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[£#1]

A 65-year-old woman presented to our emergency room with dyspnea, palpitation and dizziness.
Transthoracic echocardiogram revealed a right atrial mass (Figure 1, black arrow). The mass
prolapsed to the right ventricle during diastolic phase. Transesophageal echocardiogram also
identified a right atrial mass with the stump attached to the RA free wall and is adjacent to the
IVC. (Figure 2, black arrow). The patient was hospitalized for surgery. Before operation, Coronary
angiography revealed there is no significant coronary artery disease. When contrast filling the RCA,
there are collateral vessels suppling to the mass (Figure 3, black arrow).

Figure 1 Figure 2
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Figure 3

[Question]
What is the diagnosis?
What is treatment plan?

Bt SBR CHRAM KEREMH
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A 69 years old male with diabetes mellitus presented with ST elevation type acute myocardial
infarction (STEMI) of anterior wall and under percutaneous coronary intervention with drug eluting
stenting over proximal anterior descending artery (LAD) 3 years ago (picture 1 and picture 2).
He presented other new episode of acute chest pain with diagnosis of acute coronary syndrome.

Diagnostic coronary angiogram showed as below (picture 3 and picture 4).

FD 25 cm

Picture 1: Total occlusion of proximal LAD. Picture 2: Primary PCI with drug eluting
stenting over proximal LAD.

Picture 3: Diagnostic coronary angiogram. Picture 4: Diagnostic coronary angiogram.

[Question]

What is your impression and how are you going to evaluate and treat this case?

AR CRAA RRE R
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[ Answer]

A 69 years old male with diabetes mellitus presented with ST elevation type acute myocardial
infarction (STEMI) of anterior wall and under percutaneous coronary intervention with drug eluting
stenting over proximal anterior descending artery (LAD) 3 years ago (picture 1 and picture 2).
He presented other new episode of acute chest pain with diagnosis of acute coronary syndrome.
Diagnostic coronary angiogram showed dissected flap (picture 3 and picture 4) over proximal of
LAD and plaque rupture (picture 5) was confirmed by optical coherence tomography (OCT) over
the proximal LAD of proximal edge of previous stent. After cross over stenting from left main
to left anterior descending artery (LAD) with a drug eluting stent (DES) (picture 6). OCT clearly
showed a marked in-complete apposition over the segment of the aneurysm formation which located
very proximal part of LAD (picture 7). In addition, it was impossible to used ultra-short, over-sizing
balloon for further stent apposition.

Therefore, prolong dual antiplatelet therapy (DAPT) was necessary for this risk high patient with
OCT showed in-complete apposition long DES stenting.

FD 25 cm

Picture 1: Total occlusion of proximal LAD 3  Picture 2: Primary PCI with drug eluting
year ago stenting over proximal LAD 3 years
ago.

Picture 3: Dissected flap over proximal LAD.  Picture 4: Dissected flap of proximal LAD.
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Picture 6: Post-stenting angiography.

4/15/2019 12:15:52 PM
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Picture 7: Post stenting OCT showed stent with marked incomplete apposition(in red color) over the segment
of the aneurysm formation.
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Changes in Plasma Renin Activity after Renal Artery
Sympathetic Denervation

Felix Mahfoud, MD, Raymond R. Townsend, MD, David E. Kandzari, MD, Kazuomi Kario, MD,
PhD, Roland E. Schmieder, MD, Konstantinos Tsioufis, MD, Stuart Pocock, PhD, Shukri David,
MD, Kiritkumar Patel, MD, Anjani Rao, MD, Antony Walton, MD, Jason E. Bloom, MD, Thomas
Weber, MD, Markus Suppan, MD, Lucas Lauder, MD, Sidney A. Cohen, MD, PhD, Pamela
McKenna, MS, Martin Fahy, MS, Michael Bohm, MD, Michael A. Weber, MD

J Am Coll Cardiol. May 03, 2021. Epublished DOI: 10.1016/j.jacc.2021.04.044
ABSTRACT

BACKGROUND

The renin-angiotensin-aldosterone system plays a key role in blood pressure (BP) regulation and is
the target of several anti-hypertensive medications. Renal denervation (RDN) is thought to interrupt
the sympathetic-mediated neurohormonal pathway as part of its mechanism of action to reduce BP.

OBJECTIVES
To evaluate plasma renin activity (PRA) and aldosterone before and after RDN and to assess
whether these baseline neuroendocrine markers predict response to RDN.

