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CLINICAL VIGNETTE

A Case of Amyloid Cardiomyopathy

Mana Khafaf, MD

A 65-year-old male presented with episodes of chest pain and
shortness of breath. He had a long history of medical non-
compliance with smoking, obesity and hypertension. Myo-
cardial perfusion test showed nonspecific apical changes more
apparent at rest, suggestive of prior injury versus artifact. His
left ventricular chamber size appeared enlarged with hyper-
trophied muscle mass. Initial prior echocardiogram showed left
atrial enlargement with moderately increased ventricular wall
thickness. This progressed to severely increased left ventricular
wall thickness and severe bi-atrial enlargement on repeat echo-
cardiogram a few years later. He still had preserved ejection
fraction of 65 to 70%, with no evidence of pulmonary hyperten-
sion.

As his shortness of breath worsened, chest CT scan demon-
strated persistent enlargement of the main pulmonary artery
with pleural effusion. Abdominal ultrasound showed hepato-
splenomegaly.

With suspicion of infiltrative heart disease, cardiology ordered
studies for restrictive cardiomyopathy. Kappa/Lambda ratio
was abnormal, and Hematology recommended obtaining tissue
for possible amyloid infiltration. Abdominal fat pad biopsy
showed only benign fibrofatty tissue. Endomyocardial biopsy
and cardiac catheterization confirmed left ventricular hyper-
trophy, normal right heart and pulmonary capillary wedge
pressures. Biopsies of septal wall supported the diagnosis of
amyloidosis and indicated AL (lambda)-type amyloid deposi-
tion. Bone marrow biopsy was compatible with plasma cell
myeloma. Flow cytometry demonstrated monotypic lambda
restricted plasma cells, in addition to evidence of amyloid
deposit by Congo red stain. He was started on chemotherapy
with CyBorD Regimen. Disease progression coupled with
medication non-compliance and delayed treatments led to
worsened cardiomyopathy, heart failure and atrial flutter with
left atrial thrombus and he was started on anticoagulation.
Renal involvement progressed to end stage renal disease
dependent on dialysis.

He developed hepatomegaly with elevated liver enzymes,
which worsened to acute liver failure likely due to ischemic
hepatic insult with occasional low blood pressures.

With further deterioration treatment was directed at comfort
and he died less than two years after his diagnosis of AL cardiac
Amyloidosis.

Introduction

Amyloidosis is caused by the deposition of one of over 30
different precursor proteins which fold abnormally into a beta
pleated sheet configuration. The unstable tertiary structure of
these proteins cause them to aggregate and deposit as insoluble
amyloid fibrils in the extracellular space of different organs
including the heart.!

Amyloidosis is classified based on the precursor protein type.
Amyloid deposits stained with Congo red dye show an apple-
green birefringence, while they display a cross-beta-pleated
sheet configuration under electron microscopy.

More than 95% of all clinical cardiac amyloidosis cases are
attributed to transthyretin amyloidosis (ATTR) or light chain
amyloidosis (AL).* ATTR is caused by deposition of disso-
ciated monomers and oligomers of TTR as amyloid fibrils.
Transthyretin (TTR), previously known as prealbumin is
synthesized in the liver, circulates as a stable tetramer which
transports thyroid hormone and vitamin A. “Wild type ATTR”
is an under-diagnosed cause of heart failure, found in about
13% of the patients who present with heart failure with pre-
served ejection fraction.®

Primary systemic amyloidosis (AL) is due to immunoglobulin
light chain deposits related to a plasma cell dyscrasia. This type
of amyloidosis is rare, with incidence of about 1 per 100,000
representing about 2500-5000 new cases per year in the United
States.®

Other rare causes of amyloid cardiomyopathy are serum
amyloid A amyloidosis (AA) and apolipoprotein A-1 (ApoA-1)
amyloidosis which are not discussed.

Clinical Manifestation

Age of onset of amyloidosis symptoms varies based on the type
of amyloid deposit.8 AL (light chain) cardiac amyloidosis
usually has an age of onset of above 40, compared to ATTR
cardiac amyloidosis which usually presents at above 60-year-
old patients. Systemic AL amyloidosis can involve the liver,
kidneys, spleen, autonomic and peripheral nervous system,
lungs and heart. Fatigue, carpal tunnel syndrome, GI bleed,
macroglossia, periorbital purpura and bleeding diathesis are
some manifestations.

