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Abstract

Aims
Secondary mitral regurgitation (MR) is more frequent in men than in women.  However, 
little is known about differences in prognosis between men and women with secondary 
MR. The objective of this study is to investigate the sex distribution of secondary MR 
and the prognostic differences between sexes.

Methods
Patients with significant secondary MR, of both ischemic and non-ischemic etiology, 
were identified through the departmental electronic patient files and retrospectively 
analyzed. The primary endpoint was all-cause mortality. 

Results
A total of 698 patients (mean age 66±11 years) with significant secondary MR were 
included: 471 (67%) men and 227 (33%) women. Ischemic heart failure was significantly 
more common in men (61%), whereas non-ischemic heart failure was more prevalent 
in women (63%). Women had significantly smaller left ventricular (LV) volumes when 
compared to men and more preserved LV systolic function when assessed with LV 
global longitudinal strain (GLS; 8.5±4.1% vs. 7.5±3.6%; P= 0.004). Women more often 
underwent surgical mitral valve repair (34%) when compared to men (26%), whilst 
no differences were observed for transcatheter mitral valve repair. During a median 
follow-up of 57 [interquartile range 29-110] months, 373 (53%) patients died. Women 
showed significantly lower mortality rates at 1-, 2- and 5-year follow-up (9%, 16% and 
33% vs. 10%, 20% and 42%) when compared to men (P= 0.001).  

Conclusions
Significant secondary MR is more frequently observed in men as compared to women 
and is associated with worse prognosis. 
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Introduction

Mitral regurgitation (MR) is one of the most common valvular diseases with a growing 
incidence and significant MR is associated with poor prognosis 1, 2. The frequency of 
significant MR in men and women is comparable 3. However, when evaluating the 
etiology of MR, significant differences are observed: secondary MR is more prevalent 
in men, whereas primary MR is more frequently present in women 3-5. Previous studies 
have shown differences between men and women undergoing surgical mitral valve 
repair for primary or secondary MR, with women having a higher mortality risks 4, 6, 

7. In patients undergoing transcatheter edge-to-edge mitral valve repair with the 
MitraClip device, no sex differences were observed 8. However, these studies were 
mostly performed in patients with primary MR. A recent publication evaluating the 
sex differences in patients with secondary MR undergoing surgical mitral valve repair 
showed higher mortality risk in women as compared to men 9. The factors underlying 
these differences remain elusive, particularly among patients with secondary MR 10. 
Accordingly, the objective of this study is to investigate the sex distribution and long-
term prognosis of patients with significant secondary MR. 

Methods
Patient population
Patients with significant (moderate and severe) secondary MR were identified from 
1999-2018 through the departmental echocardiographic database of the Leiden 
University Medical Center (Leiden, The Netherlands). Patients with previous mitral 
valve intervention were excluded. Baseline demographic, clinical and echocardiographic 
characteristics were prospectively collected through the departmental clinical database 
(EPD-Vision 11.8.4.0; Leiden University Medical Center, Leiden, The Netherlands) 
and were analyzed retrospectively. The institutional review board approved this 
retrospective study of clinically acquired data and waived the need for written patient 
informed consent. 

Clinical variables included heart failure etiology (i.e. ischemic vs. non-ischemic), 
New York Heart Association (NYHA) functional class, comorbidities and medication 
use. Body surface area was calculated according to the Du Bois formula 11. Ischemic 
heart failure was defined based on coronary artery disease confirmed by coronary 
angiography, prior coronary revascularization with percutaneous coronary intervention 
and/or coronary artery bypass grafting (CABG). Mitral valve intervention included 
surgical mitral valve repair or replacement and transcatheter edge-to-edge mitral valve 
repair with the MitraClip device. 
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Echocardiography
Transthoracic echocardiography was performed with commercially available systems 
(General Electric Vingmed Ultrasound, Milwaukee, USA), and images were digitally 
stored for offline analysis (EchoPAC 201.0.0, General Electric Vingmed Ultrasound, 
Milwaukee, USA). Image acquisition was performed with patients in hemodynamic 
stable conditions at rest in the left lateral decubitus position. Using 3.5 MHz or M5S 
transducers two-dimensional images, M-mode and Doppler data were acquired from 
parasternal, apical and subcostal views. From the apical 2- and 4-chamber views, 
left ventricular (LV) volumes (end-diastolic and end-systolic) were measured and 
the LV ejection fraction (EF) was quantified using the Simpson’s biplane method 12. 
LV volumes were indexed for body surface area. MR severity was assessed using a 
multiparametric approach according to current guidelines and graded as moderate 
(grade 2), moderate-to-severe (grade 3) and severe (grade 4) 13-15. From standard 
2-dimensional transthoracic echocardiography, LV global longitudinal strain (GLS) 
was measured using apical 4-chamber, 2-chamber and long-axis views of the LV and 
processed offline using commercially available software (EchoPAC 201.0.0, General 
Electric Vingmed Ultrasound, Milwaukee, USA) 16. LV GLS is a measure of global 
shortening of the myocardium and is conventionally expressed as negative values. 
However, in this study we have treated this variable as absolute value and therefore, a 
higher LV GLS value represents better LV systolic function.

