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Abstract
Background  Rheumatic mitral stenosis (MS) remains a common and concerning health problem in Asia. 
Percutaneous balloon mitral valvuloplasty (PBMV) is the standard treatment for patients with symptomatic severe 
MS and favorable valve morphology. However, studies on the incidence and predictors of adverse cardiac outcomes 
following PBMV in Asia have been limited. This study aims to evaluate the incidence and predictors of adverse 
outcomes in patients with rheumatic MS following PBMV.

Methods  A retrospective cohort study was conducted on patients with symptomatic severe MS who underwent 
successful PBMV between 2002 and 2020 at a tertiary academic institute in Thailand. Patients were followed up to 
assess adverse outcomes, defined as a composite of cardiac death, heart failure hospitalization, repeat PBMV, or mitral 
valve surgery. Univariable and multivariable analyses were performed to identify predictors of adverse outcomes. A 
p-value of < 0.05 was considered statistically significant.

Results  A total of 379 patients were included in the study (mean age 43 ± 11 years, 80% female). During a median 
follow-up of 5.9 years (IQR 1.7–11.7), 74 patients (19.5%) experienced adverse outcomes, with an annualized event 
rate of 2.7%. Multivariable analysis showed that age (hazard ratio [HR] 1.03, 95% confidence interval [CI] 1.008–1.05, 
p = 0.006), significant tricuspid regurgitation (HR 2.17, 95% CI 1.33–3.56, p = 0.002), immediate post-PBMV mitral valve 
area (HR 0.39, 95% CI 0.25–0.64, p = 0.01), and immediate post-PBMV mitral regurgitation (HR 1.91, 95% CI 1.18–3.07, 
p = 0.008) were independent predictors of adverse outcomes.

Conclusions  In patients with symptomatic severe rheumatic MS, the incidence of adverse outcomes following PBMV 
was 2.7% per year. Age, significant tricuspid regurgitation, immediate post-PBMV mitral valve area, and immediate 
post-PBMV mitral regurgitation were identified as independent predictors of these adverse outcomes.
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Introduction
Rheumatic heart disease, particularly mitral stenosis 
(MS), remains a notable health issue in Asia, including 
Thailand, leading to considerable mortality and mor-
bidity, such as heart failure and cardiac death [1]. The 
management of MS has significantly evolved since the 
early 1980s with the introduction of the Inoue balloon 
[2]. Percutaneous balloon mitral valvuloplasty (PBMV) 
has become the intervention of choice for patients with 
symptomatic severe MS and favorable valve morphology 
[3, 4]. 

Previous retrospective cohort studies have evaluated 
the long-term outcomes of rheumatic MS patients under-
going PBMV, demonstrating an incidence of adverse 
cardiac outcomes ranging from 16 to 19% [5–9]. Predic-
tive factors of adverse cardiac outcomes were identified, 
including New York Heart Association (NYHA) func-
tional class, atrial fibrillation, and immediate post-PBMV 
mitral valve area [5–9]. 

However, limited data exist on the long-term adverse 
cardiac outcomes of rheumatic MS patients undergo-
ing PBMV in Asia, including Thailand, where rheumatic 
heart disease is prevalent. Therefore, this study aims to 
evaluate the incidence and predictors of adverse cardiac 
outcomes in patients with rheumatic MS undergoing 
PBMV at a tertiary academic institution in Thailand.

Methods
Study population
This was a retrospective cohort study. Eligible patients 
were those aged 18 years or older with symptomatic 
severe rheumatic MS who underwent PBMV using the 
Inoue technique between July 2002 and September 2020 
at Siriraj Hospital, Bangkok, Thailand. The diagnosis 
of severe MS was defined according to the guidelines at 
that time. In cases where patients underwent more than 
one PBMV procedure, only information from the first 
procedure during the study period was considered, with 
any subsequent procedures counted as outcomes. Only 
patients who had complete transthoracic echocardio-
graphic data both before and immediately after the pro-
cedure were included. Patients with missing information 
on procedural success, missing echocardiographic data, 
or insufficient follow-up time were excluded from the 
study. The study was conducted in accordance with the 
Declaration of Helsinki. The institutional ethics commit-
tee (Siriraj Institutional Review Board [SIRB], Faculty of 
Medicine Siriraj Hospital, Mahidol University) approved 
this retrospective study and waived the need for addi-
tional written informed consent.

