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ABSTRACT
ISS
OBJECTIVES The aim of this study was to evaluate the outcome of transcatheter mitral valve repair (TMVr) in
patients with cardiogenic shock and significant mitral regurgitation (MR).
BACKGROUND Patients incardiogenic shockwithsevereMRhaveapoorprognosis in thesettingofconventional
medical therapy.Becauseof its favorable safetyprofile, TMVr isbeing increasinglyusedasanacute therapy in thispopulation,

though its efficacy remains unknown.
METHODS A multicenter, collaborative, patient-level analysis was conducted. Patients with cardiogenic shock
and moderate to severe (3þ) or severe (4þ) MR who were not surgical candidates were treated with TMVr. The primary

outcome was in-hospital mortality. Secondary outcomes included 90-day mortality, heart failure (HF) hospitalization,

and the combined event rate of 90-day mortality and HF hospitalization following dichotomization by TMVr device

success.
RESULTS Between January 2011 and February 2019, 141 patients across 14 institutions met the inclusion
criteria. In-hospital mortality occurred in 22 patients (15.6%), at 90 days in 38 patients (29.5%), and at one year in 55

patients (42.6%). Median length of hospital stay following TMVr was 10 days (interquartile range: 6 to 20 days). HF

hospitalization occurred in 26 patients (18.4%) at a median of 73 days (interquartile range: 26 to 546 days). When

stratified by TMVr procedural results, successful TMVr reduced rates of in-hospital mortality (hazard ratio [HR]: 0.36;

95% confidence interval [CI]: 0.13 to 0.98; p ¼ 0.04), 90-day mortality (HR: 0.36; 95% CI: 0.16 to 0.78; p ¼ 0.01), and

the composite of 90-day mortality and HF hospitalization (HR: 0.41; 95% CI: 0.19 to 0.90; p ¼ 0.03).
CONCLUSIONS TMVrmay improveshort-and intermediate-termmortality inhigh-riskpatientswithcardiogenic
shock and moderate to severe MR. Randomized studies are needed to definitively establish MR as a therapeutic

target in patients with cardiogenic shock. (J Am Coll Cardiol Intv 2021;14:1–11) © 2021 The Authors. Published by

Elsevier on behalf of the American College of Cardiology Foundation. This is an open access article under

the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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CI = confidence interval

HF = heart failure

HR = hazard ratio

IQR = interquartile range

LVEF = left ventricular ejection

fraction

MCS = mechanical circulatory

support

MR = mitral regurgitation

SCAI = Society for

Cardiovascular Angiography

and Interventions

TMVr = transcatheter mitral

valve repair
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T ranscatheter mitral valve repair
(TMVr) is an established therapy for
patients with functional mitral

regurgitation (MR) in the setting of heart fail-
ure (HF) or degenerative MR in patients at
high or prohibitive surgical risk (1,2). Land-
mark trials, including EVEREST II (Endovas-
cular Valve Edge-to-Edge Repair Study),
COAPT (Cardiovascular Outcomes Assess-
ment of the MitraClip Percutaneous Therapy
for Heart Failure Patients With Functional
Mitral Regurgitation), and MITRA-FR (Percu-
taneous Repair with the MitraClip Device for
Severe Functional/Secondary Mitral Regurgi-
tation), examined TMVr in patients in stable
condition with chronic MR on guideline-
directed medical therapy, demonstrating an excellent
procedural safety profile (1–4).

Moderate or greater MR is present in 5% to 10% of
patients in cardiogenic shock (5,6). The role for TMVr
in this setting remains unclear, particularly with the
dynamic nature of functional MR in this setting.
Importantly, these patients are often at prohibitive
risk for surgical intervention and are not candidates
for advanced mechanical circulatory support (MCS),
representing a population presently without estab-
lished therapies (7). The role of TMVr as an adjunct
therapy in patients with cardiogenic shock remains
poorly described (8). Recently, a number of small
single-center studies have used TMVr in patients with
concurrent MR and shock, supporting it as a safe and
feasible alternative (7,9,10).

