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ABBREVIATIONS 

BMI, body mass index  

BP, blood pressure  

CI, confidence interval 

ECG, electrocardiogram  

EF, ejection fraction  

EPS, electrophysiological study 

HR, hazard ratio 

ICD, implantable cardioverter-defibrillator  

LV, left ventricle 

MRI, magnetic resonance imaging 

NYHA, New York Heart Association 

PVR, pulmonary valve replacement  

RER, respiratory ex-change ratio  

RV, right ventricle 

RVOT, right ventricular outflow tract  

SCD, sudden cardiac death  

SD, standard deviation 

SMD, standardized mean difference  

TOF, tetralogy of Fallot 

VE, ventilation  

VE/VCO2, ventilatory response to carbon dioxide production  

VO2, oxygen consumption  

VPB, ventricular premature beats 

VT, ventricular tachycardia  
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I. DESCRIPTION OF THE DISEASE 

Tetralogy of Fallot (TOF) is the most common cyanotic congenital heart disease, 

with an incidence of 356 per million live births1. It is characterized by an anterior and 

cephalad displacement of the infundibular septum, which creates right ventricular 

outflow tract (RVOT) obstruction leaving underneath a ventricular septal defect and an 

overriding aorta, with a secondary right ventricular (RV) hypertrophy (Figure 1).

 

Varying levels of severity and a morphological spectrum exist. The most 

extreme form is pulmonary atresia with ventricular septal defect, which will not be 

discussed in this Thesis. Associated lesions include atrial septal defect (35%)2, right 

aortic arch with mirror image branching (20-25%)2, anomalous coronary artery (5-7%)3, 

and complete atrioventricular septal defect (rare, usually in association with Down 

 

Figure 1: Characteristics of a heart with 
tetralogy of Fallot 
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syndrome). Approximately 20% of patients with TOF have a deletion of chromosome 

22q114. 

 

A Danish anatomist and Bishop Niels Stenson first described this congenital 

cardiac anomaly in 1671. He reported his pathologic findings in a fetus with multiple 

abnormalities, including cardiac features we would now recognize as TOF.  One 

hundred years later, Eduard Sandifort, an anatomist at the University of Leiden, 

published the first clinical–anatomical correlate of this condition when he described the 

life and subsequent autopsy findings of a 12-year-old boy. In 1846 a British physician 

Thomas Peacock reported several cases; but it was not until 1888 that the French 

physician Etienne-Louis Fallot diagnosed it in patients and coined the term tetralogy4, 5. 

 

II. SURGICAL REPAIR 

 

Since the first successful repair using a heart and lung machine was performed 

by Kirklin at the Mayo Clinic in 1955 numerous contributions have been made, leading 

to excellent early survival and an increasing population of TOF repair survivors6. The 

complete repair involves: closure of the VSD with a patch and relieve of the RVOT 

obstruction with or without a transannular patch, see Figure 2. Currently, it is typically 

repaired in infancy with low risk and outstanding long-term results7-9. 

 

Severe pulmonary regurgitation is common in patients with repaired TOF, 

especially in those repaired with transannular patch. The resultant chronic RV volume 

overload leads to RV dilatation, biventricular dysfunction, heart failure symptoms, 
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arrhythmias and ultimately death10-12. It has been suggested that pulmonary 

regurgitation also plays a role in the development of left ventricular (LV) dysfunction 

due to adverse ventricular-ventricular interactions13-17.  

 

Even though valve-sparing procedures are being used more frequently in the last 

few years18-20, long-term outcomes with this procedure are far to be known. Regardless, 

the number of patients with repaired TOF requiring intervention due to pulmonary valve 

regurgitation remains high nowadays. These are usually young patients, on their 20s or 

30s, with a normal full life despite moderate or severe pulmonary regurgitation and a 

chronic decreased exercise capacity. Decision making at this point in life is difficult, 

especially as long-term outcomes including recovery of ventricular function and 

functional class, risk of arrhythmias, need of reintervention and survival after 

pulmonary valve replacement (PVR) are unknown.  

 

Figure 2: Complete repair of a heart with tetralogy of Fallot. On the left, patch closure 
of the VSD. On the right, transannular patch to relieve RVOT obstruction 
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I. RATIONALE FOR THIS RESEARCH 

 

Unfortunately, most patients with repaired tetralogy of Fallot do require 

pulmonary valve replacement (PVR), and usually occurs at a pivotal stage in their 

disease process. Timing for surgical referral continues to be challenging in clinical 

practice as excessive delay (watchful waiting) may impact recovery of aerobic capacity 

and ventricular function and may increase the risk of ventricular arrhythmia and death; 

and excessive expedition may precipitate the need of re-intervention in this young 

population. 

 

1.- Indications for Pulmonary Valve Replacement 

 

Current indications for cardiac surgery in patients with repaired TOF were 

published in the ACC/AHA Guidelines for adults with congenital heart diseases 

(2008)21 and the ESC Guidelines for the management of grown-up congenital heart 

disease (2010)22. In essence, both documents support the following recommendations:   

 

Class I 

• PVR is indicated for severe pulmonary valve regurgitation and presence of 

symptoms or decreased exercise tolerance  

 

Class IIa 

• PVR is reasonable for asymptomatic patients with severe pulmonary valve 

regurgitation and any of the following: 
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o Moderate to severe RV dysfunction  

o Moderate to severe RV enlargement  

o Symptomatic or sustained atrial and/or ventricular arrhythmias  

o Moderate or severe tricuspid regurgitation  

 

• Surgery is reasonable for residual RVOT obstruction (valvular or 

subvalvular) and any of the following: 

o Peak instantaneous echocardiography gradient greater than 50 mmHg  

o RV/LV pressure ratio greater than 0.7 

o Progressive and/or severe dilatation of the RV with dysfunction 

o Residual ventricular septal defect with a left-to-right shunt greater 

than 1.5:1 

o Severe aortic regurgitation with associated symptoms or more than 

mild LV dysfunction 

o A combination of multiple residual lesions leading to RV 

enlargement or dysfunction 

 

Other aspects not included in these guidelines have been mentioned by some 

groups as potential indications for intervention. QRS length (≥ 180 ms)23-25 and/or 

progressive prolongation of the QRS (≥ 3.5 ms/year)26-28 have been linked to long-term 

high risk of adverse event, including death due to any cause, reoperation for recurrent 

pulmonary regurgitation, symptomatic heart failure and ventricular arrhythmias25. 

 

The above mentioned indications are based on clinical features, 

electrocardiographic and echocardiographic characteristics. Most recently, cardiac 
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magnetic resonance imaging (MRI) has emerged as the promising gold standard 

technique to measure biventricular dimensions and function27, 29. Specifically, an RV 

end-diastolic volume index ≥ 160 mL/m2, RV end-systolic volume index ≥ 70 mL/m2, 

LV end-diastolic volume index ≤ 65 mL/m2 and RVEF ≤ 45% have been proposed by 

Geva et al30 as thresholds leading to surgery in patients with repaired TOF and moderate 

or severe pulmonary regurgitation, although the same group in later publications27 and 

other groups28, 31-34 have differed slightly. 

Currently, the advent and utilization of new echocardiographic techniques based 

on myocardial deformation (strain and strain rate) may facilitate decision-making 

process in these patients. These would be of special value as a bedside diagnostic tool 

and particularly for patients with devices implanted precluding magnetic resonance 

imaging (MRI). These novel echocardiographic techniques have been used to assess 

ventricular dysfunction and biventricular interaction late after TOF repair15, 17, 35, 36. If 

found to provide an accurate measurement of ventricular function, deformation imaging 

could be used as an alternative diagnostic tool in patients with repaired TOF both before 

and after PVR. This would offer a quantitative ventricular function assessment to all 

patients irrespective of their clinical status or presence of implanted devices. However, 

there are scanty data and no consensus on the role of these new echocardiographic 

techniques to guide surgical referral in TOF patients. In addition, biventricular response 

after PVR has not been extensively evaluated using these new techniques. 

 

 Indications will continue to evolve as new information and diagnostic techniques 

become available and as valve technology and percutaneous valve implantation methods 

continue to improve. With currently available technology, catheter-delivered stent-

mounted valves are limited by the size and geometry of the RVOT to mostly patients 
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with failing bioprosthetic valves or RV-to-pulmonary artery conduits37-39. Future 

development of this technology may reduce the need for reoperation after PVR or even 

be available for patients with previous RVOT patch40. Improvements in new technology 

will likely lower the threshold for referral to pulmonary competence restoration in 

patients in whom perceived risk of multiple open reoperations bias clinicians despite 

clear cut indications to intervene. 

 

2.- Surgical approach 

 

The optimal surgical approach to PVR is controversial. Homograft and syntectic 

conduits, tissue and mechanical valves have been used for this purpose32, 41-46. Many 

patients with chronic pulmonary valve regurgitation have concomitant tricuspid valve 

regurgitation. The main physiopathologic mechanism is thought to be RV dilatation that 

leads to lack of leaflet coaptation46. Therefore, tricuspid valve intervention at the time of 

PVR is controversial as RV remodeling may potentially mitigate tricuspid regurgitation 

by improving leaflet coaptation46, 47.  

 

3.- Arrhythmia management 

 

There is no consistent approach in the stratification and management of sudden 

cardiac death (SCD) risk at the time of PVR. The utility of preoperative 

electrophysiological study (EPS) to indicate ablative procedures at the time of surgery is 

controversial48-50. Despite programmed ventricular stimulation being of diagnostic and 

prognostic value51, the appropriate timing of EPS has not been studied. Prior to PVR, 
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and in the context of severe pulmonary regurgitation, the failing RV is more vulnerable 

to ventricular arrhythmia52, and conceptually replacement of the pulmonary valve can 

reverse the volume overload and potentially mitigate the risk of ventricular arrhythmia. 

Intracardiac mapping and ablation, however, have shown that ventricular tachycardia 

(VT) is typically macroreentrant in nature using cardiac valves and scars as 

boundaries50, 51. Therefore, surgical ablation of the RVOT appears to be a logical 

approach to isolate diseased substrate25, 49, 53. 

 

4.- Clinical implications 

 

PVR restores pulmonary valve function, but the beneficial impact on RV and 

LV size and function, aerobic capacity, QRS duration, ventricular arrhythmias and 

survival rates have been inconsistent25, 31-34, 54-56. A recent meta-analysis focusing on 

postoperative outcomes in patients with repaired TOF undergoing PVR summarized the 

international experience, although lacks information on aerobic capacity measured on 

exercise testing57. Yet, comparisons among studies reporting outcomes after PVR are 

challenging, as many series include different types of congenital heart disease and have 

limited sample sizes.  

 

In summary, even though there are guidelines and plenty of publications trying 

to address the best timing and approach to PVR in patients with repaired TOF, there is 

still insufficient evidence to support a single strategy. Uncertainty remains on defining 

appropriate intervention referral and the optimal surgical approach aiming to preserve 

ventricular function and improve functional and vital outcomes in these patients. 
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Careful analysis of the past experience will provide guidance on how to proceed in 

order to optimize outcomes of this challenging population.  

  



RATIONALE FOR THIS RESEARCH, HYPOTHESIS AND AIMS 

Tesi Doctoral – Anna Sabaté Rotés | 17  
 

II. HYPOTHESIS  

 

When and how restoration of pulmonary valve competence is accomplished 

impacts left and right ventricular function, functional class, risk of arrhythmias and 

long-term survival in patients with repaired TOF.  

 

III. OVERALL AIM 

 

Define the appropriate timing and the best surgical approach for restoring 

pulmonary valve function in patients with repaired TOF. 

 

IV. SPECIFIC AIMS 

 

1. Establish predictors of mortality in patients with repaired TOF undergoing PVR. 

2. Establish predictors of pulmonary valve reintervention in patients with repaired 

TOF undergoing PVR. 

3. Evaluate the effect of PVR on aerobic capacity in patients with repaired TOF.  

4. Establish predictors of significant arrhythmia in patients with repaired TOF 

undergoing PVR.  

5. Establish the role of novel deformational echocardiographic techniques on 

predicting postoperative RV and LV function and functional class in patients with 

repaired TOF undergoing PVR.   
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I. STUDIES INCLUDED 

 
This Thesis includes data and results from 4 different projects involving patients 

with TOF undergoing PVR. Each of these studies was designed to respond one or more 

of the specific questions mentioned above.  

 

1) Survival study: includes overall survival and freedom from reintervention after 

PVR as the primary endpoints. Special attention on the need of concomitant 

tricuspid valve repair for significant regurgitation was considered.  

2) Exercise testing study: includes a description and analysis of the experience in 

exercise testing for patients with repaired TOF before and after PVR. In 

addition, it includes a comparison between our results and those previously 

published in the literature using a meta-analysis.  

3) Ventricular arrhythmia study: includes ventricular arrhythmias, SCD and 

appropriate implantable cardioverter-defibrillator (ICD) discharges after PVR as 

the primary combined endpoint. The role of RVOT cryoablation and EPS at the 

time of PVR was evaluated.  

