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solution for percutaneous tricuspid valve repair by
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replicating surgical bicuspidization of the tricuspid
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investigating this innovative therapy in this com-

previously by Schofer et al (1). This procedure,
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F I G U R E 1 Echocardiographic and Fluoroscopic Imaging Before and After Trialign Implantation

Echocardiography showing tricuspid annular dilation with complete absence of leaﬂet coaptation (A). Intraprocedural pledget placement.
Fluoroscopic images showing how 2 pledgets were placed at the base of the posterior leaﬂet (B) and showing the plication of the 2 pledgeted
sutures (C). Three-dimensional (3D) transesophageal echocardiography (multiple-plane reconstruction method) showing bicuspidization of the
tricuspid valve (D). Yellow arrows represent the point of view for the 3D reconstruction of the mitral valve. Leaﬂets coaptation and effective
regurgitant oriﬁce area. Tricuspid effective regurgitant oriﬁce area before (4.7 cm2) (E) and after (1.1 cm2) (F) treatment is also shown.
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