Herein, we performed a systematic review of the
use of TMVr in patients with cardiogenic shock and
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moderate to severe (3þ) or severe (4þ) MR to identify
all reports. Given the relatively small cohort of pa-
tients in the identified studies, we performed an in-
ternational, multicenter, patient-level analysis to
evaluate the differences in: 1) short- and intermediate-
term mortality; 2) length of hospital stay and read-
mission for HF exacerbation; and 3) comparison of
clinical outcomes following TMVr stratified by device
success (11).
METHODS

The protocol was registered on September 2019
(PROSPERO: CRD42020151837) and was conducted
according to the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses. Each center’s
research and ethics committee approved its respec-
tive registry (7,8,10,12–23), and anonymized data
were analyzed at the University of Ottawa Heart
Institute.

SEARCH STRATEGY. The search for published studies
was guided by a medical librarian using a combina-
tion of key terms and index headings such as
“MitraClip”, “(percutaneous or transcutaneous or
transcatheter or catheter-based or endovascular or
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FIGURE 1 Flow Diagram of Search for Published Studies and Selection for Patient Identification
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of Controlled Trials. Search results were exported to
Endnote X9 (Thomson Reuters, New York, New York),
and duplicates were removed using the program’s
duplicate identification feature.

Titles and abstracts were screened by two indepen-
dent reviewers using Covidence (Melbourne,
Australia). Eligible studies from screening were
reviewed in full by two independent reviewers and
were assessed for both inclusion and exclusion criteria.
Corresponding investigators from the identified
studies were contacted for the patient-level analysis.

INCLUSION AND EXCLUSION CRITERIA. We
included case series, prospective, and retrospective
studies reporting the use of the MitraClip or TMVr in
critically ill patients (>18 years of age) defined as
Society for Cardiovascular Angiography and In-
terventions (SCAI) stage B to E cardiogenic shock (24)
or requiring inotrope, ventilator, or MCS support. We
excluded studies in children (<18 years of age),
studies written in languages other than English, re-
views, case reports, and animal studies. We also
excluded studies that did not clearly define critically
ill patients meeting the aforementioned criteria.

DATA EXTRACTION AND QUALITY ASSESSMENT.

All corresponding investigators with the appropriate
patient populations were contacted to obtain patient-
level information. Each center’s ethics committees
approved its respective registry, and anonymized
data was transferred to the University of Ottawa
Heart Institute for collation and analysis.



TABLE 1 Baseline Characteristics (n ¼ 141)

Age, yrs 68.9 � 12.1

Male 78 (55.3)

BMI, kg/m2 (n ¼ 112) 25.7 � 5.1

BSA, m2 (n ¼ 112) 1.9 � 0.3

Coexisting conditions
Hypertension 85 (60.3)
Dyslipidemia 76 (53.9)
Diabetes 57 (40.4)
Current smoker 46 (32.6)
Atrial fibrillation 63 (44.7)
CHADS2 score >2 79 (56.0)

Anemia 47 (33.3)

Related to HF
History of HF 115 (81.6)
NYHA functional class (n ¼ 135)
II 5 (3.7)
III 32 (23.7)
IV 98 (72.6)

Hospitalization for HF within the previous year 92 (65.2)
Permanent pacemaker 46 (32.6)
NT-proBNP, pg/ml 6636.7 �

8479.3

Related to CKD
eGFR <60 ml/min 56 (39.7)
CRRT 6 (4.3)

Previous history
Coronary artery disease 86 (61.0)
Percutaneous coronary intervention 62 (44.0)
PCI within the past 30 days 34 (24.1)

Myocardial infarction 76 (53.9)
Coronary artery bypass grafting 24 (17.0)
Cerebrovascular accident 14 (9.9)

STS risk score (n ¼ 117) 16.1 � 16.6

INTERMACS score (n ¼ 88) 3.1 � 1.0

SCAI cardiogenic shock class
B 18 (12.8)
C 71 (50.4)
D 42 (29.8)
E 10 (7.1)

