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EDITORIAL COMMENT

Patient Selection for
Alcohol Septal Ablation
Does Age Matter?*
Mackram F. Eleid, MD, Rick A. Nishimura, MD

S

“Age is an issue of mind over matter.

to the accumulating knowledge regarding long-term

If you don’t mind, it doesn’t matter.”

outcome of patients undergoing ASA. In their retro-

—Mark Twain (1)
eptal reduction therapy plays an important role
in the treatment of patients with hypertrophic
cardiomyopathy (HCM) and symptoms due

to a dynamic left ventricular outﬂow tract obstruction

refractory to medical therapy. Surgical resection of
septal hypertrophy has been an established treatment
for over 5 decades, with excellent symptomatic and
hemodynamic improvement and a mortality rate
of 0.4% among the most experienced centers (2).
Although percutaneous transcatheter alcohol septal
ablation (ASA) was ﬁrst introduced 20 years ago (3),
data regarding the long-term outcome of patients
receiving this treatment have become available only
in recent years (4,5). The 2011 American College of Cardiology

Foundation/American

Heart

Association

(ACCF/AHA) guideline for the diagnosis and treatment
of hypertrophic cardiomyopathy had previously recommended ASA as an alternative to myectomy in the
presence of advanced age or other comorbidities (Class
IIa) or due to patient preference (Class IIb) (6). These
recommendations were made on the basis of: 1) the
lack of long-term follow-up with concern regarding
long-term arrhythmic potential related to iatrogenic
infarction; and 2) lesser efﬁcacy in terms of symptom
relief, particularly in the younger patient.
The study by Liebregts et al. (7) in this issue of JACC:
Cardiovascular Interventions is a valuable contribution

spective observational study at 2 tertiary referral centers, the outcomes of young (<55 years) and older (>55
years) patients undergoing ASA (n ¼ 217) were compared with nonobstructive HCM patients managed
medically. Five- and 10-year survival following ASA in
young (95% and 90%, respectively) and older (93% and
82%, respectively) groups were quite favorable and
were similar to an age-matched control group of patients with nonobstructive HCM. Furthermore, shortterm procedural efﬁcacy was similar between young
and older patients (>90% of patients having New York
Heart Association (NYHA) functional class I or II symptoms after 3 months of follow-up), as was the rate of
additional septal reduction therapy (13% and 12%,
respectively). The mean maximal left ventricular septal
wall thickness was similar in young and older patients
(20  6 and 19  4 mm, respectively). As expected, the
rate of atrioventricular block requiring permanent
pacemaker implantation appeared to be higher in older
(13%) compared with younger patients (5%).
SEE PAGE 463

This study provides some reassurance regarding
longer-term survival and procedural efﬁcacy in young
patients undergoing ASA, challenging the recommendation that ASA be reserved for older patients (6).
However, despite the low event rate observed in the
present study (5 arrhythmic events and 3 cardiac
deaths), it is difﬁcult to ignore prior warnings of
increased ventricular arrhythmogenicity following
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ventricular arrhythmia following myectomy (11), when
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ASA does not increase the overall risk of malignant
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arrhythmias, but myectomy may decrease this risk

factor weighing on the choice of septal reduction ther-

(12,13). The ACCF/AHA guidelines also hinge on the

apy. At a HCM center of excellence with experience in

concept that septal myectomy is a more effective pro-

septal myectomy, the weight of evidence continues to

cedure, with a higher percentage of patients having

favor this option for a young patient being considered

complete relief of symptoms as well as a lower rate of

for septal reduction therapy, due to very low operative

repeat procedures compared with ASA, particularly for

mortality, superior efﬁcacy and lesser need for subse-

younger patients <65 years of age (14). The study by

quent procedures. However, growing evidence sup-

Liebregts et al. (7) did not include a surgical myectomy

ports that ASA is not fraught with the high risk that had

group for comparison, and thus, conclusions regarding

been suspected and that long-term survival after ASA

the efﬁcacy of ASA relative to myectomy in this pop-

may be comparable to that of myectomy, potentially

ulation cannot be drawn from this investigation.

opening this treatment modality to a younger popula-

Although the outcome measures of NYHA functional

tion as well as to centers that do not have the surgical

class at 3 months were promising, what patients really

expertise. It must be remembered that, as with any

desire is long-term durability of symptom relief to

interventional technique, outcomes are highly depen-

allow return to a normal lifestyle, which was not

dent upon the knowledge and experience of the oper-

addressed.

ators, and the excellent results in this study may not

At HCM centers of excellence where both myectomy

necessarily be extrapolated to all other centers.

and ASA are offered, patient selection for septal

Future studies comparing the long-term clinical

reduction therapy is highly nuanced and patient-

outcomes of ASA directly with surgical myectomy in

centered, with a shared decision-making approach.

patients across a broad age spectrum at institutions

Older patients and those with multiple comorbidities

with expertise in both techniques may help answer

may be at higher risk for complications from septal

the question of whether ASA should be considered in

myectomy, making a less-invasive option potentially

a younger population. Additionally, even longer-term

more attractive for these patients (6). Multiple other

data will be required to determine the lasting impact

factors must be taken into consideration, including the

of the iatrogenic septal infarction of ASA on lifetime

degree of septal hypertrophy, the location and size of

arrhythmogenic risk in a younger population. Until

septal perforators relative to septal hypertrophy,

that time, the question of how much age really mat-

concomitant mitral valve pathology including aberrant

ters in patient selection for ASA will remain.

papillary muscle insertion, as well as baseline conduction system disease and patient preference, which all
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