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Abstract Objective: Three-dimensional transesophageal echocardiography(3D-TEE) was applied to evaluate
the aortic annulus in patients with bicuspid aortic valve stenosis(BAS). We explore the feasibility of using 3D-TEE
to guide transcatheter aortic valve implantation. Methods: We analyzed 24 patients with bicuspid aortic valve ste-
nosis who successfully underwent transcatheter aortic valve implantation(TAVI) in our hospital. 3D-TEE and
MSCT were used to measure the maximum diameter, minimum diameter, area and area-derived diameter of the
aortic valve annulus before the operation respectively, and the results were analyzed for consistency. We compared
the differences between the two methods for guiding selection of the prosthetic valve size. Results: There was no
significant difference between 3D-TEE and MSCT in the measurement of maximum diameter, minimum diameter,
area and area-derived diameter of the aortic annulus(P >>0. 05). ICC correlation coefficients were 0. 817, 0. 781,
0.885, 0.869(P<C0.001). There was no statistical difference in the valve size predicted by 3D-TEE and MSCT (P
>>0.05). Conclusion: 3D-TEE can provide guidance for artificial valve implantation in TAVI for patients with bi-

cuspid aortic valve stenosis.

Key words bicuspid aortic valve; transcatheter aortic valve implanted;

ocardiography; multilayer spiral CT
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