Lactate, mmol/l 3.5 � 2.8

Intubated 51 (36.2)

Mechanical circulatory support 71 (50.4)

Mechanism of MR
Functional 106 (75.2)
Degenerative 33 (23.4)
Both 2 (1.4)

Medication pre-MitraClip
ASA 65 (46.1)
P2Y12 inhibitor 28 (19.9)
Anticoagulation 47 (33.3)
ACE inhibitor/ARB 49 (34.8)
Beta-blocker 77 (54.6)
Calcium-channel blocker 7 (5.0)
Mineralocorticoid receptor antagonist 46 (32.6)
Diuretic agent 119 (84.4)

Continued on the next page
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The following characteristics were extracted for
each patient: demographics and risk factors; MR
mechanism; right heart catheterization measure-
ments; presence of mechanical ventilator, inotrope,
vasopressor, or MCS support prior to TMVr; echocar-
diographic results pre- and post-TMVr; and proce-
dural data (see Supplemental Table 2 for data
template). Outcomes including mortality, HF hospi-
talization cerebrovascular accident, length of hospital
stay, and discontinuation of pharmacological support
or MCS was collected at follow-up.

STATISTICAL ANALYSIS. Continuous variables are
reported as mean � SD or median (interquartile range
[IQR]), and categorical variables are reported as pro-
portions. Normally distributed continuous variables
were compared using Student’s t-test or paired t-test
when applicable. Chi-square, Fisher exact, or McNe-
mar tests were used to compare categorical variables.

The primary endpoint was in-hospital mortality
following TMVr. Secondary outcomes were 90-day
mortality, HF hospitalization and the combined
event rate of 90-day mortality and HF hospitalization
after stratification by device success (11). Acceptable
device success was defined as a reduction of post-
procedural MR by $1 grade prior to the procedure to
an absolute level #2þ (11). The overall incidence of
mortality and hospitalization for HF was generated
using the Kaplan-Meier method. Changes in pre- and
post-procedural MR grade were compared using the
McNemar test after dichotomizing MR grades 1 and 2
and grades 3 and 4. Furthermore, pre- and post-
procedural left ventricular ejection fraction (LVEF)
was compared using a paired t-test, and simple linear
regression was performed to evaluate the association
between baseline and follow-up LVEF.

Device success and in-hospital and 90-day mor-
tality and HF hospitalization event rates were esti-
mated using the Kaplan-Meier method. Furthermore,
hazard ratios (HRs) and two-sided 95% confidence
intervals (CIs) with and without adjusting for age and
sex to determine the association between device
success and mortality or HF hospitalization were
generated using a Cox proportional hazards model.
Post hoc analysis was performed to evaluate differ-
ences in MR etiology (primary vs. secondary),
reduced LVEF (<35%), acute versus chronic MR, and
SCAI cardiogenic shock class to in-hospital mortality
by the Cox proportional hazards model. All statistical
analyses were conducted using SAS version 9.4 (SAS
Institute, Cary, North Carolina). Statistical signifi-
cance was defined as p < 0.05. All figures were
generated using GraphPad Prism version 8 (GraphPad
Software, La Jolla, California).

RESULTS

A total of 1,167 titles and abstracts were screened, and
98 full-text papers were reviewed for eligibility

https://doi.org/10.1016/j.jcin.2020.08.037


TABLE 1 Continued

Hemodynamics pre-MitraClip
Inotrope 111 (78.7)
Vasopressor 23 (16.3)
Heart rate, beats/min (n ¼ 74) 86.3 � 17.4
Systolic blood pressure, mm Hg (n ¼ 62) 100.3 � 18.5
Diastolic blood pressure, mm Hg (n ¼ 62) 58.3 � 12.4
Mean arterial pressure, mm Hg (n ¼ 68) 74.4 � 12.7
Pulmonary capillary wedge pressure, mm Hg
(n ¼ 55)

25.7 � 8.3

Right atrial pressure, mm Hg (n ¼ 44) 14.4 � 7.7
Pulmonary artery systolic pressure, mm Hg
(n ¼ 58)

54.6 � 15.5

Pulmonary artery diastolic pressure, mm Hg
(n ¼ 47)

25.9 � 8.1

Pulmonary artery mean pressure, mm Hg (n ¼ 56) 36.9 � 10.1
Cardiac output, l/min (n ¼ 46) 3.7 � 1.4
Cardiac index, l/min/m2 (n ¼ 55) 1.9 � 0.7

Values are mean � SD or n (%).