Follow-up
Patients were followed-up for the occurrence of the primary endpoint of all-cause 
mortality. The follow-up started from the date of the first echocardiogram showing 
significant secondary MR. Data on survival were collected from the departmental 
cardiology information system (EPD-Vision 11.8.4.0; Leiden University Medical Center, 
Leiden, The Netherlands) which is linked to the governmental death registry database. 
Follow-up was complete for all patients. 

Statistical analysis 
Continuous data are presented as mean ± standard deviation (when normally 
distributed) or as median with interquartile range (when not normally distributed). An 
independent sample Student t-test or Mann-Whitney U test (when appropriate) was 
used for the comparison of continuous data. Categorical data are presented as absolute 
numbers and percentages and a χ2-test was used for the comparison between groups. 
To estimate the cumulative survival rates, a Kaplan-Meier analysis was performed and 
the log-rank test was used to compare the cumulative survival rates between men 
and women. Based on the Kaplan-Meier analysis, a post hoc landmark analysis was 
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performed at 36 months of follow-up to evaluate early vs. late outcomes between 
men and women. Independent associates for all-cause mortality were evaluated 
using Cox proportional hazards regression analysis. The hazard ratio (HR) and 95% 
confidence intervals (CI) were calculated and reported. Variables with a p-value <0.05 
were considered statistically significant and were included in the multivariable model. 
All statistical analyses were performed using SPSS for Windows, version 23.0 (IBM, 
Armonk, NY, USA), with a two-tailed p-value <0.05 being considered statistically 
significant.

Results
Patient population
A total of 698 patients (mean age 66±11 years) with significant secondary MR were 
included. Ischemic heart failure was present in 53% of the total population. The majority 
of the patients presented with heart failure symptoms NYHA functional class III (60%). 
The mean LVEF was 29±11% and the mean LV GLS was 7.8±3.8%. The majority of the 
patients (82%) had moderate-to-severe or severe MR. Tables 1 and 2 summarize the 
baseline clinical and echocardiographic characteristics for the total population and the 
differences between sexes. 

There were 471 (67%) men (mean age 67±10 years) and 227 (33%) women (mean age 
65±13). No differences were observed in the prevalence of atrial fibrillation or other 
cardiovascular risk factors (i.e. hypertension and/or diabetes mellitus). In terms of 
heart failure etiology, men more frequently had ischemic heart failure (61%) whereas 
women more frequently had non-ischemic heart failure (63%). Although women had 
more severe heart failure symptoms as compared to men, the difference did not reach 
statistical significance. In terms of echocardiographic characteristics, women had 
significantly smaller LV volumes when compared to men, but no significant difference 
was observed in LVEF. However, LV systolic function was slightly better  in women than 
in men when assessed with LV GLS (LV GLS 7.5±3.6% in men vs. 8.5±4.1% in women; P= 
0.004). No differences were observed in MR grade between men and women. 



Chapter two. Sex differences in prognosis of significant secondary mitral regurgitation

34

Table 1. Clinical characteristics. 
Total population
(n= 698)

Men
(n= 471)

Women
(n= 227)

P-value

Age (years) 66±11 67±10 65±13 0.051
BSA (m2) 1.92±0.21 1.99±0.19 1.78±0.19 <0.001
Atrial fibrillation, n (%) 289 (41) 206 (44) 83 (37) 0.071
Hypertension, n (%) 275 (39) 175 (37) 100 (44) 0.081
Diabetes mellitus, n (%) 167 (24) 120 (26) 47 (21) 0.166
eGFR (mL/min/1.73m2) 62±26 63±25 61±27 0.417

