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NO CONFLICTS OF INTEREST



Tricuspid Regurgitation is not an 
‘INNOCENT BYSTANDER’ 





Even in the presence of other cardiac disease, increasing grades of TR are independently 
associated with increasing risks of cardiovascular and all-cause mortality



Strongest predictors of TR progression:

• PAP>36 mmHg

• LA enlargement

• Age >60y

• Atrial fibrillation

In absence of these 4 risk factors , 

progression occurs in 3% of patients



1. LOW RISK TR  (few comorbidities and lesser severity of TR)

2. HIGH RISK TR (more severe TR, more comorbidities)

3. TR associated with ischemic disease

4. TR associated with lung disease

5. TR associeted with chronic kidney disease
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CLASSIFICATION
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NOVEL TV IMAGING 
APPROACH

NOVEL TR 
QUANTIFICATION



First question: what kind of mechanism are we dealing with? 



Structural abnormality of the tricuspid valve apparatus 
Primary TR: ~10-15% of patients



Cardiac implantable electronic device (CIED) induced TR 
(~ 5% of patients)



Morphological normal leaflets with annular 
dilatation and/or leaflet tethering.
Functional TR: ~ 80% of patients



ATRIAL 

SECONDARY TR

.







Second question: how severe is the TR?







Evidence for outcomes associated with 
extended grading scheme
in native TR e post- TTVI



Baseline massive or torrential TR is associeted with an increased risk
for all-cause Mortality and rehosp for heart failure 1 year after TTVI

Massive/Torrential

Severe

Procedural success (TR<2) is associated with improved
outcomes, even in with baseline massive/torrential TR





“Need to  separate moderate into mild-to-moderate and moderate-to-severe”



Refining TR grade classification with a more granular 4-grade scheme 
improved outcome prediction. Results highlight the importance of 
achieving a mild to moderate or lower residual TR grade during TTV 
repair, which could define a successful intervention.

https://www.sciencedirect.com/topics/medicine-and-dentistry/prognosis


TTVR patients divided into responders and non-
responders by preinterventional hemodynamic 
assessment and procedural success show a marked 
difference in RV (reverse) remodeling and outcome. While 
RV function improves in responders, it deteriorates in 
non-responders.



Can we improve outcome with TTVI?

In this propensity-matched case-control study, 
TTVI is associated with greater survival and 
reduced HFrehospitalization compared with 
medical therapy alone.



TTVI significantly reduces TR severity and 
increases FSV and is associated with 
improved survival at 1 year compared with 
patients without procedural success. 



Tricuspid TEER was safe for patients with severe tricuspid 
regurgitation, reduced the severity of tricuspid regurgitation, and 
was associated with an improvement in quality of life.



WHAT ARE THE EXPECTED BENEFITS? 

• Mortality?

• HF hospitalizations?

• Patient reported outcomes?

WHO BENEFIT FROM TTVI?

• Mortality: Atrial vs Ventricular functional TR?

• HF hospitalizations: failed OMT?

WHICH DEVICE THERAPY PROVIDE BENEFIT?

• Device that are safe with few MACE?

• Device that reliably provide an optimal reduction in TR?
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