Majority of AL amyloidosis patients (50-70%) have cardiac
infiltration which determines their prognosis.”® Cardiac



amyloidosis usually presents with restrictive cardiomyopathy
with right ventricular failure symptoms, including lower ex-
tremity edema, elevated JVP, hepatic congestion, ascites and
dyspnea. As the disease progresses, low cardiac output symp-
toms develop.

The worse outcome of amyloidosis caused by AL (light chains)
compared to ATTR patients may be attributed to the toxicity of
light chains to the myocardial cells.*1® Bradyarrhythmia and
advanced atrioventricular block are most common causes of
syncope in amyloidosis patients. Progressive conduction sys-
tem disease needing pacemaker implantation is more common
in ATTR cases. High degree atrioventricular block or sympto-
matic sinus node dysfunction is not as prevalent in AL
amyloidosis.*

The risk of cardiac thromboembolism is increased in AL
amyloidosis with atrial fibrillation. amyloid deposition in atrial
and ventricular walls contributes to electromechanical dissocia-
tion during sinus rhythm which increases the risk of atrial
thrombus formation.*213

Restrictive cardiomyopathy associated with ATTR can lead to
low gradient, low flow aortic stenosis.’* Some non-cardiac
manifestations of wild type ATTR are spinal stenosis, biceps
tendon rupture, and bilateral carpal tunnel syndrome with amy-
loid deposits found with decompression procedures.*®

Diagnosis

Initial tests can reveal proteinuria and renal failure, elevated
liver enzymes with congestive hepatopathy, elevated natriuretic
peptide and troponin levels. Cardiac enzymes are usually mildly
elevated in ATTR compared to higher levels in AL amyloidosis
which is likely secondary to light chains cardiotoxicity. Com-
mon EKG findings are increased left ventricular wall thickness
and reduced QRS voltage, the latter seen most in AL amy-
loidosis compared to ATTR cases.167

About 30 percent of patients with wild type ATTR, have left
ventricular hypertrophy or left bundle branch block with
pseudo-infarction patterns seen in 70 percent of the cases in
addition to conduction abnormalities. About 15 percent of
patients also have atrial fibrillation. Cardiac amyloidosis should
be suspected when unexplained LVH is noted on echo-
cardiogram, low gradient/low flow aortic stenosis and heart
failure 1418

Early impaired ventricular relaxation leads to diastolic
dysfunction with progression to restrictive physiology.'®
Marked elevation in LV diastolic pressure can cause pulmonary
hypertension. In AL amyloidosis, small pericardial and pleural
effusions may also be present.

After physical exam, echocardiograms are initially ordered in
suspected cases with reduced global longitudinal strain as an
early marker with high sensitivity and specificity.?® Left
ventricular hypertrophy is usually non-dilated with small

ventricles. Thickening of the valves and interatrial septum,
speckled myocardium and bi-atrial dilatation are common.
Symmetric LVH is seen more in AL amyloidosis versus
asymmetry with predominant septal hypertrophy being more
common in ATTR. Cardiovascular magnetic resonance
imaging (CMR) can detect cardiac abnormalities prior to LVH
development. It can assess cardiac structure, function and tissue
characteristics, but cannot distinguish cardiac AL from
ATTR.Zl’ZZ

Inconsistent results usually make diagnosis of cardiac
amyloidosis unlikely, other cause of LVH including hypertro-
phic cardiomyopathy, hypertension or other etiologies should
be considered if the above tests are not conclusive.?®

If the CMR results are consistent with possible diagnosis, serum
kappa/lambda free light chain ratio analysis, serum protein
immunofixation and urine protein immunofixation should be
obtained to identify monoclonal proteins and bone marrow
biopsy and evaluation for treatment options. Tissue biopsy
from fat pad or other organs may be indicated for both
diagnostic and typing purposes. In majority of the case,
noncardiac tissue biopsy in addition to CMR findings is
sufficient.?* Typical apple-green birefringence with Congo red
dye under polarized light microscopy and cross-beta-pleated
sheets under electron microscopy are the diagnostic
characteristics of extracellular amyloid deposits. Although
immunohistochemistry, immunofluorescence and immuno-
electron microscopy are used to determine the type of amyloid
fibril, laser microdissection with mass spectrometry is con-
sidered the gold standard.?®

If monoclonal proteins are not detected in above tests, a bone
tracer cardiac scintigraphy scan can be performed for cardiac
uptake evaluation and grading. Grade zero suggests that cardiac
amyloidosis is unlikely and other causes of LVH should be
considered. Grade 1 suggests additional tests including endo-
myocardial biopsy for confirmation. Grade 2 or 3, in addition
to lack of evidence of plasma cell dyscrasia, is highly specific
for ATTR cardiac disease and in these cases tissue biopsy is not
needed.?

