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Abstract

Background: Following the repair of TOF patients may be left with pulmonary

regurgitation and a dilated right ventricle (RV), which in turn can lead to ventricular

arrhythmias and sudden death. A prolonged QRS is a predictor of ventricular ar-

rhythmias. However, whether subsequent pulmonary valve replacement (PVR) can

reverse QRS‐prolongation is controversial. We hypothesized that changes in QRS

duration following PVR are determined by preoperative QRS‐duration and RV

volumes

Methods: A retrospective single‐center cohort study was conducted on 142 post‐
TOF repair patients (mean age 25 ± 13 years) who underwent PVR between 1995

and 2019. Information on QRS duration and RV volumes measured by cardiac MRI

(available in 83 patients) were collected. A linear mixed model was used to

investigate the association between the preoperative QRS duration and RV volumes

and the postoperative QRS duration.

Results: The QRS‐duration following PVR continued to increase in all subjects with a

prolonged preoperative QRS‐duration(>160ms, rate of increase of 0.87msec ± 0.33

per year; p = .01), markedly raised RV end‐diastolic volume (RVEDV; ≥166ml/m2, rate

of increase of 2.0msec ± 0.37 per year; p < .01) or RV end‐systolic volume (RVESV;

≥89ml/m2, rate of increase of 1.25msec ± 0.43 per year; p = .01). In contrast, in pa-

tients with preoperative QRS‐duration <160msec (p = .16), RVEDV <166ml/m2

(p = .14), or RVESV < 89ml/m2 (p = .37), the QRS‐duration did not change significantly

when compared to preoperative values.

Conclusions: In subjects with shorter QRS and smaller RV volumes, QRS duration

did not show further prolongation following PVR. While markedly prolonged QRS

and increased RV volumes were associated with a small but constant increase in

QRS duration despite PVR.
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1 | INTRODUCTION

Surgical repair of tetralogy of Fallot (TOF) in children is associated

with excellent long‐term outcomes.1 However, a large proportion of

patients develop pulmonary valve regurgitation (PR) after surgery,

which can lead to right ventricular (RV) dilatation, symptoms of RV

failure, and malignant arrhythmias, including sudden cardiac death.2,3

The QRS duration is a simple marker for predicting cardiac mortality

in several clinical conditions including post‐TOF repair with RV

failure. Intraventricular conduction delay results in abnormal elec-

trical depolarization of the heart and mechanical ventricular dys-

synchrony, which can predispose to malignant arrhythmias. QRS

duration may increase by an average of 2 msec/year in TOF patients

with secondary PR3 and a QRS interval >180msec has been

reported to be predictive for sudden cardiac death in this

population.3–5

Pulmonary valve replacement (PVR) is recommended to improve

symptoms of RV failure and reduce RV dilatation.6–8 It has also been

suggested that PVR may prevent or reverse QRS complex pro-

longation, by means of preventing volume and pressure overload

allowing mechanical re‐synchronization.9 However, data to support

the last hypothesis are scarce and conflicting.9–11 It has been sug-

gested that marked preoperative QRS prolongation and RV dilata-

tion can prevent QRS stabilization or reversal of prolongation

following PVR. In the present study we aimed to investigate the

relationship between preoperative QRS duration and RV volume, as

assessed using cardiac magnetic resonance imaging (cMRI), and

changes in QRS duration post‐PVR in patients with repaired TOF.

2 | METHOD

The study complies with the Declaration of Helsinki. The present

analysis was approved by the audit board at the University Hospital

of Bristol. As this analysis came under clinical audit/quality of care

assessment and all data were anonymized following the governance

criteria of the NHS, the IRB agreed informed consent was not

required.

2.1 | Patient and public involvement

This study was done without patient and public involvement.

2.2 | Primary and secondary endpoints

The primary endpoint of the present analysis was to describe long‐
term changes in QRS duration following PVR in relationship to pre-

operative QRS duration. As secondary endpoint, we looked at the

relationship between RV volumes and long‐term changes in QRS

duration, in a subset of patients with information on preoperative RV

volumes assessed by cardiac MRI.

