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Mastering arrhythmic MVP: challenges, risk, and optimal
management

A challenging case

Tommaso Viva, MD
Department of Clinical Cardiology and Cardiovascular Imaging

IRCCS Galeazzi — Sant’Ambrogio Hospital, Milan (ltaly)
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Clinical history

46 yo man.
CV risk factors: none. No family history of SCD.
He goes to the gym regularly. Never syncope.

Known for 15 years for palpitations (4000-12200 PVCs/24h; phases of bigeminy and
trigeminy; no episodes of VT).

Tp: none.
EKG: normal.
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In 2015: MVP diagnosis
CMR (2022): “Mild LV dilation; EF 53%; no LGE”.

Last TTE report (2024): “Myxomatous MV; large
prolapse with MAD; moderate-to-severe MR”

A

Referred to our institution for further investigation
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Bileaflet prolapse (Barlow disease)
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E wave velocity 66 cm/s
E/A ratio 1.10

VTI mitral/LVOT VTI 1.03
EROA 0.2 cm?

RV 32 mL

Moderate MR?
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Moderate LV dilation
* LVEDD 63 mm

* LVESD 40 mm
 LVEDVi 87 mL/m?
 LVESVi 40 mL/m?

* EF 54%

Moderate LA dilation
e LAVi43 mL/m?
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Why LV dilation?

Disproportionate LV dilation PVC-induced

MR underestimation (Barlow) cardiomyopathy

End-Systole

The prolapse volume exerts
an additional diastolic

volume load on the LV similar
to transvalvular MR
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Risk stratification in MVP

Potential mechanism of

Arrhythmic events
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Nagata Y, Bertrand PB et al. Circ Cardiovasc Imaging, 2023 Apr;16(4):e014963
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Summary

— Follow-up?

DDP yes/LGE no: Should we go further in the search for severe VAs?

A Freqguent 24-h Holter monitoring
17/-days Holter monitoring
dILR

...and repeat CMR after 3 years?
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LVEDD 63 mm, LVESD 40 mm, LVEDViI 94 mL/m? , LVESVi 41 mL/m?, EF 57%
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1 EDV 219 ml
ESV 107 ml

EF 51%

HR 103 BPM

SV 112 ml

. RGO 11.5 |/min

Spl 0.41

LV SV 112 mL
e MR RV56mL
MR RF 50%
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Severe MR? Surgery?
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Challenges

. Disproportion LV volumes/MR severity

. MR guantification in multiple jets (3D volumetric/planimetric methods)

. When to repeat a CMR?

1

2

3. Frequent Holter-monitoring vs ILR in bigeminy/NSVT (LGE/GLS to decide?)

4

5. Timing for intervention (even in moderate-to-severe AMVP to prevent fibrosis)?



