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Transcatheter aortic valve implantation
(TAVI), first applied on inoperable pa-
tients with severe aortic valve stenosis
(AS; [1]), has become a treatment op-
tion for patients with even low surgi-
cal risk according to the latest American
College of Cardiology (ACC)/American
Heart Association (AHA) guideline [2].
Device selection for TAVI is based on the
experience of the operator, the hospital’s
systems, and the most suitable option for
the patient. Until recently, however, the
only balloon-expandable system option
wasSAPIEN3(EdwardLifesciences, Inc.,
Irvine, CA,USA), inmany cases superior
to those with surgical valve replacement
and better clinical outcomes than self-
expanding valves in unselected patients
[3].

The Myval transcatheter heart valve
(THV; Meril Life Sciences, Gujarat, In-
dia) is a balloon-expandable valve that
obtained the EuropeanCommunity (CE)
mark following the Myval-1 study [4].
In this study of 30 patients with AS in
the medium–high-risk group, all proce-
dures were successful without paravalvu-
lar leakage (PVL) or the need for a per-
manent pacemaker (PPM) after the pro-

cedure. These data are similar to the
percutaneous arm of the PARTNER-3
trial, but more data are needed.

In our institute, we have been per-
forming TAVI procedures since 2011
and only used balloon-expandable valves
(Edward Lifesciences, USA). In this arti-
cle, we present our first experiences with
of a new type of balloon-expandable
valve (Myval).

Method

Patient population

Overall, 25 consecutive patients who un-
derwent transfemoral TAVI from June
2020 toNovember 2020 were included in
the study. Patient eligibility for TAVIwas
confirmed by a multidisciplinary cardiac
team that included at least two inter-
ventional cardiologists, two cardiotho-
racic surgeons, and an anesthesiologist.
Basic clinical features, procedural data,
laboratory data, echocardiographic data,
and outcome data were collected retro-
spectively. Surgical risk was calculated
according to standard STS and Logistic
EuroSCORE risk estimation tools. The
STS scores of 4%, 4–8%, and >8% were
classified as low, medium, and high risk,
respectively [5]. This study was granted
the approval of the local ethics commit-
tee.

Echocardiographic assessment

Transthoracic echocardiograms of the
population were obtained at baseline,
before discharge, and 3 months after the
procedure, according to the American
Society of Echocardiography guidelines
[6]. SevereASwasdefinedusingechocar-
diography as an aortic valve area (AVA)
of <0.8 cm2 and/or a mean pressure gra-
dient of 40mmHgor peak aortic velocity
≥4m/s. The AVA was calculated using
the continuity equation as the stroke
volume measured in the left ventricular
outflow tract (LVOT) divided by the
aortic velocity–time integral.

Procedure

All TAVI procedures were performed
using Myval THV. For all patients, both
the vascular access and the aortic valve
were evaluated with multislice computed
tomographic angiography of the entire
aorta using vascular window settings
before the procedure. Transfemoral
access was the first choice whenever
possible. All TAVI procedures were per-
formed by six independent healthcare
teams in the same catheter laboratory.
All procedures were performed with
patients under conscious sedation us-
ing a traditional minimalist approach
without transesophageal echocardiogra-
phy. During the procedure, intravenous
heparin was administered so that the ac-
tivated coagulation time was >250s. Ac-
tivated clotting time was measured every
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Fig. 19Design ofMyval
prosthesis. (Reproduced
with permission fromMeril
Life Sciences Pvt. Ltd.)

Fig. 28Navigator THV balloon catheter delivery system.(Reproducedwith permission fromMeril Life Sciences Pvt.Ltd.)

30min. Hemostasis was achieved using
percutaneous closure devices Prostar XL
or Perclose ProGlide 6-Fr suture devices.
After the sheathwas removed, peripheral
angiography was performed to evalu-
ate the access site patency. Following
a successful TAVI procedure, patients
were given dual antiplatelet therapy con-
sisting of 75mg clopidogrel and 100mg
aspirin for 3–6 months. Considering
the risk of bleeding in patients with
atrial fibrillation (AF), personalized an-
ticoagulant and antiplatelet therapy was
administered.