2.3 | Data source

This is a single‐center cohort study conducted at the Bristol Heart

Institute looking at repaired TOF patients undergoing their first

surgical PVR. Data were retrospectively collected from medical re-

cords and the cardiac MRI database. A total of 223 TOF patients

underwent first time PVR between 1995 and 2019 in our Institution.

The main indication for the first PVR intervention was symptomatic

PR (exercise intolerance not explained by extracardiac causes, signs,

and symptoms of heart failure or syncope attributable to arrhythmia)

and/or severe right ventricle dilatation (RVEDV >150ml/m2).

Information on preoperative QRS was not available for 81 patients

who were excluded from the main analysis. Information on pre-

operative RV volumes from cMRI examination was available for 83

patients and this subgroup was used to investigate the predicted

value of RV volume on postoperative QRS duration.

TABLE 1 Characteristics of patients stratified by preoperative
QRS duration and in the overall sample

QRS = < 160

(N = 111)

QRS > 160

(N = 31)

Overall

(N = 142)

Age at PVR

Mean (SD) 23.9 (13.0) 29.5 (12.4) 25.1 (13.1)

Sex

Men 57 (51.4%) 4 (12.9%) 61 (43.0%)

Women 54 (48.6%) 27 (87.1%) 81 (57.0%)

Chromosomal abnormality

No 99 (89.2%) 27 (87.1%) 126 (88.7%)

Yes 12 (10.8%) 4 (12.9%) 16 (11.3%)

Smoking

No 91 (82.0%) 24 (77.4%) 115 (81.0%)

Yes 20 (18.0%) 7 (22.6%) 27 (19.0%)

BSA

Mean (SD) 1.61 (0.387) 1.75 (0.308) 1.64 (0.374)

Age at first repair

Mean (SD) 3.34 (3.38) 5.27 (6.18) 3.76 (4.21)

Preop NYHA Class

1 31 (27.9%) 16 (51.6%) 47 (33.1%)

2 67 (60.4%) 14 (45.2%) 81 (57.0%)

3 13 (11.7%) 1 (3.2%) 14 (9.9%)

Preop QRS (msec)

Mean (SD) 138 (22.1) 175 (7.28) 146 (25.1)

RBBB

No 21 (18.9%) 0 (0%) 21 (14.8%)

Yes 90 (81.1%) 31 (100%) 121 (85.2%)

History of VT

No 107 (96.4%) 27 (87.1%) 134 (94.4%)

Yes 4 (3.6%) 4 (12.9%) 8 (5.6%)

Abbreviations: BSA, body surface area; PVR, pulmonary valve

replacement; RBBB, right bundle branch block; VT, ventricular

tachycardia.
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Information regarding QRS duration was extracted from cardi-

ology clinical letters in the medical records. cMRI data was used as it

is considered the gold standard for quantification of RV volumes and

systolic function because of its accuracy and reproducibility.12,13

Right Ventricular volumes were indexed for body surface area.14,15

We also reported the incidence of ventricular tachycardia (VT) before

surgery defined as documented episode of spontaneous sustained VT

(e.g., cardiac arrest); electrophysiology study with inducible VT and/or

implantable cardioverter‐defibrillator (ICD) implantation for ven-

tricular arrhythmias.11

2.4 | Statistical analysis

Data are presented as median (interquartile [IQR]), mean ± standard

deviation, or as a percentage (number) where appropriate. The

overall impact of surgery on QRS duration was assessed by means of

linear mixed model using pre‐ versus postsurgery as fixed‐term, time

to evaluation as random slope, and patient‐identifiable variable as a

random intercept. To investigate the impact of preoperative QRS

duration and RV volumes, marked QRS prolongation and marked RV

volumes were defined as equal or higher than the 75th percentile of

the variable distribution. Based on this definition, a preoperative QRS

duration ≥160msec was considered marked QRS prolongation, an

indexed end‐diastolic RV volume ≥166ml/m2 and an end‐systolic RV

volume ≥89ml/m2 were considered indexes of marked RV dilatation.

