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BECOME AN EXPERT 
IN MR TREATMENT

Take action with MitraClip—do more for MR patients in need
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MR IS PREVALENT AND, IF LEFT 
UNTREATED, INITIATES A CASCADE 

OF EVENTS LEADING TO HEART 
FAILURE AND DEATH1-3

*Calculations are approximations made based on data from Mills J, Furlong C. CANACCORD: Biomedical Devices and Services. Nov 8, 2016 and Millennium Research 
Group. US Markets for Heart Valve Devices 2014. 2013; RPUS12HV13:92; and data from Abbott (LRP 20161130; based on LBE4) and Millennium Research Group. US 
Markets for Heart Valve Devices 2014. 2013; RPUS12HV13:94,153. 

† Patients treated defined as undergoing surgery or transcatheter procedure.
‡ Based on a survey of severely symptomatic MR patients in NYHA Class III-IV (n = 396); 10% had surgery the following year. The remainder had no surgery; medical 
management only.

LIVING WITH  
MITRAL REGURGITATION (MR)

MORE LIVES ARE COMPROMISED BY MR THAN ANY OTHER VALVE DISEASE, 
BUT LESS THAN 1.5% ARE TREATED6-8*†

APPROXIMATELY 50% OF MR PATIENTS 
ARE NOT CANDIDATES FOR SURGERY 
DUE TO UNDERLYING FACTORS9‡

MR patients in most need of intervention are also the 
most likely to be denied for surgery due to impaired 
LV ejection fraction, high operative risk, multiple 
comorbidities, and advanced age.9

SIGNIFICANT MR IS 4Xs MORE PREVALENT THAN SIGNIFICANT AORTIC STENOSIS6,7*
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AORTIC STENOSIS 
(moderate or severe)
940,000 patients6-8*

MITRAL REGURGITATION 
(moderate or severe)

4,000,000 patients6-8*

MR IS A PROGRESSIVE DISEASE AND OVER TIME CAUSES  
IRREVERSIBLE DAMAGE TO CARDIAC STRUCTURE AND FUNCTION1-5

FUNCTIONAL MRDEGENERATIVE MR: 
PROLAPSE 

DEGENERATIVE MR:
FLAIL

THERE ARE DIFFERENT TYPES OF MR4,5
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†

Based on US population data.
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2003 2004 201120092008200720062005 2010

EVEREST II 2005-2008 
Randomized
Controlled Trial
279 Patients Enrolled

EVEREST II REALISM 2009-2014
Continued Access
965 Patients Enrolled

EVEREST I 2003-2006
Feasibility Study
55 Patients Enrolled

EVEREST II HIGH
RISK STUDY 2007-2008
Single-Arm Study
78 Patients Enrolled

ACCESS EUROPE 2009-2012
Single-Arm Study
567 Commercial Patients Enrolled

FIRST 
IMPLANT

CE
MARK

2015201420132012 2016 2017

COAPT CAS 2017-Present 
Single-Arm, Continued Access
Currently Enrolling

MATTERHORN* & RESHAPE-HF2*  2015-Present
Randomized Controlled Trials
Currently Enrolling

COAPT 2013-2017
Randomized Controlled Trial 
614 Patients Enrolled

MITRA.FR* 2014-2017
Randomized Controlled Trial
288 Patients Enrolled 

STS/ACC TVT REGISTRY 2013-Present 
MITRACLIP® POST-APPROVAL STUDY 2013-2016 
Commercial Registry 
1998 Patients Enrolled

AVAILABLE
IN US

MITRACLIP® NT
LAUNCH

AVAILABLE
IN CANADA

2018

MITRACLIP  
IS THE ONLY  

TMVr OPTION WITH  

OVER 14 YEARS 
OF CLINICAL  
EXPERIENCE8

54

MITRACLIP: THE LEADER IN TRANSCATHETER 
MITRAL VALVE REPAIR (TMVr) TECHNOLOGY

BACKED BY EXTENSIVE CLINICAL AND REAL-WORLD EXPERIENCE8

50,000 PATIENTS

Over 50,000 patients 
have been  

treated worldwide8

PUBLICATIONS

1,058

The most studied 
TMVr device with over 
1,000 scientific papers 

published8 

GUIDELINES

ESC & 
ACC/AHA 

The only TMVr therapy 
recommended by 2017 AHA/
ACC, 2016 ESC/HF and 2017 

ESC/EACTS Guidelines5,10,11

MITRACLIP OFFERS A UNIQUE BENEFIT-TO-RISK PROFILE12,13

Higher survival rate  
than predicted12

Low rate of major 
adverse events12,13

MITRACLIP MAKES INTERVENTION POSSIBLE 
FOR YOUR PATIENTS WITH SIGNIFICANT MR

OPTIMIZE THE PATIENT CARE EXPERIENCE FROM
START TO FINISH WITH MITRACLIP THERAPY

*Investigator sponsored studies.