Follow-up

In-hospital death, 30-day and 3-month
all-causemortality, stroke, bleedingcom-
plications, vascular complications, acute
kidney injury, device success, and side
effectswere defined according to the con-
sensus document of the Valve Academic
Research Consortium-2 (VARC-2; [7]).
Death was confirmed through hospital
records and family contacts. Details of

pacemaker implantation and PVL after
TAVI were also collected retrospectively
at the index hospital admission. The
patients underwent echocardiographic
evaluation before the procedures, before
discharge, and months after discharge.

Device evaluation of Myval THV
system

Myval, a newer-generation balloon-ex-
pandable THV system, is designed on
a nickel-cobalt alloy (MP35N) frame—
which enables optimal radial strength
and radiopacity—and decellularized
bovine pericardium tissue, crafted into
a tri-leaflet valve. The valve consists
of a novel hybrid honey-comb scaffold
design. The upper part of the frame
is composed of a single row of tall,
large, and open-cell configuration to
ensure unjailing of the coronary ostia
that preserves coronary flow; the lower
part of the frame is composed of two
short rows of tightly packed, close-cell
hexagonal configuration providing high

radial strength required at the annular
base. This unique pattern of Myval
helps the operator in planning the pre-
cise placement of the valve and ensures
its orthotopic deployment. The lower
closed cells of Myval THV are covered
externally with a sealing cuff, made
of polyethylene terephthalate, to form
an external buffing that minimizes or
eliminates PVL (. Fig. 1). The THVs
were available in different sizes: conven-
tional (20, 23, 26, and 29mm), medium
(21.5, 24.5, and 27.5mm) and extra-large
(30.5 and 32mm; extra-large sizes). All
Myval sizes are compatible with 14-Fr
expandable sheaths. Myval is mounted
over the balloon outside the patient.
The Navigator balloon-expandable THV
delivery system has a unique design
featuring a proximal deep flexion handle
and a distal balloon with two counter-
opposing soft stoppers within that cre-
ate a superficial low-profile crimping
zone and thus a comfortable fit that
prevents any unwary movement of the
Myval THV during crossover through
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Abstract
Background. In the present article, we present
our first experiences with a new type of
balloon-expandable Myval valve (Meril Life
Sciences, Gujarat, India).
Materials and methods. A total of 25
consecutive patients who underwent
transcatheter aortic valve implantation (TAVI)
from June 2020 to November 2020 were
included in the study.
Results. Themean age of the study population
was 83 (75–87) years; 17 (68%) were female,
and 20 (80%) had hypertension. The Society
of Thoracic Surgeons (STS) score of the group
was 5.4%± 3.5%. TAVI was performed via
the transfemoral route on all patients. In 19
(76%) cases, we started the procedure without

predilation. In two (10.5%) cases performed
without predilation, the prosthesis did not
pass the native valve. We had to implant the
valve from the descending aorta in one (4%)
patient. We used Prostar XL (Abbott Vascular,
Santa Clara, CA, USA) for six (24%) patients
and ProGlide (Abbott Vascular) for 19 (76%)
patients for vascular closure. Two (8%) in-
hospital deaths occurred in our study but
there were no deaths in the 30-day and 90-
day follow-up. Vascular complications were
observed in one (4%) patient. None of the
patients in our study had severe paravalvular
leak (PVL), while two (8%) patients had
moderate PVL. A permanent pacemaker (PPM)
was required in two (8%) patients for the

indication of complete atrioventricular block.
The mean hospital stay for the whole group
was 4 (3–7) days.
Conclusion. Based on our experiences, the
new balloon-expandable valve Myval is easy
to use, efficient, and has only a few negligible
drawbacks such as the need for predilation of
the sheath. While shaft flexibility may have
advantages in some situations including in
very tortuous arteries, it may cause some
difficulties in alignment of the valves.

Keywords
Aortic valve disease · Percutaneous inter-
vention · Transcatheter valve implantation ·
Complications · Vascular access

Erste Erfahrungen mit einer neuen ballonexpandierbaren Myval-Transkatheter-Aortenklappe: eine
vorläufige Studie

Zusammenfassung
Hintergrund. Im vorliegenden Beitrag
werden erste Erfahrungen mit einem neuen
Typ ballonexpandierbarer Myval-Klappen
(Fa. Meril Life Sciences, Vapi, Gujarat, Indien)
beschrieben.
Material und Methode. Von Juni bis
November 2020 wurden 25 aufeinan-
derfolgende Patienten in die Studie
einbezogen, bei denen eine Transkatheter-
Aortenklappenimplantationerfolgte.
Ergebnisse. Das Durchschnittsalter der Studi-
enpopulation betrug 83 (75–87) Jahre; davon
17 (68%) Frauen, bei 20 Personen (80%)
bestand eine Hypertonie. Der Score gemäß
Society of Thoracic Surgeons (STS) betrug für
die Gruppe 5,4%± 3,5%. Die Transkatheter-
Aortenklappenimplantationerfolgte bei allen
Patienten über einen transfemoralen Zugang.
In 19 Fällen (76%) wurde die Operation ohne

