EDITORIAL COMMENTARY

Transcatheter mitral regurgitation treatment: Let’s learn
from surgeons
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Undoubtedly, we are entering an era of transcatheter treatment of heart valves. In this issue of the Journal, Testa
and colleagues1 have done a great job providing a very
detailed and extensive review of almost all techniques
and devices. I believe that their classification of techniques
of transcatheter mitral procedures is very useful. Navigation of the mitral valve is more difficult than navigation
of the aortic valve. To remain true to transcatheter
mode, we must proceed transseptally and navigate some
difficult angles. Obviously, effective percutaneous
methods are better than transapical or transatrial approaches, because the latter approaches are still surgery,
with all the attendant risks and operative trauma, especially for elderly and ill patients.
Mitral valve anatomy can be more challenging than coronary or aortic valve anatomy from an interventional point
of view. I believe that inventors and invasive cardiologists
could learn from more than 40 years of extensive experience gained by surgeons with mitral valve procedures. We
know that almost any type of mitral repair requires a ring.
In some cases, a ring may be the only good option for
repair.2 Techniques providing mitral valve annuloplasty
thus could have some advantages with respect to techniques dealing only with leaflets or chordae. De Bonis
and colleagues3 have suggested that it would be interesting
to combine the MitraClip (Abbott Vascular, Santa Clara,
Calif) with mitral annuloplasty, as in surgery. In most surgical cases, the edge-to-edge stich needs the addition of
annuloplasty. Annuloplasty can improve and provide durability to transcatheter artificial chordae repair. I would
imagine that annuloplasty similar to surgical or direct annuloplasty, according to the classification of this article,
may be the best. Indirect annuloplasty still requires additional data. Surgery can help us understand how an annuloplasty ring or band should be placed. Surgeons usually
anchor annuloplasty bands to fibrous trigones; this prevents further dilation of the mitral annulus. An annuloplasty system involving only a coronary sinus, for
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example, thus cannot be as good as a technique anchoring
a band or ring to fibrous trigones and attached to the posterior or whole annulus. Naturally, an annuloplasty band or
ring should be securely attached to the tissue of the mitral
annulus to prevent dehiscence. In addition, one must be
careful not to damage a circumflex artery.
Recent data suggest that mitral valve replacement
may have advantages, in some cases, relative to repair.4
We need a reliable transcatheter mitral valve implantation system. The situation differs from aortic valve implantation. Testa and colleagues1 correctly claim that
fixation of the mitral prosthesis is challenging, because
of the lack of heavy annular calcification. In addition,
fixation relying on radial force poses the risk of
compression of adjacent structures, such as the circumflex artery, conduction system, left ventricular outflow
tract, and so on. Excessive radial forces can cause a
devastating complication of posterior rupture. Probably,
grasping leaflets with force applied from the atrial to
ventricular side of the leaflet can be better and safer
for prosthesis fixation.
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I conclude that surgical experience can enhance transcatheter mitral therapy, probably more than other transcatheter procedures.
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