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CIntroduction &

INTRODUCTION

Pulmonary stenosis (PS) is a common congenital heart
disease. It accounts for approximately 8 - 12% of all congenital
cardiac defects ®. With an incidence of about 1 per 2000 live births
worldwide, its prevalence is 2.3 per 10 000 school children @,

Patient’s presentation may be as asymptomatic with an
incidental murmur if mild PS. With severe PS advanced right
ventricular dysfunction and failure occur. Even may present
with deep cyanosis and acidosis due to critical PS ©.

Critical Pulmonary Valve Stenosis (CPS) is of the life-
threatening congenital heart defects (CHDs) present during the
neonatal period by cyanosis. It is a duct dependent lesion.
Neonates and infants with critical PS with right ventricular (RV)
pressure equal to or greater than systemic pressure can be
categorized into two distinct groups based on their clinical
presentation: (1) critically ill infants with cyanosis whose
pulmonary blood flow may depend on ductal patency and require
urgent intervention and (2) asymptomatic infants. The anatomic
and hemodynamic factors that determine the clinical presentation
of infants with critical PS are not well understood ©.

The traditional treatment for pulmonary valve stenosis
prior to 1982 was surgical valvotomy. The relief of pulmonary
valve stenosis by balloon dilatation during cardiac
catheterization was first reported in 1982 ¢,