Echocardiography
All patients underwent comprehensive echocardiogra-
phy before and immediately after PBMV, in accordance 
with guideline recommendations [10]. The mitral valve 
area was measured using transthoracic echocardiography 
with 2-dimensional planimetry in the parasternal short-
axis view. If planimetry was not available, the mitral 
valve area was determined using the pressure half-time 
method. Mitral valve morphology was assessed using 
the standard Wilkins echocardiographic scoring system, 
which involves semiquantitative grading of four com-
ponents: leaflet mobility, valve thickening, subvalvular 
fibrosis, and valvular calcification [11]. Immediate post-
PBMV transthoracic echocardiographic results were col-
lected and included immediate post-PBMV mitral valve 
area, immediate post-PBMV mitral valve pressure gra-
dient, and post-PBMV mitral regurgitation (MR). Right 
ventricular systolic pressure (RVSP) was estimated using 
tricuspid regurgitation (TR) maximum velocity and right 
atrial pressure. The severity of TR was assessed using 
multiple methods, such as visual assessment, vena con-
tracta width/area, and regurgitant volume [12]. Signifi-
cant TR was defined as moderate to severe TR by any 
assessment method.

PBMV technique
The decision for the mitral valve intervention procedure 
was made by a heart team that considered clinical and 
echocardiographic data (e.g., age, comorbidities, surgical 
risk, severity of MR, presence of left atrial thrombus) as 
well as the mitral valve Wilkins score to decide whether 
each patient should undergo PBMV or mitral valve 
replacement. All PBMV procedures were performed 
using an Inoue balloon catheter via an anterograde trans-
septal approach. Both right and left cardiac catheteriza-
tions were conducted before and during the procedure to 
evaluate hemodynamic alterations. The appropriate bal-
loon size (in millimeters) was determined using the for-
mula: (height in cm / 10) + 10. The balloon was gradually 
inflated from lower to higher volumes. Following each 
inflation, alterations in the transmitral mean pressure 
gradient and the extent of MR were monitored. Based 
on the interventionist’s judgment and in order to achieve 
optimal results, balloon inflation could be continued up 
to 1–2  mm more than the estimated size. In the final 
stage, left ventriculography was conducted to assess the 
degree of final MR.

Keywords  Adverse outcomes, Percutaneous balloon mitral valvuloplasty, Rheumatic heart disease, Mitral stenosis, 
Mitral valve
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Clinical follow-up
Follow-up data were collected through clinical visits and 
medical records. Patients were monitored for adverse 
cardiac outcomes, which included a composite of car-
diac death, heart failure hospitalization, repeat PBMV, or 
mitral valve surgery. Cardiac death was defined accord-
ing to standard recommendations [13]. In cases where 
patients experienced multiple events, only the first event 
was considered for event-free survival analysis.

Statistical analysis
Statistical analyses were performed using IBM SPSS Sta-
tistics for Windows, version 20.0 (IBM Corp., Armonk, 
NY, USA). Continuous variables with a normal distribu-
tion were reported as mean ± standard deviation (SD), 
while continuous variables with a non-normal distribu-
tion were reported as median and interquartile range 
(IQR). The normality of the variable distribution was 
assessed using the Kolmogorov-Smirnov test. Categori-
cal variables were presented as absolute numbers and 
percentages. Differences between groups were compared 
using the Student’s unpaired t-test or Mann-Whitney U 
test for continuous variables, and the chi-square test or 
Fisher’s exact test for categorical variables, as appropri-
ate. Event rates were estimated using the Kaplan-Meier 
method. To analyze predictors of composite adverse 
outcomes, we conducted a Cox regression analysis to 
assess univariable predictors based on baseline charac-
teristics and echocardiographic variables. Variables with 
a p-value < 0.05 in the univariable analysis were included 
in the multivariable analysis to identify independent pre-
dictors. The results of the Cox regression analysis are 
presented as hazard ratios (HR) with corresponding 95% 
confidence intervals (CI). A p-value < 0.05 was considered 
statistically significant for all tests.

