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We present outcomes from 3 patients who underwent
minimally invasive tricuspid valve repair in redo setting.

METHODS

With regular endotracheal intubation, these patients are placed
in  supine position. Anterolateral thoracotomy is done.

Ventilation

Figure depicts the mean length of hospital and ICU stay, and ventilation time for the 3
patients who underwent minimally invasive tricuspid valve repair in redo setting. Error bars
are SD.

LOHS

Table represents the post-operative outcomes for the 3 patients who underwent minimally
invasive tricuspid valve repair in redo setting.

Characteristics Patientl Patient2 Patient3 Frequency (%)

minimally invasive manner without jeopardizing the coronary
conduits or causing dysfunction or risking strokes due to cross
clamping of the aorta.

Intuitively, the recovery is quick, complications are few, however
the lack of a control group precludes a head-to-head
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