4) Echocardiography study: includes RV and LV function assessment measured by 

novel deformational echocardiographic techniques before and after PVR in 

patients with repaired TOF. Comparison of these novel techniques with MRI 

measurements was performed. 

 

These studies were conducted within the Mayo Clinic (Rochester, MN), reviewing 

40 years of surgical experience. All the studies were approved by the Mayo Clinic 

Institutional Review Board, and all patients provided consent for participation in 

clinical research. 
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II. OVERALL INCLUSION AND EXCLUSION CRITERIA 

 
Inclusion criteria: patients with TOF of all ages who had undergone previous complete 

repair in their infancy and had reintervention to restore pulmonary valve function for the 

first time at Mayo Clinic.  

 

Exclusion criteria: patients with ventricle to pulmonary artery conduit or pulmonary 

valve replaced in a previous operation, as well as patients with concomitant 

atrioventricular septal defect, pulmonary atresia or absent pulmonary valve. Patients that 

refused research authorization were also excluded.  
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This study will be found at: 

• Sabate Rotes A, Burkhart HM, Eidem BW, Rosedahl JK, Bonnichsen CR, Connolly 

HM, Schaff HV, Dearani JA. Long-term Follow-up after Pulmonary Valve 

Replacement in Repaired Tetralogy of Fallot. Am J Cardiol. 2014 Jul 2. pii: S0002-

9149(14)01370-8. doi: 10.1016/j.amjcard.2014.06.023.  
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This study will be found at: 

• Sabate Rotes A, Johnson JN, Burkhart HM, Eidem BW, Allison TG, Driscoll DJ. 

Cardiorespiratory Response to Exercise Before and After Pulmonary Valve 

Replacement in Patients with Repaired Tetralogy of Fallot. Congenit Heart Dis. 

2014 Aug 4. doi: 10.1111/chd.12207.  
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I. METHODOLOGY 

 

A total of 537 consecutive patients with the diagnosis of TOF had 641 surgeries 

between October 1988 and December 2010 in Mayo Clinic, Rochester, MN. The initial 

date was chosen based on the first patient with electrocardiogram (ECG) available for 

review. Before 1988 ECG strips were not archived in our institution. The last date was 

chosen to allow at least 2 years of follow-up. From those, 205 patients with TOF who 

had undergone previous complete repair and had reoperation to restore pulmonary valve 

function were selected.  

 

Descriptive and Baseline Data 

 

Medical history, perioperative and follow-up data were collected using all 

available records. Every effort was made to identify the patients who had had a 

ventriculotomy done at some point during their multiple previous surgeries, and 

differentiate them from the patients who had had a transannular incision. Of note, is that 

some patients had undergone both at different stages.  

 

An ECG at the time of PVR was available for all patients. The QRS duration 

was provided by the automated analysis performed by the General Electric Marquette 

Electronics (Fairfield, Conn) and confirmed by manual inspection. 

 

Holter monitoring before the PVR was available in 46 patients (22%). The 

degree of ectopy was graded following the Lown criteria82, although modified as 

described:  
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0 - No ventricular ectopic beats 

1 - Occasional, isolated ventricular premature beats (VPB) 

2 - Frequent VPB (>1/min or 30/hr) 

3 - Multiform VPB 

4 - Repetitive VPB  

(a) Couplets  

(b) Salvos: 3 or more VPBs 

5 - VT (>30sec)  

 

Nonsustained VT was defined as 4 or more consecutive ventricular beats 

documented on a 12 lead-ECG, Holter recording, or ECG strips; lasting ≤ 30 seconds. 

An independent observer who was blinded to the clinical outcome of each patient 

analyzed electrocardiograms.  

 

The criteria utilized for QRS fragmentation are well validated for other forms of 

cardiac disease83, and the ECG phenotype was broken into: 

(i) Notched QRS: defined by the presence of an additional R wave (various 

RSRprime patterns), or the presence of notching in nadir of the S wave 

or notching of the R wave 

(ii) Fragmented QRS: defined by the presence of more than one R prime, or 

more than two notches or R primes in wide QRS complexes. 

(iii) Normal ECG 

 

High risk for arrhythmia was considered when patients had documented 

sustained VT, unexplained syncope, QRS duration ≥180 ms, prior ventriculotomy, 
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documented nonsustained VT or LV dysfunction. Indications for performing an EPS 

before surgery included: unexplained syncope or near syncope and non-sustained VT on 

Holter. Indications for ICD implant after surgery included VT or out-of-hospital cardiac 

arrest, inducible VT at post-operative EPS, LVEF < 35% and unexplained syncope. 

 

Baseline echocardiographic data included qualitative assessments of RV size and 

function and quantitative LVEF (%) on the latest evaluation before PVR (at most 3 

years removed). Dysfunction or dilatation of the RV was recognized when more than 

moderate. 

 

Surgical Cryoablation 

 

Surgical RVOT ablation was started in our practice in 2000 as VT treatment or 

prophylaxis based on preoperative conditions. During this procedure, a cryoablation 

lesion is placed to connect the superior aspect of the ventricular septal defect patch to 

the pulmonary annulus.  Next, a lesion grounding the ventriculotomy to the pulmonary 

or tricuspid annulus is performed (see Figure 8). The freezes are made for 90 to 120 

seconds with a 15 mm probe each. Indications for surgical cryoablation of the RVOT 

include history of non-sustained VT or VT, inducible VT at EPS that was not ablated 

and history of unexplained syncope or near-syncope. 
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Figure 8: Drawing showing surgical cryoablation lesions: 1, from ventricular 
septal defect patch, across the pulmonary annulus and up to the pulmonary artery; 
and 2, from the right ventriculotomy/transannular or ventricular patch up to the 
pulmonary annulus and/or proximally towards the tricuspid valve annulus level. 
 

 
 

Outcome Data 

 

Test results and operation notes were reviewed according to the patient outcome. 

The primary outcome was defined as combined event at follow-up, including VT, out of 

hospital cardiac arrest, appropriate therapy in those with ICD and SCD: 

- VT was defined as sustained monomorphic VT documented on a 12 lead-ECG, 

Holter recording, or ECG strips. Sustained tachycardia defined as arrhythmia 

lasting > 30 seconds or of any length of time if associated with hemodynamic 

compromise, requiring cardioversion or admission49, 51. 

- Out-of-hospital cardiac arrest was considered when the patient had a 

documented cardiac arrest that needed resuscitation.  

- Defibrillator discharges or anti-tachycardia overdrive pacing was considered 

appropriate if the device was triggered by VT or fibrillation, and which was 

1 2 
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documented by stored intracardiac electrogram or cycle-length data in 

conjunction with patient's symptoms immediately before and after device 

discharge. Inappropriate discharges were defined as those triggered by a rapid 

ventricular rate exceeding the programmed threshold rate as a consequence of 

supraventricular tachycardia, exercise-related sinus tachycardia, or a 

malfunction of the device. Each discharge and ATP therapy for ventricular 

arrhythmias was classified as either appropriate or inappropriate by experienced 

electrophysiologists. 

- SCD was established based on autopsy reports. Two patients died suddenly and 

were considered to succumb to SCD although no autopsy was performed. 

 

Statistical analysis  
 

Descriptive statistics are reported as proportions for discrete data and means and 

standard deviations for continuous data, except for variables that are not normally 

distributed in which case median and range are used. Survival and free-event times were 

estimated using Kaplan-Meier method with 95% confidence intervals. Survival curves 

were compared by the log-rank test. Cox proportional hazards models were used for the 

univariate and multivariate analysis. 
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II. RESULTS  

 

1.- Characteristics of the Study Population 

 

A summary of the clinical characteristics is shown in Table 13. All patients had 

at least one previous operation accounting for the TOF repair and 126 of them (62%) 

had a transannular patch placed on the RVOT at that time. In addition, 95 patients 

(46%) had two and 35 (17%) had three or more previous operations including palliative 

surgery, closure of persistent VSD and other residual lesions. Fifteen patients had a 

permanent pacemaker placed after the repair and before the PVR, 12 (80%) due to high 

degree atrioventricular block and 3 (20%) due to sinus node dysfunction. Preoperative 

mean indexed RV end-systolic volume was 102 ± 32 mL/m2, RV end-diastolic volume 

175 ± 45 mL/m2, and RVEF 42 ± 8 %. Their indexed LV end-systolic volume was 31 ± 

13 mL/m2, LV end-diastolic volume 72 ± 20 mL/m2, and LVEF 56 ± 8 %. 

 

Holter monitoring was abnormal for the majority of patients in whom it was 

available, with repetitive VPBs in form of couplets or salvos occurring in 31 patients 

(67%, Lown criteria 4a and 4b)82; no VT was detected on Holter monitoring. Exercise 

testing before the PVR revealed non-sustained VT in 1 of the 92 patients for whom it 

was available; and 21 patients had repetitive VPBs in form of couplets or salvos. A 

clinically identified VT event occurred in 16 patients prior to PVR (7.8%) and one 

patient had an out-of-hospital cardiac arrest (0.5%) prior to the PVR.  

 

An EPS was conducted in 40 patients (20%) at a median time of 5 days before 

PVR, and pre-PVR ablation of VT was performed in 5 patients (1.3%). At the time of 
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surgery, 45 patients (22%) had a QRS duration ≥ 180 ms and 37 (16%) had a LVEF < 

50%. Surgical RVOT cryoablation at the time of PVR was performed in 22 patients 

(11%). 

 
 
Table 13: Summary of the past medical history for the whole group and comparing 
patients that had an event at follow-up and those who did not 
 Combined event* Total 
Past medical history Yes 

N=19 
No 

N=186 
N=205 

Age at initial repair, mean ± SD 9.9 ± 9.9 7.3 ± 8.8 7.5 ± 8.9 
History of palliative surgery, N (%) 6 (32) 85 (46) 91 (44) 
Number of previous interventions, mean ± SD 3.0 ± 1.0 2.8 ± 0.8 2.8 ± 0.8 
History of prior ventriculotomy, N (%) 10 (59) 54 (33) 64 (36) 
History of syncope, N (%) 3 (16) 16 (9) 19 (9) 
Lown criteria 4a or 4b, N (%) 3 (100) 28 (65) 31 (67) 
Documented spontaneous NSVT, N (%) 0 (0) 21 (11) 21 (10) 
NSVT inducible at EPS, N (%) 1 (13) 3 (9) 4 (10) 
History of VT, N (%) 5 (26) 11 (6) 16 (8) 
VT inducible at EPS, N (%) 6 (75) 15 (47) 21 (53) 
History of ICD implantation, N (%) 4 (21) 11 (6) 15 (7) 
Age at PVR surgery, mean ± SD 41 ± 15 32 ± 16 33 ± 16 
Fragmented QRS at PVR, N (%) 14 (82) 121 (69) 135 (66) 
QRS duration (ms) at PVR, mean ± SD 173 ± 29 156 ± 32 158 ± 32 
LV function (%), mean ± SD 51 ± 9 56 ± 9 56 ± 9 
RV dysfunction, N (%) 5 (31) 19 (12) 24 (13) 
RV dilatation, N (%) 13 (68) 107 (61) 120 (62) 
RVOT ablation at PVR, N (%) 1 (5) 21 (11) 22 (11) 
* Combined event includes: ventricular tachycardia, out of hospital cardiac arrest, 
appropriate therapy in those with ICD and sudden cardiac death  
Abbreviations: EPS, electrophysiologic study; ICD, implantable cardioverter-
defibrillator; NSVT, non-sustained ventricular tachycardia; PVR, pulmonary valve 
replacement; LV, left ventricle; RV, right ventricle; RVOT, right ventricular outflow 
tract; VT, ventricular tachycardia 
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2.- Follow-up 

 

Complete follow-up was available for 200 patients (98%) during a mean time of 

7.2 ± 5.2 years, maximum of 24 years. A total of 22 patients had one or more EPS done 

at follow-up, 3/22 were done 7 days after operation (none had inducible VT), 4/22 

between 1 month and 6 months after operation (2 had inducible VT, one was 

percutaneously ablated and the other one had an ICD placed) and 15/22 were performed 

more than one year after operation (7 had inducible VT, 5 were percutaneously ablated 

and 2 had an ICD placed). 