Information contained herein for DISTRIBUTION outside of the U.S. ONLY. Check the regulatory status of the device in areas 
where CE marking is not the regulation in force.
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MITRACLIP: CLINICALLY MEANINGFUL
AND DURABLE RESULTS

THE POWER TO IMPROVE CARDIAC FUNCTION AND ACHIEVE 
REVERSE REMODELING14

FAST RECOVERY WITH MEANINGFUL OUTCOMES THAT PATIENTS CAN FEEL14

FREEDOM FROM DEATH THROUGH YEAR 514
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MR SEVERITY AT BASELINE, 
1 YEAR, AND 5 YEARS14*†

P <0.0001
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REAL WORLD 
CONFIRMATION
• From ACCESS-EU (N=567):

A substantial portion of patients
experienced a reduction in MR
grade irrespectively of etiology15

– 79% of patients with FMR and
75% of patients with DMR who
received MitraClip therapy had
MR grade of 2+ after a year
post-surgery15

*In surviving patients with paired data.
†Everest RCT Conclusion: The final 5-year results of 
the EVEREST II trial supported the superiority of 
surgery in reducing MR but clearly supported the 
long-term safety of the MitraClip and the durability 
of MR reduction after percutaneous repair. Beyond 
1 year, worsening MR and surgery for MV 
dysfunction occurred rarely after either surgery 
or percutaneous repair.
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NYHA IMPROVEMENT AT BASELINE,  
1 YEAR, AND 5 YEARS14

FUNCTIONAL IMPROVEMENT IN  
6-MINUTE WALK TEST (ACCESS-EU)15

6 MONTHS

P <0.01
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MITRACLIP OPTIMAL MEDICAL
THERAPY

REDUCTION IN HOSPITALIZATION RATE16 REAL WORLD CONFIRMATION
• From ACCESS-EU (N=567): 70% of

patients with FMR and 81% of patients
with DMR had an NYHA class of 2
after 1 year (P < 0.0001)17

• From TRAMI (N=749): Patients’ self-
rated health status at 1 year improved by
10 points with a significant proportion
of patients regaining complete
independence in self-care (74.0 vs. 58.6
at baseline, P = 0.005)13

Information contained herein for DISTRIBUTION outside of the U.S. ONLY. Check the regulatory status of the device in areas 
where CE marking is not the regulation in force.
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CLIP DELIVERY SYSTEM

Contains the implant, attached to a 
highly maneuverable delivery catheter, 
with all controls at the proximal end.

REUSABLE ACCESSORIES

Stabilizer (SZR01ST) Support Plate (PLT01ST) Lift (LFT01ST)

STEERABLE GUIDE CATHETER

• 24-French steerable catheter
• Percutaneous venous access
• Requires successful transseptal puncture

THE MITRACLIP NT SYSTEM12

The MitraClip NT System performs transcatheter mitral valve repair by creating 
a vertical line of coaptation, forming a double-orifice valve.

• Beating heart procedure—no cardiopulmonary bypass
• Allows for real-time positioning and repositioning to optimize MR reduction
• Designed to fit coaxially to accurately position and reposition multiple

implants with the use of 1 guide
• Femoral venous access

MITRACLIP: AN ONGOING COMMITMENT 
TO INNOVATION

MITRACLIP NT DEVICE (IMPLANT)

• Cobalt-Chromium and Nitinol Construction
• Polyester cover designed to promote tissue growth
• Static magnetic field of 1.5 or 3 Tesla*

* Static magnetic field of 1.5 or 3 Tesla; maximum spatial field gradient of 2500 Gauss/cm; maximum 
MR system reported, whole body averaged specific absorption rate (SAR) of 4 W/kg (First Level 
Controlled Operating Mode).

