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Introduction

The Myval THV is a new balloon expandable valve which 
has obtained the European Community (CE) mark following the 
Myval-1 study (1). In this study, 30 patients with severe aortic 
stenosis (AS) in the medium to high risk group were treated by 
Myval without major complications such as mortality, paravalvu-
lar leakage (PVL), or the need for permanent pacemakers (PPM). 
These data are similar to the percutaneous arm of the PART-
NER-3 trial (2). 

At the beginning of the transcatheter aortic valve implanta-
tion (TAVI) procedure, predilatation was commonly recommend-
ed and applied before the implantation of valve. After gaining 
experience and improvement in valve designs, many operators 
prefer not to predilate and implant the valve directly; however, 
there are still no well-defined criteria regarding which valve 
should be predilatated. We generally consider the degree of cal-
cification, valve area, and mean gradient as important factors 
to decide whether predilatation is necessary or not. In addition, 
many studies and personal experiences approve direct TAVI to 
be as effective and safe as routine TAVI procedures with pre-
dilatation (3). 

Case Report

An 80-year-old male patient was admitted to our hospital with 
severe shortness of breath and pulmonary edema. The patient’s 
past medical history included type 2 diabetes mellitus, hyper-
tension, permanent pacemaker implantation, and dyslipidemia. 
Echocardiographic examination revealed a maximum gradient of 
68 mm Hg and an average of 40 mm Hg, and the aortic valve area 
was calculated as 0.8 cm2. The decision of the heart team was 
to treat this patient with TAVI.

Based on tomographic assessment, the valve was not se-
verely calcified even though mean gradient was high, and the 
26-mm Myval was chosen for treatment according to measure-
ment of the area. Right femoral artery was chosen for operation 
and 26-mm Myval implantation was planned without predilata-
tion. During advancing the valve through sheath, we faced sig-
nificant friction and noticed that the valve moved back and de-

centralized slightly over the balloon (Fig. 1a). We sent the valve 
to the aortic root, but the prosthesis valve could not cross the 
aortic valve despite many attempts. As we pulled the unimplant-
ed valve back through the sheath gently, it was dislodged from 
the balloon (Video 1). After a careful evaluation, we noticed that 
the prosthesis did not enter the sheath because distal part of 
the sheath was not clearly seen on x-ray and blocked the valve 
entrance and removed the valve from the balloon even though 
we did not apply huge pressure. 

We tried to send the balloon through the valve but failed 
(Video 2). Hence, a long sheath was placed in the right brachial 
artery, and a hydrophilic wire was sent through the valve de-
livery shaft. The snare was advanced through the long sheath, 
and the wire was captured (Fig. 1b). We sent a 7 ×100 mm size 
peripheral balloon through the long sheath to dilate the valve at 
least partially (Fig. 1c) to allow the original balloon to cross the 
valve and implant it. After dilatation with the peripheral balloon, 
we could only partially cross the valve with the original balloon 
and dilate the valve. Further dilatation could only be done with 
CODA balloon catheter (Cook Incorporated, Bloomington, IN, 
United States) (Fig. 1d) after removing the delivery and Myval 
balloon. The second valve was then implanted successfully after 
predilation (Video 3).

Discussion

Operators generally tend to avoid predilation of native aortic 
valve because of potential complications and with the aim of de-

Figure 1. (a) The valve slipped backwards from the balloon. (b) Capturing 
the hydrophilic wire (white arrows) sent from the valve shaft with a macro 
snare (black arrow). (c) Partial dilation of the prosthesis with a 7 × 100 mm 
peripheral balloon (arrow). (d) Implantation of the valve to the descending 
aorta with a Coda balloon (arrow)
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creasing the length of procedure. However, significant problems 
may arise if the prosthesis valve cannot cross the aortic valve, 
especially if retrieval valves are used. In such situations, a fea-
sible solution is to predilate the valve using different arteries, 
rather than the one where TAVI valve is placed. In other situa-
tions, like in our patient, getting the valve back inside the sheath 
and removal of the valve with the sheath would be another op-
tion (4). 

The main reason why we did not predilate the valve was 
the lack of severe calcification. Furthermore, taking our previ-
ous experiences into account, Myval could cross easily and we 
rarely used predilatation until that time. In addition, we pulled 
the valves back in two different patients who were heavily calci-
fied and not predilated. In one patient, the valve came back eas-
ily without removing the sheath from the artery; however, in the 
other patient, we had to remove the sheath because valve got 
stuck inside the sheath.

There could be a number of reasons why this complica-
tion occurred. First, Myval is mounted over the balloon outside 
the patient. When introducing the mounted valve through the 
sheath, there is a possibility of valve movement. In our patient, 
we saw it but paid no attention. That complication could have 
been averted if we had not advanced the valve when we saw the 
movement of the valve inside the sheath. In such situations, our 
current approach is to pull the valve back and mount it again. We 
also routinely predilate the sheath with 18 F dilatation before in-
troducing the valve, and it results in significant decrease in fric-
tion; and no backward movement of valve has been detected till 
this time. Second, predilatation should be carefully considered, 
especially if non-retrievable valves are used. Finally, the distal 
part of the sheath should be more recognizable. 

Conclusion

We believe that the main reason for this complication could 
be attributable to the unintentional movement of the valve during 
its advancement in the sheath. It can be avoided by routinely 
predilatating the sheath before introducing the valve.

Informed consent: Written informed consent to publication was ob-
tained from the patient.

Video 1. Stripping of the valve from the balloon by attaching the 
sheath to its distal end during valve retrieval

Video 2. Trying to load the balloon by resting the prosthetic cover 
on the native cover

Video 3. Aortographic appearance of both valves after successful 
implantation
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