Heart failure etiology, n (%)
          Ischemic 370 (53) 287 (61) 83 (37) <0.001
          Non-ischemic 328 (47) 184 (39) 144 (63) <0.001

NYHA class, n (%)
          I 34 (5) 26 (6) 8 (4) 0.251
          II 170 (24) 116 (25) 54 (24) 0.809
          III 415 (60) 282 (60) 133 (59) 0.747
          IV 79 (11) 47 (10) 32 (14) 0.108

Medication, n (%)
          Beta-blockers 492 (71) 326 (69) 166 (73) 0.288
          Diuretics 580 (83) 387 (82) 193 (85) 0.346
          ACEi/ARB 565 (81) 390 (83) 175 (77) 0.072
          MRA 304 (44) 193 (41) 111 (49) 0.048
Continuous data are presented as mean ± SD or median [interquartile range]. Categorical data are 
presented as numbers and percentages. 
ACEi, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; BSA, body surface 
area; eGFR, estimated glomerular filtration rate; MRA, mineralocorticoid receptor antagonists; NYHA, 
New York Heart Association.

Table 2. Echocardiographic characteristics. 
Total population
(n= 698)

Men
(n= 471)

Women
(n= 227)

P-value

LVEDVi (mL/m²) 101 
[76-129]

104
[81-132]

92
[68-122]

<0.001

LVESVi (mL/m²) 73
[51-97]

77
[53-98]

66
[44-92]

<0.001

LVEF (%) 29±11 29±11 30±12 0.180
LV GLS (%) * 7.8±3.8 7.5±3.6 8.5±4.1 0.004

MR grade, n (%)
Moderate 125 (18) 87 (19) 38 (17) 0.576
Moderate-to-severe 305 (44) 210 (45) 95 (42) 0.495
Severe 268 (38) 174 (37) 94 (41) 0.256
Continuous data are presented as mean ± SD or median [interquartile range]. Categorical data are presented 
as numbers and percentages. *LV GLS feasible in N= 660 patients.
LVEF, left ventricular ejection fraction; LVEDVi, indexed left ventricular end-diastolic volume; LVESVi, 
indexed left ventricular end-systolic volume; LV GLS, left ventricular global longitudinal strain; MR, mitral 
regurgitation. 
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Follow-up 
During follow-up, two-thirds of the patients (64%) received cardiac resynchronization 
therapy, and 308 patients (44%) received mitral valve intervention:  28% underwent 
surgical mitral valve repair and 16% received transcatheter edge-to-edge mitral 
valve repair. Men more frequently received cardiac resynchronization therapy when 
compared to women. In terms of invasive mitral valve treatment, women more often 
underwent surgical mitral valve repair (34%), whilst no differences were observed in 
transcatheter edge-to-edge mitral valve repair. A summary of device implantation 
and mitral valve intervention at follow-up and differences between men and women is 
shown in Table 3. 

Table 3. Intervention during follow-up. 
Total population
(n= 698)

Men
(n= 471)

Women
(n= 227)

p-value

Device therapy, n (%)
     Cardiac resynchronization  
therapy

414 (64) 294 (68) 120 (55) 0.001

MV intervention, n (%)
     Medical therapy only 387 (55) 279 (59) 108 (48) 0.004
     Mitral valve repair 198 (28) 122 (26) 76 (34) 0.037
     Mitral valve replacement 3 (0.4) 1 (0.2) 2 (0.9) 0.206
     MitraClip 110 (16) 69 (15) 41 (18) 0.246

Concomitant procedure, n (%) *
     CABG 60 (9) 46 (10) 14 (6) 0.112
     Tricuspid valve 
annuloplasty

131 (19) 83 (18) 46 (21) 0.264

     LV reconstruction 17 (2) 12 (3) 5 (2) 0.782
     Cardiac support device 
(CoreCap)

63 (9) 39 (8) 24 (11) 0.322

     MAZE 30 (4) 21 (5) 9 (4) 0.763
Continuous data are presented as mean ± SD or median [interquartile range]. Categorical data are presented 
as numbers and percentages. * Concomitant procedures with mitral valve treatment.
CABG, coronary artery bypass graft

Survival analysis
During a median follow-up of 57 [interquartile range 29-110] months, 373 (53%) 
patients died. Women showed significantly lower mortality rates at 1-, 2- and 5-years 
follow-up as compared to men (women 9%, 16% and 33% vs. men 10%, 20% and 
42%, respectively; P= 0.001, Figure 1, panel A). Based on the Kaplan-Meier curves, an 
additional landmark analysis was performed at 36 months of follow-up demonstrating 
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that the differences in survival were significant between men and women after this 
time point (P< 0.001, Figure 1, panel B). In patients with ischemic heart failure, there 
was no significant difference in outcome between men and women (P=0.179, Figure 
2, Panel A). On the contrary, in patients with non-ischemic heart failure, a significant 
difference in outcome between men and women was seen with women having a better 
outcome then men (P=0.017, Figure 2, Panel B). 

