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Letter to the editor

Surgical septal myectomy
versus septal alcohol ablation
for hypertrophic obstructive
cardiomyopathy
A continuing debate
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a
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There is an ongoing debate regarding the
optimal interventional treatment in patients with
drug-refractory severely symptomatic hypertrophic obstructive cardiomyopathy (HOCM).
Surgical myectomy, if performed in experienced
centres, is considered as the “gold standard” of
treatment in those HOCM-patients who have
severe symptoms despite optimal medical therapy. In the last ten years a new interventional
non-surgical technique, ie, alcohol septal ablation (ASA), has been introduced in the management of severely symptomatic HOCM. The use
of this procedure is being promoted worldwide
especially in those centres that perform therapeutic interventions.
The article by Streit et al. [1] published in
Swiss Medical Weekly, coming from an interventional institution, focuses on the development of
recurrent tachyarrhythmias post ASA performed
in symptomatic patients with HOCM. The authors reported a signiﬁcant reduction in left ventricular outﬂow tract gradient and an improvement in patient NYHA class during a mean of
2.8-year observational period. The authors also
stated that there was no difference in the incidence of non-sustained ventricular tachycardia
after ASA.
Although this study is very interesting,
there are many concerns that should be discussed
more extensively. We believe that the number of
patients who underwent ASA seems far higher
for the total group of patients seen in this institution (24 out of 54 seen patients underwent ASA).
It is not mentioned in the text if the aforementioned institution is a referral centre for cardiomyopathies or a specialized centre performing ASAs, which would justify the high proportion of ASA procedures. It is our perception that
there is an overuse of ASA procedures in several
centres specialized in this technique, where
interventions are performed for a minor indication. The absolute indication to perform ASA or
surgical myectomy is severe dyspnoea (NYHA
III–IV) refractory to optimal medical treatment
in patients with HOCM. The optimal medical
treatment should include the addition of disopyramid combined with b-blockers and diuretics
with caution, if necessary. The authors do not
mention if such a treatment was introduced prior
to ASA procedure. Syncopal episodes or refractory angina do not constitute an interventional
indication. Additionally the 16 of 24 patients
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who were monitored over 24 hours pre and post
ASA do not represent a sufﬁcient sample to permit conclusions regarding heart rate and arrhythmias assessment as a safety measure.
We agree that risk stratiﬁcation has been a
major issue in patients with hypertrophic cardiomyopathy (HCM). Unfortunately all non-invasive tests for risk stratiﬁcation were not completed by all patients in the cohort. Exercise testing was performed in only 14/24 and 24-h ECG
monitoring in 16/24 patients. There were 11/24
patients with syncope and 2/24 patients with
maximum wall thickness 030 mm. Why did they
not qualify for an implantable cardioverter deﬁbrillator implantation?
Over and above the purpose of this study,
the risk of induced malignant ventricular arrhythmias after ASA should not be underestimated. It is a very simple hypothesis that hearts
with extensive myocardial ﬁbrosis are more
prone to ventricular arrhythmias. ASA procedure, irrespective of the alcohol amount used,
leads to the generation of a myocardial scar ie to
more extensive ﬁbrosis [2]. On the other hand,
there is data suggesting that surgical myectomy
may reduce the incidence of sudden death in patients with HOCM [3, 4]. Unfortunately a randomized trial comparing surgical myectomy to
ASA for HOCM does not seem feasible at the
moment [5]. In conclusion surgical septal myectomy remains the treatment of choice in severely
symptomatic patients with HOCM, if performed
in dedicated cardiothoracic centres.
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Authors’ reply
Otto Hess
Thank you for your comments. You mention in your letter that surgical myectomy is the
gold standard for treatment of hypertrophic, obstructive cardiomyopathy (HOCM) around the
world. You comment that alcohol ablation of the
septum in hypertrophic cardiomyopathy is overused and the indication for the intervention is
too soft.
Indeed, 24 out of 54 screened patients underwent alcohol ablation of the septum. Normally, 25–30% of all HOCM patients have an
obstructive form and not 50% as in our study.
This can be explained by the fact that we are a
referral centre for hypertrophic cardiomyopathy
in Switzerland and we receive many patients
from other centres for alcohol ablation. In the
last 3–4 years surgical myectomy has no longer
been performed and has been limited to cases
with unsuccessful alcohol ablation or accompanying valvular disease requiring valve reconstruction. Nevertheless, the ratio between surgical myectomy and alcohol ablation of the septum
has dramatically changed in favour of alcohol
ablation (see attached ﬁgure).
The indication for alcohol ablation of the
septum has changed in the last few years with regard to outﬂow tract gradient at rest and during
provocation. The indication for septal myectomy
was an outﬂow tract gradient 050 mm Hg at rest
and 0100 mm Hg after provocation (extrasystole,
amylnitrite). This has been changed to 30 mm Hg
at rest and 60 mm Hg after provocation. In all
patients medical therapy is optimized before intervention but disopyramid is only rarely used in
our country. We prefer medical treatment with
beta-blockers or calcium-antagonists in combination with diuretics when necessary.
Risk stratiﬁcation has been carefully done
in our study population but exercise testing and
Holter monitoring was not done in every patient
when the indication for the intervention was
clear. An implantable cardioverter deﬁbrillator
was implanted only in two patients when clear
evidence for a high cardiovascular risk was present. The hypothesis that malignant ventricular
arrhythmias are induced by alcohol ablation with
extensive myocardial scaring is not supported by
good scientiﬁc data. There is a small risk of intramyocardial conduction blocks by alcohol ablation but the beneﬁt of afterload reduction,
regression of ventricular hypertrophy and improvement of myocardial perfusion is probably
much more important in the reduction of arrhythmias. Clear evidence for either one of these
theories is currently lacking.
In summary, we believe that alcohol ablation of the septum in hypertrophic, obstructive
cardiomyopathy is the therapy of choice and surgical myectomy is reserved for patients with
treatment failure or additional valvular disease
(see attached ﬁgure). Pre-existent left bundle
branch block may represent a relative contraindication for alcohol ablation as 60% of all
patients undergoing alcohol ablation develop
right bundle block. Another contraindication
may be amiodarone treatment, due to the associated AV-conduction prolongation. A third contraindication to alcohol ablation may be the
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presence of an AV block I or II. Nevertheless, we
believe strongly that alcohol ablation is the new
gold standard for treatment of hypertrophic obstructive cardiomyopathy in 2008.