Linear mixed model using time from surgery as fixed‐term and

individual patient as random effect was used to investigate

whether QRS increased (time b‐coefficient > 0), decreased (time

b‐coefficient < 0), or remained unchanged (time b‐coefficient non-

significant) following PVR. The analysis was then stratified according

to preoperative QRS duration and RV volume cut‐offs identified. For

F IGURE 1 Graphical presentation of linear mixed model showing QRS changes over time before and after surgery. Blue line represents the
overall changes with its 95% confidence interval, the red lines represent individual changes (long x axis: years from PVR). PVR, pulmonary
valve replacement
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each analysis, nonlinearity was checked by testing as 3‐knots spline

term based on Akaike information criterion (AIC) and χ2. The trend in

QRS duration across different subgroups was graphically presented

as linear regression. R and lme4 and ggplot2 packages were used for

statistical analysis.

3 | RESULTS

Patients characteristics overview in the overall sample and strati-

fied by baseline QRS duration (<160msec and >160msec) is pre-

sented in Table 1. Patients with baseline QRS duration >160 were

older at the time of PVR and were more likely to be older at the

time of the first repair. Moreover, they were more likely to have

experienced VT before surgery. The mean baseline QRS duration in

the overall sample was 146 (±25.1) msec. In patients with baseline

QRS < 160msec and >160msec was 138 ( ±22.1) and 175 (±7.28)

respectively.

3.1 | Relationship between preoperative and
postoperative QRS duration

Mean follow‐up time to postoperative QRS duration assessment was

3 years (range 1 month, 19 years). Mean QRS duration within the first

year from surgery was 142 ± 23msec. After the first year, mean QRS

duration was 146 ± 25msec. The early reduction in QRS duration soon

after surgery was minimal but evident (−2.98msec ± 1.11msec;

p < .01; Figure 1). However, we found a steady significant increase in

QRS duration of 0.42 msec ± 0.19 every year (p = .03) afterward

F IGURE 2 Graphical presentation of linear mixed model showing QRS changes after surgery in the overall population. Blue line represents
the overall changes with its 95% confidence interval (long x axis: years from PVR). PVR, pulmonary valve replacement
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(Figure 2). When the analysis was stratified based on preoperative

QRS duration, the QRS tended to increase over time in subjects with

baseline QRS duration >160 msec (p = .01), with a rate of increase of

0.87 msec ± 0.33 per year; (Figure 3). However, there was no sig-

nificant increase in the QRS duration in those with a baseline QRS

duration <160 msec (rate of increase of 0.34msec ± 0.24; p = .16)

(Figure 4).

3.2 | Relationship between preoperative RV
volumes and changes in QRS duration

Preoperative cMRI RV volumes were available in a subset of

83 patients. cMRI RV volumes in the overall sample and stratified by

QRS duration are reported in Table 2. Patients characteristics stra-

tified by baseline RV volumes are reported in Table S1. We found

F IGURE 3 Graphical presentation of
linear mixed model showing QRS changes
after surgery in patients with preoperative
QRS ≥ 160msec. Blue line represents the
overall changes with its 95% confidence
interval (long x axis: years from PVR). PVR,
pulmonary valve replacement

F IGURE 4 Graphical presentation of
linear mixed model showing QRS changes
after surgery in patients with preoperative
QRS < 160msec. Blue line represents the
overall changes with its 95% confidence
interval (long x axis: years from PVR). PVR,
pulmonary valve replacement
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TABLE 2 Preoperative MRI volumes
in patients with information from baseline
cardiac MRI available (overall and
stratified by baseline QRS duration)

QRS ≤160msec

(N = 70)

