J Cardiol 1999; 34: 35-40

DEFREERTIENTH o7/ Percutaneous Transluminal Septal

FAZEMERE KB DEREED 1451 Ablation With Ethanol in Hyper-
trophic Obstructive Cardiomy-
opathy: A Case Report

E  5F Mamoru SAKAKIBARA, MD
P& HEA Sumihisa ABE, MD

77 e ) || i — Yuichi FUSEGAWA, MD
g & Toru NAKAJIMA, MD
=H #H Osamu IWATA, MD

%E B Shinya GOTO, MD

a B Yutaka SHIINA, MD
CEHEEZA Shunnosuke HANDA, MD, FICC

Abstract

A 48-years-old man with hypertrophic obstructive cardiomyopathy was treated by nonsurgical septal
ablation. He had previously received medical treatment using atenolol and verapamil, but severe symp-
toms of chest discomfort, dyspnea, and shortness of breath had persisted for 2 years. Under coronary
angiography control, the first major septal branch of the anterior descending coronary artery was catheter-
ized with a 2.0mm coaxial percutaneous transluminal coronary angioplasty balloon catheter. After inflation
of the balloon, 1.5m! of absolute alcohol was slowly injected into the septal artery to induce a small septal
infarction. The left ventricular outflow pressure gradient was decreased from 108 before to 30 mmHg after
the procedure as measured by Doppler echocardiography. His chest symptom improved from New York
Heart Association class I to II and left ventricular outflow gradient was maintained at 0mmHg (at rest) at
3 months after treatment.

This is a new, less invasive treatment using catheterization instead of surgical myectomy. The indica-
tion, complication, and long-term effect of the treatment must be carefully evaluated, but this is expected
to become a useful method.
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Fig. 1 Electrocardiogram at rest
Sinus bradycardia, left high voltage and I, aVL, V,— V,
strain pattern ST-T change are seen.
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Fig. 2 Chest radiogram on admission
Moderate cardiomegaly is present (cardiothoracic ratio
55%).
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Septal branch
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Fig.3 Coronary angiograms before(left) and after(right) percutaneous transluminal septal ablation
1.5ml absolute ethanol was injected into the first septal branch after balloon inflation. Postprocedural
angiogram showed that the septal branch was completely occluded.

(Fig. 3).
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Before procedure Immediately after procedure
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Fig. 4 Left heart pressure study before and immediate-
ly after the procedure
The left ventricular outflow pressure gradient was
108 mmHg at rest before the procedure, and decreased
to 30 mmHg after the procedure.
ECG =electrocardiogram; LV =left ventricle; Ao=

aorta.
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Fig. 5 Left heart pressure study 3 months after treat-

ment

The left ventricular outflow pressure gradient was
0OmmHg at rest(left), and increased to only 20mmHg
during Valsalva’s maneuvers (right) .

Abbreviations as in Fig. 4.
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Fig. 6 Magnetic resonance imaging immediately after
the procedure and after 3 months
Asymmetrical septal hypertrophy is present immediate-
ly after procedure. The septal wall has a small defect
(upper arrow), and the left ventricular outflow tract
became wider (lower arrow)after 3 months.
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Table1 Complications with previous cases of percu-
taneous transluminal septal ablation

Complications Patients (n=45)

Mortality rate 1( 2%)*
Complete atrioventricular block 10(22%) T
Ventricular fibrillation 2( 4%)
Ventricular tachycardia 2( 4%)

*Caused by ventricular fibrillation. "The rate of permanent
pacemaker procedures is 50% (5 patients) .
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