  

The combined event occurred in 19 patients, including SCD in 5 patients, 

appropriate ICD therapy in 7 patients, out-of-hospital cardiac arrest in 3 patients, and 

clinically identified sustained VT in 4. Differences in the clinical history of this group 

compared with the non-event group are detailed in Table 13. Freedom from the 

combined event is shown in Figure 9. Freedom from the combined event was 95.1% 

(95% CI 91.8 – 98.5) at 5 years, 90.1% (95% CI 84.9 – 95.6) at 10 years and 79.1% 

(95% CI 67.9 – 92.1) at 15 years. 
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Figure 9: Freedom from the combined event (including ventricular tachycardia, 
out of hospital cardiac arrest, appropriate therapy in those with ICD and sudden 
cardiac death) 

 

 

3.- ICD therapies 

 

ICD placement occurred in 23 patients at a median time of 1 month after the 

PVR (range 3 days to 23.5 years). A total of 7 patients had 18 appropriate discharges 

and 6 patients had 14 inappropriate discharges during follow-up. Two patients had only 

inappropriate discharges. Inappropriate discharges were due to oversensing in 43% and 

supraventricular tachyarrhythmia in 57%.  
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4.- Risk factors 

 

Univariate and multivariate risk factors for the combined event are detailed in 

Table 14. Lown criteria on Holter monitoring prior to PVR did not predict the 

combined event at follow-up. This is potentially limited by the small number of Holter 

studies available (n = 46, 22.4%). Similarly, inducible VT at EPS did not predict the 

combined event at follow-up. History of preoperative VT and reduced LVEF were 

independent predictors for the combined event in the multivariable analysis. Figure 10 

shows the survival curves for freedom from any event by history of VT, LVEF and 

QRS duration. Importantly, patients with LVEF < 50% were over 3 times more likely to 

have RV dysfunction > moderate, 95% CI 1.4 - 6.8, p = 0.01. 
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Table 14: Risk factors for the combined event, univariate and multivariate analysis 

Risk factors HR 95% CI p value 

Univariate analysis     

Previous palliation procedure 0.59 0.2 1.6 0.29 

History of ventriculotomy 2.32 0.9 6.1 0.09 

Transannular patch 0.56 0.2 1.4 0.22 

Age at initial Repair* 1.04 0.9 1.1 0.12  

Number of previous interventions 1.04 0.6 1.8 0.89  

History of VT 4.68 1.6 13.4 0.004 

History of syncope 2.05 0.6 7.1 0.26 

History of pacemaker implantation 2.38 0.7 8.2 0.17  

History of ICD implantation 4.13 1.3 12.8 0.01  

History of VT Cath ablation 2.77 0.4 21.2 0.33 

Longer QRS duration at PVR (∆ 10ms)† 1.16 1.0 1.3 0.02  

QRS ≥ 180ms at PVR 2.89 1.1 7.5 0.03 

Fragmented QRS at PVR 1.55 0.4 5.5 0.50 

Higher LVEF (∆ 5%)‡ 0.73 0.6 0.9 0.008 

LVEF < 50% 3.62 1.4 9.4 0.008  

RV dilatation  1.62 0.6 4.4 0.34 

RV dysfunction  2.02 0.6 6.5 0.24 

Older age at PVR (∆ 5years)§ 1.26 1.1 1.5 0.006  

RVOT ablation at surgery 0.85 0.1 6.4 0.87  

Multivariate analysis     

History of VT 3.8 1.3 11.1 0.02 

Higher LVEF (∆ 5%)‡ 0.75 0.6 0.9 0.02 

*For every 1 year increase in age; †For every 10ms increase in QRS length; ‡For every 

5% increase in LVEF; §For every 5 years increase in age. 

Abbreviations: CI, confidence interval; EP, electrophysiologic; HR, hazard ratio; ICD, 

implantable cardioverter-defibrillator; LVEF, left ventricular ejection fraction; NSVT, 

non-sustained ventricular tachycardia; PVR, pulmonary valve replacement; RV, right 

ventricle; RVOT, right ventricular outflow tract; VT, ventricular tachycardia 
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Figure 10: Survival curves by risk factors 
 
a) Freedom from the combined event by history of ventricular tachycardia, dashed 
line; no history of ventricular tachycardia, solid line 

 
 
b) Freedom from the combined event by LVEF < 50%, dashed line; ≥ 50%, solid 
line. 
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c) Freedom from the combined event by QRS ≥ 180, dashed line: < 180, solid line. 
 

 
 

5.- Surgical cryoablation 

 
None of the 22 patients who underwent open surgical RVOT ablation died 

suddenly, sustained an out-of-hospital cardiac arrest or VT episode during follow-up. 

Only one of the 22 had an appropriate ICD discharge 7 years after surgery. In contrast, 

18 of the 183 patients without surgical cryoablation sustained events: SCD (n=5), 

appropriate ICD therapy (n=6), out-of-hospital cardiac arrest (n=3) or VT (n=4) at 

follow-up. For the majority, pre-operative baseline risk factors were not significantly 

different between these groups, although patients in the cryoablation group were older 

at PVR and were more likely to have inducible VT at EPS. ICD implantation was more 

common in this group (see Table 15). Figure 11 shows the survival curve for freedom 

from any event by surgical cryoablation. 
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Table 15: Summary of pre-operative risk factors comparing patients that did 
undergo cryoablation at surgery and those who did not 
 Cryoablation at surgery  

 yes (22) no (183) p value 

History of VT, N (%) 4 (18) 12 (7) 0.08 
History of syncope, N (%) 3 (14) 16 (9) 0.87 
History of ICD implantation, N (%) 5 (23) 10 (5) 0.01 
Inducible VT at EPS, N (%) 12 (55) 28 (15) 0.02 
QRS duration (ms) at PVR, mean ± SD 158±2 156±7 0.82 
Age at PVR (y), mean ± SD 41±10 32±16 0.02 
LVEF (%), mean ± SD 55±2 56±1 0.82 
Abbreviations: EPS, electrophysiologic study; ICD, implantable cardioverter-
defibrillator; LVEF, left ventricular ejection fraction; NSVT, non-sustained ventricular 
tachycardia; PVR, pulmonary valve replacement; RV, right ventricle; RVOT, right 
ventricular outflow tract; VT, ventricular tachycardia 
 
 

Figure 11: Freedom from the combined event by surgical cryoablation, dashed 
line: patients that had ablation at surgery; solid line: patients that did not. 
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6.- QRS duration and morphology 

 

QRS duration was found to be longer in patients with an LVEF <50%; QRS 172 

± 41 ms vs 155 ± 29 ms, p = 0.02. However, no association between QRS duration and 

RV function was found. All patients with prolonged QRS duration had a right bundle 

block pattern; therefore no conclusion could be inferred about LV dyssynchrony and 

ventricular function. 

 

QRS fragmentation was identified in 135 patients, while 13 patients were found 

to have notched QRS morphologies. Twelve patients had paced QRS morphologies and 

were excluded. QRS fragmentation was not predictive of the combined event. An 

entirely normal ECG without PR, QRS or ST abnormality was noted in 10 patients and 

none of this group sustained any event at follow-up. 

 

7.- Events within one year of pulmonary valve replacement  

 

The first year after PVR was analyzed for evidence of any combined endpoint 

events (SCD, appropriate ICD, out-of-hospital cardiac arrest or VT). None of the 

patients that had surgical cryoablation had any event the first year after PVR. An 

appropriate ICD therapy was delivered at one year after PVR for monomorphic VT in 

one patient. In a different patient, an appropriate ICD therapy was delivered in the early 

postoperative period after the patient underwent coronary bypass grafting and valve 

replacement in the context of severe biventricular failure. A single SCD event was 

identified, occurring eight months after PVR in a patient whose initial presentation was 

near-syncope and preoperative characteristics included QRS duration of 136 ms, LVEF 
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67%, RVEDVi by MRI measured 235ml/m2, RVESVi 130ml/m2, RVEF 45%. The 

patient did not undergo Holter, EPS, open surgical cryoablation, or ICD implantation. 

Open cryoablation could not be performed because of inadequate exposure at the time 

of surgery. 

 

8.- Survival 

 

Twenty-one patients died at follow-up. Three of them died in the perioperative 

period accounting for an operative mortality of 1.5%. Cause of death was myocardial 

infarction, postoperative bleeding and RV failure respectively. Survival at 5, 10 and 15 

years was 94.6% (95% CI 91.4 – 97.9), 84.6% (95% CI 78.3 – 91.5) and 81.7% (95% 

73.6 – 90.7), respectively. 

 

9.- EP studies and ablation 

 

Although the numbers are too small to draw firm conclusions, there are several 

salient findings from EPS prior to PVR: 

1. In those patients who had inducible VT at the EPS (n = 21/40, 52.5%), 3 underwent 

catheter ablation preoperatively, 10 underwent surgical ablation and 2 patients 

underwent catheter ablation postoperatively. Nine patients had pre-existing ICD’s, 

and almost half of the remaining patients (5 patients) received an ICD after PVR 

based on the inducibility of VT at EPS. These data suggest that, on our hands, if 

patients had inducible VT on pre-PVR EPS, they were treated with ablation 
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(surgical or catheter) or underwent prophylactic primary prevention ICD 

implantation. 

2. In the group where VT was not inducible at the EPS (n = 19/40, 47.5%) a total of 2 

patients underwent surgical ablation. One patient did receive an ICD at the time of 

PVR hospitalization based on LV dysfunction (LVEF < 30%), and 3 others at a later 

date.  

3. In patients who did not undergo an EPS before surgery (n = 165/205, 80.5%), 6% 

underwent surgical ablation, 2.4% catheter ablation at a later date, and 8.5% 

ultimately required ICD implantation.  

 

III. DISCUSSION  

 
PVR occurs at a critical stage in the natural history of patients with repaired 

TOF. The pulmonary valve is typically severely regurgitant and the RV is volume 

overloaded. This combination of ventricular scar, hemodynamic stress and myocardial 

stretch provides a potential arrhythmogenic environment for the development of life 

threatening VT52. Despite the increased risk of ventricular arrhythmias and SCD, to-date 

there is no consistent approach to the risk stratification and management of repaired 

TOF patients. 

 

The results of this study highlight that any degree of LV dysfunction (LVEF < 

50%) confers an increased risk for ventricular arrhythmia/SCD in the TOF patient 

undergoing PVR. LV systolic dysfunction with LVEF <50% is present in around a fifth 

of adults with repaired TOF84, and in multi-center analyses, LV systolic and diastolic 

function both appear to be associated with VT in this population85, 86. The data have 
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suggested that moderate to severe LV systolic dysfunction is predictive of arrhythmic 

events86. Results from our investigation propose that even a mild reduction in LVEF 

prior to PVR is associated with increased risk – and raises the question of whether these 

patients should be treated differently. It is also remarkable that in the repaired TOF 

patients with PR and associated right-sided cardiac enlargement and dysfunction, right 

ventricular features were not associated with arrhythmic events after PVR. However, 

patients with reduced LVEF were more likely to have right ventricular dysfunction. In 

addition, this study highlights that patients with a history of clinical VT at the time of 

PVR have an increased risk of ventricular arrhythmia/SCD at follow-up. This important 

and intuitive finding has not been previously reported in the literature. Nonsustained VT 

had been associated with appropriate ICD shocks in patients with TOF undergoing 

primary prevention ICD implantation87. We found no association between nonsustained 

VT and events at follow-up in our patient group.  

 

This investigation confirms that a prolonged QRS duration is predictive of 

ventricular arrhythmic events in patients with repaired TOF prior to PVR, yet 

interestingly, ECG criteria such as QRS fragmentation or an entirely normal ECG is not 

positively or negatively predictive. QRS fragmentation represents cardiac conduction 

delay and is thought to be a marker of fibrosis and scar within the myocardium. It is a 

marker of increased mortality and ventricular arrhythmia in patients with coronary 

disease88 and also portends a poor prognosis in those with arrhythmogenic right 

ventricular dysplasia83, 89, 90. Although, less well-studied, data suggest that this 

electrocardiographic signature is predictive of SCD in other groups such as cardiac 

sarcoid and Brugada syndrome90, 91. It remains speculative as to why this feature is not 

predictive of arrhythmic events in TOF – yet this morphology is especially common – 
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occurring in 70% of repaired TOF patients. Since no TOF patient with PR and a QRS 

duration of < 180 ms suffered from sustained VT or SCD in the original investigation 

on mechanoelectrical interaction61, we hypothesized that an entirely normal ECG 

represents a less malignant phenotype. This appears to be the case, in other forms of 

congenital heart disease92, and it is interesting to note that patients in our study group 

with a normal ECG did not sustain any arrhythmic event. 

 

Surgical cryoablation  

A central message from this study despite the small numbers is that surgical 

cryoablation in the RVOT is safe and potentially reduces the risk of arrhythmic events 

after PVR. Importantly, surgical cryoablation does not appear to be pro-arrhythmic. A 

major concern with any ablation procedure (done percutaneously or via an open 

approach) centers on whether bidirectional block can be achieved across a corridor of 

electrical conduction. If lesion depth is not transmural – damaged myocardium can 

serve as substrate providing slow cardiac conduction and thereby providing one of the 

key ingredients for reentrant arrhythmia. Intraoperative open EPS mapping is typically 

no longer performed, and therefore lesion depth/discrete linear block cannot be 

confirmed during open cryoablation cases. Although underpowered because of small 

numbers and low event rates these data do suggest a trend towards surgical cryoablation 

of the RVOT being associated with less post-PVR ventricular arrhythmic events. Only 

one patient sustained an appropriate ICD discharge 7 years after the PVR/cryoablation 

procedure. This is especially important information given that the literature is currently 

limited to only 9 patients from a small series and follow-up limited to 5 years49. 
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EP studies 

A remaining question therefore in managing the risk of malignant arrhythmia in 

TOF patients with pulmonary regurgitation revolves around the need for an EPS and its 

optimal timing. The highest risk group in the study is TOF/PVR with prior 

documentation of VT; we suggest these patients undergo preoperative EPS to more 

carefully assess risk of malignant events. Ventricular stimulation protocols have 

demonstrated risk-stratification potential with differences in freedom from VT and SCD 

between patients with inducible VT versus those without51. It is a concern, however, 

that ventricular arrhythmia prior to PVR is in part related to the volume overloaded RV, 

and improvement in the hemodynamic milieu with PVR offloads the RV, reduces 

myocardial stretch and thereby allows for geometric and electrical remodeling. A 

significant reduction in the incidence of monomorphic VT after PVR has been 

previously recognized49, 93. In these analyses, appropriate ICD therapy was not included 

as an endpoint. Even though data from this current study does reflect a similar trend, 

with the prevalence of VT decreasing after PVR, patients with history of VT have a 

higher risk of ventricular arrhythmia/SCD at follow-up. Only two events occurred in the 

first year after PVR – 8 and 12 months after the operation. The majority of events 

occurred in patients who did not undergo pre- or postoperative EPS. These findings 

suggest that all patients with risk factors for VT undergoing PVR should have an EPS 

pre- or postoperatively. Patients with high risk for arrhythmia include patients with 

documented sustained VT, unexplained syncope, QRS duration ≥ 180 ms, prior 

ventriculotomy, documented nonsustained VT and LV dysfunction at the time of PVR. 

