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Concurrent transcatheter edge—to—edge repair of mitral and tricuspid valves
using the DragonFly™ system: a case report
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[ Abstract] Mitral regurgitation combined with tricuspid regurgitation is a common combined valvular
heart disease, which often leads to severe hemodynamic disturbance and heart failure. Most patients are elderly
with complex comorbidities, high surgical risk, and poor clinical prognosis. Transcatheter edge—to—edge repair
(TEER) has become an important alternative for high—risk patients with single valvular regurgitation, whereas
clinical experience of simultaneous bi—valve TEER remains limited. Herein, we report a patient with severe mitral
regurgitation and extremely severe tricuspid regurgitation who successfully underwent simultaneous mitral and
tricuspid TEER using the DragonFly™ transcatheter valve clip system. Immediate post—procedural evaluation and
short—term follow—up showed significant reduction of both valvular regurgitations, obvious improvement of clinical
symptoms, and no procedure—related complications. This case demonstrates that simultaneous bi-valve TEER
is safe, feasible and effective, and may provide evidence for the clinical application of the DragonFly™ system in
combined valvular heart disease.
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Transcatheter edge—to—edge repair
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