ACE ¼ angiotensin-converting enzyme; ARB ¼ angiotensin receptor blocker;
ASA ¼ acetylsalicylic acid; BMI ¼ body mass index; BSA ¼ body surface area;
CKD ¼ chronic kidney disease; CRRT ¼ continuous renal replacement therapy;
eGFR ¼ estimated glomerular filtration rate; HF ¼ heart failure; MR ¼ mitral
regurgitation; NT-proBNP ¼ N-terminal pro–brain natriuretic peptide;
NYHA ¼ New York Heart Association; PCI ¼ percutaneous coronary intervention;
SCAI ¼ Society for Cardiovascular Angiography and Interventions; STS ¼ Society of
Thoracic Surgeons.

TABLE 2 Procedural Characteristics

Number of MitraClips used (n ¼122) 1.0 (1.0–2.0)

Post-MitraClip trans-mitral gradient, mm Hg (n ¼ 57) 4.4 � 2.8

Procedural time, min (n ¼ 75) 130.6 � 79.7

Pre-procedural MR
3 15 (10.6)
4 126 (89.4)

Post-procedural MR
1 or 2 125 (88.7)
3 or 4 16 (11.3)

Values are median (interquartile range), mean � SD, or n (%).

MR ¼ mitral regurgitation.

TABLE 3 Clinical Outcomes

In-hospital

Mortality (n ¼ 141) 22 (15.6)

Duration of hospital stay, days (n ¼ 138) 10.0 (6.0–20.0)

Duration of ICU stay, days (n ¼ 103) 3.0 (1.0–8.0)

Inotrope dependence prior to discharge (n ¼ 58) 13 (9.2)

Time to inotrope discontinuation, days 1.0 (0.0–6.0)

Follow-up

90-day mortality (n ¼ 129) 38 (29.5)
1-yr mortality (n ¼ 129) 55 (42.6)
CHF admission (n ¼ 141) 26 (18.4)
90-day composite outcome (n ¼ 133) 41 (30.8)

Values are median (interquartile range) or n (%).

CHF ¼ congestive heart failure; ICU ¼ intensive care unit.
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(Figure 1). Eighty-five papers were excluded because
they were case reports, the wrong patient population
or intervention was studied, or there was a lack of
response from the corresponding investigator and
missing the outcome of interest. Ultimately, we
identified 13 studies from 14 institutions involving a
total of 141 patients in cardiogenic shock with mod-
erate to severe MR (see Supplemental Table 3 for
institutional-level contribution) (7,8,10,12–23).

PATIENT POPULATION. Between January 2011 and
February 2019, 141 patients with cardiogenic shock
and moderate to severe or severe MR who were
deemed at prohibitive risk for surgical intervention
underwent TMVr (Table 1) (24). The cohort’s baseline
characteristics reflected the critical nature of the pa-
tients, with a mean age of 68.9 years, 72.6% with
baseline New York Heart Association functional class
IV symptoms, 78.7% inotrope dependent, and 50.4%
dependent on MCS despite medical optimization. The
clinical status was reflected in the mean Society of
Thoracic Surgeons risk score of 16.1 and INTERMACS
score of 3.1. The mean LVEF was 33.8 � 14.0%, and
MR grade was 3þ in 15 patients (10.6%) and 4þ in 126
patients (89.4%). Furthermore, 71 patients (50.4%)
had been classified with SCAI stage C cardiogenic
shock, 42 patients (29.8%) with stage D cardiogenic
shock, and 10 patients (7.1%) with stage E cardiogenic
shock. Finally, the mean cardiac index of the entire
cohort was 1.9 � 0.7 l/min/m2 (n ¼ 55), the
mean pulmonary capillary wedge pressure was
25.7 � 8.3 mm Hg (n ¼ 55), and the mean pulmonary
artery pressure was 36.9 � 10.1 mm Hg (n ¼ 56).

