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INTRODUCTION 
 

he structural interrelationship of the valves of the 

heart and the dynamic mechanisms involved in their 

function are fundamental in optimizing valve 

performance and are dependent upon an intricate, 

multifaceted central cardiac complex. Each valve 

within this complex is best considered as a “Functional Unit” 

built in the fibrous skeleton of the heart, and any interruption of 

the relationships within this Functional Unit potentially results 

in valvular dysfunction (Caulfield et al., 1990).  

The degree of hemodynamic deterioration in acute MR 

depends upon the etiology and degree of MR, which is often 

dramatic and rapid in onset. An important factor is left atrial 

compliance, which is usually normal unless the acute 

regurgitation is superimposed upon chronic MR (Bursi et al, 

2005). 

          During pregnancy, there is a fall in systemic (peripheral) 

vascular resistance beginning in week 5 of gestation with a 

nadir between weeks 20 and 32. After week 32 of gestation, the 

systemic vascular resistance slowly increases until term. There 

is a corresponding initial decrease in the systemic arterial 

pressure, which begins in the first trimester and reaches its 

nadir at mid-pregnancy. Thereafter, systemic pressure begins to 

increase again and ultimately reaches or exceeds the pre-

pregnancy level. The overall fall in systemic vascular resistance 

is a result of changes in resistance and flow in multiple vascular 

beds (Clark et al., 2006). 

Valvular heart disease in pregnancy is relatively 

infrequent, with an incidence of less than 1% (Siu et al, 

1997).In the developed world, valvular disease in women of 

childbearing age is often congenitally acquired (Soler-Soler 

and Galve, 2000). Rheumatic heart disease, myxomatous 

degeneration, previous endocarditis, and bicuspid aortic valves 
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are also encountered. Pregnancy complicated by valvular heart 

disease tends to have a favorable prognosis if risks are 

appropriately managed. Management of the pregnant woman 

with a heart condition requires special expertise, and patients 

with high-risk conditions should be referred to centers 

specialized in their care (Windram and Colman, 2014).                                                                      

Mitral regurgitation in pregnancy is usually due to mitral valve 

prolapse or rheumatic heart disease (Lesniak-Sobelga et al., 

2004). It is usually well tolerated during pregnancy due to the 

decrease in systemic vascular resistance. Asymptomatic 

patients do not require specific therapy during pregnancy. In 

the presence of symptomatic left ventricular dysfunction with 

hemodynamic abnormalities, diuretics, digoxin, hydralazine, 

and nitrates can be administered. Surgery for mitral valve repair 

or replacement during pregnancy has been associated with a 

high incidence of fetal loss and should be considered only in 

patients with severe symptoms not controlled by medical 

therapy (Hameed et al., 2000). 

 

 



AIM OF THE WORK 

he aim of this work is to facilitate safe and effective 

management of the patient with acute mitral 

regurgitation with pregnancy and reduce the incidence 

of adverse outcomes and   mortality.                                                                                        
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