Prädilatation begonnen. In 2 Fällen (10,5%)
ohne Prädilatation konnte die Prothese die
natürliche Klappe nicht passieren. Daher
musste die Klappe bei einem Patienten (4%)
von der Aorta descendens aus implantiert
werden. Bei 6 Patientenwurde (24%) Prostar
XL (Fa. Abbott Vascular, Santa Clara, CA,
USA) und bei 19 Patienten (76%) ProGlide
(Fa. Abbott Vascular) zum Gefäßverschluss
verwendet. In dieser Studie kam es noch
im Krankenhaus zu 2 Todesfällen (8%), es
traten jedoch keine Todesfälle während
des 30-Tage- und während des 90-Tage-
Follow-up auf. Gefäßkomplikationen gab
es bei einem Patienten (4%). Keiner der
Patienten in dieser Studie wies ein schweres
paravalvuläres Leck (PVL) auf, bei 2 Patienten
(8%) lag ein mittelgradiges PVL vor. Einen
permanenten Schrittmacher benötigten

2 Patienten (8%) für die Indikation eines
kompletten atrioventrikulären Blocks. Die
mittlere Krankenhausverweildauer in der
Gesamtgruppe betrug 4 (3–7) Tage.
Schlussfolgerung. Den Erfahrungen der Auto-
ren zufolge ist die neue ballonexpandierbare
Klappe Myval einfach zu verwenden, wirksam
und hat nur wenige, vernachlässigbare Nach-
teile wie die Notwendigkeit der Prädilatation
der Hülle. Zwar mag die Flexibilität des Schafts
Vorteile in einigen Situationen, einschließlich
stark geschlängelter Arterien, haben, doch
kann dies auch Schwierigkeiten in der
Ausrichtung der Klappenmit sich bringen.

Schlüsselwörter
Aortenklappenerkrankung · Perkutane Inter-
vention · Transkatheter-Klappenimplantation ·
Komplikationen · Gefäßzugang

the sheath or thereafter (. Fig. 2). The
delivery system allows for flexion of
the distal catheter system that ensures
trauma-free negotiation across the aortic
arch and minimizes or eliminates risk
of a periprocedural stroke during arch
navigation.

Statistical analysis

Data were analyzed using SPSS ver-
sion 22.0 (SPSS Inc. Chicago, IL, USA).

All data are presented asmean± standard
deviation (SD) for parametric variables,
median (interquartile range) for non-
parametric variables, and percentages
for categorical variables. Continuous
variables were checked for normal dis-
tribution assumptions using the Kol-
mogorov–Smirnov test. Categorical
variables are presented as frequencies
and percentages and were compared
using Pearson, Fisher’s exact, and chi-
square tests. One-way repeated mea-

sures ANOVA was used for normally
distributed continuous variables, and the
Friedman test was used for nonparamet-
ric variables. Two-tailed p values <0.05
were considered statistically significant.

Results

The laboratory and clinical characteris-
tics of the patients are shown in. Table 1.
Themeanageofthewholepopulationwas
83 years (75–87), 17 (68%) were female,
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Table 1 Baseline clinical characteristics of
patients
Parameters All patients

(n= 25)

Age (years) 83 (75–87)

Female gender (%) 17 (68)

Diabetes, n (%) 6 (24)

Hypertension, n (%) 20 (80)

Dyslipidemia,n (%) 15 (60)

Smoking, n (%) 4 (16)

Coronary artery disease, n (%) 10 (40)

Previous MI, n (%) 9 (36)

Previous PCI, n (%) 4 (16)

Previous CABG, n (%) 6 (24)

Previous stroke, n (%) 4 (16)

Carotid stenosis, n (%) 2 (8)

Moderate-to-severe COPD, n
(%)

8 (32)

NYHA, n (%) 25 (100)

1 1 (4)

2 9 (36)

3 10 (40)

4 1 (20)

Pulmonary edema 3 (12)

AF, n (%) 12 (48)