All patients underwent TMVr, with a median time
from admission of 11 days (IQR: 4 to 23 days), a me-
dian of 1.0 (IQR: 1.0 to 2.0) MitraClips implanted, and
a mean procedural time of 130.6 � 79.7 min (Table 2).
Following TMVr, MR grade was 1 or 2þ in 125 patients
(88.7%) and 3 or 4þ in 16 patients (11.3%). No proce-
dural complications occurred during TMVr in this
cohort.

CLINICAL AND ECHOCARDIOGRAPHIC OUTCOMES.

Follow-up was complete in all patients, with a me-
dian duration of 93 days (IQR: 34.5 to 406.5 days). In-
hospital death occurred in 22 patients (15.6%), 90-day
mortality in 38 patients (29.5%), and 1-year mortality
in 55 patients (42.6%) (Table 3, Figures 2A and 2B).
Patients who died were older and more likely to have
anemia, higher lactate levels, and higher Society of
Thoracic Surgeons risk scores (Supplemental Table 4).
The median length of stay in the hospital following
the procedure was 10.0 days (IQR: 6.0 to 20.0 days),
with a median duration of stay in the intensive care
unit of 3.0 days post-implantation (IQR: 1.0 to
8.0 days). Hospital admission for HF following TMVr

https://doi.org/10.1016/j.jcin.2020.08.037
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FIGURE 2 Kaplan-Meier Curves Following TMVr in Patients With Cardiogenic Shock

(A) In-hospital mortality occurred in 22 patients in cardiogenic shock (15.6%) following transcatheter mitral valve repair (TMVr). (B) 90-day mortality occurred in 38

patients in cardiogenic shock (29.5%) following TMVr. (C) Hospitalization for heart failure occurred in 26 patients in cardiogenic shock (18.4%) following TMVr. (D) The

composite of 90-day mortality and heart failure (HF) hospitalization occurred 41 patients (30.8%) following TMVr.
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was observed in 26 patients (18.4%), with a median of
73 days (IQR: 26 to 546 days) (Figure 2C). The com-
posite of 90-day mortality and HF hospitalization
occurred in 41 patients (30.8%) (Figure 2D).

All patients underwent post-procedural echocar-
diography, with a median time of 36 days (IQR: 4 to
399 days). MR grade pre- and post-TMVr was
compared in a paired analysis demonstrating a sig-
nificant reduction in MR grade (p < 0.0001)
(Figure 3A). Pre- and post-procedural LVEF was
reduced following TMVr, with a mean difference of
3.7 � 10.4% (p ¼ 0.0006) (Supplemental Table 5,
Figure 3B).

To assess the impact of MR reduction on survival,
patients with device success were compared to those
without device success. Acceptable device success
was achieved in 125 patients (88.7%), defined as post-
procedural change MR by $1 grade and an absolute
grade of #2þ on follow-up echocardiography, and
16 patients (11.3%) failed to achieve device success,

https://doi.org/10.1016/j.jcin.2020.08.037


FIGURE 3 Quantitative Improvement in MR and Reduction in LVEF in Patients in Cardiogenic Shock Undergoing TMVr

(A)Mitral regurgitation (MR) severity improved immediately and at 1-year follow-up after transcatheter mitral valve repair (TMVr) with 88.7%

device success. (B) Comparison of pre- and post-procedural left ventricular ejection fraction (LVEF) demonstrates a mean reduction of 4.0 �
10.8% following TMVr. Changes in MR grade were compared using the McNemar test. Line of best fit was generated by a linear regression

model and compared using Spearman’s correlation test. ****p < 0.0001.