QRS > 160msec

(N = 13)

Overall

(N = 83)

RV ejection fraction

Mean (SD) 48.2 (8.15) 47.6 (5.38) 48.1 (7.76)

RV end‐diastolic volume (mml/m2)

Mean (SD) 145 (30.6) 175 (31.6) 150 (32.5)

RV end‐systolic volume (mml/m2)

Mean (SD) 74.8 (19.0) 94.3 (16.8) 77.9 (19.9)

RV stroke volume (mml)

Mean (SD) 70.5 (18.8) 86.5 (14.7) 73.1 (19.0)

PV regurgitant fraction (%)

Mean (SD) 39.6 (11.6) 40.3 (11.5) 39.7 (11.6)

Abbreviations: PV, pulmonary valve; RV, right ventricle.

F IGURE 5 Graphical presentation of linear mixed model showing QRS changes after surgery in patients with preoperative right ventricular
end‐diastolic volume index (RVEDVi) ≥ 166ml/m2. Blue line represents the overall changes with its 95% confidence interval (long x axis:
years from PVR). PVR, pulmonary valve replacement
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that QRS duration continued to increase postoperatively in patients

with a preoperative RVEDV ≥ 166ml/m2 (2.0 msec ± 0.37 per year;

p < .01, Figure 5), but not in those with RVEDV < 166ml/m2

(0.26 ± 0.33; p = .14, Figure 6). Furthermore, postoperative QRS

duration tended to increase in subjects with large baseline RVESV

(≥89ml/m2) (1.25msec ± 0.43 per year; p = .01, Figure 7), but not in

those with smaller RVESV (<89ml/m2 (0.32 ± 0.36; p = .37, Figure 8).

4 | DISCUSSION

The main finding of the present study was that there was no decrease

in postoperative QRS duration in TOF‐repair patients undergoing sub-

sequent PVR. The subsequent trajectory in the following years was

influenced by preoperative QRS duration and RV volumes. In particular,

patients with baseline QRS duration>160 msec or markedly dilated RV

volumes (RVEDV ≥ 166ml/m2 and RVESV ≥ 89ml/m2) demonstrated a

slow but steady increase in postoperative QRS duration despite surgical

intervention. In patients with shorter preoperative QRS duration and

smaller RV volumes, the QRS duration remained unchanged.

While the association between preoperative and postoperative

QRS duration has previously been reported, to the best of our

knowledge this is the first study that demonstrates a positive cor-

relation between preoperative RV volume and duration of QRS

postoperatively. This information can be used to further inform on

optimal timing to PVR in TOF repaired patients with PR.

The increase in RV volumes is determined by a dynamic com-

ponent (i.e. volume overload) and an anatomic component

F IGURE 6 Graphical presentation of linear mixed model showing QRS changes after surgery in patients with preoperative right ventricular
end‐diastolic volume index (RVEDVi) < 166ml/m2. Blue line represents the overall changes with its 95% confidence interval (long x axis:
years from PVR). PVR, pulmonary valve replacement
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(hypertrophy and fibrosis). Even though the RV may have a degree of

irreversible fibrosis and hypertrophy at the time of surgery, its vo-

lume will still decrease after PVR because of volume overload cor-

rection. However, fibrosis leads to irreversible anatomical damage to

the intraventricular conduction system.16 Once irreversible fibrosis

is established, the electrical changes tend to persist and progress

independent of postoperative changes in RV volume. This hypothesis

represents the basis of the apparent mismatch between RV volume

reduction in patients who do not show any improvement in QRS

duration following PVR.17 This hypothesis was confirmed by the

present findings.

Whether the duration of QRS decreases after PVR remains

controversial. Our series included patients who underwent sur-

gery at an earlier stage where RV volumes were not severely

affected but also patients who underwent surgery at an advanced

stage with markedly dilated RV volumes and prolonged QRS, thus

explaining the variability in QRS duration amongst our patients.

