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 Good RV 
 TV z-score ＞ - 2.5

 TV/MV ratio ≥ 0.75

 Tripartite

 Intermediate RV
 TV z-score - 2.5 ~ - 5.0

 TV/MV ratio 0.50 ~ 0.75

 Bipartite RV : apical trabecular component is 
absent or attenuated

 Severely diminutive RV
 TV z-score ＜ - 5.0

 TV/MV ratio ＜ 0.5

 Unipartite RV : only the inlet component





 Perforation by guide wire in 20, by radiofrequency in 19

 2 death due to infundibular perforation, 1 PE, 3 AF, 3 NEC

 21 neonatal surgery:12 BTS, 8 RVOT patch+BTS, 1 RVOT patch 
after transcatheter intervention; 4 post-surgical death

 2 more RVOT patch after neonatal period

















 143 PA IVS

 45 good RV : RFV only

 61 severely diminutive RV : PDA stent only

 37 intermediate RV



Experience of PA IVS in 
PNUH/PNUCH

이형두 박지애 조민정 성시찬 김시호 김형태



Patients and Method
 22 patient with PA IVS have been treated 

between Jan. 2004 and Mar. 2011.

 We tried transcatheter guidewire perforation and 
staged balloon pulmonary valvotomy in 19 
patients but successful in 14 cases.

 As an initial procedure, we performed BT shunt 
in 2 patients and central shunt/atrial septectomy
in one infant, who had marked hypoplasia of TV 
and RV±RV-coronary connection.



Results
 F/U 5 ~ 68 mon (median 28)

 Initial TV z value 
 Valvotomy only(n=4) : 0.00~0.24(m 0.12)

 Valvotomy + stent(n=9) : -2.36~1.26(m -0.58)

 Valvotomy + BT shunt(n=1) : -1.05

 Residual RVOT gradient on F/U 
 Valvotomy only(n=4) : 7.3~17.6

 Valvotomy + stent(n=9) : 10~48 (med 13.7)

 Valvotomy + BT shunt(n=1) : 19 mmHg

 Fate of stent
 3 ductal stent closed spontaneously : confirmed patency at 

22, 11, 8 months after stenting

 Others patent at 5~68 months(median 43) after implantation
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Changes of TV z value
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Results : Complications

 Transfusion in 2 cases

 Femoral arterial thrombosis in 3 patients 
which were resolved completely with 
systemic/local urokinase infusion.

 Stent migration to main pulmonary artery in No 
4 patient, positioned at infrarenal segment of 
IVC.

 IVC perforation occurred during balloon 
valvotomy in a neonate, healed with manual 
compression. 



Conclusion
 Transcatheter balloon valvotomy with or 
without ductal stenting is an attractive 
alternative to surgical treatment esp in 
relatively good RV. 

 Although balloon pulmonary valvotomy
may not prevent surgery, delaying surgical 
intervention, esp CPB, past the first month 
maybe beneficial.



Are you a surgeon?
I am a interventional 

cardiologist!  



My Choice
for 2wks old neonates with PA IVS born at 

full term with 2.8kg of birth weight
tripartite RV with hypertrophy

TV z value of -2.0

Transcatheter valvotomy
+/- PDA Stent