Figure 1.  Kaplan-Meier curves for all-cause mortality. Panel A demonstrates time to all-cause 

mortality according to sex: women (green) and men (red). Panel B demonstrates the landmark 

analysis at 36 months of follow-up with time-to-event curves for all-cause mortality according 

to sex.  

Figure 2.  Kaplan-Meier curves for all-cause mortality in patients with ischemic and non-

ischemic heart failure. Panel A demonstrates time to all-cause mortality according to sex in 

patients with ischemic heart failure: women (green) and men (red). Panel B demonstrates time 

to all-cause mortality according to sex in patients with non-ischemic heart failure
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Considering patients receiving medical therapy only, women had lower mortality 
rates than men (5-year estimated rates 77% in women vs. 62% in men; P=0.001). 
On univariable analysis, age, male sex, chronic kidney disease, diabetes mellitus, 
ischemic heart failure, LVEF and LV GLS were significantly associated with all-cause 
mortality (Table 4). On multivariable analysis, after correcting for various clinical and 
echocardiographic parameters, male sex remained independently associated with all-
cause mortality (HR 1.423; 95% CI, 1.109-1.826; P=0.006). 

Table 4. Uni- and multivariable Cox regression analyses to identify associates of all-cause 

mortality.
  Univariate 

analysis
Multivariate 
analysis

Variable HR 95% CI p-value HR 95% CI p-value
Age 1.030 1.019-1.040 <0.001 1.020 1.009-1.032 0.001
Male sex 1.474 1.175-1.850 0.001 1.423 1.109-1.826 0.006
BSA (m2) 1.050 0.652-1.689 0.842
eGFR (mL/min/1.73m2) 0.977 0.972-0.981 <0.001 0.980 0.975-0.985 <0.001
Hypertension 0.940 0.762-1.160 0.566
Diabetes mellitus 1.429 1.132-1.805 0.003 1.309 1.021-1.678 0.034
Atrial fibrillation 1.145 0.932-1.406 0.197
Ischemic aetiology 1.291 1.052-1.585 0.015 1.071 0.855-1.342 0.550
NYHA classification ≥II 1.026 0.621-1.694 0.920
Beta-blockers 0.845 0.681-1.048 0.125
CRT 1.092 0.859-1.390 0.471
MV intervention * 1.051 0.852-1.298 0.642
LVEF (%) 0.988 0.977-0.998 0.025 0.999 0.985-1.013 0.864
LV GLS (%) 1.082 1.047-1.118 <0.001 1.066 1.024-1.109 0.002
BSA, body surface area; CI, confidence interval; CRT, cardiac resynchronization therapy; EDV, end-diastolic 
volume; eGFR, estimated glomerular filtration rate; HR, hazard ratio; LVEF, left ventricular ejection fraction; 
LV GLS, left ventricular global longitudinal strain; MV, mitral valve; NYHA, New York Heart Association. 
* Combined surgical mitral valve repair, mitral valve replacement and percutaneous edge-to-edge mitral 
valve repair