Preprocedural RBBB, n (%) 4 (16)

Preprocedural LBBB, n (%) 0 (0)

STS score % 5.4± 3.5

Logistic EuroSCORE % 20.8± 12.8

BMI 29.1± 4.3

Chronic kidney disease, n (%) 2(8)

Renal replacement therapy, n
(%)

2(8)

Serum glucose 107± 27

Creatinine (mg/dl) 0.99
(0.78–1.25)

GFR ml/min/1.73m2 56± 24

Hemoglobin (mg/dl) 11.5
(10.5–13.4)

Hematocrit 38 (31–41)

WBC 7.6± 4.2

Neutrophil 5.9± 3.1

Lymphocyte 2± 1.1

Platelet 233± 64

Total protein 6.8± 4.7

Albumin 3.6± 2.9

Uric acid 6.8± 2

C-reactive protein 4 (3.35–7)

LDL-C 137± 49

HDL-C 45± 11.4

TG 160± 66

Total cholesterol 205± 65

HS-Troponin I 21 (14–52)

Bicuspid, n (%) 0

Table 1 (Continued)
Parameters All patients

(n= 25)

AS classification,n (%)
HG-AS 20 (80)

Paradoxical LFLG-AS 5 (20)

LVEF (%) 52
(48.5–53.5)

LVEDD (mm) 49± 10.2

LVESD (mm) 32.4± 7.1

LA (mm) 43 (41–49)

Aortic velocity (cm/s) 436± 46

Aortic max gradient (mmHg) 77± 17

Aortic mean gradient (mmHg) 45.8± 9

AVA (cm2) 0.608± 0.17

sPAP (mmHg) 38± 12

Mitral regurgitationmoderate-
to-severe, n (%)

7 (28)

Aortic valve calcium score 3578± 1478

AF atrial fibrillation, AS aortic stenosis, AVA aor-
tic valve area, BMI body mass index, BSA body
surface area, CABG coronary artery bypass
grafting, COPD chronic obstructive pulmonary
disease, HG-AS high-gradient aortic stenosis,
HGB hemoglobin, HDL-c high-density lipopro-
tein cholesterol, LBBB left bundle branch block,
LDL-c low-density lipoprotein cholesterol, LFLG,
low flow low gradient, LV left ventricle, LVEF left
ventricular ejection fraction, LVEDD left ventri-
cle end-diastolic diameter, LVESD left ventricle
end systolic diameter,MImyocardial infarction,
RBBB right bundle branch block, sPAP systolic
pulmonary artery pressure,WBC white blood
cell

and 20 (80%) were hypertensive. All pa-
tients were symptomatic, with 15 (60%)
in class III–IV and 10 (40%) in class I–II,
according to New York Heart Associa-
tion (NYHA) functional class. Among
the study patients, six (24%) were dia-
betic, ten (40%) had a known history of
coronary artery disease, two (8%) had
a known history of carotid stenosis, and
six (24%) had a previous history of coro-
nary artery bypass grafting. The mean
STS score of the group was 5.4%± 3.5%.
Before the TAVI procedure, 12 (48%)
patients had a diagnosis of permanent
(AF), four (16%) patients had a previ-
ous stroke, and two (4%) patients were
receiving renal replacement therapy. Ini-
tial echocardiographic parameters were
mean AVA 0.608± 0.17cm2, mean aortic
valve gradient was 45.8± 9mm Hg, and
there were seven cases of (28%) mod-
erate-to-severe mitral regurgitation with

Table 2 Procedural details

Access site, n (%)

Transaxillary –

Transfemoral 25 (100)

Cut-down –

– Prostar XL 6 (24)

– ProGlide 19 (76)

Valve size (mm), n (%)

23 11 (44)

26 13 (52)

29 1 (4)

Valve-in-valve, n (%) –

Pre-dilation, n (%) 6 (24)

Post-dilation, n (%) 2 (8)

Direct-implantation, n (%) 19 (76)

BAV not necessary, n (%) 17 (89.5)

BAV necessary, n (%) 2 (10.5)

Device success, n (%) 23 (92)

BAV balloon aortic valvuloplasty

severe AS. In addition, five (20%) pa-
tients were diagnosed with paradoxical
low-flow low-gradient AS according to
the previously mentioned criteria.