Additional study is required to determine whether this study can potentially be delayed 

until RV remodelling has taken place. 
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Holter monitoring was performed in only 22% of our patients prior to PVR and 

failed to detect sustained VT but interestingly VPBs and non-sustained VT using Lown-

grade criteria were not associated with arrhythmic events after PVR. Prior studies 

evaluating ambulatory monitoring are heterogeneous23, 94, yet all patients in this report 

underwent PVR which can improve arrhythmogenic substrate.  

 

Patients with syncope do appear to be a high-risk group with the vast majority in 

this cohort undergoing EPS, surgical cryoablation or ICD implantation. 

 

Limitations  

The combination of endpoints (including VT and appropriate ICD therapies as a 

surrogate for life-threatening events) provides greater statistical power to discern 

between risk factors – an approach not undertaken in other investigations of this type. 

Yet it must be acknowledged that these events are surrogates and not all ICD or VT 

events go on to result in SCD. The retrospective historical nature of the study is 

inherently limited, but given the small population with congenital heart disease, this is 

unfortunately integral to current investigation in this setting. Recommendations for 

monitoring patients with pulmonary valve regurgitation after TOF repair and 

determining optimal timing of PVR changed over the course of the study period and 

thus testing and referral patterns varied during the study. Given the small number of 

preoperative MRIs performed preoperatively, qualitative right ventricular dimensions 

and function were measured by echocardiography before PVR and failed to predict the 

combined event after surgery. A small study found right ventricular end-systolic volume 

index to be predictive of death or VT in a cohort of patients with repaired TOF95. The 
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measurements in this particular study were done by MRI, which could be more accurate 

than the qualitative echocardiographic measures we have reported. 

 

IV. CONCLUSION 

 

Patients with repaired TOF undergoing PVR with a history of VT, QRS ≥ 

180ms and/or LVEF < 50%, are at high risk of arrhythmic events after operation. 

Surgical cryoablation at the time of PVR does not appear to be pro-arrhythmic, and may 

be beneficial.  
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I. METHODOLOGY 

We performed a retrospective review of all patients with repaired TOF who 

underwent first time PVR at our institution between 2003 and 2012 (n = 146). To be 

included in this study, patients were required to have at least one preoperative 

echocardiographic examination at our institution. Overall, 133/146 (91%) patients met 

the inclusion criteria to be analyzed.  

 

Descriptive and Baseline Data 

 

 Medical history, as well as perioperative and follow-up data was collected using 

all available records and surveys that are sent on a routine scheduled basis. In addition, 

the Social Security Death Index was reviewed.  

 

Echocardiography 

 

We selected the last echo prior to surgery and the echo closest to 1 year after 

surgery (range 3.6 months to 2.7 years) for each patient.  

 

1) Strain analysis 

Digital echocardiographic images were transferred to a dedicated workstation 

for offline analysis. Images were analyzed with Velocity Vector Imaging software (VVI 

Siemens Medical Systems, Mountain View, California). A single observer blinded to 

the clinical data performed strain analysis. The endocardium was manually traced, and 

the region of interest was manually adjusted to the wall thickness. Adequate tracking 

was visually assessed, and strain curves were accepted only if tracking appeared 
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appropriate. The apical four-chamber view was used for the LV analysis (septum and 

free wall), and the RV free wall was used for the RV analysis. See Figure 12. 

 

Figure 12: Snapshot of the VVI program showing: adequate tracing on the upper 
left hand corner, peak systolic strain values on the upper center, longitudinal 
strain curves on the bottom and time-to-peak values on the left side.  
 
(a) Left ventricle 

 

  



ECHOCARDIOGRAPHY STUDY 

Tesi Doctoral – Anna Sabaté Rotés | 59  
 

(b) Right ventricle. Only the free wall curves and values were used for the right 
ventricle. 
 

 

 

2) Echo 2D and Doppler analysis 

Categorical variables such as chamber size, ventricular function and valve 

regurgitation were codified using a numeric scale for analysis purposes: -1, small; 0, 

normal or none; 1, borderline or trivial; 2, mild; 3, mild to moderate; 4, moderate; 5, 

moderate to severe; and 6, severe. These were qualitatively assessed by experts 

according with American and European guidelines58, 59 (see description on page 25). 

 

3) Intraobserver and interobserver reliability analysis 

Intraobserver and interobserver reliability analysis of both LV and RV peak 

systolic longitudinal strain, strain rate and diastolic strain rate was performed in 10 

randomly chosen patients. Curves were traced anew, and strain curves generated anew, 
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on the same cardiac cycle by the same observer and independently by a second observer 

for intraobserver and interobserver reliability, respectively. Bland-Altman limits of 

agreement analysis were used. 

 

4) Measurements of dyssynchrony 

Both LV and RV longitudinal mechanical dyssynchrony was measured as the 

maximum absolute difference in time to peak systolic longitudinal strain, strain rate and 

diastolic strain rate between the earliest and latest activated myocardial segments of the 

septal and lateral walls (maximum opposite wall delay, expressed in milliseconds).  

QRS duration for all patients before and after surgery was analyzed manually 

from standard (25mm/s and 1mV/cm) 12-lead electrocardiograms at rest.  

 

Outcome Data 

 

Three different outcomes were chosen: (1) LV and RV peak systolic 

longitudinal strain at follow-up; (2) functional class at follow-up, defined in terms of the 

New York Heart Association (NYHA) classification; and (3) death of any cause. 

Independent variables evaluated for their association with the outcome variables 

included past medical history, clinical, electrocardiographic and echocardiographic 

variables. Specifically, age at initial repair, history of previous palliations and number 

of cardiac surgeries; age, functional class (NYHA) and QRS at PVR; and LV and RV 

peak systolic strain and RV size before PVR were studied. 
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MRI 

 

Cardiac MRI was available for 49 patients before PVR. Correlations comparing 

MRI to strain imaging and to the traditional 2D echo were performed. All studies were 

performed on a 1.5-T system (Signa, GE Healthcare, Waukesha, Wisconsin) utilizing an 

8-element phased array cardiac coil. After initial scout images, short-axis cine balanced 

steady state free precession (SSFP) images were obtained from the atrioventricular ring 

to the apex and axial SSFP images were obtained. The RV and LV volumes and 

ejection fraction were obtained by manual tracing of endocardial borders from the short 

axis images at end diastole and end systole. In 2008 RV volumes and ejection fraction 

from the axial images were also routinely obtained. The following measurements were 

included: RV and LV end diastolic volume index, RV and LV end systolic volume 

index, and RV and LV ejection fraction. The RVOT was not included in the 

measurements for the RV. Diastolic function, regurgitation fractions and measurements 

of the atrium are not routinely performed in our lab. Therefore, were not available for 

all patients and were not included in the analysis. 

 

Statistical analysis  
 

Descriptive statistics are reported as proportions for discrete data and means and 

standard deviations for continuous data, except for variables that are not normally 

distributed in which case median and interquartile range were used, unless specified 

differently. T-test was used to compare continuous variables. Chi-square test of 

independence was used to compare categorical variables, unless for cells with % 

predicted < 5% where Fisher’s exact test was used. Comparisons of patient and echo 

data before and after surgery were performed using t-test pairs or Wilcoxon test 
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accordingly. For quantifying correlations between two variables, the Spearman 

correlation test was applied. Stepwise multivariate analysis included only variables that 

had a low number of missing data and p ≤ 0.2 in the univariate analysis. P-values < 0.05 

were considered statistically significant. 

 

II. RESULTS  

1.- Characteristics of the Study Population 

 

A total of 133 patients with TOF had a PVR at a mean age of 35.5 ± 16.2 years, 

29.4 ± 12.4 years after the initial repair. Characteristics of the population are 

summarized in Table 16. Almost half of the cohort had 3 or more previous 

interventions, including palliation procedures in half of them. The majority was 

symptomatic at the time of surgery. In the 49 patients with MRI available, mean 

indexed RV end-systolic volume was 100 ± 30 mL/m2, RV end-diastolic volume 172 ± 

44 mL/m2, and RVEF 42 ± 8 %. Their indexed LV end-systolic volume was 28 ± 12 

mL/m2, LV end-diastolic volume 69 ± 19 mL/m2, and LVEF 58 ± 9 %.  
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Table 16: Patient characteristics  
Variable N = 133 
Female, N (%) 72 (54.1) 
BSA, mean ± SD 1.8 ± 0.4 
BMI, mean ± SD 25.7 ± 6.4 
Age at initial repair, y, median (range) 3.3 (0.2 – 47.2) 
Previous palliation procedure, N (%) 47 (35.6) 
Previous surgery ≥ 3, N (%) 59 (44.7) 
Age at PVR, y, median (range) 35.0 (3.6 - 64.9) 
QRS at PVR, ms, mean ± SD 154 ± 29 
QRS post, ms, mean ± SD 148 ± 30 
NYHA class pre ≥ II, N (%) 103 (77.4) 
NYHA class post ≥ II, N (%) 12 (12.4) 
Follow-up time, y, mean ± SD 3.0 ± 2.7 
Death, N (%) 5 (3.9) 
Abbreviations: BMI, body mass index; BSA, body surface area; NYHA, New York 
Heart Association; PVR, pulmonary valve replacement. 
 

 

2.- Echocardiography before and after pulmonary valve replacement 

 

The preoperative echo was performed 56 ± 87 days before the PVR, with a 

median of 37 days. The postoperative echo was performed 390 ± 181 days after the 

PVR, with a median of 1 year. 

 

Strain imaging 

 

Table 17 shows LV and RV peak systolic and diastolic deformation parameters 

both before and after PVR. Peak systolic deformation parameters were decreased for 

both the LV and RV preoperatively, and did not change significantly after surgery. RV 

diastolic strain rate worsened slightly after surgery. 
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Bland-Altman analysis of intraobserver and interobserver variability for LV and 

RV peak systolic and diastolic deformation parameters and maximal opposite wall delay 

is presented in Table 18 and Figure 13. Intraobserver and interobserver reliability was 

very good for LV and RV systolic and diastolic deformation parameters, but not as good 

for maximal opposite wall delay. 