Results
A total of 472 patients were studied. Ninety-three 
patients were excluded for the following reasons: incom-
plete pre-PBMV echocardiographic data in 33 patients, 
incomplete post-PBMV echocardiographic data in 38 
patients, congenital heart disease in 4 patients, and 
incomplete follow-up data in 16 patients. Therefore, 379 
patients were included in the final analysis. Figure 1 illus-
trates the patient flowchart. The median follow-up time 
was 5.9 years (IQR 1.7, 11.7). Adverse outcomes occurred 
in 74 (19.5%) patients, with an annualized event rate of 
2.7%. Table  1 demonstrates the baseline characteristics, 
echocardiographic, and procedural data of the study pop-
ulation, with comparison between those with and with-
out adverse outcomes.

The mean age was 43.7 ± 11.4 years, and 80.7% were 
women. Sixty-nine patients (8.2%) were in NYHA func-
tional class III-IV, and 53% had atrial fibrillation. The 
mean mitral valve area was 0.92 ± 0.22  cm², and the 
median Wilkin score was 8 (IQR 8, 9). Patients with 
adverse outcomes had a higher proportion of those 
in NYHA functional class III-IV (52.7% versus 9.8%, 
p < 0.001), a greater left atrial atrial dimension (57.5 ± 7.4 
versus 54.7 ± 8.6 mm, p = 0.01), and a higher prevalence of 
significant TR (33.8% versus 20.0%, p = 0.01) compared to 
those without adverse outcomes. There was no significant 
difference in mitral valve area and Wilkin score between 
patients with and without adverse outcomes. Patients 
with adverse outcomes had a significantly lower imme-
diate post-PBMV mitral valve area, a higher immediate 
post-PBMV mitral valve pressure gradient, and a higher 
prevalence of immediate post-PBMV MR compared to 
those without adverse outcomes (all p < 0.05).

Figure  2 shows the Kaplan-Meier survival curve of 
patients with rheumatic MS undergoing PBMV. Table  2 
presents the numbers of each adverse outcome. Most 
adverse outcomes occurred due to a repeat PBMV or 
mitral valve surgery (66 patients; 17.4%). Table 3 presents 

Fig. 1  Study flow chart. Abbreviation: PBMV = percutaneous balloon mitral valvuloplasty
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the univariable and multivariable Cox regression analyses 
for the predictors of adverse outcomes. Univariable anal-
ysis revealed that age, atrial fibrillation, NYHA functional 
class, significant TR, immediate post-PBMV mitral valve 
area, post-PBMV mitral valve pressure gradient, and 
immediate post-PBMV MR were associated with adverse 
outcomes (all p < 0.05). Multivariable analysis identified 
age (HR 1.03, 95% CI 1.008–1.05, p = 0.006), significant 
TR (HR 2.17, 95% CI 1.32–3.56, p = 0.002), immediate 
post-PBMV mitral valve area (HR 0.39, 95% CI 0.25–0.64, 
p = 0.009), and immediate post-PBMV MR (HR 1.91, 
95% CI 1.18–3.07, p = 0.008) as independent predictors 
of adverse outcomes. Figure  3 shows the Kaplan-Meier 
survival curve of patients with rheumatic MS undergoing 
PBMV, comparing those with and without significant TR. 

Patients with significant TR had a significantly higher 
rate of adverse outcomes than those without significant 
TR (log-rank p = 0.007).

Discussion
The main findings of the study were that during the 
median follow-up time of 5.9 years, 19.5% of patients with 
rheumatic MS undergoing PBMV experienced adverse 
cardiac outcomes, with an annualized event rate of 2.7%. 
Age, significant TR, immediate post-PBMV mitral valve 
area, and immediate post-PBMV MR were identified as 
independent predictors of adverse outcomes, with signif-
icant TR emerging as the strongest predictor.