Discussion

The present study shows that significant secondary MR is more frequent in men as 
compared to women. Ischemic etiology is the most frequent underlying mechanism in 
men whereas non-ischemic cardiomyopathy is more frequently observed in women. 
Men had a worse prognosis, compared to women. 
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Sex differences in secondary mitral regurgitation 
Important differences in prevalence, pathophysiology and prognosis of various 
cardiovascular diseases have been described between men and women 17. In mitral 
valve pathology two different mechanisms of MR can be distinguished; primary MR 
(i.e. the result of pathology of the MV apparatus itself) and secondary MR (i.e. the 
result of changes in the LV geometry due to ischemic or non-ischemic heart failure) 
18. A large echocardiography-based registry by Monteagudo Ruiz et al. 3 described 
the sex differences among 3309 patients with moderate and severe MR and showed 
that secondary MR was more prevalent among men vs. women (39.2% vs. 21.8%, 
respectively). However, the study did not elaborate further on the differences between 
men and women with significant secondary MR. The randomized clinical trial from 
the Cardiothoracic Surgical Trials Network (CTSN) comparing mitral valve repair 
vs. replacement in 251 patients with ischemic secondary MR showed that 38% were 
women while the remaining 62% were men 9. In the present study ischemic etiology 
of secondary MR was observed in 61% of men vs. 37% of women. When analyzing the 
clinical and echocardiographic characteristics of the patients enrolled in the CTNS 
trial 9, men were comparable to women in terms of age, body mass index, frequency 
of atrial fibrillation, history of myocardial infarction and renal dysfunction; however, 
men more frequently had a history of ventricular arrhythmias while women presented 
more frequently with diabetes mellitus and hypertension. Furthermore, men had larger 
LV dimensions and effective regurgitant orifice areas when compared to women. 
However, when the effective orifice regurgitant orifice area was corrected for the LV 
end-diastolic volume, women had a larger ratio than men suggesting more severe MR 
in women than in men. These results are similar to the data reported in this study. 
However, it should be noted that the present study population is larger and includes 
both etiologies of secondary MR (ischemic and non-ischemic). Although other studies 
have compared sex-differences in MR19, 20, this is the first and largest study focusing 
specifically on secondary MR. 

Sex differences in outcomes in patients with secondary MR
Although men with significant secondary MR seem to receive interventional treatment 
more often than women,1, 21-23 men seem to have a worse prognosis. A study by Estevez-
Loureiro et al. 8 investigated the effect of gender on results after transcatheter edge-
to-edge MV repair with the Mitraclip  in 173 patients (64 women vs. 109 men) and 
showed no differences between the sexes in MR reduction, heart failure hospitalization 
and all-cause mortality. Similarly, data from the German TRAnscatheter Mitral 
Valve Interventions (TRAMI) registry, including 501 men and 327 women showed no 
differences in prognosis after successful transcatheter MV repair with the MitraClip 20. 
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Although, those studies consisted mainly of patients with secondary MR, a significant 
proportion of patients had other etiologies of MR and sub-analyses concerning only 
patients with secondary MR were not performed.  In contrast, in the randomized CTNS 
trial, Giustino et al. 9 showed that among patients with secondary MR undergoing 
MV repair or replacement, women had a significantly higher risk for mortality when 
compared to men (27.1% vs. 17.4%, respectively; P= 0.03). The reasons for the worse 
outcome in women after MV surgery remain unclear. However, it is important to note 
that both men and women showed similar LV reverse remodeling at 2 years follow-up 
while women had smaller baseline LV volumes and larger effective regurgitant orifice 
areas when corrected for LV end-diastolic volume as compared to men, suggesting 
that women had more severe MR than men at baseline and, after correcting the 
volume overload with MV repair or replacement, their LVs benefited less. Data on more 
sensitive measures of LV systolic function such as LV GLS or tissue characterization 
with cardiac magnetic resonance were not available, but it can be speculated that 
women have stiffer, more fibrotic LVs than men. 

In the present study, including ischemic and non-ischemic secondary MR, male gender 
was independently associated with worse outcome. However, the differences between 
men and women became evident 3 years after diagnosis of significant secondary MR 
(Figure 1) which could indicate progression of the underlying mechanism of secondary 
MR (progression of LV remodelling). Although no statistically significant difference 
was seen between men and women with ischemic heart failure (possibly due to the 
low number of women with ischemic heart failure in the present study), a trend of 
worse survival is seen in men with ischemic heart failure (Figure 2, Panel A). In men, 
the etiology of secondary MR was ischemic heart failure which is known to respond 
less well to heart failure therapies and may further progress over time, leading to worse 
outcome 24-26.  

Study limitations
This is a single center retrospective study, which limits the generalizability of the 
results. In addition, this is a tertiary referral center where the patients are referred 
for specific treatments which may have introduced some selection bias. Measures 
for heart failure, such as NT-proBNP unfortunately were not systematically available 
and therefore could not be provided for the present study. Cardiac mortality was not 
systematically documented in our centre and due to the retrospective design of the 
study these data could not be acquired. However, to the best of our knowledge, this is 
the first and largest registry evaluating gender differences and long-term outcome in 
heart failure patients with secondary MR. The present study did not evaluate changes 
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over time in LV systolic function and dimensions which could shed more light into the 
association between heart failure progression and outcomes. 

