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EDITORIAL COMMENT
M-TEER During Pregnancy
A Lifeline for Mother and Child
Alexandru Patrascu, MD, PHD, Neil P. Fam, MD, MSC
S ince the first mitral valve transcatheter edge-
to-edge repair (M-TEER) in 2003, the procedure
has proven to be safe and effective in a myriad

of clinical scenarios. Currently, M-TEER is the recom-
mended treatment in patients with secondary mitral
regurgitation (MR) who have persistent heart failure
symptoms despite medical therapy.1 Most of these
patients are elderly with comorbidities, assessed by
the heart team to be at high surgical risk. However,
the less-invasive nature of TEER suggests potential
benefits in other populations such as during preg-
nancy. The unique hemodynamics of gestation2 may
result in fluid overload in susceptible patients
through the combination of increased cardiac output,
blood volume, and heart rate, decreased peripheral
vascular resistance, and activation of the renin-
angiotensin-aldosterone system. It is therefore
conceivable that pregnancy may exacerbate preexist-
ing secondary MR, putting both mother and fetus in
harm’s way.

In this issue of JACC: Case Reports, Delhomme
et al3 report the case of a 32-year-old woman with
known dilated cardiomyopathy and moderate sec-
ondary MR, who underwent cesarean delivery at
27 weeks of her first pregnancy due to worsened MR
with uncontrollable symptoms of congestive heart
failure. She was considered to be at high risk of he-
modynamic decompensation at the start of her sec-
ond pregnancy, and received successful preemptive
M-TEER at 8 weeks after heart team review. Improved
MR and optimization of medical therapy managed to
get the patient to the 29th week of pregnancy, when
she again underwent cesarian section, this time for
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obstetrical reasons with good maternal and fetal
outcome. Postpartum follow-up investigations
confirmed good long-term M-TEER result and rein-
forced the initial decision for transcatheter therapy.

Although this report describes a single clinical
case, it also highlights the bigger topic of cardiovas-
cular disease during pregnancy, which is the leading
cause of maternal mortality in North America.4

Similar scenarios in pregnant women with left ven-
tricular dysfunction and secondary MR may be
encountered in everyday clinical practice, and require
a comprehensive multidisciplinary approach. Aside
from general obstetrical recommendations, several
pillars of decision-making and therapy should be
addressed (Figure 1). Besides the preservation of
maternal health, the goal of this approach needs to be
either the enabling of pregnancy continuation to the
scheduled delivery term, or the assistance to a
feasible preterm delivery date that would give the
fetus a fighting chance.

First, the concept of the “pregnancy heart team”
5

needs to be established, which comprises not only
cardiologists and cardiovascular surgeons, but also
obstetricians and anesthesiologists. Depending on
the stage of pregnancy, and whether or not secondary
MR is known or first diagnosed through symptoms of
acute heart failure, the pregnancy heart team needs
to decide between conservative treatment, scheduled
M-TEER, early fetus delivery, or potentially urgent M-
TEER. Such multidisciplinary discussions might need
to take place on a week-to-week basis in specific
cases, as pregnancy is a dynamic process, and
maternal adaptations may fail during its later stages.
Second, continuous reassessment with routine blood
and urine tests, extended lab results including N-
terminal pro–B-type natriuretic peptide, liver and
kidney function, fetal ultrasound plus maternal echo
need to be performed regularly. Third, there needs to
be consensus on medication adjustment, as most
heart failure drugs are known to be embryotoxic.
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FIGURE 1 M-TEER During Pregnancy

MR ¼ mitral regurgitation; M-TEER ¼ mitral valve transcatheter edge-to-edge repair.

Patrascu and Fam J A C C : C A S E R E P O R T S , V O L . 3 0 , N O . 5 , 2 0 2 5

M-TEER During Pregnancy M A R C H 5 , 2 0 2 5 : 1 0 2 9 9 6

2

Looking at current guidelines,1 from the “big four”
classes of heart failure medication, 2 are strictly
contraindicated during pregnancy (angiotensin-con-
verting enzyme inhibitor/angiotensin receptor
blocker/angiotensin receptor neprilysin inhibitor and
sodium-glucose cotransporter-2 inhibitors), whereas
2 (beta-blockers and mineralocorticoid receptor an-
tagonists) may cause fetal growth retardation. Also,
supportive treatment with loop diuretic agents may
affect uteroplacental blood flow and should be used
with caution. Vitamin K antagonist and direct oral
anticoagulant agents for atrial fibrillation should be
avoided, whereas low molecular weight heparin
seems to be safe. Meanwhile, aspirin or clopidogrel,
often recommended after TEER, do not seem to pre-
sent an increased hemorrhagic risk. Fourth, technical
challenges associated with TEER during pregnancy
should be addressed. Interventional cardiologists
need to rely more on transesophageal echocardiog-
raphy guidance and minimize fluoroscopy, empha-
sizing general principles of imaging and radiation
exposure: use of low-dose pulse fluoroscopy, tight
collimation of area of interest, avoidance of angula-
tions, placement of x-ray detector as close as possible
to the patient, and use of abdominal shields for the
fetus. Considering that fetal organogenesis is com-
plete by the end of the fourth month, fear of radiation
should not deter the decision for TEER, if the inter-
vention can dramatically improve maternal and fetal
outcomes. Finally, there do not seem to be any major
concerns with general anesthesia, as most anesthetics
are administered for such a brief period that the po-
tential for toxicity is minimal.

In summary, by adopting a multidisciplinary
pregnancy heart team approach, the assessment of
the individual risk–benefit ratio of TEER can facilitate
timely decision-making, in the interest of both the
mother and fetus.
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