severe enlargement of right-sided chambers (at 5 years:
86% � 9% vs 39% � 11%, P � .01, Figure 3; and 83% �
15% vs 33% � 11%, P � .08, respectively). The associa-
tion of right ventricular fractional area contraction with
outcome did not reach statistical significance (P � .12). The
higher rates of the composite end point in patients with
severe enlargement of right-sided chambers was confirmed
in both subsets (hazard ratio and 95% confidence interval)
after adjustment for age, sex, rhythm, and severity of TR
(hazard ratio of 1.76 and 95% confidence interval of 1.12-
2.85, P � .02, in patients with initial conservative manage-
ment and hazard ratio of 2.39 and 95% confidence interval
of 1.08-6.01, P � .03, in asymptomatic patients). Also, the
cause (iatrogenic or not) did not influence the outcome in
both subsets (P � .75 and P � .51, respectively).

Natural History
The natural history of the TR was analyzed in 34 patients in
whom the date of occurrence of the tricuspid flail could be
specified and excluding group II (associated diseases) pa-
tients. The cause was iatrogenic in 14 patients and noniatro-
genic in 20 patients. In those 34 patients, the flail leaflet
occurred at the age of 38 � 24 years and preceded by 12 �
16 years the presentation at our institution. Twelve (35%)
patients were seen within 1 year after occurrence of the flail.
Twenty-eight (82%) patients experienced dyspnea, conges-
tive heart failure, or new AF; required tricuspid surgery; or

Figure 3. Clinical outcome after diagnosis of TR caused by flail
leaflets according to the degree of right-sided chamber enlarge-
ment. The Kaplan-Meier curves depict the incidence of the com-
bined end point of symptoms or heart failure, new AF, cardiac
surgery, or death in patients initially conservatively managed.
Note that patients with severe right-sided chamber enlargement
had a higher incidence of events.
died during the course of the disease. Incidences of symp-
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toms or heart failure, AF, and the composite end point 15
years after occurrence of the flail tricuspid leaflet were 56%
� 11%, 34% � 12%, and 69% � 9%, respectively (4.4%,
2.8%, and 6.5% yearly, respectively; Figure 4). Even after
exclusion of patients undergoing transplantation, the event
rate remained high (69% � 9%). The composite end point
rate was not different in iatrogenic and noniatrogenic flail
leaflets (79% � 17% vs 65% � 11% at 15 years, P � .54).

Discussion
Isolated organic TR is infrequent. We report herein the first
sizable series of patients with tricuspid flail leaflets. Our
study shows that the cause was mostly traumatic, and the
clinical presentation was often severe, despite the usually
normal pulmonary pressure. The clinical outcome after di-
agnosis exhibited excess mortality and high morbidity dur-
ing follow-up. Even patients asymptomatic at presentation
experienced high tricuspid-related event rates, predicted by
severe enlargement of right-sided chambers on baseline
echocardiography, independent of the cause. This poor out-
come was also confirmed by the natural history beginning
from the date of occurrence of the flail. Surgical repair of
the tricuspid valve is generally feasible, with low operative
mortality and marked symptomatic improvement. However,
because surgical intervention is mostly performed at an
advanced stage, AF is often refractory. Therefore TR caused
by flail leaflets is a serious disease characterized over time
by a cumulative high rate of events irrespective of its cause,
suggesting that an operation should be considered early in

Figure 4. Natural history after occurrence of TR caused by flail
leaflets in patients without associated diseases contributing to
symptoms. The Kaplan-Meier curves depict the incidence of new
AF (2.8% yearly), class III or IV symptoms or congestive heart
failure (Sx or CHF, 4.4% yearly), and the composite end point of
first occurrence of symptoms or heart failure, new AF, tricuspid
surgery, or death (6.5% yearly).
its course.
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Clinical Presentation and Outcome
Isolated organic TR has the reputation of being well toler-
ated, but there has been no comprehensive study, and case
reports have provided contradictory data on outcome.5-11

TR caused by flail leaflets has, for outcome analysis, the
unique advantages of being easily diagnosed by means of
echocardiography and of being frequently associated with
large volume overload, despite usually normal right ventric-
ular pressure,13 as noted in the present study. Chronic vol-
ume overload leads to adverse right atrial, ventricular, and
hemodynamic consequences20 compounded by occasional
right-to-left atrial shunting contributing to hypoxemia.21