 

Table 17: LV and RV peak systolic and diastolic deformation, 2D echo and 
Doppler parameters both before and after PVR 
Variable Echo pre Echo post Matched 

difference 
p value 

LV      
Strain (%) -14.8 ± 3.5 -14.5 ± 3.3 0.6 ± 0.5 0.3 
Strain rate (s-1) -0.8 ± 0.2 -0.8 ± 0.2 0.02 ± 0.03 0.5 
Diastolic SR (s-1) 0.9 ± 0.3 0.9 ± 0.3 -0.04 ± 0.4 0.4 

RV free wall     
Strain (%) -16.2 ± 4.1 -15.8 ± 4.4 0.2 ± 0.7 0.8 
Strain rate (s-1) -0.9 ± 0.3 -0.9 ± 0.3 0.007 ± 0.05 0.9 
Diastolic SR (s-1) 1.0 ± 0.3 0.9 ± 0.5 -0.2 ± 0.06 0.02 

2D echo and Doppler     
LVEF (%) 57 ± 8 59 ± 6 2.8 ± 1.0 0.006 
RV pressure (mmHg) 47 ± 17 40 ± 13 -7.2 ± 2.4 0.004 
LA size* 0 (0, 2) 0 (0, 2) 0 (0, 0) 0.08 
LV size* 0 (0, 0) 0 (0, 0) 0 (0, 0) 0.5 
LV function* 0 (0, 0) 0 (0, 0) 0 (0, 0) 0.048 
PR* 6 (6, 6) 1 (0, 1) -5 (-6, -4) <0.001 
RV size* 5 (4, 6) 3 (2, 4) -2 (-3, -1) <0.001 
RV function* 2 (1, 4) 2 (0, 3) -0.5 (-2, 0) <0.001 
TR 2 (2, 3) 2 (1, 2) -1 (-2, 0) <0.001 

Data are shown as mean ± SD or median (interquartile range) as appropriate. 
(*) Categorical variables are codified using a numeric scale: -1, small; 0, normal or 
none; 1, borderline or trivial; 2, mild; 3, mild to moderate; 4, moderate; 5, moderate to 
severe; and 6, severe.  
Abbreviations: EF, ejection fraction; LA, left atrium; LV, left ventricle; PR, pulmonary 
regurgitation; RA, right atrium; RV, right ventricle; TR, tricuspid regurgitation 
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2D and Doppler imaging 

 

Table 17 shows detailed information on 2D and Doppler parameters before and 

after surgery. Both LVEF and qualitative LV function improved after surgery, although 

the change was not clinically relevant. As expected, pulmonary regurgitation decreased 

significantly and thus right-sided chambers remodeled and RV systolic function 

 

Table 18: Bland-Altman analysis of intraobserver and interobserver variability for 
LV and RV peak systolic and diastolic deformation parameters and dyssynchrony  
 Intraobserver variability Interobserver variability 
  Difference  Difference 
Variable mean ± SD mean ± SD mean ± SD mean ± SD 
LV strain -17.7 ± 2.8 0.2 ± 0.8 -18.2 ± 3.2 -0.3 ± 2.1 
LV systolic SR -0.9 ± 0.1 -0.03 ± 0.2 -1.0 ± 0.2 -0.007 ± 0.3 
LV diastolic SR 1.1 ± 0.3 -0.07 ± 0.2 1.2 ± 0.4 -0.1 ± 0.3 
RV strain -18.3 ± 2.0 0.2 ± 1.5 -18.5 ± 2.2 -0.2 ± 1.7 
RV systolic SR -0.9 ± 0.1 -0.01 ± 0.2 -1.0 ± 0.1 -0.1 ± 0.2 
RV diastolic SR 1.0 ± 0.3 0.1 ± 0.3 1.1 ± 0.2 0.1 ± 0.4 
LV strain MOWD 108.7 ± 42.3 25.7 ± 56.2 86.7 ± 32.6 -24.8 ± 44.9 
LV systolic SR MOWD 139.8 ± 49.2 28.1 ± 74.6 126.4 ± 42.9 -11.8 ± 75.5 
LV diastolic SR MOWD 99.0 ± 58.5 19.3 ± 58.9 78.4 ± 38.4 -28.4 ± 38.3 
RV strain MOWD 95.2 ± 43.6 1.4 ± 32.9 75.0 ± 31.4 -25.9 ± 31.7 
RV systolic SR MOWD 190.4 ± 66.2 5.7 ± 86.1 161.1 ± 55.8 -52.8 ± 51.7 
RV diastolic SR MOWD 110.9 ± 48.7 -2.9 ± 32.9 101.1 ± 33.9 -15.8 ± 50.7 
Abbreviations: LV, left ventricle; MOWD, maximum opposite wall delay; PR, 
pulmonary regurgitation; RV, right ventricle; SR, strain rate; TR, tricuspid regurgitation 
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Figure 13: Bland-Altman plots depicting intraobserver and interobserver 
reliability for measurement of LV longitudinal strain (A, B) and RV longitudinal 
strain (C, D)  
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3.- Ventricular-ventricular interactions before and after pulmonary valve 

replacement 

 
Correlations between LV and RV peak systolic and diastolic parameters both before 

and after PVR are shown in Table 19. A close correlation between LV and RV peak 

systolic strain, strain rate and diastolic strain rate was found before PVR and was 

maintained after surgery. However, no correlation was found between chamber size and 

contralateral function either before or after surgery. Patients with higher degrees of 

pulmonary regurgitation had a larger RV both before and after surgery (r = 0.3, p = 

0.003, and r = 0.2, p = 0.06), although this was not correlated with LV size or function.  

 

Table 19: Ventricular-ventricular interactions before and after PVR 
  Before After 
Variable by Variable Spearman 

correlation 
pvalue Spearman 

correlation 
pvalue 

LV size RV size -0.16 0.07 0.18 0.14 
LV strain RV strain 0.4 0.002 0.5 0.001 
LV SR RV SR 0.4 0.002 0.3 0.03 
LV diastolic SR RV diastolic SR 0.4 0.002 0.4 0.01 
LV function RV function 0.4 <0.0001 0.3 0.009 
LV strain RV size -0.06 0.6 0.2 0.1 
LV size RV strain 0.06 0.6 0.2 0.1 
LV size PR  -0.09 0.3 -0.08 0.5 
Abbreviations: LV, left ventricle; PR, pulmonary regurgitation; RV, right ventricle; TR, 
tricuspid regurgitation; SR, strain rate 

 

RV and LV maximum opposite wall delay did not correlate with QRS duration 

either before or after surgery. Even though an improvement in QRS duration was noted 

after surgery (154 ± 29 ms vs 148 ± 30 ms, p = 0.002), there was no change in 

maximum opposite wall delay after surgery.  

 

 



ECHOCARDIOGRAPHY STUDY 

Tesi Doctoral – Anna Sabaté Rotés | 68 
 

4.- Outcomes 

 

Patients were followed for a mean time of 3.0 ± 2.7 years; six patients were lost 

at follow-up (4.5%). 

 

Predictors of LV and RV peak systolic strain at follow-up 

 

Univariate and multivariate analyses for LV and RV peak systolic strain after 

surgery are depicted in Table 20. In the multivariate analysis, patients with better LV 

peak systolic strain preoperatively predicted better LV peak systolic strain after surgery. 

Similarly, patients with better RV peak systolic strain preoperatively independently 

predicted better RV peak systolic strain after surgery, although the patients that had the 

most improvement were those with worse RV peak systolic strain preoperatively (0.5 ± 

0.2%, p = 0.002), as shown in Figure 14.  

 

Figure 14: Scatterplots depicting the association between RV peak systolic strain 
before pulmonary valve replacement and (A) RV peak systolic strain after 
surgery; and (B) change of RV peak systolic strain after surgery (pre – post RV 
peak systolic strain) 
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Table 20: Univariate and multivariate analyses for LV and RV peak systolic strain 
after surgery 
  

LV peak systolic strain after PVR 
 Univariate Multivariate 
 estimate ± SE p value estimate ± SE p value 
LV strain 0.8 ± 0.2 0.0004 0.68 ± 0.2 0.004 
RV strain 0.2 ± 0.1 0.2 -0.02 ± 0.1 0.9 
Age at initial repair 0.02 ± 0.04 0.7   
Previous palliation 1.6 ± 1 0.1 1.6 ± 2.2 0.5 
≥ 3 surgeries 1.4 ± 0.9 0.1 0.008 ± 2.1 1 
Age at PVR 0.02 ± 0.03 0.5   
NYHA pre ≥ II 0.9 ± 1 0.4   
QRS pre 0.008 ± 0.02 0.6   
RV pre > moderate 1.4 ± 0.9 0.1 0.9 ± 1.1 0.4 
  

RV peak systolic strain after PVR 
 Univariate Multivariate 
 estimate ± SE p value estimate ± SE p value 
LV strain 0.9 ± 0.2 0.001*   
RV strain 0.5 ± 0.2 0.002 0.5 ± 0.2 0.006 
Age at initial repair 0.03 ± 0.06 0.6   
Previous palliation 0.7 ± 1.3 0.6   
≥ 3 surgeries -0.3 ± 1.2 0.8   
Age at PVR 0.06 ± 0.04 0.09 0.04 ± 0.04 0.3 
NYHA pre ≥ II -0.4 ± 1.4 0.8   
QRS pre 0.03 ± 0.02 0.2 0.009 ± 0.03 0.7 
RV pre > moderate 1.7 ± 1.2 0.2 0.9 ± 1.4 0.5 
Abbreviations: LV, left ventricle; NYHA, New York Heart Association; PVR, 
pulmonary valve replacement; RV, right ventricle  
*Variable not included in the multivariate model due to the number of missing	
  
 

 

Predictors of functional class at follow-up 

 

NYHA class at a median follow-up of 8 months (interquartile range 4.5 to 12.5 

months) improved from 2.2 ± 0.8 to 1.2 ± 0.6, p<0.0001. In the univariate analysis, RV 

peak systolic strain predicted NYHA ≥ II early after surgery (OR 1.3, p = 0.02). All 
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other variables including LV peak systolic strain, age at initial repair, previous 

palliation procedures, 3 or more previous cardiac surgeries, QRS duration, RV size and 

age at the time of PVR were not predictive of NYHA class at follow-up. There were 

insufficient numbers to proceed with a multivariate analysis in this cohort. 

 

Mortality  

 

There were 5 deaths (3.9 %) at a median follow-up of 6 months (range 17 days 

to 2.6 years) after PVR. The early death was due to sepsis. The 4 late deaths were 

cardiac related in 3 (one was a SCD) and the other one was infection related. Patients 

who died had worse preoperative systolic deformation parameters for both the LV and 

RV: LV strain -7.9 ± 2.2 % vs -15.2 ± 3.2 %, p = 0.002; LV strain rate -0.6 ± 0.05 s-1 vs 

-0.8 ± 0.2 s-1, p = 0.04; RV strain -10.6 ± 7.2 % vs -16.4 ± 4.1 %, p = 0.008; and RV 

strain rate -0.6 ± 0.4 s-1 vs -0.9 ± 0.3 s-1, p = 0.04. Patients who died also had worse 

preoperative diastolic deformation parameters for both the LV and RV, although the 

difference did not reach statistical significance: LV diastolic SR 0.6 ± 0.1 s-1 vs 1 ± 0.3 

s-1, p = 0.09; and RV diastolic SR 0.7 ± 0.2 s-1 vs 1 ± 0.3 s-1, p = 0.06. Of note, only 2 of 

5 patients had LV analysis preoperatively while 4 of 5 patients had RV analysis 

preoperatively. 

 

5.- MRI analysis 

 

Correlations between MRI and echocardiographic measurements are shown in 

Table 21. RVEF and LVEF on MRI did not correlate with the corresponding strain 

parameters. Interestingly, there was an association between RV volume and RV strain, 
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where larger ventricles had better function. RV dimensions on MRI correlated closely to 

RV dimensions on 2D echo. Therefore, we used 2D echo assessment for all other 

analyses since that information was available for all patients. 

 

RVEF and RV volumes did correlate well with the corresponding qualitatively 

functional assessment on 2D echo. Patients with larger RV size on 2D echo had worse 

LVEF measured on MRI. 

 

Table 21: Correlations between MRI and echocardiography (2D echo and strain 
imaging) 
MRI Variable by Echo Variable Spearman 

correlation 
p value 

RVEF RV strain -0.08 0.6 
RVEF RV strain rate 0.06 0.7 
RVEF RV diastolic strain rate 0.07 0.7 
RVEDVi RV strain -0.3 0.07 
RVESVi RV strain  -0.2 0.1 
RVEDVi RV strain rate -0.3 0.049 
RVESVi RV strain rate -0.3 0.04 
RVEDVi RV size 0.5 0.001 
RVESVi RV size 0.4 0.004 
LVEF LV strain -0.2 0.3 
LVEF LV strain rate -0.1 0.6 
LVEF LV diastolic strain rate -0.003 1 
LVEDVi LV size 0.2 0.2 
LVESVi LV size 0.3 0.07 
LVEF EF 0.5 0.0001 
LVEF RV size -0.3 0.046 
Abbreviations: EDVi, end diastolic volume indexed (mm/m2); ESVi, end systolic 
volume indexed (mm/m2); EF, ejection fraction (%); LV, left ventricle; RV, right 
ventricle  
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III. DISCUSSION  

 

Our data support the conclusion that systolic and diastolic deformational 

parameters for both the LV and RV are decreased in patients with TOF long after initial 

repair. We found that there is no significant change in these parameters after PVR and 

that these biventricular interactions do not seem to be affected by surgery. We also 

found that pre-operative LV and RV peak systolic strain are predictive of LV and RV 

peak systolic strain after PVR, and that RV peak systolic strain is predictive of NYHA 

class at early follow-up. In addition, the few patients who died at follow-up had worse 

LV and RV function before surgery compared to those that survived. These results 

suggest a potential role for these novel quantitative deformational parameters to 

determine optimal timing of PVR in this cohort. 

 

Biventricular response after pulmonary valve replacement 

Patients with TOF undergoing first time PVR after initial complete repair have 

decreased LV and RV systolic and diastolic deformational parameters. This was 

previously highlighted in some studies reviewing patients with TOF long after initial 

repair compared with healthy controls15, 36, although our numbers are lower, likely 

because the majority of our patients were symptomatic. A decreased LV systolic strain 

and strain rate contrasts with a normal LVEF assessed by 2D echo in the majority of our 

patients. This discrepancy supports the theory that reduced longitudinal function 

(assessed by longitudinal strain) may be present in TOF patients before circumferential 

function (assessed by LVEF) is affected15.  