Conclusion

Significant secondary MR is more frequently observed in men as compared to women 
and is associated with worse prognosis. 



41

Ch 2

References

1.	 Iung B, Delgado V, Rosenhek R, 
Price S, Prendergast B, Wendler O, 
De Bonis M, Tribouilloy C, Evan-
gelista A, Bogachev-Prokophiev A, 
Apor A, Ince H, Laroche C, Popescu 
BA, Pierard L, Haude M, Hindricks 
G, Ruschitzka F, Windecker S, Bax 
JJ, Maggioni A, Vahanian A. Con-
temporary Presentation and Man-
agement of Valvular Heart Disease: 
The EURObservational Research 
Programme Valvular Heart Disease 
II Survey. Circulation 2019.

2.	 Yadgir S, Johnson CO, Aboyans V, 
Adebayo OM, Adedoyin RA, Afari-
deh M, Alahdab F, Alashi A, Alipour 
V, Arabloo J, Azari S, Barthelemy 
CM, Benziger CP, Berman AE, Bija-
ni A, Carrero JJ, Carvalho F, Daryani 
A, Duraes AR, Esteghamati A, Farid 
TA, Farzadfar F, Fernandes E, Filip 
I, Gad MM, Hamidi S, Hay SI, Ile-
sanmi OS, Irvani SSN, Jurisson M, 
Kasaeian A, Kengne AP, Khan AR, 
Kisa A, Kisa S, Kolte D, Manafi N, 
Manafi A, Mensah GA, Mirrakhimov 
EM, Mohammad Y, Mokdad AH, 
Negoi RI, Nguyen HLT, Nguyen TH, 
Nixon MR, Otto CM, Patel S, Pil-
grim T, Radfar A, Rawaf DL, Rawaf 
S, Rawasia WF, Rezapour A, Roever 
L, Saad AM, Saadatagah S, Sent-
hilkumaran S, Sliwa K, Tesfay BE, 
Tran BX, Ullah I, Vaduganathan M, 
Vasankari TJ, Wolfe CDA, Yonemoto 
N, Roth GA. Global, Regional, and 
National Burden of Calcific Aortic 
Valve and Degenerative Mitral Valve 
Diseases, 1990-2017. Circulation 
2020.

3.	 Monteagudo Ruiz JM, Galderisi 
M, Buonauro A, Badano L, Aruta 
P, Swaans MJ, Sanchis L, Saraste 
A, Monaghan M, Theodoropou-

los KC, Papitsas M, Liel-Cohen N, 
Kobal S, Bervar M, Berlot B, Filip-
patos G, Ikonomidis I, Katsanos S, 
Tanner FC, Cassani D, Faletra FF, 
Leo LA, Martinez A, Matabuena J, 
Grande-Trillo A, Alonso-Rodriguez 
D, Mesa D, Gonzalez-Alujas T, Sitg-
es M, Carrasco-Chinchilla F, Li CH, 
Fernandez-Golfin C, Zamorano JL. 
Overview of mitral regurgitation in 
Europe: results from the European 
Registry of mitral regurgitation (Eu-
MiClip). Eur Heart J Cardiovasc Im-
aging 2018;19(5):503-507.

4.	 Vakamudi S, Jellis C, Mick S, Wu Y, 
Gillinov AM, Mihaljevic T, Cosgrove 
DM, Svensson L, Cho L. Sex Dif-
ferences in the Etiology of Surgical 
Mitral Valve Disease. Circulation 
2018;138(16):1749-1751.

5.	 Seeburger J, Eifert S, Pfannmuller 
B, Garbade J, Vollroth M, Misfeld M, 
Borger M, Mohr FW. Gender differ-
ences in mitral valve surgery. Thorac 
Cardiovasc Surg 2013;61(1):42-6.

6.	 Kislitsina ON, Zareba KM, Bonow 
RO, Andrei AC, Kruse J, Puthuma-
na J, Akhter N, Chris Malaisrie S, 
McCarthy PM, Rigolin VH. Is mitral 
valve disease treated differently in 
men and women? Eur J Prev Cardiol 
2019;26(13):1433-1443.

7.	 Vassileva CM, Stelle LM, Markwell 
S, Boley T, Hazelrigg S. Sex differ-
ences in procedure selection and 
outcomes of patients undergoing 
mitral valve surgery. Heart Surg Fo-
rum 2011;14(5):E276-82.