METHODS

Analyses were conducted in patients with confirmed absence of antihypertensive medication.
Aldosterone and PRA levels were compared at baseline and 3 months postprocedure for RDN
and sham control groups. Patients in the SPYRAL HTN-OFF MED Pivotal trial were separated
into 2 groups, those with baseline PRA =0.65 (N=110) vs. <0.65 ng/mL/hour (N=116). Follow-
up treatment differences between RDN and sham control groups were adjusted for baseline values
using multivariable linear regression models.

RESULTS

Baseline PRA was similar between RDN and control groups (1.0«1.1 vs. 1.1x1.1 mg/mL/hour,
p=0.37). Change in PRA at 3 months from baseline was significantly greater for RDN compared
with control (-0.2+1.0, p=0.019 vs. 0.1£0.9 mg/mL/hour, p=0.14), p=0.001 for RDN vs. control,
and similar differences were seen for aldosterone: RDN compared with control (-1.2+6.4, p=0.04
vs. 0.4+5.4 ng/dL, p=0.40), p=0.011. Treatment differences at 3 months in 24- hour and office
systolic BP (SBP) for RDN vs. control patients were significantly greater for patients with baseline
PRA =0.65 vs. <0.65 ng/mL/hour, despite similar baseline BP. Differences in office SBP changes
according to baseline PRA were also observed earlier at 2 weeks post-RDN.
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CONCLUSIONS

Plasma renin activity and aldosterone levels for RDN patients were significantly reduced at 3
months when compared with baseline as well as when compared with sham control. Higher baseline
PRA levels were associated with a significantly greater reduction in office and 24-hour SBP.

CONDENSED ABSTRACT

We evaluated plasma renin activity (PRA) and aldosterone before and after renal denervation (RDN)
to assess whether they predict response to RDN. Patients in SPYRAL HTN-OFF MED Pivotal with
no antihypertensive medications were separated into 2 groups based on baseline PRA =0.65 or
<0.65 ng/mL/hour. Changes in PRA and aldosterone at 3 months from baseline were significantly
greater for RDN compared with control. Treatment differences at 3 months in 24-hour and office
systolic blood pressure for RDN vs. control patients were significantly greater for patients with
baseline PRA =0.65 vs. <0.65 ng/mL/hour, despite similar baseline blood pressure.
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Plasma Renin
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Activity (ng/mL/h)
Mean+SD 1.0+1.1 L1£1.1 0.840.9 1.2+1.2 -0.2+1.0 0.1£0.9
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Effect of Reducing Heart Rate on Outcomes in
Patients with Reduced Ejection Fraction

Wei-Ren Lan, MD; Shu-I Lin, MD; Feng-Ching Liao, MD; Hung-Yu Chang, MD; Cheng-Ting
Tsai, MD; Yih-Jer Wu, MD, PhD; Ping-Yen Liu, MD, PhD; Chen-Huan Chen, MD, PhD; Ying-
Hsiang Lee, MD

Am J Cardiol 2021;150:77-81

Since 1953, sinus tachycardia has been defined as a heart rate (HR) in sinus rhythm of >100 beats
per minute (bpm). However, this number has never been formally evaluated, and no established
threshold values for special groups, such as those with heart failure (HF) accompanied by a reduced
ejection fraction (HFrEF). Herein, we provided evidence that lowering the HR of patients with
HFrEF to <70 bpm with medications such as ivabradine improves outcomes. Numerous large-scale
trials and smaller clinical studies have shown that reducing the HR in patients with HFrEF improves
cardiovascular and overall outcomes. Evidence suggests that a HR of <70 bpm is appropriate for
patients with HFrEF. Examination of HF registries indicates that in a large proportion of these
patients the HR exceeds 80 bpm, and no consideration is given to lowering the HR, due in large
part to lack of physician awareness of the benefits of a lower HR. Evidence indicates that the first-
line medication for lowering HR in patients with HFrEF is ivabradine. In conclusion, the improved
prognosis following appropriate HR management in patients with HFrEF suggest that the cut-off
value for sinus tachycardia in these patients should be redefined as 75 bpm. Maintaining a HR of
<70 bpm in patients with HFrEF is associated with improved cardiovascular and overall outcomes.
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Figure 1. Illustrations of the relations between left ventricle pressure-vol-
ume (PV) loop and arterial elastance (Ea). Ea is represented by the slope
of the regression of end-diastolic volume (EDV, point A) against end-sys-
tolic pressure (ESP, point B). EDV, end-diastolic volume; EDPVR, end-
diastolic pressure-volume relationship; ESP, end-systolic pressure.
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Pressure Pressure
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Figure 2. Effect of baseline left ventricle (LV) function on change of stroke volume (SV) with heart rate (HR) increase. (A) In patients with preserved LV
function, LV contractility increases (slope of Ees represents contractility, which increases to Ees’) to compensate for the increased afterload (slope of Ea
increases to Ea’) caused by the elevated HR. The resultant stroke volume (SV’) is only slightly lower than the baseline SV. (B) In patients with impaired LV
function, contractility does not increase when HR increases. Because the slope of Ees does not change as the afterload increases with increasing HR, the
resultant SV is considerably lower than the baseline SV. Ea, arterial elastance; EDPVR, end-diastolic pressure-volume relationship; Ees, end-systolic ela-
stance.
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Table 1
Comparison of treatment outcomes in heart failure patients with Ii-channel blocker (I;B) and beta-blockers (3B)
Hours 1 week 30 days 4 months 8 months 2.5 years