Correspondence:
Otto Hess
Swiss Cardiovascular Center
University Hospital
CH-3010 Bern
Switzerland
otto.hess@insel.ch

HOCM with outflow tract gradient:
-at rest > 30 mm Hg
-at provocation > 60 mm Hg

LBBB, AVBlock I/II,
Amiodarone

1st choice

Coil Embolisation
Failure

References

1 Streit S, Walpoth N, Windecker S, Meier B, Hess
OM. Is alcohol ablation of the septum associated with
recurrent tachyarrhythmias? Swiss Med Wkly. 2007;
137:660–8.
2 Hess OM, Sigwart U. New treatment strategies for
hypertrophic obstructive cardiomyopathy: alcohol
ablation of the septum: the new gold standard? J Am
Coll Cardiol. 2004;44(10):2054–5.
3 Togni M, Billinger M, Cook S, Hess OM. Septal
myectomy: cut, coil, or boil? (Editorial). Euro Heart
J., 2008;29:296–8.

323

optional

Alcohol Ablation Radiofrequency Ablation
Failure after 2 or 3
attempts

Surgical Myectomy
Figure 1
Treatment recommendation in HOCM (adults).

Failure

Call for paper NEU.qxp:1. US SMW 38

28.2.2008

8:10 Uhr

Seite 1

Established in 1871

F o r m e r l y : S c h w e i ze r i s c h e M e d i z i n i s c h e W o c h e n s c h r i f t

Swiss Medical Weekly

The European Journal of Medical Sciences

The many reasons why you should choose SMW to publish your research
What Swiss Medical Weekly has to offer:
• SMW’s impact factor has been steadily
rising. The 2006 impact factor is 1.346.
• Open access to the publication via
the Internet, therefore wide audience
and impact
• Rapid listing in Medline
• LinkOut-button from PubMed
with link to the full text website
http://www.smw.ch (direct link from
each SMW record in PubMed)
• No-nonsense submission – you submit
a single copy of your manuscript by
e-mail attachment
• Peer review based on a broad spectrum
of international academic referees
• Assistance of professional statisticians
for every article with statistical analyses
• Fast peer review, by e-mail exchange
with the referees
• Prompt decisions based on weekly conferences of the Editorial Board
• Prompt notification on the status of
your manuscript by e-mail
• Professional English copy editing
Editorial Board
Prof. Jean-Michel Dayer, Geneva
Prof Paul Erne, Lucerne
Prof. Peter Gehr, Berne
Prof. André P. Perruchoud, Basel
Prof. Andreas Schaffner, Zurich
(editor in chief)
Prof. Werner Straub, Berne (senior editor)
Prof. Ludwig von Segesser, Lausanne

International Advisory Committee
Prof. K. E. Juhani Airaksinen, Turku, Finland
Prof. Anthony Bayes de Luna, Barcelona,
Spain
Prof. Hubert E. Blum, Freiburg, Germany
Prof. Walter E. Haefeli, Heidelberg, Germany
Prof. Nino Kuenzli, Los Angeles, USA
Prof. René Lutter, Amsterdam,
The Netherlands
Prof. Claude Martin, Marseille, France
Prof. Josef Patsch, Innsbruck, Austria
Prof. Luigi Tavazzi, Pavia, Italy
We evaluate manuscripts of broad clinical
interest from all specialities, including
experimental medicine and clinical investigation.
We look forward to receiving your paper!
Guidelines for authors:
http://www.smw.ch/set_authors.html
All manuscripts should be sent in electronic
form, to:
EMH Swiss Medical Publishers Ltd.
SMW Editorial Secretariat
Farnsburgerstrasse 8
CH-4132 Muttenz
Manuscripts:
Letters to the editor:
Editorial Board:
Internet:

submission@smw.ch
letters@smw.ch
red@smw.ch
http://www.smw.ch

Official journal of the Swiss Society of Infectious Diseases,
the Swiss Society of Internal Medicine and the Swiss Respiratory Society
Editores Medicorum Helveticorum

Supported by the FMH (Swiss Medical Association) and by Schwabe AG,
the long-established scientific publishing house founded in 1488

