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Balloon Valvotomy for Severe
Aortic Stenosis in an Infant
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Severe valvular aortic stenosis (AS) is
one of the congenital heart diseases that may
require intervention during infancy(l).
Surgical valvotomy (performed under cardio-
pulmonary bypass) has, until recently, been
the only method by which the aortic valve
gradients could be reduced. Balloon aortic
valvotomy (BAV) has now emerged as an
attractive alternative(2,3). Despite the avail-
ability of the balloon valvotomy technology
in our country, experience with balloon aortic
valvotomy has been limited to older children
with valvular AS(4). We report the successful
application of BAV in an infant (age 4
months) with severe valvular AS.
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Case Report

A 4-month-old male infant presented to
our institution with excessive sweating during
feeds and frequent episodes of respiratory
infection since the age of 1 month. On
examination the child appeared well nour-
ished (Weight 6 kg). He was tachypneic with
feeble pulses. The liver was not enlarged.
Cardiovascular examination revealed cardiac
enlargement, constant ejection click and an
ejection systolic murmur of aortic stenosis.
Severe left ventricular hypertrophy was
recorded in the ECG and the chest A'-ray
showed cardiac enlargement. Two dimen-
sional echocardiography revealed an enlarged
hypertrophied left ventricle with normal
function and a bicuspid aortic valve with
systolic doming. A gradient of 100 mm Hg
was recorded on Doppler examination.

An informed written consent was ob-
tained for BAV. The baseline hemodynamic
data suggested severe valvular AS with an
aortic valve gradient of 110 mg Hg (Fig. 1).
Details of the BAV technique have been
published previously(5). We dilated the aortic
valve using a 10 mm balloon (annulus size
10 mm) mounted on a 5 french catheter
(Meditech inc) passed percutaneously via the
right femora] artery. The final gradient across
the aortic valve was 50 mm Hg (Fig. 1). The
procedure was uneventful except for tran-
sient asystole and apnea during balloon
inflations.

Following the procedure, there was
transient loss of pulses in the right lower
limb. This necessitated the use of streptoki-
nase (bolus of 1,000 units/kg IV followed
by infusion of 1,000 units/kg/h) for a period
of 16 hours after which the pulses returned.
At the time of discharge the pulses in the
right lower limb were palpable but reduced
in comparison to the left.
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Fig. 1. Simultaneous wacings of left ventricular and aontic pressures obtained during cardiac catheten-
zation before (pre) and after (post) balloon aortic valvotomy. Each squre represents a pressure

of 10 mm Hg starting from a baseline of 0.

Discussion

Surgical valvotomy in neonates and infants
is associated with high morbidity and
mortality(l). Balloon valvotomy is an at-
tractive alternative and produces comparable
results(3,5). Although balloon dilatation of
aortic stenosis has been widely reported,
experience with the technique in infants is
limited. This is mainly due to non-availabi-
lity of balloons mounted on a smaller shaft,
until recently. Advances in technology have
made BAV possible even in neonates through
umbilical artery cathcterization(7). Compli-

cations with the procedure are, however,
frequent in infants. They include death from
aortic injury, aortic regurgitation (AR),
transient or permanent loss of pulses and
bleeding from the puncture site(3). Results
are quite unsatisfactory in patients with
unicuspid valves(6). While major complica-
tions can be minimized by using balloons of
appropriate size (balloon-aortic annulus ratio
of 1), arterial injury can be reduced by using
balloon catheters with small shaft diameters
(5 French). Using an appropriate sized balloon
(balloon-annulus ratio 1:1) the aortic valve
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gradients were reduced from 110 to 50 mm
Hg in the patient reported here (Fig. 1).

The major hurdles to extensive applica-
tion of balloon dilatation technology in infants
in India include the limited availability of
hardware and expertise for interventions in
this age group. Further, a number of infants
in our country with lesions amenable to early
intervention may escape timely attention. We
believe that this technique is particularly
promising in the Indian context because of
its relative simplicity and low cost as compared
to operative treatment.
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Enterogenous Intramedullary
Cyst
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Spinal enterogenous cysts are rare cystic
lesions of the spinal cord, first described by
Harriman(l). Many isolated case reports
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(2-4) are available in the literature. Majority
of them are intradural extramedullary. The
mtra-medullary cyst has a different clinical
presentation and to the best of our know-
ledge only 6 cases have been reported till
now(3,5-8). Based on one of our case
and
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