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solution for our patients experiencing the ravages of iso-
lated, severe TR.
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Commentary: The forgotten valve
no longer: But what about
the intervention?
Vivek Rao, MD, PhD

CENTRAL MESSAGE

Percutaneous tricuspid valve
therapies will result in greater
referrals of patients for heart
team assessment. Surgeons
should maintain an active role in
decision making for this patient
population.
Vivek Rao, MD, PhD

The tricuspid valve is often referred to as the “forgotten”
valve, as historically, surgeons have been loath to intervene
for a variety of reasons. Beginning with the indications for
surgery, the available options, and the long-term results,
surgical management of primary or secondary tricuspid
valve pathology has been fraught with challenges.1,2

The most common pathology for isolated tricuspid dis-
ease is infective endocarditis, usually due to intravenous
drug abuse. The high rate of recidivism in this population,
which portends the risk of converting native valve to pros-
thetic valve endocarditis, has led to a more conservative
approach to this population. Furthermore, the need for
formal valve replacement has reduced the enthusiasm for
surgical intervention. There is a general, unfounded accep-
tance that tricuspid valve replacement is associated with
poor outcomes. An earlier report from our institution
demonstrated an overall survival of 37% and a conditional
survival of 50% at 15 years in patients receiving either me-
chanical or biologic valves.1 Conditional survival was
measured in patients who were discharged from hospital
following their index operation. However, few studies
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have compared surgical intervention with conservative
medical therapy. Hopefully, these data will emerge during
the clinical evaluation of novel percutaneous therapies.

The most common overall indication for tricuspid valve
intervention is in the setting of associated mitral valve dis-
ease. Even in this population, the ideal management strat-
egy is controversial, with some surgeons advocating near-
universal repair while others recommending a more selec-
tive approach.3 It will be interesting to see whether the
emergence of efficacious percutaneous tricuspid therapies
will lower the rates of concomitant tricuspid repair at the
time of mitral surgery. In contrast, the lack of efficacious
therapies may lead to an increased rate of concomitant
tricuspid repair as the rates of progressive tricuspid regur-
gitation after isolated mitral repair are better understood.

As with other cardiac pathologies, percutaneous thera-
pies are rapidly evolving to address the tricuspid valve. In
this issue of the Journal, Donatelle and Ailawadi4 have re-
viewed the currently available technologies commonly
applied to the tricuspid position. Surprisingly, the most
common device is a percutaneous therapy initially designed
for the mitral valve. The manufacturer has subsequently
introduced a larger device that may be appropriate for the
tricuspid anatomy, and the device is currently being evalu-
ated in the TRILUMINATE trial.

The experience with other percutaneous technologies,
particularly for transcatheter aortic valve implant, is a large
increase in referrals for therapy. An appropriate heart-team
approach has led to increased volumes for both conven-
tional surgical and percutaneous procedures. Time will
tell whether the introduction of percutaneous tricuspid
valve technologies will lead to increased referral for inter-
vention. As with transcatheter aortic valve implant, it will
be important for a fulsome heart team discussion to deter-
mine whether standard surgical approaches are best suited
for any individual patient. Unfortunately, unlike the aortic
position, surgeons are less likely to embrace patients
requiring tricuspid valve intervention, and this is a disser-
vice to this population.

It is important to realize that acute infective endocarditis
is not currently an acceptable indication for percutaneous
therapy, as the primary goal of intervention is to eradicate
the infection and then to repair the residual defects.
However, for the more common scenario of functional
tricuspid insufficiency (particularly after previous mitral
1478 The Journal of Thoracic and Cardiovascular Sur
intervention), percutaneous therapies have the potential to
address an important clinical problem. However, similar
standards for efficacy need to be applied for standard surgi-
cal and percutaneous therapies. In surgical cases, a reduc-
tion of 1-2 grades of regurgitation implies an
improvement from severe to moderate or less tricuspid
insufficiency. In contrast, several reports of percutaneous
therapies introduce new grading schemes to demonstrate
procedural success (defined as a reduction in 1-2 grades
of regurgitation). However, reducing torrential tricuspid
insufficiency to severe regurgitation, while indicating a
“successful” percutaneous outcome, may not actually
have a clinical impact. Furthermore, one single percuta-
neous device may not be sufficient (for either the mitral
or tricuspid position). Surgical experience suggests that in
both positions, the addition of a prosthetic annuloplasty de-
vice improves long-term durability of the repair.5

As the authors indicate in their review, the introduction of
transcatheter tricuspid valve therapies should lead to an
exponential rise in the number of patients referred for inter-
vention and who ultimately receive either surgical or
percutaneous therapy. Surgical involvement in the
decision-making process is of paramount importance.
Ongoing clinical research will hopefully define the optimal
timing of intervention. As with the mitral valve, we will
likely find that earlier intervention before the development
of right ventricular failure, cardiac cirrhosis, or other
comorbidities that preclude surgical therapy will lead to
better long-term outcomes. It is clear that industry is not
ignoring the tricuspid valve; it is time for surgeons to
likewise embrace this disease. Our patients deserve our
involvement.
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