Nevertheless, we found that regardless of the baseline char-

acteristics, there were minimal changes in QRS duration after

surgery. Any changes were subject to different trajectories

according to baseline QRS. Our results are supported by a pre-

vious report from Oosterhof et al. showing that QRS duration

decreased initially after surgery, but then slowly increased by

1.09 msec/years.18 Contrarily, Therrien et al.9 found no significant

changes in QRS duration after surgery while other studies have

reported a reduction in QRS duration. However, these studies had

small sample sizes and limited follow‐up.10,19,20 A possible ex-

planation of the discordant findings by the different groups may

F IGURE 7 Graphical presentation of linear mixed model showing QRS changes after surgery in patients with preoperative right ventricular
end‐systolic volume index (RVESVi) ≥ 89ml/m2. Blue line represents the overall changes with its 95% confidence interval (long x axis: years
from PVR). PVR, pulmonary valve replacement
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reside in the variability in the duration of follow‐up between the

series. We propose that those studies with a shorter follow‐up are

more likely to reflect a small initial reduction in the QRS duration,

which is later neutralized by a progressive increase in QRS dura-

tion over an extended follow‐up. Moreover, some of the previous

studies did not account for longitudinal data which takes into

consideration variation within the same subject.

It is well established that prolonged QRS duration can ulti-

mately result in malignant arrhythmias and sudden death.

Gatzoulis et al.3 showed that patients with a QRS > 180 ms have

a significant higher risk of developing sustained ventricular

arrhythmias and sudden cardiac death during a 10‐year follow‐up.
Other studies confirmed a direct relation between QRS duration

and late arrhythmia presentation.21,22 Ventricular tachycardias

and sudden cardiac death in TOF patients are solely determined

by RV dilatation secondary to PR and therefore a timely correc-

tion of the valvular disease can dramatically improve clinical

outcomes in these patients.23 The optimal timing to perform the

PVR remains controversial: when the surgery is performed later in

life many patients experience irreversible damage to the RV, but,

early surgery can lead to multiple re‐operations over the years,

which also increase global morbidity. However, in recent years,

the impact of multiple surgeries has been mitigated by the novel

techniques of percutaneous implantation of pulmonary valves.

Therefore early surgery should not be denied solely on the basis of

the risk of future reintervention. Indeed, a recent study from

Romeo et al.24 found that a longer period between repair and PVR

is associated with the progression of QRS duration after PVR, and

F IGURE 8 Graphical presentation of linear mixed model showing QRS changes after surgery in patients with preoperative right ventricular
end‐systolic volume index (RVESVi) < 89ml/m2. Blue line represents the overall change with its 95% confidence interval. (long x axis: years from
PVR). PVR, pulmonary valve replacement
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seems to support early intervention. Our data support this finding

that it is crucial to undertake PVR before the prolongation of QRS

becomes irreversible.

5 | LIMITATIONS

The present study has limitations similar to any retrospective study.

QRS duration information was obtained by clinical entry and letter

from different clinicians over a long period of time and interobserver

variability was not accounted for in the model. Secondly, the study

sample was largely underpowered to investigate the effect of QRS

prolongation on clinical outcomes (i.e., recurrence of VT) and

therefore we can only speculate on long‐term clinical consequences

of prolonged QRS duration. Finally, the study population was en-

rolled for a long period of time and changes in patient management

may have influenced the final results.

6 | CONCLUSION

The present analysis found that after PVR in post‐TOF repair, in

subjects with shorter QRS and smaller RV volumes, QRS duration

remained unchanged after surgery. However, in those with pro-

longed QRS and dilated RV volumes, QRS tended to slowly but

steadily increase after surgery. These findings provide guidance for

clinicians on surveillance for patients with repaired TOF and PR. The

QRS duration is a very practical and inexpensive variable to monitor,

especially in primary care, and it can be used as an indication for

further investigation and escalation of treatment. The present ana-

lysis supports the hypothesis of superior outcomes following the

early intervention, that is, before QRS duration and RV volumes

reach threshold values for nonreversibility. In particular, our analysis

suggested that regardless of the presence of symptoms, patients

with preoperative QRS approaching 160msec or those with

RVEDV ≥ 166ml/m2 or RVESV ≥ 89ml/m2 should be considered for

intervention. Our results will need to be validated in other series.

