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In patients with Tetralogy of Fallot, one of the surgical
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Figure 2: Parasternal short axis view with color compare image on the
right side. A) Aoritic valve is in the middle and black arrow is pointing
Figure 1: Illustration of operative technique with monocusp
and transanular patch. PA: Pulmonary Artery, TV: Tricuspid
Valve, RV: Right ventricle

on the monocusp valve. Colour image is showing grade 1 out of 4
monocusp regurgitation. B) Aortic valve is in the middle and black arrow
is pointing on the place where monocusp valve is supposed to be. Color
image is showing Grade 4 out of 4 monocusp regurgitation.

Tetralogy of Fallot patients with inserted monocusp (n=15, 3,5±2
years) had an echocardiogram and CMR within one week of each
other. On echocardiogram, the monocusp regurgitation was
measured using parasternal and subcostal short axis views with a
color Doppler. The regurgitation was graded on a scale of zero to
four (0=none, 1=mild, 2=mild to moderate, 3=moderate to severe,
4= severe), depending on the width of the regurgitation jet in the
outflow tract in diastole. On cardiac magnetic resonance,
monocusp regurgitation fraction (RF) was graded as mild
(RF<20%), moderate (RF=20–40%), and severe (RF>40%). Interobserver variability of the echocardiographic data was calculated.

This study suggests that width of the regurgitation jet in the outflow
tract may make a modest contribution to the assessment of
monocusp regurgitation in patients with repaired tetralogy of Fallot
as compared with CMR.

