
Supplemental data: 

 

Functional MR 

In the subset of patients with FMR, mortality was significantly higher in 

patients with E/E’ > =15 (n=5) compared to patients with E/E’ <15 (n=12) (80% 

vs. 50%, p =0.046). On further stratification mortality tended to be higher in 

patients with PASP ≥50mmHg (n=11) vs. patients with PASP <50mmHg (n=10) 

(73% vs. 40%, p =0.145). 

Degenerative MR 

In DMR patients, mortality tended to be higher in patients with E/E’ > =15 

(n=7) compared to patients with E/E’ <15 (n=39) (57% vs. 28%, p =0.121). On 

further stratification, mortality was significantly higher in patients with 

PASP≥50mmHg (n=41) compared to patients with PASP <50mmHg (n=12) (75% 

vs. 19%, p <0.001).  

Etiology of MR and PASP 

Patients with significant MR and PASP ≥50mmHg have high but similar 

mortality regardless of the etiology of MR (73% for FMR and 75% for DMR, p 

=0.743). For those patients with significant MR and PASP <50mmHg, mortality 

tended to be higher in patients with FMR vs. DMR; this finding was not 

statistically significant due to the small number of patients (40% vs. 19%, p 

=0.129). 

Etiology of MR and EROA 



In patients with FMR: 5-year mortality was similar in patients with EROA 

≥40 mm2 compared to patients with EROA <40 mm2 (60% vs. 50%, p =0.639). 

However in patients with DMR, 5-year mortality was lower in patients with EROA 

≥40 mm2 compared to patients with EROA <40 mm2 (23% vs. 62%, p =0.009) 

(Figure 1). In the DMR group, patients with EROA ≥40 mm2 compared to patients 

with EROA <40 mm2 had similar LV dimensions, volumes, EF (p =0.823), LV 

mass (249.5±114 vs. 213±68, p =0.282), LAA (26.8±8 vs. 26.3±0.8, p =0.824), 

JA/LAA (41.1±12 vs. 40.9±7, p =0.977), and PASP (37.3± 44.4±20, p =0.182) but 

lower E/E’ (9.2±4 vs. 11.8±3, p =0.056), PISA radius (1.2±0.2 vs. 0.8±0.1, 

p<0.001), MR Vmax (4.9±0.6 vs. 5.4±0.8 p=0.016), MR VTI (150.3±33 vs. 

172.2±23, p =0.031), and better forward SV (67.4±51 vs. 50.1±19, p =0.078). 

Better PASP, E/E’, MR Vmax and MR VTI likely contributed to better survival in 

patients with DMR and EROA ≥40 mm2. 

 

Predictive Value of ACC/AHA guidelines 

The predictive value of current ACC/AHA guidelines for pre-operative risk 

stratification of patients with severe MR is inadequate as shown in Supplement 

Table 1. The sensitivity of these parameters to predict 5-year mortality in un-

operated patients varied from 16 to 82%, specificity varied from 11-89%, while 

accuracy varied from 39 to 67%. 

 

 

 



Supplement Table 1:  

Accuracy of ACC/AHA current guidelines for pre-operative risk stratification of 

patients with severe MR 

  

Guidelines 

Recommend 

Prevalence 

(%) 

Sensitivity 

(%) 

Specificity 

(%) 

Accuracy 

(%) 

Any Symptoms - 88 82 22 46 

LVEF <30% - 5 21 89 61 

LVEF <60% - 49 62 59 60 

LVEF >30% - 95 79 11 39 

LVEF >60% - 51 38 41 40 

LVESD  ≥40mm - 28 34 76 60 

LVESD  ≥45mm - 21 34 87 67 

Symptomatic + 

LVEF>30% I 82 82 18 42 

Asymptomatic + LVEF 

30-60% ± ESD≥40mm I 4 16 87 58 

Asymptomatic + 

LVEF>60% * IIa 8 16 82 55 

Asymptomatic + 

LVEF>60% + New 

afib ± PASP>50 IIa 0 - - - 

Symptomatic + IIb 5 21 89 61 



LVEF<30% 

 

*  95% chance of MVRe and operative mortality <1%. LV – left ventricular, ESD –

end systolic dimension, PASP – pulmonary artery systolic pressure. 

 

 

 



Supplement Figure 1:  
 

Survival stratified by etiology of MR, and effective regurgitant orifice area (EROA) 

 

 