IB HR*' NYHA Fc'! Rehospitalization 30%* EF' Reverse remodeling if HR >75 bpm
sv'! NT-ProBNP* © HF death 39%"
BP~ ® CV death 17%"

o All death 17%"*

p <0.001 p < 0.001 p<0.05 p=0.03 p=20.03 p < 0.0001
Hours 1 week 30 days 2-3 months 1.5 years 1-2 years

BB HR* EF' Reverse remodeling CV death 29%*
Sv* sv! All death 34%*
BP' Sudden death 44%*
p <0.001 p=0.03 p =0.002 p < 0.0001

BP =blood pressure; CV = cardiovascular; EF = ejection fraction; HR = heart rate; NT-ProBNP = N-terminal pro-brain natriuretic peptide; NYHA = New
York Heart Association class; SV = stroke volume

¥ means downregulated

" means upregulated

< means uninfluenced

Table 2
Evidenced benefits of heart rate lowering therapy in heart failure with
reduced ejection fraction

Ivabradine B-blocker Digoxin
All-cause death ®
CV death * «
HF death #*
HF hospitalization * # %
Sudden death ®

CV = cardiovascular; HF = heart failure; non-DHP CCBs = non-dihydro-
pyridine calcium-channel blockers
*means evidenced

4 A

o el
2> HEEF &4 > # 0w 5 >75bpm ¥ i FRWL Dfpsk 5% o L4 > RBFHT Y
TR E=7 ?Jr‘ S S EAA RS9 o %4 HFEF B & % o prd 13 () Ivabradme) G
v"liﬁfé’u'u"’%i’éﬁﬁ PA FENR TR AR MRTON ] (ERPR) BB ST
FREOREATE o SHHREF FRAFE LML F > LGS PR N

G- X



B8 £ i A (1)

Differences in Patient and Physician Perspectives on
Pharmaceutical Therapy and Renal Denervation for
the Management of Hypertension

Roland E. Schmieder, David E. Kandzari, Tzung-Dau Wang, Ying-HsianglLee, Gabriel Lazarus, and Atul
Pathak

J Hypertens 2021 Jan;39(1):162-168.

OBJECTIVE
To study patient and physician attitudes to pharmaceutical therapy and renal denervation for the
management of hypertension.

METHODS

Data were analyzed from 19 market research studies in Western Europe and the United States
conducted between 2010 and 2019 to obtain quantitative and qualitative perspectives. The analysis
incorporated insights from 2768 patients and the experiences of 1902 physicians either actively
performing or interested to perform device procedures, or hypertension specialists who would refer
patients for a device-based intervention.

RESULTS

Referring cardiologists and proceduralists were more likely to recommend the renal denervation
procedure to patients with higher BP levels and a greater number of antihypertensive medications.
Physicians perceived patient reluctance towards a procedure as an important obstacle to
recommending renal denervation as a treatment option for uncontrolled hypertension. Patient
interest in the renal denervation procedure did not correlate with BP severity (P = NS), and the
highest preference for the procedure was in patients diagnosed with hypertension but not receiving
treatment (P < 0.001). Patients who perceived high BP as a major problem (P = 0.029) and those
who experienced side effects attributed to their BP medications (P = 0.006) had a higher preference
for renal denervation.