J A C C : C A R D I O V A S C U L A R I N T E R V E N T I O N S V O L . 1 4 , N O . 1 , 2 0 2 1 Jung et al.
J A N U A R Y 1 1 , 2 0 2 1 : 1 – 1 1 TMVr in Cardiogenic Shock and MR

7

with no differences in baseline characteristics
(Supplemental Table 6). Specifically, in patients in
whom MR reduction was successful, there was lower
in-hospital mortality (HR: 0.36; 95% CI: 0.13 to 0.98;
p ¼ 0.04) (Figure 4A, Supplemental Table 7). Device
success was also associated with reduced rates of 90-
day mortality (HR: 0.36; 95% CI: 0.16 to 0.78; p ¼ 0.01)
(Figure 4B) and 1-year mortality (HR: 0.46; 95% CI:
0.22 to 0.94; p ¼ 0.03), and the association remained
after adjusting for age and sex (Supplemental
Table 7). Finally, device success was associated with
lower rates of 90-day HF hospitalization following the
procedure (HR: 0.20; 95% CI: 0.06 to 0.73; p ¼ 0.01)
(Figure 4C) and the composite of 90-day mortality and
HF hospitalization (HR: 0.41; 95% CI: 0.19 to 0.90;
p ¼ 0.03) (Figure 4D). In-hospital mortality stratified
by important subgroups, including baseline SCAI
class, baseline LVEF, primary versus secondary, and
acute versus chronic MR, are presented in
Supplemental Figure 1.

DISCUSSION

In the present study, TMVr using the MitraClip
system appears to be a viable therapeutic salvage
strategy, demonstrating procedural safety and effi-
cacy in MR reduction in patients with significant
MR and cardiogenic shock. Although heterogenous
in MR etiology, successful device implantation was
associated with decreased risk for mortality over the
first year, supporting the hypothesis that MR
reduction in the acute phase of shock may represent
a therapeutic target addressable using a percuta-
neous approach (Central Illustration).

TMVr is known to reduce mortality and HF hospi-
talization; however, these benefits have been
demonstrated only in patients in stable condition
receiving guideline-directed medical therapy,
excluding those who were at prohibitive surgical risk
and in cardiogenic shock (1–3). Patients in cardiogenic
shock with severe valvular disease represent a
uniquely high-risk cohort with poor outcomes and
limited therapies (7,25,26). Historically, in-hospital
mortality in patients with severe MR from acute MI
approaches 60% and remained at 40% following
mitral valve surgery (5). In our cohort of patients with
prohibitive surgical risk, we report an in-hospital
mortality rate of 15.6%, with improved survival in
those with device success. Indeed, in the setting of
cardiogenic shock, increasing MR burden is associ-
ated with diminished survival, supporting a “dose
effect” (27). Although our 1-year mortality in the total
cohort was 50% (25,28,29), we further demonstrate
that device success reduced 1-year mortality to 39.7%
compared with 69.2% in those without device suc-
cess, reflecting the high risk in baseline without MR
treatment. Collectively, these observations suggest
that the use of TMVr to reduce MR severity in

https://doi.org/10.1016/j.jcin.2020.08.037
https://doi.org/10.1016/j.jcin.2020.08.037
https://doi.org/10.1016/j.jcin.2020.08.037
https://doi.org/10.1016/j.jcin.2020.08.037
https://doi.org/10.1016/j.jcin.2020.08.037


FIGURE 4 Kaplan-Meier Curves Following TMVr in Patients With Cardiogenic Shock Stratified by TMVr Device Success in MR