Procedural outcomes

Procedural details are described in
. Table 2. The TAVI procedure was
performed via the transfemoral route
for all patients. We used Prostar XL
for six (24%) patients and ProGlide for
19 (76%) patients for vascular closure.
Procedural complications and outcomes
are described in . Table 3. Two (8%) in-
hospital deaths occurred in our study
but no deaths in 30 days and 90 days.
Vascular complications were observed
in one (4%) patient. None of the patients
in our study had severe PVL, and two
(8%) patients had moderate PVL; PPM
was required in two (8%) patients, and
the indications were complete AV block.
We saw the valve moving back inside the
sheath in three cases (12%) and there was
ectopic valve deployment in one patient
(4%). Themeanhospital stay in thewhole
group was 4 days (3–7). Comparison
of baseline and post-TAVI echocardio-
graphic parameters of the patients are
described in . Table 4. It was observed
that the improvement in LVEF contin-
ued at the 30-day and 90-day follow-
up. After TAVI, all echocardiographic
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Table 3 Procedure-related complications
and outcomes

Complications and
Outcomes

All Patients
= 25

Pacemaker, n (%) 2 (8)

Coronary obstruction, n (%) 1 (4)

Stroke, n (%) 0 (0)

Tamponade, n (%) 0 (0)

Device embolization,n (%) 0 (0)

Acute renal failure, n (%)

– Stage 1 3 (12)

– Stage 3 1 (4)

Ectopic valve deployment,n
(%)

1 (4)

Major bleeding, n (%) 0 (0)

Blood transfusion, n (%) 5 (20)

Major vascular complications,n
(%)

1 (4)

Annular rupture, n (%) 0 (0)

Time to discharge (days) 4 (3-7)

In-hospital mortality,n (%) 2 (8)

30-day mortality,n (%) 2 (8)

90-day mortality,n (%) 2 (8)

30-day NYHA, n (%)
– 1 5 (20)

– 2 13 (52)

– 3 4 (16)

90-day NYHA, n (%)
– 1 4 (16)

– 2 16 (64)

– 3 2 (8)

Post-TAVI creatinine (mg/dl) 1.38± 0.86

Post-TAVI GFR (ml/min) 53± 26

Post-TAVI hemoglobin (mg/dl) 9.9
(8.6–11.8)

Post-TAVI hematocrit (%) 30.3± 5.6

Post-TAVI HS troponin I 566
(370–1089)

Aortic regurgitation, n (%)

– None 20 (80)

– Mild 2 (8)

– Moderate 2 (8)

– Severe 0 (0)

NYHA New York heart association, TAVI tran-
scatheter aortic valve implantation

parameters improved significantly, and
the mean gradient decreased to 9mmHg
(8–11). In addition, a statistically signif-
icant increase in left ventricular ejection
fraction (LVEF) was observed.

Table 4 Comparison of baseline andpost-TAVIechocardiographic parameters
Parameters Baseline Discharge At 3months

(missing data 2a)
p Post hoc

test

LVEF (%) 52 (48.5–53.5) 55 (51.5–57) 57 (53–59.5) 0.001 1–3

Aortic mean gradient
(mmHg)

45 (40–51.5) 11 (8–13) 9 (8–11) <0.001 1–2;1–3

Aortic max. gradient
(mmHg)

74 (65.5–89.5) 18 (14.5–24.5) 18 (15.5–21) <0.001 1–2;1–3

LVEF left ventricular ejection fraction
aBecause of the COVID--19 pandemic, patients avoided coming to hospital

Discussion

Transcatheter aortic valve implantation
evolvedintoatreatmentmodalityonly for
patients with severe AS and a moderate
or high risk of cardiac-surgical mortal-
ity and/or morbidity. However, after the
results of recent clinical trials with low-
risk patients demonstrating that TAVI is
at least as effective as surgery for low-risk
patients, therecentACC/AHAguidelines
have recommended TAVI for such pa-
tients [2, 3, 8].

Two in-hospital deaths occurred in
our study. One patient died during the
procedure due to LMCA obstruction de-
spite successful revascularization percu-
taneously. Another patient died due to
acute tubular necrosis on the third post-
operative day. No periprocedural death
was observed in the Myval 1 study, but
two (6.7%) patients died at the 6-month
follow-up. One of the patients died of
acute renal failure, while the other died
due to sepsis [4].

