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Neuss et al. (1) related their case report to
HALT and stated that HALT is a phenomenon

REPLY: Subclinical Leaﬂet Thrombosis in
Bioprosthetic Aortic Valves
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valve. However, HALT causes neither symptoms nor
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As Prof. Sondergaard mentioned, transthoracic
echocardiography showed normal valve function of
the implanted Portico with a large thrombus. However, this echocardiography was performed in the
emergency department for the purpose of a quick
check during a hemodynamically unstable state due
to left main trunk occlusion. Therefore, it might be
difﬁcult to completely deny the increased transvalvular gradient. Additionally, this patient did not
undergo CT examination after TAVR. Therefore, the
presence of HALT cannot be excluded.
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randomized studies should be excluded from this
prospective analysis. We previously showed that
there is a trend toward lower mortality with MV PPCI
when results from the RCTs alone are pooled (2). In
contrast, no difference in outcomes between IRA PCI
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undergoing MV PPCI (4). It is possible that the inclusion of patients undergoing staged MV PCI, into
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