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Percutaneous Transluminal Angioplasty for Subclavian Steal Syndrome
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Three cases of subclavian steal syndrome due to stenosis at the proximal left subclavian artery
treated by percutaneous transluminal angioplasty (PTA), and a similar case in which PTA did not
performed because of the occlusion of the stenosis during the follow-up period, were reported.

PTA was performed with a balloon catheter 6 to 8mm in diameter. In every case, the stenosis was
dilated very well. Clinical symptomes of dizziness and arm coldness had disappeared after PTA. In one
of the three cases, re-stenosis occured five months after PTA, and repeat-PTA was performed. Another
two cases have been doing well for three years four months and one year four months respectively after

PTA.

To prevent embolization of the vertebral artery as a complication, PTA should be done only when
the vertebral flow is reversed. In order to decide the indication of PTA, IVDSA and ultrasonic Doppler
examination of the vertebral artery with the duplex system were very usefull.

A stenosis at the proximal subclavian artery sometimes advances very rapidly and gets occluded. So

it is important to perform PTA as soon as posible.
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Table 1 Analysis of the cases

Systolic Pressure
Difference Between

%?g? Age/Sex Sndlli[i)’tigraﬁ}es Two Arms Balloon Diameter Follow Up
Before After
PTA PTA
1 63F ngl;]re;s coldness 3mmHg OmmHg 8mm 3y4m patent
2 52M Eé?figf_’:f dullness 42mmHg  ZmmHg 6mm lydm patent
Eg:xin}?ss]d 6 5 i
t shoulder i m re-stenosis
3 63F Lesfl:iffnesa " dmmHg  2mmHg g, (repeat-PTA) 1lm patent after repeat-PTA
t arm coldness
16mmHg
Blood pressure (before occlusion) The stenosis :
g _ 2 st got occluded
4 60M difference between 38mmHg during follow-up period

two arms

(after occlusion)
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-Fig. 1 52y.0. male (Case No. 2)
a) IVDSA (arterial phase). A stenosis at the proximal left subclavian artery is

demonstrated (arrow).

b) IVDSA (late arterial phase). Note reversal flow of the left vertebral artery.
¢) Selective left subclavian arteriogram. A stenosis at the proximal left sub-
clavian artery (arrow) is noted. The left vertebral artery is not opacified due

to reversal flow.

d) Post-PTA arteriogram. Note dilatation of the stenosis and antegrade

vertebral flow.
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Fig. 2 63y.0. famale (Case No. 3).
a) IVDSA reveals stenosis at the proximal left subclavian artery (arrow).
b) Sonagram of the left vertebral artery. The reversal flow of the left vertebral

artery is demonstrated.

c) Selective left subclavian arteriogram. A stenosis at the proximal left suh-
clavian artery is noted (arrow). The left vertebral artery is not filled because

of the reversal flow.

d) Post-PTA arteriogram. The stenosis is well dilated. The antegrade flow of
the left vertebral artery is demonstrated.

CERM 4) 60554 (Fig. 3)
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Fig. 3 60y.o. male (Case No. 4).
a) IVDSA. A stenosis is noted at the proximal

' left subclavian artery (arrow). The antegrade

: opacification of the left vertebral artery is noted.

' Ay ; b) IVDSA five months after a). The stenosis has

. J advanced. The left vertebral artery is not well

b filled may be due to reversal flow.
k c) IADSA one and a half months after b). Note
‘ occlusion of the left subclavian artery.
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