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One-stop transcatheter aortic valve replacement combined with

percutaneous transluminal septal myocardial ablation: a case report

HOU Shi-qiang, PAN Wen-zhi, LU Hao, LI Wei, CHEN Sha-sha, ZHOU Da-xin" ', GE Jun-bo
(Shanghai Institute of Cardiovascular Disease-Department of Cardiology ,Zhongshan Hospital ,
Fudan University ,Shanghai 200032, China)

[Abstract] Transcatheter aortic valve replacement (TAVR) is a mature method to treat aortic valve
stenosis (AS). Almost all patients with AS have cardiac hypertrophy. At present, AS patients with
hypertrophic obstructive cardiomyopathy (HOCM) are recommended for surgery firstly, not TAVR.
However, the elderly and high-risk patients often cannot tolerate surgery, and whether intervention can treat
such patients safely and effectively is still questionable. This paper reports that a 77-year-old female patient
with severe AS and HOCM underwent one-stop TAVR+percutaneous transluminal septal myocardial
ablation (percutaneous transluminal septal myocardial ablation, PTSMA ) on the basis of careful evaluation.
The patient is recovering well. This case is the first one-stop TAVR+PTSMA developed in China,
providing a new basis for the treatment of emergency complications during TAVR and the expansion of
indications.

[Key words] aortic stenosis (AS) ;  hypertrophic cardiomyopathy;  transcatheter aortic valve

replacement (TAVR); percutaneous transluminal septal myocardial ablation (PTSMA )
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(transthoracic echocardiography, TTE) 7~ : & 5l Jik #
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Bl Dk e B T AE R 4 (OF- 39 % 22 8 mmHg) /b i 7§ 5]
s A% B FE AR S U AR I s A 4 1) = (]
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L WL @b AR (percutaneous transluminal septal
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A': Preoperative TEE; B: Preoperative CT shows that the anatomy of the aortic root is suitable for TAVR; C: Intraoperative aortic root

radiography shows that the position of the valve stent is appropriate; D: Intraoperative TEE shows SAM sign, extremely severe mitral

regurgitation; E : Selecting the appropriate septal branch by angiography (indicated by the arrow) ; F : Balloon blocking the blood flow of the first

septal branch (indicated by the arrow) ; G : Postoperative TEE shows relief of SAM phenomenon and moderate mitral regurgitation.
Bl 1 FARMEXOGE.CTA TR IEIES R DSA K
Fig1 Operation-related cardiac ultrasonography, CTA assessment and DSA imaging of key operating steps
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