Compared to early TAVI studies [9],
cumulative bleeding and vascular com-
plication rates in TAVI have decreased in
more recent reports [10] with the avail-
ability of lower-profile delivery systems,
but these remain a common complica-
tion of TAVI. These complications lead
to a worse prognosis and a longer hos-
pital stay. A previous registry indicated
that patients treatedwith Prostar XLwith
ProGlide at TAVI found higher closure
device success rates and lower bleed-
ing complications in the ProGlide cohort
[11]. In our study, we used Prostar XL for
six patients and ProGlide for 19 patients.
Novascular complicationswereobserved
in the ProGlide group, but there was pro-
cedural failure with one patient in the
Prostar XL group. In this patient, bleed-

ing control was achieved after 15min of
occlusion by peripheral balloon.

Previous studies have shown that PVL
is associated with a poor prognosis after
TAVI [12, 13]. None of the patients in
our study had severe PVL, and two pa-
tients had moderate PVL. Although the
polyethylene terephthalate fabric skirt
structure of Myval THV decreased the
rate of PVL, our PVL rates were higher
than those in other studies [14–16].
These findings may be related to the
small number of patients in our study.

In our study, the need for PPM im-
plantation was similar to the data in the
literature for SAPIEN 3, between 7% and
17% [14]. A PPM was required for two
patients, and the indications were com-
plete AV block. We implanted a PPM in
both of our patients before leaving the
hospital.

The structure of the Myval valve
(. Fig. 1) is similar to the SAPIEN 3, but
with some differences. The THVs were
available in different sizes: conventional
(20, 23, 26, and 29mm), medium (21.5,
24.5, and 27.5mm) and extra-large (30.5
and 32mm; extra-large sizes) [17]. All
Myval sizes are compatible with 14-Fr
expandable sheaths, which are smaller
than the SAPIEN-XT or SAPIEN-3 inlet
system. Another difference is that Myval
is folded before introducing the valve
through the sheath, whereas the Edwards
valve is folded in the descending thoracic
aorta. That would be a disadvantage for
Myval, since we saw the valve moving
back inside the sheath (. Fig. 3a) in three
cases with especially limited peripheral
artery diameters and using large valve
sizes. Thus, we have routinely predilated
the sheathwith 18-F dilators that enabled
the valves to advance more smoothly.

According to a recently published ar-
ticle, Myval could be retrievable in some
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Fig. 38 aThevalvehasslippedbackwardfromtheballoon(arrow). bThevalve iscompletelydetached
from the balloon and remains in the sheath (arrow).cAfter getting the sheath back completely, the
valve can be removedby cutting the sheath.White arrows indicate the valve tucked into the sheath

cases through the sheath if the valve is
not implanted [17]. We had to retrieve
the valve in three cases. We successfully
retrieved the valve in one case. In other
case, while removing the valve, it was
completely detached from the balloon
and remained in the sheath (. Fig. 3b).
After retrieving the sheathcompletely, we
were able to remove the valve by cutting
the sheath (. Fig. 3c), After removing the
valve, we implanted the same valve again.
In other case, however, while retrieving
the valve, the distal part of the sheath that
cannot be seen clearly on X-ray stripped
the valve from the balloon (Video 1). The
valve was then implanted into the de-
scending aorta. Following this, another
valve was implanted successfully.

The delivery shaft of the Myval is rel-
atively smooth compared to the Edwards
valve and it may cause some difficulties
duringtheannularalignmentof thevalve.
In our experience, we could easily rotate
the delivery shaft of the Edwards valve
clockwise and anticlockwise in order to
align the valve perpendicularly to the an-
nular line. However, this is not the case
for Myval due to the flexibility of the
shaft.

We used the Myval successfully in
25cases. While there isnodirect compar-

ison with the Edwards valve, according
to previous experiences with Edwards in
our hospital, we had similar rates of mor-
tality, PPM need, and PVL with Myval.

Limitations

The limited number of patients is thema-
jor limitationofour study. Moreover,, the
follow-up was short and thus the long-
term efficacy of Myval should be evalu-
ated in studies with longer follow-up.

Conclusion

Based on our experiences, a new type
of balloon-expandable valve is easy to
use, efficient, and has only a few neg-
ligible drawbacks such as the need for
predilation of the sheath.. While shaft
flexibility may have advantages in some
situations including very tortuous ar-
teries, it may cause difficulties in the
alignment of the valves. Finally, even
if the valve is theoretically retractable,
more attention should be paid to the
distal part of the expandable sheath
that is not easily recognizable on X-ray
images.
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