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EDITORIAL COMMENT

Cerebral Embolic Protection in
Catheter-Based Mitral Interventions
Research or Clinical Tool?*
Nicolas M. Van Mieghem, MD, PHD, Lennart van Gils, MD
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emerged as the single catheter-based tech-
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The Sentinel EPD (Claret Medical Inc., Santa Rosa,

(interquartile range: 104 to 509 mm) versus 1 mm

California) provides ﬁlter protection for 3 of 4 arterial

(interquartile range: 0.6 to 1.5 mm) (14). Smaller

contributories to the brain. The ﬁlters can be retrieved
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performance.

catheter, or the clip delivery system and thus
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found. The authors do not discuss the effect of the

mentary histopathological evidence to prior brain
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imaging data. Only the future can tell whether ﬁlter-

eventually close and deploy the MitraClip. One can

based cerebral embolic protection is merely an inter-

only wonder whether more attempts could dislodge

esting research tool or an essential clinical accessory

more tissue. Furthermore, would there be a differ-

for superior procedural (brain) safety.

ence between functional and degenerative MR, with
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