17 mm

Gripper

Arm15 mm

5 mm

EQUIPMENT

The MitraClip NT System can be used 
in a standard cath lab or hybrid room. 
Equipment required includes:

• Fluoroscopy
• Slave monitors (one for echocardiography,

one for fluoroscopy)
• General anesthesia
• Echocardiography machine equipped

with transesophageal echo (TEE) probe
• Sterile system-preparation station

C-Arm

Preparation Table
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Information contained herein for DISTRIBUTION outside of the U.S. ONLY. Check the regulatory status of the device in areas 
where CE marking is not the regulation in force.
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MITRACLIP HAS DEMONSTRATED HIGH AND PREDICTABLE SUCCESS RATES 
WITH POSITIVE POST PROCEDURE EXPERIENCE

MITRACLIP: A MINIMALLY INVASIVE PROCEDURE 
WITH CONSISTENT PROCEDURAL SUCCESS*

• Intercommisural
• LVOT
• SAX
• Fluoroscopy

*The MitraClip device was implanted successfully in a majority (95.3%) of patients.12

DEPLOYMENT 
AND SYSTEM  

REMOVAL
81%

MR ≤2+

AT 5 YRS> PRE- AND POST-MITRACLIP THERAPY

Visible MR reduction after 
Clip deployment

AFTER MITRACLIP

Baseline MR

BEFORE MITRACLIP

AP

A

P

• SAX
• Intercommissural—

2-chamber
• Left ventricular outflow

tract (LVOT)
• 3D echo
• Transgastric short axis
• Fluoroscopy

• LVOT
• Intercommissural—

2-chamber
• 4-chamber
• X-Plane
• 3D echo
• Transgastric short axis

• LVOT
• Intercommissural
• X-Plane (LVOT,

Intercommissural)
• 3D echo
• Transgastric short axis
• Fluoroscopy

• Bicaval
• Short axis at base (SAX)
• 4-chamber
• 3D echo
• Fluoroscopy

TRANSSEPTAL  
CROSSING AND  

GUIDE INSERTION

LEAFLET INSERTION 
ASSESSMENT AND 

HEMODYNAMIC 
MEASUREMENTS

CDS INSERTION  
AND STEERING IN 
THE LEFT ATRIUM

ADVANCING  
INTO LEFT  

VENTRICLE AND  
LEAFLET GRASPING

IMAGING INVOLVEDIMAGING INVOLVEDIMAGING INVOLVED

81%
MR ≤2+

AT 5 YRS> 81%
MR ≤2+

AT 5 YRS> 81%
MR ≤2+

AT 5 YRS> 81%
MR ≤2+

AT 5 YRS>

P
M

L

IMAGING INVOLVED

A

2.6
DAYS

Short average length 
of hospital stay8,18

SUCCESS

97%

High procedural  
success rate seen in  

real world experience13 

88%
89.3%

DISCHARGED

Patients undergoing the 
MitraClip procedure were 
discharged directly home13
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trial of percutaneous and surgical reduction of mitral regurgitation. Presented at: The American College of Cardiology (ACC) Scientific Sessions; March 29-31, 2014; 
Washington DC, USA. 

Information contained herein for DISTRIBUTION outside of the U.S. ONLY. Check the regulatory status of the device in areas 
where CE marking is not the regulation in force.



ABBOTT: A WORLD-CLASS PARTNERSHIP THAT OFFERS UNPRECEDENTED 
TRAINING, EDUCATION, AND SUPPORT 

• Access digital tools and resources for your practice and patients
• Receive guidance on hospital resource optimization
• Expand access to life-changing MR therapy to patients in need within your community

BECOME A 360° PROVIDER OF MITRAL VALVE SOLUTIONS AND ELEVATE YOUR 
INSTITUTION INTO A TRUE ADVANCED HEART CENTER

Safety and effectiveness of the MitraClip device have not been established in pediatric patients.  

MITRACLIP: TRANSFORMS YOUR INSTITUTION 
INTO A HEART VALVE CENTER OF EXCELLENCE

Information contained herein for DISTRIBUTION outside of the U.S. ONLY. Check the regulatory status of the device in areas where CE marking is not 
the regulation in force.

Caution: This product is intended for use by or under the direction of a physician. Prior to use, reference the Instructions for Use provided inside the product 
carton (when available) or at eifu.abbottvascular.com for more detailed information on Indications, Contraindications, Warnings, Precautions and Adverse Events. 
Information contained herein for DISTRIBUTION outside the US ONLY. Not to be reproduced, distributed or excerpted. Please check the regulatory status of the 
device before distribution in areas where CE marking is not the regulation in force.

Illustrations are artists’s representations only and should not be considered 
as engineering drawings or photographs. Photo(s) on file at Abbott. 

MitraClip is a trademark of the Abbott Group of Companies.
www.Vascular.Abbott
©20  Abbott. All rights reserved. 