To our knowledge, the biventricular response after PVR has not been 

extensively studied using these novel techniques. In our cohort, there was no significant 
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change in biventricular function after intervention when measured with strain, although 

RV function improved qualitatively after surgery. The lack of strain improvement after 

surgery could be due to the late surgery in our cohort or due to too early assessment of 

the strain imaging after surgery, as cardiopulmonary bypass time would likely play a 

role in decreasing myocardial function immediately after PVR. However, there was an 

improvement in qualitative RV functional assessment. This discrepancy could be due to 

different mechanisms that are being assessed with each of these techniques. Strain 

imaging evaluates active contraction whereas 2D echocardiography may be influenced 

by passive motion secondary to volume loading. 

 

Unfavorable ventricular-ventricular interactions were found in our study. An 

association between LV and RV systolic and diastolic dysfunction was found using 

strain imaging, similar to previous studies15. We found a close correlation between PR 

and RV size, but in contrast to other studies we did not find a relation between PR or 

RV size and LV strain35. 

 

Biventricular maximum opposite wall delay did not correlate with QRS duration 

or LV strain either before or after surgery in our cohort, similar to one other study35. 

However, this result contrasts with other previously published data that shows a close 

correlation between QRS duration, LV maximum opposite wall delay and LV peak 

systolic longitudinal strain17. 

 

Clinical implications 

Functional class measured with the subjective method of NYHA classification 

detects a statistically significant improvement early after PVR. RV systolic strain 
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predicted NYHA class at early follow-up; patients with worse RV systolic strain had an 

increased risk of NYHA class ≥ II at early follow-up. The fact that there was an 

association between biventricular function before surgery and biventricular function and 

functional class after surgery is consistent with early PVR being beneficial. The limited 

number of events precluded a receiver operating characteristic type of analysis to find a 

cutoff for RV strain and/or LV strain. 

 

LV dysfunction measured on 2D echocardiography62 and MRI96 has been linked 

to adverse clinical outcomes in adults after TOF repair. In our cohort, LV function on 

2D echo was normal in the majority of patients whereas LV deformational parameters 

were all abnormal and patients who died were those with lower values. This suggests 

that deformational parameters may be more sensitive to evaluate ventricular function 

and may add value during follow-up in this cohort. Other studies have shown the 

prognostic value of LV global longitudinal strain in patients with TOF97 and in non-

selected populations98. In our study, even though the mortality was low, those few 

patients who died at follow-up had worse LV and RV function before surgery compared 

to those that survived. 

 

MRI 

Systolic and diastolic deformational parameters did not correlate well with 

ventricular function measured on MRI. This may possibly be due to differential regional 

RV function in these patients. This discrepancy has been reported99, 100. Bonnemains et 

al found a lack of correlation between RVEF on MRI and longitudinal RV free wall 

strain and strain rate in a cohort of patients with repaired TOF100. Kutty et al attributed 

this discrepancy to the infundibular dysfunction that existed in the majority of these 
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patients99. They showed that in patients with good infundibular function, RV systolic 

strain correlated well with RVEF on MRI whereas in patients with poor infundibular 

function this correlation was weak.  

 

Limitations 

Velocity vector imaging has some limitations, especially in retrospective studies 

where low frame rates and poor image resolution are frequent and may prevent the 

precise characterization of regional myocardial motion impacting the overall temporal 

resolution of the regional strain map. Qualitative 2-dimensional echocardiography 

measurements were subjective and limits external validity. Patient numbers were low in 

our study and precluded a multivariate analysis for the NYHA predictive model. 

Mortality was also low and precluded a more accurate predictive model. 

 

IV. CONCLUSION 

 

LV and RV peak systolic strain, SR and diastolic SR are all decreased in patients 

with repaired TOF undergoing PVR, and there is no significant change after surgery. 

Biventricular interactions are not affected by the surgery. However, patients with better 

preoperative LV and RV peak systolic strain have better LV and RV peak systolic strain 

after surgery, respectively. Patients with worse peak systolic strain have worse 

functional class at early follow-up. Therefore, these novel quantitative functional 

parameters are potentially helpful to determine optimal timing of PVR and can be 

valuable to ongoing serial evaluation. 
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I. SPECIFIC CONCLUSIONS 

 

Each of the specific conclusions below refers to one of the specific aims on page 17, 

and on the same order: 

 

1. The most important predictors of mortality in patients with repaired TOF 

undergoing PVR were: older age at initial repair, three or more previous cardiac 

operations, advanced functional class prior to PVR and large body surface area at 

the time of PVR.  

2. Regarding the predictors of pulmonary valve reintervention, age was the most 

important factor. Younger patients were at higher risk of reintervention, especially 

those younger than 18 years old. 

3. The effect of PVR on aerobic capacity in patients with repaired TOF was the third 

specific aim of this Thesis. Patients with repaired TOF have an abnormally low 

aerobic capacity at the time of PVR. Even though there is subjective improvement 

in functional class after PVR, we appreciated a modest improvement in exercise 

capacity in our cohort and did not demonstrate a statistically appreciable difference 

in the meta-analysis.  

4. Predictors of significant arrhythmia after PVR in patients with repaired TOF were: 

history of VT and LV dysfunction (LVEF <50%).  

5. The fifth and last of the specific aims was regarding the role of novel deformational 

echocardiographic techniques on predicting postoperative RV and LV function and 

functional class in this population. Patients with repaired TOF undergoing PVR 

have an abnormally low RV and LV systolic and diastolic function measured by 
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novel quantitative echocardiographic techniques (strain and strain rate). Ventricular 

function measured with these new techniques is not equivalent to ventricular 

function measured by MRI. However, pre-operative systolic and diastolic 

deformational parameters are predictive of early ventricular function and functional 

class after PVR in patients with repaired TOF.  
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II. OVERALL CONCLUSION 

 

The results of this Thesis show that patients with repaired TOF undergoing PVR 

have been operated late in their disease process to achieve ideal postoperative outcomes. 

Even though subjective functional class and qualitative echocardiography show 

improvement after PVR, objectively measured exercise capacity and novel quantitative 

functional echocardiographic techniques show no clinically or statistically relevant 

improvement. In addition, freedom from life-threatening events and overall survival are 

poor at 15 year follow-up, being below 80% in a young population with a mean age at 

PVR around 30 years old. 

 

However, the appropriate moment for PVR needs to be balanced with the risk of 

pulmonary valve reintervention. Operating sooner may lead to earlier need of 

reintervention, especially in patients younger than 18 years old. Currently, the advent of 

percutaneously implantable valves may have the potential to reduce the number of 

sternotomies at follow-up, and should be considered in the decision making. 

 

Careful preoperative assessment including coronary anatomy, risk of arrhythmia 

and degree of tricuspid regurgitation is important to decide the optimal surgical 

approach at the time of PVR. Exercise testing may be convenient preoperatively as an 

objective measurement of functional class. Besides, novel deformational 

echocardiographic techniques may be helpful to determine optimal timing of PVR and 

can be valuable to ongoing serial evaluation, adding to the current imaging strategy.  
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Importantly, the appropriate moment and the best surgical approach for restoring 

pulmonary valve function in patients with repaired TOF are still not clear. Several 

aspects highlighted in this Thesis should be considered and evaluated by a 

comprehensive multidisciplinary team, involving a congenital cardiologist, 

electrophysiologist with expertise in congenital heart disease and a congenital cardiac 

surgeon. 

 

  



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 83  
 

 

 

 

 

BIBLIOGRAPHY 
  



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 84 
 

 

 

 

  



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 85  
 

1. Hoffman JI and Kaplan S. The incidence of congenital heart disease. J Am Coll Cardiol. 

2002;39:1890-900. 

2. Van Praagh R. The first Stella van Praagh memorial lecture: the history and anatomy of 

tetralogy of Fallot. Semin Thorac Cardiovasc Surg Pediatr Card Surg Annu. 2009:19-

38. 

3. Gupta D, Saxena A, Kothari SS, Juneja R, Rajani M, Sharma S and Venugopal P. 

Detection of coronary artery anomalies in tetralogy of Fallot using a specific 

angiographic protocol. Am J Cardiol. 2001;87:241-4, A9. 

4. S. Lucy Roche SCG, and Andrew N. Redington. Tetralogy of Fallot with Pulmonary 

Stenosis and Tetralogy of Fallot with Absent Pulmonary Valve In: D. J. D. Hugh D. 

Allen, Robert E. Shaddy, Timothy F. Feltes, ed. Moss and Adams' Heart Disease In 

Infants, Children, and Adolescents Including the Fetus and Young Adult. 8th ed. 

Philadelphia: Wolters Kluwer, Lippincott Williams & Wilkins; 2013(II): 969 - 989. 

5. Rudolph A. Congenital Diseases of the Heart: Clinical-Physiological Considerations. 

Third Edition ed: Wiley-Blackwell; 2009. 

6. Bove EL and Hirsch JC. Tetralogy of Fallot. In: J. F. Stark, M. R. d. Leval and V. T. 

Tsang, eds. Surgery for Congenital Heart Defects; 2006: 399-410. 

7. Murphy JG, Gersh BJ, Mair DD, Fuster V, McGoon MD, Ilstrup DM, McGoon DC, 

Kirklin JW and Danielson GK. Long-Term Outcome in Patients Undergoing Surgical 

Repair of Tetralogy of Fallot. New England Journal of Medicine. 1993;329:593-599. 

8. Nollert G, Fischlein T, Bouterwek S, Bohmer C, Klinner W and Reichart B. Long-term 

survival in patients with repair of tetralogy of Fallot: 36-year follow-up of 490 survivors 

of the first year after surgical repair. J Am Coll Cardiol. 1997;30:1374-83. 

9. Waien SA, Liu PP, Ross BL, Williams WG, Webb GD and McLaughlin PR. Serial 

follow-up of adults with repaired tetralogy of Fallot. J Am Coll Cardiol. 1992;20:295-

300. 

10. Wald RM, Haber I, Wald R, Valente AM, Powell AJ and Geva T. Effects of regional 

dysfunction and late gadolinium enhancement on global right ventricular function and 

exercise capacity in patients with repaired tetralogy of Fallot. Circulation. 

2009;119:1370-7. 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 86 
 

11. Therrien J, Siu SC, McLaughlin PR, Liu PP, Williams WG and Webb GD. Pulmonary 

valve replacement in adults late after repair of tetralogy of fallot: are we operating too 

late? J Am Coll Cardiol. 2000;36:1670-5. 

12. Knauth AL, Gauvreau K, Powell AJ, Landzberg MJ, Walsh EP, Lock JE, del Nido PJ 

and Geva T. Ventricular size and function assessed by cardiac MRI predict major 

adverse clinical outcomes late after tetralogy of Fallot repair. Heart. 2008;94:211-6. 

13. Weidemann F, Eyskens B, Mertens L, Dommke C, Kowalski M, Simmons L, Claus P, 

Bijnens B, Gewillig M, Hatle L and Sutherland GR. Quantification of regional right and 

left ventricular function by ultrasonic strain rate and strain indexes after surgical repair 

of tetralogy of Fallot. Am J Cardiol. 2002;90:133-8. 

14. Cheung EW, Liang XC, Lam WW and Cheung YF. Impact of right ventricular dilation 

on left ventricular myocardial deformation in patients after surgical repair of tetralogy 

of fallot. Am J Cardiol. 2009;104:1264-70. 

15. Kempny A, Diller GP, Orwat S, Kaleschke G, Kerckhoff G, Bunck A, Maintz D and 

Baumgartner H. Right ventricular-left ventricular interaction in adults with Tetralogy of 

Fallot: a combined cardiac magnetic resonance and echocardiographic speckle tracking 

study. Int J Cardiol. 2012;154:259-64. 

16. Dragulescu A, Grosse-Wortmann L, Redington A, Friedberg MK and Mertens L. 

Differential effect of right ventricular dilatation on myocardial deformation in patients 

with atrial septal defects and patients after tetralogy of Fallot repair. Int J Cardiol. 2012. 

17. Tzemos N, Harris L, Carasso S, Subira LD, Greutmann M, Provost Y, Redington AN, 

Rakowski H, Siu SC and Silversides CK. Adverse left ventricular mechanics in adults 

with repaired tetralogy of Fallot. Am J Cardiol. 2009;103:420-5. 

18. Robinson JD, Rathod RH, Brown DW, Del Nido PJ, Lock JE, McElhinney DB, Bacha 

EA and Marshall AC. The evolving role of intraoperative balloon pulmonary 

valvuloplasty in valve-sparing repair of tetralogy of Fallot. J Thorac Cardiovasc Surg. 

2011;142:1367-73. 

19. Yoo BW, Kim JO, Kim YJ, Choi JY, Park HK, Park YH and Sul JH. Impact of pressure 

load caused by right ventricular outflow tract obstruction on right ventricular volume 

overload in patients with repaired tetralogy of Fallot. J Thorac Cardiovasc Surg. 

2012;143:1299-304. 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 87  
 

20. Awori MN, Leong W, Artrip JH and O'Donnell C. Tetralogy of Fallot repair: optimal z-

score use for transannular patch insertion. Eur J Cardiothorac Surg. 2012. 

