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P atients with an aortic annulus diameter more
than 30 mm who are otherwise suitable candi-
dates for transcatheter aortic valve replace-

ment (TAVR) have generally been excluded from the
procedure because of the lack of a suitable large-
sized device.

A 60-year-old man presented with progressive
dyspnea, palpitations, and giddiness on exertion. His
medical history was relevant for diabetes mellitus
type 2, reactive airway disease, chronic liver disease,
hypersplenism, and significant thrombocytopenia.
Echocardiography and a cardiac catheterization study
identified severe aortic stenosis and regurgitation. He
had minor coronary artery disease on coronary
angiography.

Computed tomography (Figure 1) revealed a raphe-
type bicuspid aortic valve (left-right cusp fusion) with
raphe calcification and an aortic valve calcification
score of 3,696 AU. The aortic annulus average diam-
eter, area, and perimeter on CT was 33.9 mm,
883 mm2, and 107.0 mm, respectively. The aortic root
and femoral access vessel anatomy was suitable for a
TAVR procedure. After consultations with the pa-
tient, his family, and the treating hepatologist and
cardiothoracic surgeons, it was decided to proceed
with a transfemoral route TAVR under conscious
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sedation. Valve predilatation was performed with a
25-mm cylindrical Mammoth balloon (Meril)
(Figure 2A). A 35-mm Myval balloon-expandable valve
(Meril; valve sizing range: an annulus area of 840-
1010 mm2) that was recently launched was introduced
through a 14-F expansible Python sheath (Meril) and
expanded very slowly under rapid pacing (Figures 2B
and 2C, Video 1). A Valve Academic Research Con-
sortium 2 device and procedure success were ach-
ieved without a relevant gradient or paravalvular leak
(Figures 2D and 2E, Videos 2 and 3). Predischarge
echocardiography showed trivial aortic regurgitation
and a transaortic mean gradient of 6 mm Hg (Videos 4
and 5). He did not develop any new conduction blocks
requiring permanent pacing or any other complica-
tions. The patient was discharged on the fourth
postprocedure day.

We conclude that TAVR with a 35-mm balloon
expandable valve is feasible, and its availability en-
larges the range of treatable aortic annuli by TAVR
possibly up to 35 mm.
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FIGURE 1 Computed Tomography

(A) Aortic annulus dimensions. (B) Left ventricular outflow tract (LVOT) dimensions. (C) A type 1 left-right fusion bicuspid aortic valve with calcific raphe. An

intercommissural distance of 38.2 mm at 6 mm above the annulus. (D) The hockey puck view showing valve calcification. (E) The right coronary ostia distance from the

aortic annulus plane. (F) The left coronary ostia distance from the aortic annulus plane. LC ¼ left coronary cusp; LCA ¼ left coronary artery; NC ¼ noncoronary cusp;

RAO ¼ right anterior oblique; RC ¼ right coronary cusp; RCA ¼ right coronary artery.

Jose et al J A C C : C A R D I O V A S C U L A R I N T E R V E N T I O N S V O L . 1 7 , N O . 8 , 2 0 2 4

TAVR With a 35-mm Balloon-Expandable Valve A P R I L 2 2 , 2 0 2 4 : 1 0 5 7 – 1 0 5 9

1058
ADDRESS FOR CORRESPONDENCE: Dr John Jose,
Cardiology Unit 2 (TAVI and Structural Heart),
Department of Cardiology, Christian Medical College
Hospital, Vellore Ranipet Campus, 632517 Tamil
Nadu, India. E-mail: drjohnjose@gmail.com.
KEY WORDS 35-mm valve, aortic stenosis, balloon-expandable valve,
bicuspid aortic valve, calcified raphe, Myval, transcatheter aortic valve
replacement

APPENDIX For supplemental videos, please see the online version
of this paper.
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FIGURE 2 TAVR Procedure

(A) Predilatation. (B) Valve positioning within the annulus. (C) Valve deployment. (D) Postdeployment angiogram showing no relevant paravalvular leak.

(E) Post–transcatheter aortic valve replacement (TAVR) aortic gradients. y-axis: pressure in mm Hg, x-axis: time in milliseconds.
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