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ABSTRACT

Background

Although  both  minimally invasive right anterolatera
minithoracotomy and median sternotomy have beed femitral valve
surgery (repair / replacement), the latter appraacttill considered the
standard approach for mitral valve surgery. We kiypsized that mitral
valve surgery, if performed through a right antatetal
minithoracotomy, would not only be better acceptadmetically by
patients, but also make redo surgery through a anesliernotomy easy
and trouble free from re-entry bleeding and lessstquerative
complication with better pulmonary function.

Objectives

The aim of the study was to evaluate and compareepiure and
early postoperative outcome (3 months and 6 magodlstoperatively) of
minimally invasive right anterolateral minithoracoty versus median
sternotomy in mitral valve surgery.

Patients and Methods

Our study was conducted in Armed Forces HospitdMsa(i
Hospital, Kobry Elkoba Hospital & Algalaa Hospitaljiring (2013-2015)
It was a prospective comparative study and afteraml of the ethical
committee on the study protocol and procedure,yspdtients with
Rheumatic mitral valve disease were randomized tiwtoequal groups;
Group “I” 30 patients underwent mitral valve susgénrough standard
median sternotomy. group “lI” 30 patients underwenttral valve
surgery through a minimally invasive right antetetal
minithoracotomy. The mean age for group “I” was848.11.79 SD (with
a range of 29-66 years). The mean age for growa$!43.04 = 12.62 SD

Vil



(with a range from 23-61 years). Standard aortit lacaval cannulation
with antegrade aortic root crystalloid cardioplegias adopted in
group“l”, while femoral (venous, arterial) cannudet with antegrade
aortic root crystalloid cardioplegia was adoptedioup “II”.

Results

There was no statistical difference between the wvoups
preoperatively regarding their age, sex, NYHA clags%, LA
dimension,. There was no operative mortality inhbgtoups but fewer
postoperative complications such as wound infectipost-operative
arrhythmias occurred in both groups. Total hospgtly, ICU stay,
postoperative bleeding, inotropic requirement, Natary support and
blood transfusion were less in group “II” with hlglsignificant statistical
difference(P-value < 0.01), with better cosmetic appearance.

Conclusion

Our study proved that the right anterolateral rhimiicotomy
minimally invasive technique provides more convahiexposure of the
mitral valve, even with a small atrium and offersedter cosmetic lateral
scar which is less prone to keloid formation. Indiidn, minimally
invasive right anterolateral minithoracotomy fortmai valve surgery was
comparable to median sternotomy technique regashiety, with fewer
complications and postoperative pain, less ICU lapsbital stay, faster
postoperative return to work with no movement restm after surgery.
It should be used as an alternative approach foahwvalve surgery.

Key Words
- Minimally invasive right anterolateral minithoracoty

- Mitral valve surgery.

- Median sternotomy.



Fntroduction and Aim of the Work

INTRODUCTION

Approximately 20 million cases of rheumatic fevee aiagnosed
annually in third world countries, with a corresporgly high incidence
of advanced mitral stenosis later in life. A geoagbredisposition to
develop rheumatic heart disease (RHD) appears tmjpatant in certain
countries like India, Egypt, Turke{Haffejee, 1995).

Full median sternotomy has been well established atandard
approach for all types of open heart surgery fonyngears. Although
well established, the full sternotomy incision hbhesen frequently
criticized for its length, post-operative pain gmassible complications
like wound infection and instabilit§fRajesh Thosani et al., 2011).

Less invasive mitral valve operations offer certadvantages,
such as reduce post-operative discomfort and deer@astoperative

recovery timgGrossi et al., 2012).

Interest in minimally invasive cardiac surgery d¢oaés to grow
rapidly. Although conventionally mitral valve surge has been
performed via a full incision through the sternum, variety of
technologies and techniques have enabled minimalhasive mitral
valve surgery (mini-MVS) to be performed througheaor more small
incisions in the thorax with assisted vision ustagneras. In some cases,
robotic surgery may be used for mini-MVS. The golamini-MVS is to
reduce the surgical trauma to the patient (prestyntbreduce pain
scarring, and inflammatory response) while maintgnthe proven

surgical efficacy of the conventional open approddmimally invasive

-7 -



Fntroduction and Aim of the Work

mitral valve surgery is safe, with low perioperatimnorbidity, and low

rates of reoperatiofCheng et al., 2011)

Minimally invasive mitral valve surgery has beeoyen a feasible
alternative to the conventional full sternotomy m@cTh with low
perioperative morbidity and short-term mortalityffdets to minimize
surgical trauma, hasten patient recovery, incrpatient satisfaction, and
reduce cost, without compromise to surgical repairreplacement
techniques, continue to be the rationale for mitiynavasive procedures
(McClure et al., 2009).

Endoscopically assisted minimally invasive mitralwe surgery
relates to mitral valve surgery procedures whicle dsoracoscopic

visualization of the operative field for at leastripof the operation.

Minimally invasive surgical techniques aim at reidigc the
consequences of currently used large incisiond) siscbleeding, pain,
and risk of infection, minimally invasive approadmas become
increasingly acceptable and its effectiveness wsakisfactory clinical
outcome has been demonstrated in large numberatiehps undergoing
mitral valve surgery, the absence of cannulae enfibld gives better
vision and surgical precision. This approach offegier cosmetic results,
reduces the incidence of sternal infection, calses pain, requires less
blood transfusion, hastens the recovery and redbhospital stay. In
COPD patients in whom the risk of sternotomy dedmse is high, the
preservation of the sternum preserves the mechafidseathing, the
sternotomy approach is easier to adopt as mosesnsgare used to
midline approach. There is neither a requirement <gecial

instrumentation nor a struggle for the depth ofdperative field.

. 2.