Rheumatic heart disease remains a significant health 
concern in many parts of the world, particularly in 

Table 1  Baseline characteristics, echocardiographic, and procedural data of the study population, with comparison between those 
with and without adverse outcomes
Variables Total Adverse outcomes No adverse outcomes P-Value

(n = 379) (n = 74) (n = 305)
Age (years) 43.7 ± 11.4 45.9 ± 10.4 43.1 ± 11.6 0.06
Female gender 306 (80.7) 58 (78.4) 248 (81.3) 0.57
Atrial fibrillation 201 (53.0) 48 (64.9) 153 (50.2) 0.02
NYHA functional class III-IV 69 (8.2) 39 (52.7) 30 (9.8) < 0.001
Medications
Beta blocker 319 (84.2) 62 (83.8) 257 (84.3) 0.92
Penicillin 92 (24.3) 15 (20.3) 77 (25.2) 0.37
Diuretics 267 (70.4) 57 (77) 210 (68.9) 0.17
Digoxin 127 (33.5) 30 (40.5) 97 (31.8) 0.15
Pre-PBMV echocardiography
Wilkin score, median (IQR) 8 (8, 9) 8 (8, 9) 8 (8, 9) 0.95
MVA (cm2) 0.92 ± 0.22 0.92 ± 0.21 0.92 ± 0.22 0.86
RVSP (mmHg) 50.2 ± 18.1 50.7 ± 17.7 50.1 ± 18.2 0.08
LVEF (%) 62.3 ± 8.9 63.2 ± 8.2 62.0 ± 9.1 0.31
LA dimension (mm) 55.2 ± 8.4 57.5 ± 7.4 54.7 ± 8.6 0.01
Significant TR 86 (22.6) 25 (33.8) 61 (20.0) 0.01
Procedural data
Pre-procedural MV gradient (mmHg) 13.3 ± 4.7 12.7 ± 4.9 13.8 ± 4.5 0.23
Post-procedural MV gradient (mmHg) 6.4 ± 2.5 6.2 ± 2.4 6.8 ± 2.6 0.27
Pre-procedural systolic PAP (mmHg) 56.6 ± 18.3 59.0 ± 17.9 54.9 ± 19.2 0.29
Post-procedural systolic PAP (mmHg) 50.6 ± 15.4 53.7 ± 17.1 48.1 ± 13.5 0.08
Pre-procedural diastolic PAP (mmHg) 26.6 ± 9.8 26.4 ± 8.0 26.8 ± 11.0 0.85
Post-procedural diastolic PAP (mmHg) 22.9 ± 7.7 23.8 ± 6.6 22.2 ± 8.4 0.34
Pre-procedural mean PAP (mmHg) 39.2 ± 12.5 41.8 ± 12.5 37.4 ± 12.4 0.20
Post-procedural mean PAP (mmHg) 34.7 ± 9.5 39.8 ± 10.2 30.6 ± 6.4 < 0.001
Pre-procedural LA pressure (mmHg) 27.1 ± 7.0 26.0 ± 6.0 27.7 ± 7.6 0.47
Post-procedural LA pressure (mmHg) 22.2 ± 5.3 22.7 ± 6.1 21.9 ± 4.9 0.77
Immediate post-PBMV echocardiography
IMVA (cm2) 1.91 ± 0.58 1.67 ± 0.65 1.97 ± 0.55 < 0.001
IMVPG (mmHg) 6.3 ± 2.7 7.2 ± 3.2 6.0 ± 2.6 0.001
IMR 74 (19.5) 31 (41.8) 43 (14.1) 0.008
Data are expressed as number (%), mean ± standard deviation, or median and IQR. Bold-italic values are < 0.05

Abbreviations: IMR = immediate post valvulotomy mitral regurgitation, IMVA = immediate post valvulotomy mitral valve area, IMVPG = immediate post valvulotomy 
mitral valve pressure gradient, IQR = interquartile range, LA = left atrium, LVEF = left ventricular ejection fraction, MV = mitral valve, MVA = mitral valve area, MR = mitral 
regurgitation, NYHA = New York Heart Association, PAP = pulmonary artery pressure, PBMV = percutaneous balloon mitral valvuloplasty, RVSP = right ventricular 
systolic pressure, TR = tricuspid regurgitation
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low- and middle-income countries, where it is one of the 
leading causes of cardiovascular morbidity and mortality 
[14]. Ou et al. reported global trends in rheumatic heart 
disease, noting increasing trends in the age-standardized 
rates of incidence and prevalence worldwide. The respec-
tive estimated annual percentage changes were 0.58 and 
0.57, with increasing trends commonly observed in low- 
and middle-socioeconomic countries [15]. 