21. Warnes CA, Williams RG, Bashore TM, Child JS, Connolly HM, Dearani JA, del Nido 

P, Fasules JW, Graham TP, Jr., Hijazi ZM, Hunt SA, King ME, Landzberg MJ, Miner 

PD, Radford MJ, Walsh EP and Webb GD. ACC/AHA 2008 Guidelines for the 

Management of Adults with Congenital Heart Disease: a report of the American 

College of Cardiology/American Heart Association Task Force on Practice Guidelines 

(writing committee to develop guidelines on the management of adults with congenital 

heart disease). Circulation. 2008;118:e714-833. 

22. Baumgartner H, Bonhoeffer P, De Groot NM, de Haan F, Deanfield JE, Galie N, 

Gatzoulis MA, Gohlke-Baerwolf C, Kaemmerer H, Kilner P, Meijboom F, Mulder BJ, 

Oechslin E, Oliver JM, Serraf A, Szatmari A, Thaulow E, Vouhe PR and Walma E. 

ESC Guidelines for the management of grown-up congenital heart disease (new version 

2010). Eur Heart J. 2010;31:2915-57. 

23. Gatzoulis MA, Balaji S, Webber SA, Siu SC, Hokanson JS, Poile C, Rosenthal M, 

Nakazawa M, Moller JH, Gillette PC, Webb GD and Redington AN. Risk factors for 

arrhythmia and sudden cardiac death late after repair of tetralogy of Fallot: a multicentre 

study. The Lancet. 2000;356:975-981. 

24. Oosterhof T, Vliegen HW, Meijboom FJ, Zwinderman AH, Bouma B and Mulder BJ. 

Long-term effect of pulmonary valve replacement on QRS duration in patients with 

corrected tetralogy of Fallot. Heart. 2007;93:506-9. 

25. Scherptong RW, Hazekamp MG, Mulder BJ, Wijers O, Swenne CA, van der Wall EE, 

Schalij MJ and Vliegen HW. Follow-up after pulmonary valve replacement in adults 

with tetralogy of Fallot: association between QRS duration and outcome. J Am Coll 

Cardiol. 2010;56:1486-92. 

26. Ammash NM, Dearani JA, Burkhart HM and Connolly HM. Pulmonary regurgitation 

after tetralogy of Fallot repair: clinical features, sequelae, and timing of pulmonary 

valve replacement. Congenit Heart Dis. 2007;2:386-403. 

27. Geva T. Repaired tetralogy of Fallot: the roles of cardiovascular magnetic resonance in 

evaluating pathophysiology and for pulmonary valve replacement decision support. J 

Cardiovasc Magn Reson. 2011;13:9. 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 88 
 

28. Tweddell JS, Simpson P, Li SH, Dunham-Ingle J, Bartz PJ, Earing MG and Pelech AN. 

Timing and technique of pulmonary valve replacement in the patient with tetralogy of 

Fallot. Semin Thorac Cardiovasc Surg Pediatr Card Surg Annu. 2012;15:27-33. 

29. Kilner PJ, Geva T, Kaemmerer H, Trindade PT, Schwitter J and Webb GD. 

Recommendations for cardiovascular magnetic resonance in adults with congenital 

heart disease from the respective working groups of the European Society of 

Cardiology. Eur Heart J. 2010;31:794-805. 

30. Geva T. Indications and timing of pulmonary valve replacement after tetralogy of Fallot 

repair. Semin Thorac Cardiovasc Surg Pediatr Card Surg Annu. 2006:11-22. 

31. Therrien J, Provost Y, Merchant N, Williams W, Colman J and Webb G. Optimal 

timing for pulmonary valve replacement in adults after tetralogy of Fallot repair. Am J 

Cardiol. 2005;95:779-82. 

32. Oosterhof T, van Straten A, Vliegen HW, Meijboom FJ, van Dijk AP, Spijkerboer AM, 

Bouma BJ, Zwinderman AH, Hazekamp MG, de Roos A and Mulder BJ. Preoperative 

thresholds for pulmonary valve replacement in patients with corrected tetralogy of 

Fallot using cardiovascular magnetic resonance. Circulation. 2007;116:545-51. 

33. Frigiola A, Tsang V, Bull C, Coats L, Khambadkone S, Derrick G, Mist B, Walker F, 

van Doorn C, Bonhoeffer P and Taylor AM. Biventricular response after pulmonary 

valve replacement for right ventricular outflow tract dysfunction: is age a predictor of 

outcome? Circulation. 2008;118:S182-90. 

34. Buechel ER, Dave HH, Kellenberger CJ, Dodge-Khatami A, Pretre R, Berger F and 

Bauersfeld U. Remodelling of the right ventricle after early pulmonary valve 

replacement in children with repaired tetralogy of Fallot: assessment by cardiovascular 

magnetic resonance. Eur Heart J. 2005;26:2721-7. 

35. Fernandes FP, Manlhiot C, Roche SL, Grosse-Wortmann L, Slorach C, McCrindle BW, 

Mertens L, Kantor PF and Friedberg MK. Impaired left ventricular myocardial 

mechanics and their relation to pulmonary regurgitation, right ventricular enlargement 

and exercise capacity in asymptomatic children after repair of tetralogy of Fallot. J Am 

Soc Echocardiogr. 2012;25:494-503. 

36. Friedberg MK, Fernandes FP, Roche SL, Grosse-Wortmann L, Manlhiot C, Fackoury 

C, Slorach C, McCrindle BW, Mertens L and Kantor PF. Impaired right and left 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 89  
 

ventricular diastolic myocardial mechanics and filling in asymptomatic children and 

adolescents after repair of tetralogy of Fallot. Eur Heart J Cardiovasc Imaging. 

2012;13:905-13. 

37. Nordmeyer J, Lurz P, Tsang VT, Coats L, Walker F, Taylor AM, Khambadkone S, de 

Leval MR and Bonhoeffer P. Effective transcatheter valve implantation after pulmonary 

homograft failure: a new perspective on the Ross operation. J Thorac Cardiovasc Surg. 

2009;138:84-8. 

38. McElhinney DB, Cheatham JP, Jones TK, Lock JE, Vincent JA, Zahn EM and 

Hellenbrand WE. Stent fracture, valve dysfunction, and right ventricular outflow tract 

reintervention after transcatheter pulmonary valve implantation: patient-related and 

procedural risk factors in the US Melody Valve Trial. Circ Cardiovasc Interv. 

2011;4:602-14. 

39. Boudjemline Y, Sarquella-Brugada G, Kamache I, Patel M, Ladouceur M, Bonnet D, 

Boughenou FM, Fraisse A and Iserin L. Impact of right ventricular outflow tract size 

and substrate on outcomes of percutaneous pulmonary valve implantation. Arch 

Cardiovasc Dis. 2013;106:19-26. 

40. Momenah TS, El Oakley R, Al Najashi K, Khoshhal S, Al Qethamy H and Bonhoeffer 

P. Extended application of percutaneous pulmonary valve implantation. J Am Coll 

Cardiol. 2009;53:1859-63. 

41. Perron J, Moran AM, Gauvreau K, del Nido PJ, Mayer JE, Jr. and Jonas RA. Valved 

homograft conduit repair of the right heart in early infancy. Ann Thorac Surg. 

1999;68:542-8. 

42. Discigil B, Dearani JA, Puga FJ, Schaff HV, Hagler DJ, Warnes CA and Danielson GK. 

Late pulmonary valve replacement after repair of tetralogy of Fallot. J Thorac 

Cardiovasc Surg. 2001;121:344-51. 

43. Wells WJ, Arroyo H, Bremner RM, Wood J and Starnes VA. Homograft conduit failure 

in infants is not due to somatic outgrowth. J Thorac Cardiovasc Surg. 2002;124:88-96. 

44. Dos L, Munoz-Guijosa C, Mendez AB, Ginel A, Montiel J, Padro JM and Subirana MT. 

Long term outcome of mechanical valve prosthesis in the pulmonary position. Int J 

Cardiol. 2011;150:173-6. 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 90 
 

45. Zubairi R, Malik S, Jaquiss RD, Imamura M, Gossett J and Morrow WR. Risk factors 

for prosthesis failure in pulmonary valve replacement. Ann Thorac Surg. 2011;91:561-

5. 

46. Chen PC, Sager MS, Zurakowski D, Pigula FA, Baird CW, Mayer JE, Jr., Del Nido PJ 

and Emani SM. Younger age and valve oversizing are predictors of structural valve 

deterioration after pulmonary valve replacement in patients with tetralogy of Fallot. J 

Thorac Cardiovasc Surg. 2012;143:352-60. 

47. Fiore AC, Rodefeld M, Turrentine M, Vijay P, Reynolds T, Standeven J, Hill K, Bost J, 

Carpenter D, Tobin C and Brown JW. Pulmonary valve replacement: a comparison of 

three biological valves. Ann Thorac Surg. 2008;85:1712-8; discussion 1718. 

48. Harrild DM, Berul CI, Cecchin F, Geva T, Gauvreau K, Pigula F and Walsh EP. 

Pulmonary valve replacement in tetralogy of Fallot: impact on survival and ventricular 

tachycardia. Circulation. 2009;119:445-51. 

49. Therrien J, Siu SC, Harris L, Dore A, Niwa K, Janousek J, Williams WG, Webb G and 

Gatzoulis MA. Impact of pulmonary valve replacement on arrhythmia propensity late 

after repair of tetralogy of Fallot. Circulation. 2001;103:2489-94. 

50. Karamlou T, Silber I, Lao R, McCrindle BW, Harris L, Downar E, Webb GD, Colman 

JM, Van Arsdell GS and Williams WG. Outcomes after late reoperation in patients with 

repaired tetralogy of Fallot: the impact of arrhythmia and arrhythmia surgery. Ann 

Thorac Surg. 2006;81:1786-93; discussion 1793. 

51. Khairy P, Landzberg MJ, Gatzoulis MA, Lucron H, Lambert J, Marcon F, Alexander 

ME and Walsh EP. Value of programmed ventricular stimulation after tetralogy of fallot 

repair: a multicenter study. Circulation. 2004;109:1994-2000. 

52. Zhu WX, Johnson SB, Brandt R, Burnett J and Packer DL. Impact of volume loading 

and load reduction on ventricular refractoriness and conduction properties in canine 

congestive heart failure. J Am Coll Cardiol. 1997;30:825-33. 

53. Harrison DA, Harris L, Siu SC, MacLoghlin CJ, Connelly MS, Webb GD, Downar E, 

McLaughlin PR and Williams WG. Sustained Ventricular Tachycardia in Adult Patients 

Late After Repair of Tetralogy of Fallot. J Am Coll Cardiol. 1997;30:1368-1373. 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 91  
 

54. Vliegen HW. Magnetic Resonance Imaging to Assess the Hemodynamic Effects of 

Pulmonary Valve Replacement in Adults Late After Repair of Tetralogy of Fallot. 

Circulation. 2002;106:1703-1707. 

55. Tobler D, Crean AM, Redington AN, Van Arsdell GS, Caldarone CA, Nanthakumar K, 

Stambach D, Dos L, Wintersperger BJ, Oechslin EN, Silversides CK and Wald RM. 

The left heart after pulmonary valve replacement in adults late after tetralogy of Fallot 

repair. Int J Cardiol. 2012;160:165-70. 

56. Chalard A, Sanchez I, Gouton M, Henaine R, Salami FA, Ninet J, Douek PC, Di Filippo 

S and Boussel L. Effect of Pulmonary Valve Replacement on Left Ventricular Function 

in Patients With Tetralogy of Fallot. Am J Cardiol. 2012. 

57. Ferraz Cavalcanti PE, Sa MP, Santos CA, Esmeraldo IM, Escobar RR, Menezes AM, 

Azevedo OM, Jr., Vasconcelos Silva FP, Lins RF and Lima Rde C. Pulmonary valve 

replacement after operative repair of tetralogy of fallot: meta-analysis and meta-

regression of 3,118 patients from 48 studies. J Am Coll Cardiol. 2013;62:2227-43. 

58. Lang RM, Bierig M, Devereux RB, Flachskampf FA, Foster E, Pellikka PA, Picard 

MH, Roman MJ, Seward J, Shanewise JS, Solomon SD, Spencer KT, St John Sutton M 

and Stewart WJ. Recommendations for Chamber Quantification: A Report from the 

American Society of Echocardiography’s Guidelines and Standards Committee and the 

Chamber Quantification Writing Group, Developed in Conjunction with the European 

Association of Echocardiography, a Branch of the European Society of Cardiology. 

Journal of the American Society of Echocardiography. 18:1440-1463. 

59. Lopez L, Colan SD, Frommelt PC, Ensing GJ, Kendall K, Younoszai AK, Lai WW and 

Geva T. Recommendations for quantification methods during the performance of a 

pediatric echocardiogram: a report from the Pediatric Measurements Writing Group of 

the American Society of Echocardiography Pediatric and Congenital Heart Disease 

Council. J Am Soc Echocardiogr. 2010;23:465-95; quiz 576-7. 