ACKNOWLEDGEMENTS

This study was supported by the British Heart Foundation Accel-

erator Award (AA/18/7/34219) and the Bristol National Institute of

Health Research Biomedical Research Center.

CONFLICT OF INTERESTS

The authors declare that there are no conflict of interests.

AUTHOR CONTRIBUTIONS

Lucia Cocomello planned, conducted, and reported the work

described in the article. Shubhra Sinha and Maria Cecilia Gonzalez

Corcia reported the work described in the article. Mai Baquedano

conducted the work described in the article. Umberto Benedetto and

Massimo Caputo conducted and reported the work described in the

article.

ORCID

Lucia Cocomello http://orcid.org/0000-0002-9967-1861

Umberto Benedetto http://orcid.org/0000-0002-7074-7949

REFERENCES

1. Brickner ME, Hillis LD, Lange RA. Congenital heart disease in adults.

First of two parts. N Engl J Med. 2000;342(4):256‐263.
2. Murphy JG, Gersh BJ, Mair DD, et al. Long‐term outcome in patients

undergoing surgical repair of tetralogy of Fallot. N Engl J Med. 1993;

329(9):593‐599.
3. Gatzoulis MA, Balaji S, Webber SA, et al. Risk factors for arrhythmia

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

multicentre study. Lancet. 2000;356(9234):975‐981.
4. Gatzoulis MA, Till JA, Somerville J, Redington AN. Mechan-

oelectrical interaction in tetralogy of Fallot. QRS prolongation

relates to right ventricular size and predicts malignant ven-

tricular arrhythmias and sudden death. Circulation. 1995;92(2):

231‐237.
5. Koyak Z, Harris L, de Groot JR, et al. Sudden cardiac death in adult

congenital heart disease. Circulation. 2012;126(16):1944‐1954.
6. Geva T, Gauvreau K, Powell AJ, et al. Randomized trial of pulmonary

valve replacement with and without right ventricular remodeling

surgery. Circulation. 2010;122(11 Suppl):S201‐S208.
7. Oosterhof T, van Straten A, Vliegen HW, et al. Preoperative

thresholds for pulmonary valve replacement in patients with cor-

rected tetralogy of Fallot using cardiovascular magnetic resonance.

Circulation. 2007;116(5):545‐551.
8. Ferraz Cavalcanti PE, Sá MPBO, Santos CA, et al. 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(23):2227‐2243.
9. Therrien J, Siu SC, Harris L, et al. Impact of pulmonary valve re-

placement on arrhythmia propensity late after repair of tetralogy of

Fallot. Circulation. 2001;103(20):2489‐2494.
10. van Huysduynen BH, van Straten A, Swenne CA, et al. Reduction of

QRS duration after pulmonary valve replacement in adult Fallot

patients is related to reduction of right ventricular volume. Eur Heart

J. 2005;26(9):928‐932.
11. Harrild DM, Berul CI, Cecchin F, et al. Pulmonary valve replacement

in tetralogy of Fallot: impact on survival and ventricular tachycardia.

Circulation. 2009;119(3):445‐451.
12. Puchalski MD, Williams RV, Askovich B, Minich LL, Mart C,

Tani LY. Assessment of right ventricular size and function: echo

versus magnetic resonance imaging. Congenit Heart Dis. 2007;

2(1):27‐31.
13. Crean AM, Maredia N, Ballard G, et al. 3D Echo systematically un-

derestimates right ventricular volumes compared to cardiovascular

magnetic resonance in adult congenital heart disease patients with

moderate or severe RV dilatation. J Cardiovasc Magn Reson. 2011;

13:78.

