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same thoracic access but also employs
a thoracic aortic clamp and application
o f direct antegrade cardioplegia. We
favor a hybrid technique with a combination o f M I C R O and port access
approaches that offer direct control o f
the aortic occlusion.
BENEFITS OF
PORT ACCESS SURGERY

Figure 2A. Healing partial upper sternotomy

Figure 2B. Healing right minithoracotomy
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With improved surgical equipment
and advanced surgical techniques, port
access surgery is likely to be more
common in the future. For example,
Grossi et al. compared the pore access
approach with the traditional sternotomy and concluded chat the pore
access technique for isolated mitral valve
surgery provided patients with significantly improved clinical outcomes in
their immediate perioperative course. 6
This approach has several advantages:
It offers better exposure to the mitral
valve in patients with a small left atrium;
preservation o f sternal integrity; better
control of postoperative thoracic pain;
a significantly shorter hospital stay; a
decreased risk for transfusions due to
less blood loss; early mobilization and
rehabilitation; a notable reduced risk o f
deep sternal infection; and fewer septic
complications. 6·1 0
The pore access technique also offers
an excellent cosmetic result. Although
it is clear, as surgeons our primary focus
must be on providing the patient with
the optimal surgical outcome. 11 It is,
however, important to recognize that as
patients become better informed about
their options, we cannot ignore their
desire for "less invasive" approaches.
The right minithoracocomy used for
mitral valve surgery produces a scar
that almost completely disappears
within the breast fold. 12
While it is minimally invasive, the
right minithoracotomy does have some
potential disadvantages that include
its limitation to isolated mitral valve
surgery, the issue o f successfully deairing the heart because o f limited access
to the ascending aorta/cardiac apex,
31

aortic dissection caused by flow or by
cannula manipulation, increased costs,
and longer cross-damp times during
the initial learning curve.13 To dace, we
have used this approach for mitral valve
repair, left atrial Maze atrial fibrillation
procedure, aerial septa! defect closure,
and to remove a left atrial myxoma wich
good resulcs.
SUMMARY

In order for minimally invasive alternatives to become standard surgical
procedures, they must neither compromise the quality of the procedure nor
increase the operative morbidity and
mortality of the conventional surgery. 9
While the learning curve is steep, it
is clear char the pore access approach
is reproducible and offers significant
advantages over che scandard median
scernotomy and upper hemisternotomy provide excellent recovery from
aortic valve replacement. Boch upper
"]'' hemisternotomy and right minithoracotomy provide excellent cosmetic
results (Figures 2A and 2B). Consistent
ouccomes can be expected in centers
committed to developing chis technique, and we believe this approach
will likely become the new standard for
isolated mitral valve pathology.
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