CONCLUSION

Patients with hypertension often regard the choice of renal denervation to lower BP differently
from physicians. A considerable proportion of hypertensive patients, especially those not taking
medications, may prefer a device-based approach to reduce their BP.
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Likelihood of recommending denervation according to number of
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Continuous Direct Left Atrial Pressure:
Intraprocedural Measurement Predicts Clinical Response Following

MitraClip Therapy

Shingo Kuwata, MD, PHD, Maurizio Taramasso, MD, PHD, Albert Czopak, MD, Marco Luciani, MD,
PHD, Alberto Pozzoli, MD, Edwin Ho, MD, Adolfo Ferrero Guadagnoli, MD, Matteo Saccocci, MD, Oliver
Gaemperli, MD, Fabian Nietlispach, MD, PHD, Michel Zuber, MD, Ted Feldman, MD, Francesco Maisano,
MD

J Am Coll Cardiol Intv 2019;12:127-36

OBJECTIVES
The aim of this study was to assess the additional utility of measuring left atrial (LA) pressure as a
complement to transesophageal echocardiography (TEE) and Doppler imaging.

BACKGROUND

The efficacy of the MitraClip (MC) is assessed intraoperatively by TEE. However, TEE measures
are operator dependent and can be influenced by left ventricular (LV) function and changes in LA
compliance.

METHODS

Fifty patients undergoing MC therapy with continuous left-sided heart pressure measurements were
analyzed. LA V-wave pressure (LAVP), LA mean pressure (LAmP), LV systolic pressure, and LV
end-diastolic pressure were measured continuously. LA pressures were indexed to LV pressures to
account for changes in afterload during the procedure.

RESULTS

Most patients (70%) had degenerative mitral regurgitation (MR). TEE MR grade decreased from 3+
to 0+. LAVP (p < 0.001), LAmP (p = 0.007), LV end-diastolic pressure (p = 0.001), LAvP index (p
< 0.001), and LAmP index (p = 0.001) decreased significantly, and LV systolic pressure (p = 0.009)
significantly increased after MC therapy. In multivariate Cox regression analysis, intraprocedural
increase of LAmP index, but not post-MC >2+ residual MR, was significantly associated with
rehospitalization due to heart failure (hazard ratio: 3.377; 95% CI: 3.180 to 3.585; p = 0.007) and
with New York Heart Association functional class III to IV (hazard ratio: 1.497; 95% CI: 1.006 to
2.102; p = 0.005) in the follow-up period.

CONCLUSIONS

This study demonstrates the value of real-time monitoring of LA pressure during MC therapy to
predict clinical outcomes. An increase in LAmP was a predictive of worse clinical outcomes at
short-term follow-up, independent from echocardiographic findings.
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FIGURE 1 Method for Measurement of Continuous Left-Sided
Heart Pressure Monitoring

A 5-F pigtail catheter was inserted into the left atrium via the
same transseptal puncture site of the MitraClip (Abbott
Vascular, Abbott Park, Illinois) system. The second pigtail
catheter is located in the left ventricle for simultaneous
pressure monitoring. The single asterisk indicates the pigtail
catheter in the left atrium; the double asterisk indicates the
pigtail catheter in left ventricle.
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TABLE 3 Invasive Hemodynamic Parameters

Baseline

Post-Procedure

p Value

LAVP, mm Hg
LAmP, mm Hg
LVSP, mm Hg
LVEDP, mm Hg

LAVPI
LAmPI

LA V-wave height, mm Hg

Invasive mPG, mm Hg

18.0 (13.0-27.5)
11.0 (9.0-17.3)

107.0 (90.0-125.0)

11.0 (9.0-15.0)
14.0 (10.0-24.0)
0.16 (0.12-0.26)
0.10 (0.08-0.15)

4.4 (2.4-7.5)

14.0 (10.0-21.0)
10.0 (7.8-14.3)
112.0 (102.0-131.0)
10.0 (7.0-13.0)
8.0 (5.8-14.0)
0.12 (0.09-0.19)
0.09 (0.06-0.12)
5.0 (3.0-6.6)

<0.001
0.007
0.009
0.001

<0.001

<0.001
0.001
0.401

LAmP

= left atrial mean pressure; LAMPI =
wave pressure; LAVPIl =

Values are median (interquartile range).

left atrial mean pressure index; LAVP =
left atrial V-wave pressure index; LVEDP = left ventricular end-diastolic
pressure; LVSP = left ventricular systolic pressure; mPG = mean pressure gradient.
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pitalization Due to HF According to Hemodynamic Changes

