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IMAGES IN INTERVENTION
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Hypertrophic Left Ventricle and Severe Aortic Angulation in TAVR

F I G U R E 1 Hypertrophic Left Ventricle With Small Cavity and Severe Aortic Angulation

(A) Aortography performed in right anterior oblique (RAO) projection, showing horizontal aorta (Ao). (B) Computed tomography
reconstruction of RAO projection: dashed line showing intended wire position and continuous line showing the anticipated true position of
the wire, approaching the mitral valve and pointing toward the lateral wall of the left ventricle (LV) (star), also because of the hypertrophic
basal septum (red arrow). (C) Pericardiocentesis performed. (D to F) Three-dimensional computed tomography reconstruction showing
misalignment between the Ao axis (blue line) and LV axis (purple line), with the wire pointing toward the lateral wall of the LV (star).
See Online Video 1. LA ¼ left atrium.
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