PBMV should be considered as an initial treatment for 
selected patients who exhibit mild to moderate calcifica-
tion or impaired subvalvular apparatus, but otherwise 
possess favorable clinical characteristics [16]. A recent 
meta-analysis showed lower procedural morbidity asso-
ciated with PBMV compared with mitral valve replace-
ment, thus supporting the recommendation of PBMV in 
young patients with suitable anatomy [17]. Several studies 
report long-term outcomes of patients with MS following 
PBMV, demonstrating an incidence of adverse outcomes 
ranging from 16 to 19% [5–9]. In our study, the incidence 
of adverse outcomes was comparable to prior studies, 
with a rate of 19.5%. Patients with adverse outcomes had 
a worse functional class and a greater left atrial dimen-
sion, which were also similar to previous studies [8, 9]. 
However, in our study, NYHA functional class was only 
a predictive factor in the univariable analysis. It should 
be noted that NYHA functional class, although a strong 
predictive factor for adverse outcomes, is a subjective 
variable. The clinical data from patients complaining of 
a defined NYHA functional class were assessed by phy-
sicians, which may result in differences in interpretation 
among patients.

Significant TR was the strongest predictor of adverse 
outcomes in our study, which was reported in prior 
studies. TR is most often the consequence of left-sided 
cardiac diseases that induce right-sided chamber dila-
tation, and hemodynamically significant TR can cause 
significant morbidity and mortality [18, 19]. Although 
rheumatic TR can occur, secondary TR due to pulmo-
nary hypertension is far more common in patients with 
rheumatic heart disease. Significant TR can develop over 
time even after successful PBMV [20]. Sagie et al. studied 
the association between the presence of TR and imme-
diate and late adverse outcomes in patients undergoing 
PBMV. They found that the prevalence of significant TR 
was 31%, and patients undergoing PBMV with significant 
TR exhibited advanced mitral valve and pulmonary vas-
cular disease, suboptimal immediate results, and poor 
late outcomes [21]. Another study by Caldas et al. also 
showed that the prevalence of significant TR was 12.8% 

Table 2  Adverse cardiac outcomes
Total
(n = 379)

Composite outcomes 74 (19.5)
Cardiac death 4 (1.1)
Hospitalization for heart failure 3 (0.8)
Repeat PBMV 3 (0.8)
Mitral valve surgery 66 (17.4)
Data are expressed as number (%)

Abbreviations: PBMV = percutaneous balloon mitral valvuloplasty

Table 3  Univariable and multivariable Cox regression analyses for the predictors of adverse cardiac outcomes
Variables Univariable HR (95% CI) Multivariable HR (95% CI) P-value
Age (years) 1.02 (1.005–1.05) 1.03 (1.008–1.05) 0.006
Atrial fibrillation 1.92 (1.19–3.09)
NYHA functional class III-IV 6.18 (3.90–9.80)
Significant TR 1.93 (1.19–3.13) 2.17 (1.32–3.56) 0.002
IMVA (cm2) 0.43 (0.34–0.76) 0.39 (0.25–0.64) 0.009
IMVPG (mmHg) 1.11 (1.005–1.22)
IMR 2.05 (1.29–3.26) 1.91 (1.18–3.07) 0.008
Bold-italic values are < 0.05

Abbreviations: CI = confidence interval, HR = hazard ration, IMR = immediate post valvulotomy mitral regurgitation, IMVA = immediate post valvulotomy mitral valve 
area, IMVPG = immediate post valvulotomy mitral valve pressure gradient, NYHA = New York Heart Association, TR = tricuspid regurgitation

Fig. 2  Kaplan-Meier survival curve of patients with rheumatic mitral ste-
nosis undergoing percutaneous balloon mitral valvuloplasty
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in patients with rheumatic MS undergoing PBMV and 
was independently associated with adverse outcomes 
[22]. Our study revealed a similar prevalence of signifi-
cant TR to that reported by Sagie et al., but higher than 
that reported by Caldas et al. This difference could be 
attributed to variations in the definition of severity and 
the assessment methods used in the studies. Neverthe-
less, significant TR consistently emerges as a strong pre-
dictor of adverse outcomes in all studies, including ours.