8.	 Estevez-Loureiro R, Settergren M, 
Winter R, Jacobsen P, Dall’Ara G, 
Sondergaard L, Cheung G, Pighi 
M, Ghione M, Ihlemann N, Moat 
NE, Price S, Streit Rosenberg T, 
Di Mario C, Franzen O. Effect of 



Chapter two. Sex differences in prognosis of significant secondary mitral regurgitation

42

gender on results of percutaneous 
edge-to-edge mitral valve repair 
with MitraClip system. Am J Cardiol 
2015;116(2):275-9.

9.	 Giustino G, Overbey J, Taylor D, Ai-
lawadi G, Kirkwood K, DeRose J, 
Gillinov MA, Dagenais F, Mayer ML, 
Moskowitz A, Bagiella E, Miller M, 
Grayburn P, Smith PK, Gelijns A, 
O’Gara P, Acker M, Lala A, Hung J. 
Sex-Based Differences in Outcomes 
After Mitral Valve Surgery for Se-
vere Ischemic Mitral Regurgitation: 
From the Cardiothoracic Surgical 
Trials Network. JACC Heart Fail 
2019;7(6):481-490.

10.	 Lampert BC, Lindenfeld J, Abraham 
WT. Too Different or Too Late?: 
Gender Differences in Outcomes 
After Mitral Valve Surgery. JACC 
Heart Fail 2019;7(6):491-492.

11.	 Du BOIS D, Du BOIS EF. CLINI-
CAL CALORIMETRY: TENTH PA-
PER A FORMULA TO ESTIMATE 
THE APPROXIMATE SURFACE 
AREA IF HEIGHT AND WEIGHT BE 
KNOWN. JAMA Internal Medicine 
1916;XVII(6_2):863-871.

12.	 Lang RM, Badano LP, Mor-Avi V, 
Afilalo J, Armstrong A, Ernande L, 
Flachskampf FA, Foster E, Gold-
stein SA, Kuznetsova T, Lancellotti 
P, Muraru D, Picard MH, Rietzschel 
ER, Rudski L, Spencer KT, Tsang 
W, Voigt JU. Recommendations for 
cardiac chamber quantification by 
echocardiography in adults: an up-
date from the American Society of 
Echocardiography and the Europe-
an Association of Cardiovascular 
Imaging. Eur Heart J Cardiovasc Im-
aging 2015;16(3):233-70.

13.	 Foster E, Wasserman HS, Gray W, 
Homma S, Di Tullio MR, Rodriguez 
L, Stewart WJ, Whitlow P, Block P, 
Martin R, Merlino J, Herrmann HC, 
Wiegers SE, Silvestry FE, Hamilton 

A, Zunamon A, Kraybill K, Gerber 
IL, Weeks SG, Zhang Y, Feldman 
T. Quantitative assessment of se-
verity of mitral regurgitation by 
serial echocardiography in a mul-
ticenter clinical trial of percutane-
ous mitral valve repair. Am J Cardiol 
2007;100(10):1577-83.

14.	 Grayburn PA, Carabello B, Hung J, 
Gillam LD, Liang D, Mack MJ, Mc-
Carthy PM, Miller DC, Trento A, Sie-
gel RJ. Defining “severe” secondary 
mitral regurgitation: emphasizing 
an integrated approach. J Am Coll 
Cardiol 2014;64(25):2792-801.

15.	 Lancellotti P, Tribouilloy C, Hagen-
dorff A, Popescu BA, Edvardsen T, 
Pierard LA, Badano L, Zamorano 
JL. Recommendations for the echo-
cardiographic assessment of native 
valvular regurgitation: an executive 
summary from the European Asso-
ciation of Cardiovascular Imaging. 
Eur Heart J Cardiovasc Imaging 
2013;14(7):611-44.

16.	 Negishi K, Negishi T, Kurosawa K, 
Hristova K, Popescu BA, Vinerea-
nu D, Yuda S, Marwick TH. Practi-
cal guidance in echocardiographic 
assessment of global longitudinal 
strain. JACC Cardiovasc Imaging 
2015;8(4):489-492.

17.	 Regitz-Zagrosek V, Oertelt-Pri-
gione S, Prescott E, Franconi F, 
Gerdts E, Foryst-Ludwig A, Maas 
AH, Kautzky-Willer A, Knappe-We-
gner D, Kintscher U, Ladwig KH, 
Schenck-Gustafsson K, Stangl V. 
Gender in cardiovascular diseases: 
impact on clinical manifestations, 
management, and outcomes. Eur 
Heart J 2016;37(1):24-34.

