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Introduction: to evaluate the safety and feasibility of PPVI in a non-stenotic conduit-free RVOT.  
 
Methods: patients with important pulmonary regurgitation (PR>¾) requiring revalvulation were 
screened with echo and/or magnetic resonance (landing zone <22 mm). Balloon-interrogation at low-
pressure was performed using a flexible, non-compliant, mildly oversized balloon to delineate the 
potential zone of retention (careful observation for indentation of the balloon during submaximal 
inflation and deflation). Simultaneous coronary angiography was performed to exclude coronary 
compression. Pre-stenting was performed with a bare open cell stent (Andrastent XXL, Andramed, 
GE) to provide sufficient anchoring at the retention zone. Valve implantation was postponed for about 
2 months to allow endothelial tissue ingrowth to fix the stent. Care was taken at the redo 
catheterization to cross the stent through the central lumen opening, by using a balloon-catheter.  
 
Results: an acceptable landing zone was defined with balloon interrogation in 19 patients: after repair 
Fallot in 18 (infundibular resection or patch 4, transannular patch 14), and 1pt after neonatal balloon 
dilation of PS. Age 11.8±4.2years (6.5 – 20.8); weight 42.9±19.1kg (21-88). No coronary artery was at 
risk for compression. An Andrastent XXL (typically 39-43mm,mean 41,range 30-57mm) was implanted 
using a BIB (typically 24mm, mean 23.1±1.7mm(18 – 24mm). The only 30mm short stent dislocated 
and was removed surgically. In 14 patients, PPVI was performed successfully 2 months later (Melody 
13(Medtronic,USA), Sapien 1(Edwards,USA)); 4pts are awaiting revalvulation. Typically the bare stent 
was expanded up to 24mm; in these patients the Melody valve was implanted with a 22mm Ensemble 
system. Echo evaluation day after PPVI showed a residual gradient of <10mmHg in all, with none or 
trivial PR; RV dilation regressed significantly. Complications: 1 bare stent embolised to RV (cf above); 
1 stent required additional flaring at PA bifurcation before PPVI; 2 Andrastents crumbled at re-entry 
during PPVI and required additional prestenting. 
  
Conclusions: Percutaneous pulmonary valve implantation is safe and feasible in selected patients. 
Creating an adequate “landing zone” by pre-stenting makes the procedure safe and predictable. It 
needs to be determined whether this “window of opportunity” for “early” PPVI is beneficial in the long 
term management of these patients.  
 