Immediate post-PBMV mitral valve area has been asso-
ciated with long-term outcomes in patients with rheu-
matic MS undergoing PBMV in prior studies [23, 24]. 
Our results also showed consistent findings. Significant 
MR following PMMV is a frequent event, mainly related 
to commissural splitting, with favorable clinical outcomes 
[25]. However, patients with damaged central leaflet scal-
lop or subvalvular apparatus had the worst outcomes 
compared to patients with mild or commissural MR 
[26]. In our study, although we were unable to classify 
the severity or mechanism of immediate MR following 

PBMV, immediate post-PBMV MR still emerged as an 
independent predictor of adverse outcomes.

The clinical implication of our study is that PBMV in 
patients with severe MS demonstrated good long-term 
outcomes with a relatively low rate of adverse outcomes. 
Most adverse outcomes were mitral valve surgeries, with 
very low rates of mortality or heart failure. Additionally, 
our study highlighted significant known predictors of 
adverse outcomes, such as age, immediate post-PBMV 
mitral valve area, and immediate post-PBMV MR, as well 
as an emerging predictor, significant TR, which should be 
integrated into the care of this patient population.

Limitations
Our study had several limitations. Firstly, the study 
methodology was retrospective, and therefore, some 
confounding factors could not be totally eliminated. 
However, multivariable analysis was performed to the 
best of our ability. Secondly, the PBMV procedures were 
performed by experienced operators in a tertiary cen-
ter, which may limit generalization. However, the rate of 

Fig. 3  Kaplan-Meier survival curve of patients with rheumatic mitral stenosis undergoing percutaneous balloon mitral valvuloplasty comparing patients 
with and without significant TR. Abbreviation: TR = tricuspid regurgitation

 



Page 7 of 8Songduang et al. BMC Cardiovascular Disorders          (2024) 24:391 

adverse outcomes in our study was comparable to prior 
studies. Thirdly, we were unable to conduct follow-up 
echocardiography after discharge, which could be asso-
ciated with adverse long-term outcomes. Fourthly, we 
defined the severity of other valvular functions rather 
than MS using multiple methods, including qualitative 
and quantitative methods, and were unable to quantify 
the severity of other valvular functions (e.g., TR) in every 
patient, which may not be consistent.

Conclusion
In patients with symptomatic severe rheumatic MS, the 
incidence of adverse outcomes following PBMV was 2.7% 
per year. Age, significant TR, immediate post-PBMV 
mitral valve area, and immediate post-PBMV MR were 
identified as independent predictors of these adverse 
outcomes.

Abbreviations
AF	� Atrial fibrillation
CI	� Confidence interval
HR	� Hazard ratio
IQR	� Interquartile range
MR	� Mitral regurgitation
MS	� Mitral stenosis
NYHA	� New York Heart Association
PBMV	� Percutaneous balloon mitral valvuloplasty
RVSP	� Right ventricular systolic pressure
SD	� Standard deviation
TR	� Tricuspid regurgitation

Acknowledgements
None.

Author contributions
KS - Conception and design, research operation, data collecting, analysis and 
interpretation of data, discussion of the results, drafting of the manuscript or 
revising it critically for important intellectual content, and final approval of 
the manuscript submitted.YK - Conception and design, research operation, 
data collecting, analysis and interpretation of data, discussion of the results, 
drafting of the manuscript or revising it critically for important intellectual 
content, and final approval of the manuscript submitted.KK - Research 
operation, analysis and interpretation of data, discussion of the results, and 
final approval of the manuscript submitted.NR - Conception and design, 
analysis and interpretation of data, discussion of the results, drafting of the 
manuscript or revising it critically for important intellectual content, and final 
approval of the manuscript submitted.

Funding
This research received no funding.
Open access funding provided by Mahidol University

Data availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was approved by Siriraj Institutional Review Board (SIRB), Faculty 
of Medicine Siriraj Hospital, Mahidol University (COA no. Si 805/2022). All 
methods involving human data were performed in accordance with the 
Declaration of Helsinki. The need for consent was waived by Siriraj Institutional 
Review Board (SIRB) due to its retrospective nature and as all personal 
identifying information was obliterated.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Medicine, Faculty of Medicine Siriraj Hospital, Mahidol 
University, Bangkok 10700, Thailand
2Division of Cardiology, Department of Medicine, Faculty of Medicine 
Siriraj Hospital, Mahidol University, Bangkok, Thailand
3Her Majesty Cardiac Center, Faculty of Medicine Siriraj Hospital, Mahidol 
University, Bangkok, Thailand

Received: 26 March 2024 / Accepted: 22 July 2024

References
1.	 Remenyi B, ElGuindy A, Smith SC Jr., Yacoub M, Holmes DR. Jr. Valvular aspects 

of rheumatic heart disease. Lancet. 2016;387(10025):1335–46.
2.	 Inoue K, Owaki T, Nakamura T, Kitamura F, Miyamoto N. Clinical application 

of transvenous mitral commissurotomy by a new balloon catheter. J Thorac 
Cardiovasc Surg. 1984;87(3):394–402.