18.	 Enriquez-Sarano M, Akins CW, Va-
hanian A. Mitral regurgitation. Lan-
cet 2009;373(9672):1382-94.

19.	 Dziadzko V, Clavel MA, Dziadzko 
M, Medina-Inojosa JR, Michelena 



43

Ch 2

H, Maalouf J, Nkomo V, Thapa P, 
Enriquez-Sarano M. Outcome and 
undertreatment of mitral regurgi-
tation: a community cohort study. 
Lancet 2018;391(10124):960-969.

20.	 Werner N, Puls M, Baldus S, Lubos 
E, Bekeredjian R, Sievert H, Schofer 
J, Kuck KH, Möllmann H, Hehrlein C, 
Nickenig G, Boekstegers P, Ouarrak 
T, Senges J, Zahn R. Gender-related 
differences in patients undergoing 
transcatheter mitral valve inter-
ventions in clinical practice: 1-year 
results from the German TRAMI 
registry. Catheter Cardiovasc Interv 
2020;95(4):819-829.

21.	 Acker MA, Parides MK, Perrault LP, 
Moskowitz AJ, Gelijns AC, Voisine P, 
Smith PK, Hung JW, Blackstone EH, 
Puskas JD, Argenziano M, Gammie 
JS, Mack M, Ascheim DD, Bagiella 
E, Moquete EG, Ferguson TB, Hor-
vath KA, Geller NL, Miller MA, Woo 
YJ, D’Alessandro DA, Ailawadi G, 
Dagenais F, Gardner TJ, O’Gara PT, 
Michler RE, Kron IL. Mitral-valve re-
pair versus replacement for severe 
ischemic mitral regurgitation. N 
Engl J Med 2014;370(1):23-32.

22.	 Obadia JF, Messika-Zeitoun D, 
Leurent G, Iung B, Bonnet G, Piriou 
N, Lefevre T, Piot C, Rouleau F, Car-
rie D, Nejjari M, Ohlmann P, Lecler-
cq F, Saint Etienne C, Teiger E, Ler-
oux L, Karam N, Michel N, Gilard M, 
Donal E, Trochu JN, Cormier B, Ar-
moiry X, Boutitie F, Maucort-Boulch 
D, Barnel C, Samson G, Guerin P, 
Vahanian A, Mewton N. Percutane-
ous Repair or Medical Treatment for 

Secondary Mitral Regurgitation. N 
Engl J Med 2018.

23.	 Stone GW, Lindenfeld J, Abraham 
WT, Kar S, Lim DS, Mishell JM, 
Whisenant B, Grayburn PA, Rinaldi 
M, Kapadia SR, Rajagopal V, Sarem-
bock IJ, Brieke A, Marx SO, Cohen 
DJ, Weissman NJ, Mack MJ. Tran-
scatheter Mitral-Valve Repair in 
Patients with Heart Failure. N Engl 
J Med 2018.

24.	 Cleland J, Freemantle N, Ghio S, 
Fruhwald F, Shankar A, Marijanows-
ki M, Verboven Y, Tavazzi L. Predict-
ing the long-term effects of cardiac 
resynchronization therapy on mor-
tality from baseline variables and 
the early response a report from 
the CARE-HF (Cardiac Resynchro-
nization in Heart Failure) Trial. J Am 
Coll Cardiol 2008;52(6):438-45.

25.	 Ferreira JP, Duarte K, McMurray JJV, 
Pitt B, van Veldhuisen DJ, Vincent 
J, Ahmad T, Tromp J, Rossignol P, 
Zannad F. Data-Driven Approach 
to Identify Subgroups of Heart Fail-
ure With Reduced Ejection Fraction 
Patients With Different Prognoses 
and Aldosterone Antagonist Re-
sponse Patterns. Circ Heart Fail 
2018;11(7):e004926.

26.	 Kloosterman M, van Stipdonk AMW, 
ter Horst I, Rienstra M, Van Gelder 
IC, Vos MA, Prinzen FW, Meine M, 
Vernooy K, Maass AH. Association 
between heart failure aetiology and 
magnitude of echocardiographic 
remodelling and outcome of cardi-
ac resynchronization therapy. ESC 
Heart Failure 2020;7(2):645-653.