14. Rominger MB, Bachmann GF, Pabst W, Rau WS. Right ventricular

volumes and ejection fraction with fast cine MR imaging in breath‐
hold technique: applicability, normal values from 52 volunteers, and

evaluation of 325 adult cardiac patients. J Magn Reson Imaging.

1999;10(6):908‐918.
15. Alfakih K, Plein S, Thiele H, Jones T, Ridgway JP, Sivananthan MU.

Normal human left and right ventricular dimensions for MRI as

assessed by turbo gradient echo and steady‐state free precession

imaging sequences. J Magn Reson Imaging. 2003;17(3):323‐329.
16. Park SJ, On YK, Kim JS, et al. Relation of fragmented QRS complex

to right ventricular fibrosis detected by late gadolinium enhance-

ment cardiac magnetic resonance in adults with repaired tetralogy

of fallot. Am J Cardiol. 2012;109(1):110‐115.

COCOMELLO ET AL. | 1967

 15408191, 2021, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jocs.15469 by C

ochraneItalia, W
iley O

nline L
ibrary on [25/04/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

http://orcid.org/0000-0002-9967-1861
http://orcid.org/0000-0002-7074-7949


17. Gengsakul A, Harris L, Bradley TJ, et al. The impact of pulmonary

valve replacement after tetralogy of Fallot repair: a matched com-

parison. Eur J Cardiothorac Surg. 2007;32(3):462‐468.
18. Oosterhof T, Vliegen HW, Meijboom FJ, Zwinderman AH, Bouma B,

Mulder BJ. Long‐term effect of pulmonary valve replacement on

QRS duration in patients with corrected tetralogy of Fallot. Heart.

2007;93(4):506‐509.
19. Aleligne Y, Eyvazian VA, Reardon L, Aboulhosn J, Moore JP, Lluri G.

The effects of pulmonary valve replacement on QRS duration in

repaired tetralogy of Fallot patients with pulmonary regurgitation.

J Electrocardiol. 2019;54:36‐39.
20. Doughan AR, McConnell ME, Lyle TA, Book WM. Effects of pul-

monary valve replacement on QRS duration and right ventricular

cavity size late after repair of right ventricular outflow tract

obstruction. Am J Cardiol. 2005;95(12):1511‐1514.
21. Berul CI, Hill SL, Geggel RL, et al. Electrocardiographic markers of

late sudden death risk in postoperative tetralogy of Fallot children.

J Cardiovasc Electrophysiol. 1997;8(12):1349‐1356.
22. Balaji S, Lau YR, Case CL, Gillette PC. QRS prolongation is asso-

ciated with inducible ventricular tachycardia after repair of tetral-

ogy of Fallot. Am J Cardiol. 1997;80(2):160‐163.

23. Zahka KG, Horneffer PJ, Rowe SA, et al. Long‐term valvular function

after total repair of tetralogy of Fallot. Relation to ventricular

arrhythmias. Circulation. 1988;78(5 Pt 2):III14‐III19.
24. Romeo JLR, Takkenberg JJM, Cuypers JAAE, et al. Timing of pul-

monary valve replacement in patients with corrected Fallot to pre-

vent QRS prolongation. Eur J Cardiothorac Surg. 2020;58:559‐566.

SUPPORTING INFORMATION

Additional Supporting Information may be found online in the

supporting information tab for this article.

How to cite this article: Cocomello L, Sinha S, Gonzalez

Corcia MC, Baquedano M, Benedetto U, Caputo M.

Determinants of QRS duration in patients with tetralogy of

Fallot after pulmonary valve replacement. J Card Surg. 2021;

36:1958–1968. https://doi.org/10.1111/jocs.15469

1968 | COCOMELLO ET AL.

 15408191, 2021, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jocs.15469 by C

ochraneItalia, W
iley O

nline L
ibrary on [25/04/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1111/jocs.15469