Decreased LAMPI
after procedure

Log Rank p = 0.001

Decreasing LAMPI 21
(n=37)

Increasing LAmPI 8
(n=13)
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P

T
300
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200 300 (days)

(A) Kaplan-Meier curves for rehospitalization due to heart failure (HF) according to trend of left atrial mean pressure (LAmP). (B) Kaplan-
Meier curves for rehospitalization due to HF according to trend of LAmMP index (LAMPI).
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TABLE 4 Relationship Between the Intraprocedural Parameters and Rehospitalization Due to HF at Follow-Up Period
Cox Regression Model
Univariate Analysis Multivariate Stepwise Analysis*
Hazard Ratio Hazard Ratio
(95% Confidence Interval) p Value (95% Confidence Interval) p Value

Pre-procedural invasive hemodynamic parameters

LAVP 0.932 (0.833-1.042) 0.214 -

LAmP 0.936 (0.799-1.096) 0.411 -

LVSP 0.992 (0.953-1.033) 0.708 -

LVEDP 0.950 (0.801-1.127) 0.556 -

LAv height 0.861 (0.715-1.036) 0.113 -

LAVPI 0.003 (0.000-74.228) 0.263 -

LAmPI 0.005 (0.000-16,952.256) 0.489 -

Invasive mPG 1.010 (0.861-1.184) 0.904 -
Pre-procedural TEE parameters

MR grade 0.230 (0.041-1.287) 0.094 -

Noninvasive mPG 1.062 (0.616-1.833) 0.828 -
Post-procedural invasive hemodynamic parameters

LAvP 1.009 (0.914-1.115) 0.853 -

LAmP 1.047 (0.908-1.208) 0.526 -

LVSP 0.964 (0.913-1.018) 0.185 -

LVEDP 0.929 (0.758-1.138) 0.475 -

LAv height 0.954 (0.819-1.112) 0.548 -

LAVPI 21.744 (0.002-265,080.711) 0.521 -

LAmPI 1,262.111 (0.004-4,520.000) 0.274 -

Invasive mPG 1.024 (0.875-1.198) 0.770 -
Post-procedural TEE parameters

MR grade =1+ 7.695 (0.895-66.163) 0.063 -

Noninvasive mPG 1.030 (0.611-1.734) 0.912 -
Reduction rate of invasive hemodynamic parameters

LAVP 1.140 (0.985-1.319) 0.080 -

LAmP 1.280 (0.970-1.690) 0.081 -

LVSP 0.977 (0.937-1.019) 0.272 -

LVEDP 1.010 (0.838-1.216) 0.920 -

LAv height 1.109 (0.974-1.262) 0.119 -

LAVPI 2,604.342 (0.014-4,780.000) 0.203 -

LAmPI 1.984 (1.651-2.384) 0.044 3.377 (3.180-3.585) 0.007

Invasive mPG 1.190 (0.880-1.608) 0.259 -
*Hazard ratio was adjusted for etiology of mitral regurgitation (MR), pre-procedural New York Heart Association (NYHA) class, greater or equal to moderate residual MR,
pre-procedural left ventricular ejection fraction (LVEF), and tricuspid regurgitation (TR).

HF = heart failure; LAv = left atrial V-wave; TEE = transesophageal echocardiography; other abbreviations as in Table 3.
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FIGURE 3 Receiver-Operating Characteristic Curves of the
Value of the Reduction Rate of LAvP, LAmP, and LAmPI to
Predict New York Heart Association Functional Class Ill of
IV at Follow-Up
1.07 -|—
0.8 |
== Reduction rate of LAmMPI
AUC, 0.806 (95%Cl; 0.674-0.939)
Cut-off value, 92% (8% reduction)
2 0.6- (sensitivity 0.88, specificity 0.70)
2
= -
@ === Reduction rate of LAmMP
[
D4 AUC, 0.791 (95%Cl; 0.639-0.942)
Cut-off value, 91% (9% reduction)
J (sensitivity 0.75, specificity 0.63)

0_2_/ Reduction rate of LAVP

AUC, 0.748 (95%ClI; 0.588-0.909)
Cut-off value, 89% (11% reduction)
(sensitivity 0.75, specificity 0.68)

