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IMAGES IN INTERVENTION

Percutaneous Palliation of Right Ventricular
Outﬂow Tract Obstruction Caused
by Metastatic Malignancy
George Joseph, DM,a Sujith Thomas Chacko, DM,a Elizabeth Joseph, DNB,b Vishnu Chandra Kumar, MDc
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sarcomatoid carcinoma.
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F I G U R E 1 Malignant Right Ventricular Outﬂow Tract Obstruction

(A) Transthoracic echocardiogram in parasternal short-axis view shows dilatation of the right ventricle (RV) and an obstructive mass (M) in the
RV outﬂow tract (RVOT) and pulmonary artery (PA). (B) Cardiac magnetic resonance imaging in sagittal section shows the RVOT mass to be
large, hypodense, and almost occlusive. Computed tomography (C), positron emission tomography (D), and fusion of both modalities (E) shows
increased ﬂuorodeoxyglucose uptake (black and red areas in D and E, respectively) in the RVOT mass and lung nodules (black and white
arrows, respectively). Histopathologic sections of endomyocardial biopsy specimens obtained from the RVOT mass stained with hematoxylin
and eosin (F), pancytokeratin (G), and vimentin (H) suggestive of a metastatic sarcomatoid carcinoma. (I) Conventional RV angiogram shows
severe luminal narrowing (arrows) of the RVOT and main PA caused by the intracavitary tumor and preferential ﬂow into the left PA (LPA). (J)
Post-stenting RV angiogram shows luminal widening of the RVOT and improved ﬂow into the right PA (RPA). Ao ¼ aortic root.