(A) Cumulative incidence of in-hospital mortality among patients who underwent transcatheter mitral valve repair (TMVr). Device success was associated with reduced

rates of in-hospital mortality (hazard ratio [HR]: 0.36; 95% confidence interval [CI]: 0.13 to 0.98; p ¼ 0.04). (B) Cumulative incidence of mortality at 90-day follow-

up among patients who underwent TMVr. Patients with device success had reduced rates of 90-day mortality (HR: 0.36; 95% CI: 0.16 to 0.78; p ¼ 0.01). (C) In patients

with hospitalization for heart failure (HF) at 90-day follow-up among those who underwent TMVr, those with device success had a lower incidence of hospitalization

for heart failure (HR: 0.20; 95% CI: 0.06 to 0.73; p ¼ 0.01). (D) In patients with 90-day mortality and HF hospitalization at 90-day follow-up, device success was

associated with a reduced cumulative event rate (HR: 0.41; 95% CI: 0.19 to 0.90; p ¼ 0.03). Kaplan-Meier curves were generated and compared using the log-rank

test, and HRs were evaluated using the Cox proportional hazards model. P values < 0.05 were considered to indicate statistical significance.
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cardiogenic shock may translate to improved clinical
outcomes.

Several considerations remain in selecting an
optimal management strategy for patients with
cardiogenic shock and significant MR. Currently,
revascularization remains a cornerstone in the treat-
ment of shock of ischemic etiology, and MCS is being
increasingly used up front in the management of
these patients (30,31). Although one-half of the pa-
tients in our study had temporary MCS, with a ma-
jority receiving intra-aortic balloon pump support, all
were deemed ineligible for escalation to durable
support or transplantation at the time of TMVr (32). In
the COAPT study, TMVr was associated with a 50%



CENTRAL ILLUSTRATION Impact of Successful Transcatheter Mitral Valve Repair on Clinical Outcomes in Patients
With Cardiogenic Shock and Mitral Regurgitation
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reduction in the need for left ventricular assist device
implantation (1). Although patients in the present
study were deemed ineligible, in patients with
cardiogenic shock and MR who are candidates for
durable MCS, consideration for TMVr as either a
bridge or adjunctive therapy may be reasonable.
Moreover, MCS is reported to carry a 30% risk for
complications including hemolysis, infection, and
bleeding (30), while TMVr is a transvenous procedure
with an exceptional safety profile, even in this high-
risk cohort.

STUDY LIMITATIONS. First, the data are observa-
tional and are thus susceptible to all biases inherent
to this study design.

Second, although reported outcomes following
TMVr are encouraging, the lack of a comparison group
who did not undergo intervention is notable. How-
ever, in the present study, the use of TMVr was a last-
line salvage therapy, with ineligible patients typically
receiving palliative care and dying in the hospital.
Decisions to not treat these patients would reflect
differences in baseline characteristics that could not
be reasonably adjusted for.

Third, some hemodynamic parameters from right
heart catheterization and echocardiographic data
were missing from the cohort.

Finally, despite encompassing all available patient-
level data on this cohort, the overall size remains
small. Thus, although we were able to compare
outcomes between patients with and those without
device success, more robust adjustment of the data
was not possible.

CONCLUSIONS

In patients with cardiogenic shock with moderate to
severe MR, TMVr is safe and technically feasible.
Dedicated prospective studies are warranted, while
TMVr may be considered in select patients pending
the outcomes of larger clinical studies.
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PERSPECTIVES

WHAT IS KNOWN? Cardiogenic shock with severe MR

is associated with poor outcomes with limited therapeutic

options. Moderate or greater MR represents 5% to 10%

of patients in cardiogenic shock, and these patients are

often at prohibitive risk for surgical intervention and are

not candidates for advanced MCS. The role of TMVr as an

adjunct therapy in patients with cardiogenic shock re-

mains poorly described.

WHAT IS NEW? The present study demonstrates that

successful TMVr can be performed as a salvage therapy in

patients with no further options. Successful repair was

associated with improved outcomes in this high-risk

cohort and presents a novel therapeutic option in select

patients.

WHAT IS NEXT? This study demonstrates the potential

of TMVr as a salvage therapy, and prospective random-

ized studies are warranted to assess whether valvular

intervention in those with cardiogenic shock and signifi-

cant MR improves mortality in this high-risk cohort.
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