0.0 T T T T 1
0.0 0.2 0.4 06 0.8 1.0

1 - Specificity

The red line refers to the area under the curve (AUC) of the
reduction rate of LAmMPI (0.806; 95% confidence interval [CI]:
0.674 to 0.939), the green line refers to the AUC of reduction
rate of LAMP (0.791; 95% Cl: 0.639 to 0.942), and the yellow
line refers to the AUC of reduction rate of LA V-wave pres-
sure (LAvP) (0.748; 95% Cl: 0.588 to 0.909). Abbreviations as
in Figure 2.
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TABLE 5 Relationship Between the Intraprocedural Parameters and NYHA Functional Class Il to IV at Follow-Up
Cox Regression Model
Univariate Analysis Multivariate Stepwise Analysis*
Hazard Ratio Hazard Ratio
(95% Confidence Interval) p Value (95% Confidence Interval) p Value
Pre-procedural invasive hemodynamic parameters
LAVP 0.966 (0.898-1.038) 0.345 -
LAmP 0.962 (0.838-1.103) 0.578 -
LVSP 1.007 (0.978-1.037) 0.652 -
LVEDP 1.018 (0.916-1.131) 0.744 -
LAv height 0.963 (0.897-1.035) 0.307
LAVPI 0.022 (0.000-29.314) 0.299 -
LAmPI 0.002 (0.000-3,849.356) 0.410 -
Invasive mPG 1.026 (0.883-1.192) 0.735 -
Pre-procedural TEE parameters
MR grade 0.143 (0.031-0.659) 0.013 0.072 (0.011-0.473) 0.006
Noninvasive mPG 0.838 (0.468-1.501) 0.553 -
Post-procedural invasive hemodynamic parameters
LAvP 1.050 (0.971-1.136) 0.220 -
LAmP 1.086 (0.962-1.226) 0.181 -
LVSP 1.004 (0.965-1.044) 0.846 -
LVEDP 1.053 (0.918-1.208) 0.461 -
LAv height 1.037 (0.933-1.153) 0.497
LAVPI 68.740 (0.026-178,746.028) 0.292 -
LAmPI 899.515 (0.007-114,700,000) 0.257 -
Invasive mPG 1.030 (0.900-1.179) 0.668 -
Post-procedural TEE parameters
MR grade =1+ 4.332 (0.869-21.594) 0.074 -
Noninvasive mPG 0.867 (0.532-1.413) 0.568 -
Reduction rate of invasive hemodynamic parameters
LAVP 1.142 (0.999-1.307) 0.052 -
LAmP 1.295 (1.010-1.659) 0.041 1.612 (1.109-2.345) 0.012
LVSP 0.991 (0.951-1.034) 0.685 -
LVEDP 1.025 (0.872-1.206) 0.762 -
LAv height 1.076 (0.968-1.196) 0.173
LAVPI 1,925.773 (0.039-96,313,422.34) 0171 -
LAmPI 16.55 (8.546-32.034) 0.027 1.497 (1.006-2.102) 0.005
Invasive mPG 1.065 (0.839-1.353) 0.604 -
*Hazard ratio was adjusted for etiology of MR, pre-procedural NYHA functional class, greater or equal to moderate residual MR, pre-procedural LVEF, and TR.
Abbreviations as in Tables 3 and 4.
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FIGURE 4 Continuous Monitoring of Left-Sided Pressure Measurements During MitraClip Therapy

A Case with NYHA Il after procedure

Baseline
LVSP 82mmHg

B Case with NYHA | after procedure
Post procedure

LVSP 104mmHg Beseine

Post procedure
LVSP 111mmHg

LVSP 102mmHg
(mmHg)

(mmHg)

10 - LAmMPI 0.15 LAmMPI 0.15

-
o

LAmPI 0.08

LAmPI 0.06

In both cases were LAVP (blue arrows) and LA V-wave height (dot to solid deep red arrows) decreased. (A) The LAmP (black line, green
arrows) increased 25% as compared with baseline. In addition, the LAMPI was not decreased after MitraClip (Abbott Vascular, Abbott Park,
Illinois) therapy. This patient is in New York Heart Association (NYHA) functional class 11l at follow-up. (B) The LAmP (black line, green arrows)
decreased 33% as compared with baseline, and the LAMPI decreased 25% as compared with baseline. This patient is in NYHA functional class

| at follow-up. This example underlines the importance of analyzing the full hemodynamic dataset, not only the decrease in the LAvP
LVSP = left ventricular systolic pressure; other abbreviations as in Figures 2 and 3
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