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Video Assisted Mitral Valve Surgery
1000 Patients è 14 to 92 y

Video Assisted Mitral Valve Surgery
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- No limit in Size
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Video Assisted Mitral Valve Surgery

- A step by step “learning curve”
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Video Assisted Mitral Valve Surgery

Cheap, Safe, Simple and Reproducible,
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The potential advantages of percutaneous femoral access over a surgical approach are easier recovery and lower inguinal complications rate.
Table 1. Complication
of arterial percutaneous access. Comparison between aortic and minimally invasive cardiac surgery, and between initial and late experience.
This technique can be an asset in disabled patients with high risk of decubitus complications or in surgically challenging patients (obesity). We
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implantation, n = 40; and minimally invasive cardiac surgery, n = 116). Severe complications, in two transcatheter aortic valve implantation
(TAVI) patients (one retroperitoneal bleeding and one massive superficial bleeding) and in three minimally invasive patients (two retroperitoneal
bleeding and one arteriovenous fistula), occurred during first 50 patients versus 0 among 106 following patients ( p = 0.01). Percutaneous access is
possible for innovative cardiac interventions, but severe complications can occur, especially during the learning curve, with serious consequences
in high operative risk patients, urging highest caution when initiating this innovative approach.
2010 European Association for Cardio-Thoracic
Surgery. Published by3Elsevier B.V. All rights 4reserved.
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Figure 1A: Techniques for the repair of the anterior mitral leaﬂet. The ﬁgure panel shows the essential steps of the techniques detailed in Table 1 for the repair of Figure 1B: Techniques for the repair of the anterior mitral leaﬂet. The ﬁgure panel shows the essential steps of further techniques detailed in Table 1 for the
the anterior mitral leaﬂet. Original ﬁgures adapted from the relevant publications.
repair of the anterior mitral leaﬂet. Original ﬁgures adapted from the relevant publications.
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Mortality, 30 days: Mini- vs Conv-MVR

No difference
Mini è 1.2%
Sterno è 1.5 %
Sub-group :

§ Repair vs Replacement
§ First time vs Redo
§ EndoClamp vs Tran Tho.

Blood Transfusion (units): Mini- vs Conv-MVR

Mini I S è Less Blood transfusion

Technique of Minimally Invasive Mitral Surgery

§ Minimally Invasive Versus Sternotomy :
§ Longer
§ crossclamp time, WMD [95% CI] = 21 [10 - 33] min (overall of 27
§
§

studies). In sub-analysis, the increased XCL time was found mainly for repair,
but not for replacement
cardiopulmonary bypass time, WMD [95% CI] = 33 [19 - 47] min
(overall of 30 studies).
procedure time, WMD [95% CI] = 0.8 [0.4- 1.2] hours (14 studies)

§ Shorter
§ ventilation time, WMD [95% CI] = -2.1 [-3.4, -0.8] hours (20 studies)
§ ICU length of stay, WMD [95% CI] = -0.5 [-0.7, -0.3] days (20 studies)
§ Hospital length of stay, WMD [95% CI] = -1.6 [-2.1, -1.1] days (28
studies)
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Figure 4 A summary of severity of mitral regurgitation before (A) and after (B) mitral valve repair through the minimally invasive (blue) or
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The First Report of Transcatheter Aortic Valve
Implantation and Percutaneous Mitral Valve Repair
in the Same Patient
Ryan D. Madder, MD, Robert D. Safian, MD, Michael Gallagher, MD, Shaun R. Senter, MD,
George S. Hanzel, MD

Less Invasive è More Collaboration
Royal Oak, Michigan

Recent publication of the PARTNER (Placement of
AoRTic TraNscathetER Valve) and EVEREST
(Endovascular Valve Edge-to-Edge REpair Study)
trials support the safety and efficacy of transcatheter aortic valve implantation and percutaneous
mitral valve repair (1–3). The present report is that
of an 82-year-old man with severe aortic stenosis
presenting in October 2005 with dyspnea. He was
deemed a poor candidate for surgical aortic valve
replacement, due to remote coronary bypass surgery and open repair of an infarct-related ventricular septal defect. In December 2005, he underwent
successful transcatheter aortic valve implantation with
an Edwards SAPIEN transcatheter heart valve (Edwards Lifesciences, Irvine, California).
Five years later, he developed progressive heart
failure attributable to severe mitral regurgitation from
a restricted posterior leaflet. In September 2010, he
underwent percutaneous mitral valve repair with an
Evalve MitraClip (Evalve, San Francisco, California).
Fluoroscopy reveals both percutaneously deployed
aortic and mitral valve devices (Fig. 1). At follow-up
7 months later, the patient reports walking 1 mile for
exercise several times/week.
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beaumont.edu.

Figure 1. Patient With a Transcatheter Aortic Valve and
Percutaneous Mitral Repair

An 82-year-old man with severe aortic stenosis underwent percutaneous aortic balloon valvuloplasty and subsequent transcatheter aortic valve implantation. Five years later, he
developed severe symptomatic mitral regurgitation from a
restricted posterior leaflet and underwent percutaneous mitral
valve repair. Fluoroscopy demonstrates both percutaneously
placed aortic and mitral valve devices.
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