These adverse consequences lead to functional impair-
ment,22 heart failure, and AF. Because TR is often clinically
unsuspected, patients are often given a diagnosis at an
advanced stage, with frequent symptoms or congestive heart
failure, AF, and right-sided chamber dilatation. The serious
nature of TR caused by flail leaflets is also demonstrated by
the excess mortality observed in comparison with expected
mortality. This mediocre outcome is confirmed after exclu-
sion of patients in whom associated diseases could have
affected prognosis and in patients asymptomatic at presen-
tation and is independent of the cause of the flail. Asymp-
tomatic patients at presentation exhibited a high incidence
of tricuspid-related events after diagnosis, with a 10-year
75% rate of severe symptoms or heart failure, AF, death, or
need for cardiac surgery. We were also able to define the
clinical outcome not only from the date of presentation but
also from the date of occurrence of the valve lesion. This
natural history analysis showed that the 15-year event rate
(symptoms, heart failure, AF, surgical intervention, or
death) was high (69% or 6.5% yearly), even after exclusion
of posttransplantation patients. This rate is particularly im-
portant because patients are usually young at occurrence of
this mostly posttraumatic lesion, in contrast to the mostly
degenerative mitral flail leaflets.23 Hence severe complica-
tions occur when patients are middle aged and seriously
affect their life expectancy. The progression to clinical
complications parallels the pattern of volume overload–
related chamber and annular enlargement,24 leading to in-
creasing TR25 and further volume overload. Thus TR
caused by flail leaflets is a progressive and serious disease
with definite mortality and morbidity risk.

Clinical Implications
Cause of tricuspid flail leaflets is, contrary to that of mitral
flail leaflets,23 mainly traumatic. Because clinical diagnosis
is difficult, after potential tricuspid trauma, Doppler echo-
cardiography offers the opportunity of early diagnosis14 and
close follow-up.

The results of our study suggest that early rather than late
surgical approach is warranted. Surgical intervention is re-

quired in a high proportion of patients, entails low operative

The Journal of Thoraci
mortality and high probability of valve repair, and provides
symptomatic improvement. However, because operations
are usually performed late in the course of the disease, AF
is often refractory. Therefore in view of the severe conse-
quences of TR caused by flail leaflets, surgical intervention
for symptomatic patients should be considered before oc-
currence of intractable heart failure. For asymptomatic pa-
tients, severe enlargement of right-sided chambers predicts
poor outcome, and patients with such enlargement should
be closely monitored and considered early for surgical in-
tervention. In asymptomatic patients without severe right-
sided chamber enlargement, TR and right ventricular dys-
function might be progressive,26 and close follow-up is
warranted. Thus the echocardiographic finding of tricuspid
flail leaflets implies a high risk of long-term tricuspid-
related complications and echoes recent data suggesting that
severe TR, even of functional cause, might have dire out-
come implications.22,27 Hence severe TR, particularly that
caused by flail leaflets, is a serious and progressive disease,
and patients should be warned about the need for close
follow-up and be considered early for surgical repair.

Limitations
The cause of tricuspid flail leaflets is not uniform, but the
shared mechanism of TR translates into similar outcomes
irrespective of cause. Patients with associated conditions, in
whom prognosis might not be totally dependent on the TR,
were separately analyzed. Furthermore, complications ob-
served in posttransplantation patients were TR related in the
present series. Even when these patients were excluded
from analysis, event rates remained high. Therefore cause
and associated conditions do not appear to bias the assess-
ment of the TR effect on outcome.

Referral bias cannot be ruled out as affecting the ob-
served outcome. However, a high incidence of complica-
tions was also observed in patients asymptomatic at presen-
tation and when the entire natural history was analyzed.
Treatment was not randomly assigned, so that the benefit of
surgical intervention cannot be definitively proved in
asymptomatic patients with severe right-sided chamber en-
largement. However, the excellent surgical results with low
mortality and high repair rates compare well with the over-
all excess mortality and the high incidence rates of compli-
cations observed in these patients. The frequency of post-
operative AF is, in our opinion, not contradicting the benefit
of surgical repair but rather suggesting that patients should
be operated on before the occurrence of irreversible cavity
enlargement.

Severe right-sided enlargement predictive of outcome
was judged from comprehensive multiview echocardiogra-
phy and confirmed on the basis of monoplane quantitative
measurements. The right ventricular function-outcome as-

28
sociation, which was not significant, possibly because of
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volume overload, should be analyzed in future larger series.
For that purpose, 3-dimensional quantitative measurement
might be useful in patients with TR.

A maze procedure was performed in only 2 patients, and
we cannot draw any conclusions. However, such a proce-
dure might usefully complement the tricuspid surgery and
needs to be further evaluated.

Conclusion
TR caused by flail leaflets is most often posttraumatic, and
clinical presentation is severe, with outcome characterized
by excess mortality and high morbidity. This severe out-
come is confirmed by natural history analysis from the time
of occurrence of the lesion and suggests that severe TR is a
serious disease characterized over time by a cumulative
high rate of complications. Tricuspid surgery is often re-
quired and can be performed with low operative mortality
and high probability of valve repair and symptomatic im-
provement. Often refractory AF suggests that surgical in-
tervention should be considered earlier before occurrence of
intractable heart failure, particularly in patients with dilata-
tion of right-sided chambers.
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