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F I G U R E 1 Fluoroscopy Still-Frames of the Coronary Angiogram and the Left Atrial Pressure Measurement

Culprit right coronary artery stenosis before (A) and after (B) stenting (Online Video 1). (C) Mild left anterior descending artery stenosis.
(D) Retrograde measurement of left atrial pressure with a telescoping 6F JL-3.5 guiding catheter (single arrow) and a 125-cm 4F vertebral
catheter (double arrow). LA ¼ left atrium; LV ¼ left ventricle.

F I G U R E 2 Fluoroscopy Still-Frames of the Mitraclip Procedure

(A) Impella-CP in the left ventricle during clip advancement. (B) Impella-CP retracted into the ascending aorta and placed at support level 1. (C) Second MitraClip being
deployed medial to the ﬁrst clip. The arrows point to the Impella-CP Device (Online Videos 2 and 3).
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F I G U R E 3 Assessment of Mitral Regurgitation by Transesophageal Echocardiogram Before and After MitraClip Implantation

(A) Left ventricular outﬂow tract view showing a prolapsed A2 segment (arrow). (B) Color ﬂow imaging showing severe eccentric mitral
regurgitation. 3-dimensional image of the prolapsed A2 segment (top middle insert). (C) Modiﬁed 5-chamber view showing stable clip
position. (D) Color ﬂow imaging showing trivial residual regurgitation. 3-dimensional image showing a double oriﬁce of the mitral valve
(lower middle insert). AO ¼ aorta; AV ¼ aortic valve; RV ¼ right ventricle; other abbreviations as in Figure 1.
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