3.	 Otto CM, Nishimura RA, Bonow RO, Carabello BA, Erwin JP, Gentile F, et al. 
2020 ACC/AHA Guideline for the management of patients with Valvular Heart 
Disease: a report of the American College of Cardiology/American Heart 
Association Joint Committee on Clinical Practice guidelines. Circulation. 
2021;143(5):e72–227.

4.	 Vahanian A, Beyersdorf F, Praz F, Milojevic M, Baldus S, Bauersachs J, et al. 
2021 ESC/EACTS guidelines for the management of valvular heart disease: 
developed by the Task Force for the management of valvular heart disease of 
the European Society of Cardiology (ESC) and the European Association for 
Cardio-thoracic surgery (EACTS). Eur Heart J. 2021;43(7):561–632.

5.	 Iung B, Garbarz E, Michaud P, Helou S, Farah B, Berdah P, et al. Late results of 
Percutaneous Mitral Commissurotomy in a series of 1024 patients. Circula-
tion. 1999;99(25):3272–8.

6.	 FAWZY ME, FADEL B, AL-SERGANI H, AL AMRI M, HASSAN W, ABDULBAKI K, 
et al. Long-term results (up to 16.5 years) of mitral balloon valvuloplasty in a 
series of 518 patients and predictors of long-term outcome. J Interv Cardiol. 
2007;20(1):66–72.

7.	 Fawzy ME, Shoukri M, Al Buraiki J, Hassan W, El Widaal H, Kharabsheh S, et al. 
Seventeen years’ clinical and echocardiographic follow up of mitral balloon 
valvuloplasty in 520 patients, and predictors of long-term outcome. J Heart 
Valve Dis. 2007;16(5):454–60.

8.	 Dadjo Y, Moshkani Farahani M, Nowshad R, Sadeghi Ghahrodi M, Moaref A, 
Kojuri J. Mid-term (up to 12 years) clinical and echocardiographic outcomes 
of percutaneous transvenous mitral commissurotomy in patients with rheu-
matic mitral stenosis. BMC Cardiovasc Disord. 2021;21(1):355.

9.	 Meneguz-Moreno RA, Costa JR Jr., Gomes NL, Braga SLN, Ramos AIO, 
Meneghelo Z, et al. Very long term Follow-Up after Percutaneous Balloon 
Mitral Valvuloplasty. JACC Cardiovasc Interv. 2018;11(19):1945–52.

10.	 Baumgartner H, Hung J, Bermejo J, Chambers JB, Evangelista A, Griffin BP, et 
al. Echocardiographic assessment of valve stenosis: EAE/ASE recommenda-
tions for clinical practice. J Am Soc Echocardiogr. 2009;22(1):1–23. quiz 101-2.

11.	 Wilkins GT, Weyman AE, Abascal VM, Block PC, Palacios IF. Percutaneous 
balloon dilatation of the mitral valve: an analysis of echocardiographic 
variables related to outcome and the mechanism of dilatation. Br Heart J. 
1988;60(4):299–308.

12.	 Zoghbi WA, Adams D, Bonow RO, Enriquez-Sarano M, Foster E, Grayburn PA, 
et al. Recommendations for noninvasive evaluation of native valvular regur-
gitation: a report from the American Society of Echocardiography Developed 
in Collaboration with the Society for Cardiovascular Magnetic Resonance. J 
Am Soc Echocardiogr. 2017;30(4):303–71.

13.	 Hicks KA, Mahaffey KW, Mehran R, Nissen SE, Wiviott SD, Dunn B, et al. 2017 
Cardiovascular and Stroke Endpoint definitions for clinical trials. Circulation. 
2018;137(9):961–72.

