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Figure 2. Fluoroscopy image sequence and TEE during the procedure. A: ﬁnal position of the clips on ﬂuoroscopy. B and C: 2D-TEE image at 08 with the clip open and
closed after the attachment of the anterior (left) and septal (right) leaﬂets. D: 3D-TEE image showing the ﬁnal position of the second clip between the anterior
and septal leaﬂets. 2D, 2-dimensional; 3D, 3-dimensional; TEE, transesophageal echocardiography.

associated with greatest reduction in TR2,4; as is the case with the
mitral valve, the intervention also aims not to induce moderate or
severe valve stenosis (mean gradient > 3 mmHg); b) the second is
the tricuspid approach of a 24-Fr system designed to be directed at
the mitral valve; although right femoral access is the most
frequently-used, transjugular access has been proposed, which,
despite being awkward for the operator and the difﬁculty of
controlling hemostasis after the procedure, permits direct access to
the valve2; and c) imaging assessment of the tricuspid valve with
2-dimensional/3-dimensional (2D/3D) TTE/TEE is another of the
major challenges of this technique: the need to learn and obtain
planes that allow good visualization of the valve anatomy and
provide a reliable guide during the procedure is a crucial element
in the development of this technique.
In conclusion, the use of MitraClip in the tricuspid position
appears to have promising results, but new registries need to be
published to determine whether the treatment is safe and effective
in the long-term.
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Transcatheter Tricuspid Repair With MitraClip
in a Patient With a Failing De Vega Annuloplasty
Reparación transcatéter de tricúspide con MitraClip en paciente
con anuloplastia de De Vega fallida
To the Editor,
A 71-year-old woman was admitted to our hospital for rightsided heart failure (HF). The patient had a history of rheumatic
disease and 2 surgical interventions. In 1976, she underwent open
mitral commissurotomy, and in 2003 she underwent mitral valve
replacement with a mechanical prosthesis and De Vega annuloplasty of the tricuspid valve. During follow-up, symptoms and
signs of right HF appeared, and echocardiographic studies
documented normal functioning of the mitral prosthesis with
severe tricuspid regurgitation (TR) due to restriction of the
tricuspid valve leaﬂets (Figure 1A). She was given medical
treatment, but after an initial response period, the clinical picture
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recurred with severe limitation of quality of life. The multidisciplinary team decided that she was at very high risk for
conventional surgery, but offered her the possibility of a MitraClip
implant in the tricuspid position to treat her advanced HF
symptoms. Prior to the procedure, transesophageal echocardiography (TEE) was performed, conﬁrming the severity of TR and that
the tricuspid leaﬂets were adequate for device implantation
(Figure 1B). The catheterization procedure showed only mild
pulmonary hypertension and the absence of coronary lesions.
The procedure was performed under general anesthesia and
was guided by TEE. The guide catheter was advanced through the
femoral vein and was positioned in the lower area of the right
atrium. The clip was introduced into the guide catheter using the
Munich technique and was then advanced into the atrium to the
straddling position. Subsequently, it was deﬂected toward the
tricuspid valve using wheel A and was guided to capture the
anterior and septal leaﬂets. However, as the clip was advanced into
the ventricle to capture the leaﬂets, we could not achieve an
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pressures.2 Current data support tricuspid repair at the time of
surgical intervention on the left heart; however, reintervention for
persistent or recurrent TR is associated with high morbidity and
mortality.3,4 Likewise, a signiﬁcant proportion of patients are left
with recurrent TR following tricuspid repair surgery, particularly
after De Vega or Peri-Guard annuloplasty.4 In these cases,
transcatheter tricuspid repair techniques have emerged as an
alternative to conventional surgery.1 Of these techniques, that
with the greatest clinical experience is MitraClip implantation in
the tricuspid position. Several series have shown that its use in this
position is associated with high procedural success rates, few
complications, and clear symptomatic improvement.5,6 In the
largest series published, the success rate was 97%, with 1 clip in
42% of patients. There were also reductions in the diameter of the
tricuspid valve and in pulmonary pressures.6 Failed annuloplasty
may be a suitable niche for the use of this device. The MitraClip
increases the area of coaptation and, because the length of the
leaﬂets is usually adequate, the use of even 1 clip can provide
satisfactory results, as observed in our case. In conclusion,
MitraClip implantation in the tricuspid position in patients with
recurrent TR after De Vega annuloplasty is a safe and effective
technique to reduce TR.
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Figure 1. Screening echocardiography and procedure. A and B, TTE and TEE
show severe RT. C, positioning and orientation of the clip in 3-dimensional TEE
to capture the anterior and septal veils. D, grasping in TTE. TEE,
transesophageal echocardiography; TTE, transthoracic echocardiography;
TR, tricuspid regurgitation.

adequate visualization of the clip arms using the acoustic shadow
of the mitral prosthesis. To achieve sufﬁcient image quality, we
switched to transthoracic echocardiography, and ﬁnally grasp was
achieved with a signiﬁcant reduction in TR to grade mild-moderate
(Figure 1C-D). After conﬁrmation of adequate leaﬂet insertion and
the tricuspid gradient (1 mmHg), the clip was released. Postprocedural control echocardiography showed that the clip was in
position with a double-oriﬁce tricuspid valve and residual mildmoderate TR (Figure 2A-B).
Functional TR comprises more than 90% of cases of TR and is
mainly due to annular dilatation and right ventricular growth
secondary to left-sided heart disease.1 Patients with TR and
secondary HF are often highly symptomatic because of decreased
cardiac output and peripheral and abdominal congestion. In
addition, the presence of moderate or severe TR is associated with
high mortality, regardless of biventricular function and pulmonary
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Figure 2. Result of the procedure. A, mild tricuspid regurgitation on
predischarge echocardiography. B, 3-dimensional TTE showing the bridge
formed by the clip between the septal and anterior leaﬂets. TTE, transthoracic
echocardiography.
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