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IMAGES IN INTERVENTION

Safety of MitraClip Implant in the
Unstable Patient
Feasibility of Concomitant Left Ventricular Support Device
Jason Foerst, MD,a Alexander Cardenas, MD,b Gary Swank, MDa
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F I G U R E 1 Baseline Impella Images

Baseline transesophageal echocardiographic images of severe posterior mitral leaﬂet prolapse and regurgitation with the Impella in place (A) and ﬂuoroscopy of the ﬁrst
clip open in the left ventricle with the Impella in place (B).
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Impella Supported MitraClip

F I G U R E 2 Final Images

Fluoroscopic images demonstrating the 3 deployed clips and the Impella (A), low mean gradient (B), and ﬁnal transthoracic echocardiographic comparison demonstrating
no signiﬁcant mitral regurgitation once extubated and the Impella was out (C).
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