14.	 Yadgir S, Johnson CO, Aboyans V, Adebayo OM, Adedoyin RA, Afarideh M, et 
al. Global, Regional, and National Burden of Calcific Aortic Valve and degen-
erative mitral valve diseases, 1990–2017. Circulation. 2020;141(21):1670–80.



Page 8 of 8Songduang et al. BMC Cardiovascular Disorders          (2024) 24:391 

15.	 Ou Z, Yu D, Liang Y, Wu J, He H, Li Y, et al. Global burden of rheumatic heart 
disease: trends from 1990 to 2019. Arthritis Res Ther. 2022;24(1):138.

16.	 Desnos C, Iung B, Himbert D, Ducrocq G, Urena M, Cormier B, et al. Temporal 
trends on Percutaneous Mitral Commissurotomy: 30 years of experience. J 
Am Heart Assoc. 2019;8(13):e012031.

17.	 Singh AD, Mian A, Devasenapathy N, Guyatt G, Karthikeyan G. Percutane-
ous mitral commissurotomy versus surgical commissurotomy for rheumatic 
mitral stenosis: a systematic review and meta-analysis of randomised con-
trolled trials. Heart. 2020;106(14):1094–101.

18.	 Dreyfus GD, Martin RP, Chan KM, Dulguerov F, Alexandrescu C. Functional 
tricuspid regurgitation: a need to revise our understanding. J Am Coll Cardiol. 
2015;65(21):2331–6.

19.	 Nunes MCP, Tan TC, Elmariah S, Lodi-Junqueira L, Nascimento BR, do Lago R, 
et al. Net atrioventricular compliance is an independent predictor of cardio-
vascular death in mitral stenosis. Heart. 2017;103(23):1891–8.

20.	 Lee SP, Kim HK, Kim KH, Kim JH, Park HE, Kim YJ, et al. Prevalence of significant 
tricuspid regurgitation in patients with successful percutaneous mitral 
valvuloplasty for mitral stenosis: results from 12 years’ follow-up of one centre 
prospective registry. Heart. 2013;99(2):91–7.

21.	 Sagie A, Schwammenthal E, Newell JB, Harrell L, Joziatis TB, Weyman AE, et al. 
Significant tricuspid regurgitation is a marker for adverse outcome in patients 
undergoing percutaneous balloon mitral valvuloplasty. J Am Coll Cardiol. 
1994;24(3):696–702.

22.	 Caldas MMC, Esteves WAM, Nascimento BR, Hung J, Levine R, Silva VR et al. 
Clinical outcomes and progression rate of tricuspid regurgitation in patients 
with rheumatic mitral valve disease. Open Heart. 2023;10(2).

23.	 Song J-K, Song J-M, Kang D-H, Yun S-C, Park DW, Lee SW, et al. Restenosis and 
adverse clinical events after successful percutaneous mitral valvuloplasty: 
immediate post-procedural mitral valve area as an important prognosticator. 
Eur Heart J. 2009;30(10):1254–62.

24.	 Mohanan Nair KK, Valaparambil A, Sasidharan B, Ganapathi S, Gopalakrishnan 
A, Namboodiri N, et al. Immediate and late clinical outcomes of balloon 
mitral valvotomy based on immediate postballoon mitral valvotomy mitral 
valve area & percentage gain in mitral valve area-A tertiary centre study. 
Indian Heart J. 2018;70(Suppl 3):S338–46.

25.	 Iung B, Nicoud-Houel A, Fondard O, Akoudad H, Haghighat T, Brochet E, et 
al. Temporal trends in percutaneous mitral commissurotomy over a 15-year 
period. Eur Heart J. 2004;25(8):701–7.

26.	 Nunes MCP, Levine RA, Braulio R, Pascoal-Xavier MA, Elmariah S, Gomes NFA, 
et al. Mitral regurgitation after percutaneous mitral valvuloplasty. JACC: 
Cardiovasc Imaging. 2020;13(12):2513–26.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Incidence and predictors of adverse outcomes in patients with rheumatic mitral stenosis following percutaneous balloon mitral valvuloplasty: a study from a tertiary center in Thailand
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study population
	﻿Echocardiography
	﻿PBMV technique
	﻿Clinical follow-up
	﻿Statistical analysis

	﻿Results
	﻿Discussion
	﻿Limitations

	﻿Conclusion
	﻿References


