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INTERVENTIONS FOR VALVULAR DISEASE AND HEART FAILURE

IMAGE — INTERVENTIONAL FLASHLIGHT

Electrosurgical laceration and stabilisation of three clip
devices (ELASTA-Clip) to enable transcatheter mitral valve
implantation
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Recurrent MR after
M-TEER with 3 MitraClips
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Triple ELASTA-Clip + TMVI

Tendyne TMVI in place post-procedure 6-month follow-up: no MR, gradient 3.6 mmHg, no PVL

Figure 1. ELASTA-Clip electrosurgical laceration of three MitraClip M-TEER devices and subsequent TMVI. AML: anterior mitral valve
leaflet; LV: left ventricle; MR: mitral regurgitation; M-TEER: mitral transcatheter edge-to-edge repair; PVL: paravalvular leakage;
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TMVI: transcatheter mitral valve implantation
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Mitral transcatheter edge-to-edge repair (M-TEER) has been estab-
lished as a treatment approach in symptomatic severe mitral regur-
gitation (MR) patients. However, even after successful M-TEER,
some patients develop recurrent MR over time. Electrosurgical
Laceration and Stabilization of Clip devices (ELASTA-Clip) is
a novel technique for cutting a mitral tissue bridge, enabling sub-
sequent transcatheter mitral valve implantation (TMVI)'. Very few
ELASTA-Clip cases have been reported, and to date, this tech-
nique has only been applied in patients with one, or a maximum
of two, M-TEER devices.

A 67-year-old female presented with highly symptomatic, recur-
rent severe MR 2.5 years after successful MitraClip M-TEER
with three devices (MR reduced to 2+, mean gradient 3.0 mmHg).
Given her symptomatic burden and high surgical risk, we decided
to perform a triple ELASTA-Clip procedure with subsequent
TMVL

Transapical surgical access was prepared, and a 24 Fr DrySeal
sheath (W.L. Gore & Associates) was placed in the femoral vein
for dual guiding sheath insertion. Two 8.5 Fr steerable Agilis
NxT (Abbott Vascular) guiding sheaths were placed transseptally.
A Swan-Ganz balloon catheter was used to traverse the medial ori-
fice of the clipped mitral valve through the first Agilis. The sec-
ond sheath was placed and flexed towards the lateral orifice, while
the soft unexpanded part of the inserted 27-45 EN Snare system
(Merit Medical), guided by a JR4 catheter, was used to traverse the
lateral ostium. After positioning an Astato 0.014 coronary guide-
wire (Asahi Intecc) via the medial system, the Swan-Ganz was
exchanged for a JR4 guide catheter. The Astato wire was pointed
towards and advanced to the lateral snare, which, after exposing
the basket, was used to snare the Astato wire.

The guidewire was then focally denuded and kinked exter-
nally to create a so called “flying-V” configuration. By pulling
the snared Astato wire through the lateral Agilis/multipurpose sys-
tem, the flying V was positioned on the ventricular side of the
clips. Using echocardiographic and fluoroscopic guidance, this
flying V was placed directly adjacent to the tissue bridge of the
three MitraClips. It is key to encircle the anterior mitral valve leaf-
let of the clip package to ensure that the clip package stays con-
nected to the posterior mitral valve leaflets after burning and can
be pushed into a posterior pocket by the prosthesis. A 70 W con-
tinuous duty current was applied to the flying V wire with light
traction on the lateral and medial catheters. After successful lacer-
ation, with all three MitraClips still attached to the posterior mitral
valve leaflet, transapical TMVI using a Tendyne (Abbott Vascular)
prosthesis was performed. Adequate positioning resulted in proper
TMVI function (mean gradient 4.0 mmHg, no paravalvular leak-
age) (Figure 1, Moving image 1). The patient was discharged,
reported immediate symptomatic benefit, and after six months of

Triple ELASTA-Clip and subsequent TMVI

follow-up, showed a well-functioning TM VI prosthesis (mean gra-
dient 3.6 mmHg, no paravalvular leakage).

Recurrent MR after M-TEER is a challenging scenario, as
interventional treatment options seem limited, especially, in the
complex anatomical setting of three implanted M-TEER devices.
However, the presented experience highlights that even in more
complex settings, full transcatheter restoration of proper mitral
valve function is feasible after ELASTA-Clip. As the rate of
recurrent MR after M-TEER rises following the increasing num-
ber of implants, standardisation of procedures such as ELASTA-
Clip, eventually by means of dedicated devices, seems to be
needed.
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Supplementary data

Moving image 1. Preprocedural imaging, ELASTA-Clip of three
M-TEER MitraClip devices, subsequent Tendyne TMVI and
6-month follow-up.
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