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This editorial refers to ‘Long-term clinical outcome after
alcohol septal ablation for obstructive hypertrophic car-
diomyopathy: results from the Euro-ASA registry’†, by
J. Veselka et al., on page 1517.

At a recent cardiology meeting in Geneva, one of my former collea-
gues quoted a remark I had made in the early 1980s during a
heart-team meeting on hypertrophic obstructive cardiomyopathy
(HOCM) at the University of Lausanne: ‘Wouldn’t it be much
cheaper and less traumatic for the patient to create an infarct at the
site of the septal bulge rather than opening the chest and removing
the obstructive myocardium?’

This remark was based on the observation we had made earlier
that short balloon inflations inside the major proximal septal artery
resulted in disappearance of the intraventricular pressure gradient in
patients with symptomatic HOCM.

More than 30 years ago, the time was not right for such a daring
intervention. The project lay dormant until I made the same remark
at the Royal Brompton Hospital grand rounds in London �10 years
later. It was a senior pathologist, Bob Anderson, who, after brief
reflection, replied: ‘Sounds logical, why don’t you do it?’

This time, in contrast to the previous attempts, the local Ethics
Committee responded favourably to my request and gave the green
light for three preliminary cases of creation of septal infarction in
highly symptomatic HOCM. It took another couple of years to re-
cruit the first patient who was desperate enough to embark on such
an unchartered adventure.1

The method of alcohol septal ablation (ASA) has now replaced
surgical myectomy in a significant proportion of symptomatic
patients with HOCM. Numerous attempts have been made to com-
pare the outcome of ASA with surgical myectomy.2 Most publica-
tions point towards a lower requirement for permanent pacing
and lower residual gradients after myectomy, suggesting a more pre-
dictable way of eliminating the outflow tract obstruction. The choice
of the best septal reduction therapy, however, continues to be a

matter of debate.3,4 The European and American guidelines recom-
mend, with Class IIa indication (level of evidence B), surgery as ‘first
consideration for majority of patients with HOCM’. ASA is, how-
ever, also recommended as a Class IIa indication (level of evidence
B) when ‘surgery is contraindicated or the risk is considered un-
acceptable because of serious co-morbidities or advanced age’.5,6

These guidelines are based on the assumption that myectomy in
lower risk surgical candidates carries a low risk of peri-operative
mortality, comparable with ASA, whereas in higher risk populations
myectomy might carry an unreasonably high risk. These recommen-
dations are based on non-randomized self-reported data from four
high-volume HOCM centres in the USA. The European guidelines
mirror these statements.5

In this issue of the journal, the long-term outcome of either treat-
ment option from seven European centres have been presented.7

This European prospective registry of a total of 1275 highly symp-
tomatic, consecutive patients treated with alcohol ablation is at pre-
sent the largest of its kind. Up to now, only the North American
ASA Registry,8 which included 874 patients, comes close. It had simi-
lar survival data but very different predictors of survival (lower ejec-
tion fraction, smaller number of septal perforators, larger number of
repeat procedures, greater septal thickness, and post-procedural
use of beta-blockers).

Although all procedures in the European registry were per-
formed in proficient tertiary invasive centres from seven European
countries between January 1996 and February 2015, the methods
were not standardized and varied considerably among operators.
There seems to be a wide variety of procedural details employed
by the different operators, at least within the group of patients sub-
mitted to ASA. A total of 257 patients received between 3 and 11
mL of absolute alcohol, whereas the volumes normally used now-
adays do not exceed 2 mL. The speed of injection is ill defined
and the choice of the septal supply vessels is vaguely analysed.
On the other hand, fairly standard techniques are employed for
the patients submitted to myectomy despite the relatively small
numbers at each of the seven centres.
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The most interesting finding of this study is the notion, in line with
previous observations by Sorajja et al.9 and Jensen et al.,10 that the
all-cause mortality seems to be independently associated with the
magnitude of residual left ventricular outflow tract gradient. This
discovery calls for efforts to try everything to optimize the out-
comes. For the surgeon, such an endeavour seems straightforward;
for the cardiologist, it demands clever ways of precisely identifying
the supply vessels feeding the septal bulge. Such attempts require
meticulous study of the different arterial structures involved in sep-
tal perfusion (Figure 1). The Liverpool group has recently been look-
ing at this problem from different angles and has come up with
intriguing suggestions.11 Using computed tomography angiography
(CTA) guidance prior to the procedure, a sub-branch of the artery
was identified for alcohol injection. This allowed for a more precise
infarct landing in the vicinity of systolic anterior movement of the mi-
tral valve (SAM) septal contact, which in turn significantly reduced
the resting gradients as compared with conventional techniques
used up to now, i.e. angiography and targeted injection of echo
contrast.

As the authors of the European Registry7 correctly state, there is
still a knowledge gap with regard to post-procedural mortality and
the risk/benefit ratio of ASA as compared with surgical myectomy.
This multicentre, prospective registry helps to clarify the situation,
although it cannot replace a randomized study. Such a trial would
certainly require thousands of patients, and the logistics of such
an endeavour seem literally out of range. In spite of HOCM being
a relatively frequent abnormality, absolute figures are much lower
when compared with the numbers of acquired heart disease pa-
tients with diagnoses such as coronary heart disease. The creation
of one or two international centres of excellence able to perform
ASA and myectomy equally well using standardized procedures
among a highly trained group of experts seems far off, mainly due
to fierce competition for the recruitment of patients.

The paper presented here is an important step in the right direc-
tion. It must be recognized, however, that HOCM is an entity with
many faces requiring an individual approach to every single patient:
estimation of the risk of clinically pertinent arrhythmia,10 grading of
symptoms, definition of septal anatomy and its supply, implication of
mitral valve cordae, co-morbidity, age, frailty, etc. The suggestion
that there is one ideal way of treating such a complicated condition
is an illusion, and personal ambition by individual doctors trying to
get involved is not acceptable. Team work in decision-making which
would be the best way of helping the individual patient is essential,
and surgeons and interventional cardiologists must work hand in
hand, ideally within the same team.

Although ASA is relatively cheap and seems to compete reason-
ably well with myectomy in many, if not most, cases, a ‘discount so-
lution’ for the treatment of HOCM cannot possibly be the best
bargain for all patients!

Conflict of interest: none declared.
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Figure 1 The result of alcohol septal ablation (ASA) depends
entirely on the variable blood supply and its proper identification.
Meticulous planning is essential to the success.
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