60. Zoghbi WA, Enriquez-Sarano M, Foster E, Grayburn PA, Kraft CD, Levine RA, 

Nihoyannopoulos P, Otto CM, Quinones MA, Rakowski H, Stewart WJ, Waggoner A 

and Weissman NJ. American Society of Echocardiography: recommendations for 

evaluation of the severity of native valvular regurgitation with two-dimensional and 

Doppler echocardiography: A report from the American Society of Echocardiography's 

Nomenclature and Standards Committee and The Task Force on Valvular 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 92 
 

Regurgitation, developed in conjunction with the American College of Cardiology 

Echocardiography Committee, The Cardiac Imaging Committee, Council on Clinical 

Cardiology, The American Heart Association, and the European Society of Cardiology 

Working Group on Echocardiography, represented by. European Journal of 

Echocardiography. 2003;4:237-261. 

61. Gatzoulis MA, Till JA, Somerville J and Redington AN. Mechanoelectrical Interaction 

in Tetralogy of Fallot: QRS Prolongation Relates to Right Ventricular Size and Predicts 

Malignant Ventricular Arrhythmias and Sudden Death. Circulation. 1995;92:231-237. 

62. Ghai A, Silversides C, Harris L, Webb GD, Siu SC and Therrien J. Left ventricular 

dysfunction is a risk factor for sudden cardiac death in adults late after repair of 

tetralogy of fallot. J Am Coll Cardiol. 2002;40:1675-1680. 

63. Kogon B, Plattner C, Kirshbom P, Kanter K, Leong T, Lyle T, Jennings S, McConnell 

M and Book W. Risk factors for early pulmonary valve replacement after valve 

disruption in congenital pulmonary stenosis and tetralogy of Fallot. J Thorac 

Cardiovasc Surg. 2009;138:103-8. 

64. Lee C, Kim YM, Lee CH, Kwak JG, Park CS, Song JY, Shim WS, Choi EY, Lee SY 

and Baek JS. Outcomes of pulmonary valve replacement in 170 patients with chronic 

pulmonary regurgitation after relief of right ventricular outflow tract obstruction: 

implications for optimal timing of pulmonary valve replacement. J Am Coll Cardiol. 

2012;60:1005-14. 

65. Jain A, Oster M, Kilgo P, Grudziak J, Jokhadar M, Book W and Kogon BE. Risk 

factors associated with morbidity and mortality after pulmonary valve replacement in 

adult patients with previously corrected tetralogy of Fallot. Pediatr Cardiol. 

2012;33:601-6. 

66. Babu-Narayan SV, Diller GP, Gheta RR, Bastin AJ, Karonis T, Li W, Pennell DJ, 

Uemura H, Sethia B, Gatzoulis MA and Shore DF. Clinical Outcomes of Surgical 

Pulmonary Valve Replacement after Repair of Tetralogy of Fallot and Potential 

Prognostic Value of Preoperative Cardiopulmonary Exercise Testing. Circulation. 2013. 

67. Jang W, Kim YJ, Choi K, Lim HG, Kim WH and Lee JR. Mid-term results of 

bioprosthetic pulmonary valve replacement in pulmonary regurgitation after tetralogy of 

Fallot repair. Eur J Cardiothorac Surg. 2012;42:e1-8. 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 93  
 

68. Geva T, Gauvreau K, Powell AJ, Cecchin F, Rhodes J, Geva J and del Nido P. 

Randomized trial of pulmonary valve replacement with and without right ventricular 

remodeling surgery. Circulation. 2010;122:S201-8. 

69. Stulak JM, Dearani JA, Burkhart HM, Connolly HM, Warnes CA, Suri RM and Schaff 

HV. The increasing use of mechanical pulmonary valve replacement over a 40-year 

period. Ann Thorac Surg. 2010;90:2009-14; discussion 2014-5. 

70. Daida H, Squires RW, Allison TG, Johnson BD and Gau GT. Sequential assessment of 

exercise tolerance in heart transplantation compared with coronary artery bypass 

surgery after phase II cardiac rehabilitation. Am J Cardiol. 1996;77:696-700. 

71. Durongpisitkul K, Driscoll DJ, Mahoney DW, Wollan PC, Mottram CD, Puga FJ and 

Danielson GK. Cardiorespiratory Response to Exercise After Modified Fontan 

Operation: Determinants of Performance. J Am Coll Cardiol. 1997;29:785-790. 

72. Moher D, Liberati A, Tetzlaff J and Altman DG. Preferred reporting items for 

systematic reviews and meta-analyses: the PRISMA statement; 2009. 

73. Fredriksen PM, Therrien J, Veldtman G, Ali Warsi M, Liu P, Thaulow E and Webb G. 

Aerobic capacity in adults with tetralogy of Fallot. Cardiol Young. 2002;12:554-9. 

74. Gratz A, Hess J and Hager A. Self-estimated physical functioning poorly predicts actual 

exercise capacity in adolescents and adults with congenital heart disease. Eur Heart J. 

2009;30:497-504. 

75. Lurz P, Nordmeyer J, Giardini A, Khambadkone S, Muthurangu V, Schievano S, 

Thambo JB, Walker F, Cullen S, Derrick G, Taylor AM and Bonhoeffer P. Early versus 

late functional outcome after successful percutaneous pulmonary valve implantation: 

are the acute effects of altered right ventricular loading all we can expect? J Am Coll 

Cardiol. 2011;57:724-31. 

76. Tsang FH, Li X, Cheung YF, Chau KT and Cheng LC. Pulmonary valve replacement 

after surgical repair of tetralogy of Fallot. Hong Kong Med J. 2010;16:26-30. 

77. Vezmar M, Chaturvedi R, Lee KJ, Almeida C, Manlhiot C, McCrindle BW, Horlick 

EM and Benson LN. Percutaneous pulmonary valve implantation in the young 2-year 

follow-up. JACC Cardiovasc Interv. 2010;3:439-48. 

78. Batra AS, McElhinney DB, Wang W, Zakheim R, Garofano RP, Daniels C, Yung D, 

Cooper DM and Rhodes J. Cardiopulmonary exercise function among patients 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 94 
 

undergoing transcatheter pulmonary valve implantation in the US Melody valve 

investigational trial. Am Heart J. 2012;163:280-7. 

79. Babu-Narayan SV, Diller GP, Gheta RR, Bastin AJ, Karonis T, Li W, Pennell DJ, 

Uemura H, Sethia B, Gatzoulis MA and Shore DF. Clinical outcomes of surgical 

pulmonary valve replacement after repair of tetralogy of Fallot and potential prognostic 

value of preoperative cardiopulmonary exercise testing. Circulation. 2014;129:18-27. 

80. Eyskens B, Reybrouck T, Bogaert J, Dymarkowsky S, Daenen W, Dumoulin M and 

Gewillig M. Homograft insertion for pulmonary regurgitation after repair of tetralogy of 

fallot improves cardiorespiratory exercise performance. Am J Cardiol. 2000;85:221-5. 

81. Warner KG, O’Brien PKH, Rhodes J, Kaur A, Robinson DA and Payne DD. Expanding 

the indications for pulmonary valve replacement after repair of tetralogy of fallot. Ann 

Thorac Surg. 2003;76:1066-1071. 

82. LOWN B and WOLF M. Approaches to Sudden Death from Coronary Heart Disease. 

Circulation. 1971;44:130-142. 

83. Das MK and Zipes DP. Fragmented QRS: a predictor of mortality and sudden cardiac 

death. Heart Rhythm. 2009;6:S8-14. 

84. Broberg CS, Aboulhosn J, Mongeon FP, Kay J, Valente AM, Khairy P, Earing MG, 

Opotowsky AR, Lui G, Gersony DR, Cook S, Ting JG, Webb G and Gurvitz MZ. 

Prevalence of left ventricular systolic dysfunction in adults with repaired tetralogy of 

fallot. Am J Cardiol. 2011;107:1215-20. 

85. Aboulhosn JA, Lluri G, Gurvitz MZ, Khairy P, Mongeon FP, Kay J, Valente AM, 

Earing MG, Opotowsky AR, Lui G, Gersony DR, Cook S, Child J, Ting J, Webb G, 

Landzberg M and Broberg CS. Left and right ventricular diastolic function in adults 

with surgically repaired tetralogy of Fallot: a multi-institutional study. Can J Cardiol. 

2013;29:866-72. 

86. Khairy P, Aboulhosn J, Gurvitz MZ, Opotowsky AR, Mongeon FP, Kay J, Valente AM, 

Earing MG, Lui G, Gersony DR, Cook S, Ting JG, Nickolaus MJ, Webb G, Landzberg 

MJ and Broberg CS. Arrhythmia burden in adults with surgically repaired tetralogy of 

Fallot: a multi-institutional study. Circulation. 2010;122:868-75. 

87. Khairy P, Harris L, Landzberg MJ, Viswanathan S, Barlow A, Gatzoulis MA, 

Fernandes SM, Beauchesne L, Therrien J, Chetaille P, Gordon E, Vonder Muhll I and 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 95  
 

Cecchin F. Implantable Cardioverter-Defibrillators in Tetralogy of Fallot. Circulation. 

2008;117:363-370. 

88. Brenyo A, Pietrasik G, Barsheshet A, Huang DT, Polonsky B, McNitt S, Moss AJ and 

Zareba W. QRS fragmentation and the risk of sudden cardiac death in MADIT II. J 

Cardiovasc Electrophysiol. 2012;23:1343-8. 

89. Peters S. QRS fragmentation in patients with arrhythmogenic right ventricular 

cardiomyopathy and complete right bundle branch block: a risk stratification. Eur Heart 

J Acute Cardiovasc Care. 2012;1:236-9. 

90. Canpolat U, Kabakci G, Aytemir K, Dural M, Sahiner L, Yorgun H, Sunman H, Baris 

Kaya E, Tokgozoglu L and Oto A. Fragmented QRS Complex Predicts the Arrhythmic 

Events in Patients with Arrhythmogenic Right Ventricular Cardiomyopathy/Dysplasia. 

J Cardiovasc Electrophysiol. 2013;24:1260-6. 

91. Schuller JL, Olson MD, Zipse MM, Schneider PM, Aleong RG, Wienberger HD, 

Varosy PD and Sauer WH. Electrocardiographic characteristics in patients with 

pulmonary sarcoidosis indicating cardiac involvement. J Cardiovasc Electrophysiol. 

2011;22:1243-8. 

92. McLeod CJ, Ackerman MJ, Nishimura RA, Tajik AJ, Gersh BJ and Ommen SR. 

Outcome of patients with hypertrophic cardiomyopathy and a normal 

electrocardiogram. J Am Coll Cardiol. 2009;54:229-33. 

93. Oechslin EN, Harrison DA, Harris L, Downar E, Webb GD, Siu SS and Williams WG. 

Reoperation in adults with repair of tetralogy of fallot: indications and outcomes. J 

Thorac Cardiovasc Surg. 1999;118:245-51. 

94. Czosek RJ, Anderson J, Khoury PR, Knilans TK, Spar DS and Marino BS. Utility of 

ambulatory monitoring in patients with congenital heart disease. Am J Cardiol. 

2013;111:723-30. 

95. Ortega M, Triedman JK, Geva T and Harrild DM. Relation of Left Ventricular 

Dyssynchrony Measured by Cardiac Magnetic Resonance Tissue Tracking in Repaired 

Tetralogy of Fallot to Ventricular Tachycardia and Death. Am J Cardiol. 

2011;107:1535-1540. 



BIBLIOGRAPHY 

Tesi Doctoral – Anna Sabaté Rotés | 96 
 

96. Geva T, Sandweiss BM, Gauvreau K, Lock JE and Powell AJ. Factors associated with 

impaired clinical status in long-term survivors of tetralogy of Fallot repair evaluated by 

magnetic resonance imaging. J Am Coll Cardiol. 2004;43:1068-1074. 

97. Diller GP, Kempny A, Liodakis E, Alonso-Gonzalez R, Inuzuka R, Uebing A, Orwat S, 

Dimopoulos K, Swan L, Li W, Gatzoulis MA and Baumgartner H. Left ventricular 

longitudinal function predicts life-threatening ventricular arrhythmia and death in adults 

with repaired tetralogy of fallot. Circulation. 2012;125:2440-6. 

98. Stanton T, Leano R and Marwick TH. Prediction of all-cause mortality from global 

longitudinal speckle strain: comparison with ejection fraction and wall motion scoring. 

Circ Cardiovasc Imaging. 2009;2:356-64. 

99. Kutty S, Zhou J, Gauvreau K, Trincado C, Powell AJ and Geva T. Regional dysfunction 

of the right ventricular outflow tract reduces the accuracy of Doppler tissue imaging 

assessment of global right ventricular systolic function in patients with repaired 

tetralogy of Fallot. J Am Soc Echocardiogr. 2011;24:637-43. 

100. Bonnemains L, Stos B, Vaugrenard T, Marie PY, Odille F and Boudjemline Y. 

Echocardiographic right ventricle longitudinal contraction indices cannot predict 

ejection fraction in post-operative Fallot children. Eur Heart J Cardiovasc Imaging. 

2012;13:235-42. 

 



PUBLICATIONS AND COMMUNICATIONS 

Tesi Doctoral – Anna Sabaté Rotés | 97  
 

 