Treatment

The two approaches in treating patients with amyloidosis are
management of heart failure and treatment of the underlying
disease. Heart failure treatment is more responsive in wild type
ATTR compared to AL amyloidosis in which control of the
plasma cell dyscrasia leads to rapid decrease in serum bio-
markers of heart failure.?’

In amyloidosis heart failure, treatment with loop diuretics is
commonly used in addition to aldosterone therapy. The
treatment options in these patients differs from other types of
heart failure due to potential hypotension side effects of beta
blockers, ACE inhibitors and calcium channel blockers.
Amyloid fibrils can also bind to digoxin which can increase its
toxicity. However, if atrial fibrillation is present, low dose beta



blockade and digoxin can be used cautiously to assist with rate
control and symptom management. Amiodarone seems to be
well tolerated in these patients as well.?® Anticoagulation is
used to decrease the increased risk of intraatrial thrombus,
regardless of their CHADS2 or CHADS2VA2SC score. It is
even suggested in patients with normal sinus rhythm due to
associated atrial thrombus in AL type group.?®2°

Since sudden cardiac death is common in cardiac AL amy-
loidosis patients and prophylactic implantable cardioverter-
defibrillators (ICDs) have been suggested despite its unclear
role in electromechanical dissociation.!

Heart transplant is not usually recommended for these patients
as most of them have significant extracardiac amyloid associ-
ated disease. Heart transplant would not treat the underlying
plasma cell dyscrasia which leads to its progression and in-
volvement the transplanted heart.32-34

Prognosis of AL amyloidosis patients depends on the degree of
their multiple organ involvement. Routine therapy for under-
lying plasma cell clones include chemotherapy and/or autolo-
gous stem cell transplant, with the goal of 90 percent reduction
in serum free light chains. NYHA functional class 1l or IV
Heart failure is considered a contraindication for autologous
stem cell transplant.®

REFERENCES

1. Fontana M, Corovié A, Scully P, Moon JC. Myocardial
Amyloidosis: The Exemplar Interstitial Disease. JACC
Cardiovasc Imaging. 2019 Nov;12(11 Pt 2):2345-2356.
doi: 10.1016/j.jcmg.2019.06.023. Epub 2019 Aug 14.
PMID: 31422120.

2. Falk RH, Alexander KM, Liao R, Dorbala S. AL (Light-
Chain) Cardiac Amyloidosis: A Review of Diagnosis and
Therapy. J Am Coll Cardiol. 2016 Sep 20;68(12):1323-41.
doi: 10.1016/j.jacc.2016.06.053. PMID: 27634125.

3. Gertz MA, Benson MD, Dyck PJ, Grogan M, Coelho T,
Cruz M, Berk JL, Plante- Bordeneuve V, Schmidt HHJ,
Merlini G. Diagnosis, Prognosis, and Therapy of
Transthyretin Amyloidosis. J Am Coll Cardiol. 2015 Dec
1,66(21):2451-2466. doi: 10.1016/j.jacc.2015.09.075.
PMID: 26610878.

4. Sipe JD, Benson MD, Buxbaum JN, lkeda SI, Merlini
G, Saraiva MJ, Westermark P. Amyloid fibril proteins
and amyloidosis: chemical identification and clinical
classification International Society of Amyloidosis 2016
Nomenclature Guidelines. Amyloid. 2016 Dec;23(4):209-
213. doi: 10.1080/13506129.2016.1257986. Epub 2016
Nov 24. PMID: 27884064.

5. Gonzalez-Lopez E, Gallego-Delgado M, Guzzo-Merello
G, de Haro-Del Moral FJ, Cobo-Marcos M, Robles C,
Bornstein B, Salas C, Lara-Pezzi E, Alonso-Pulpon L,
Garcia-Pavia P. Wild-type transthyretin amyloidosis as a
cause of heart failure with preserved ejection fraction. Eur
Heart J. 2015 Oct 7;36(38):2585-94. doi: 10.1093/
eurheartj/ehv338. Epub 2015 Jul 28. PMID: 26224076.

10.

11.

12.

13.

14.

15.

Wechalekar AD, Gillmore JD, Hawkins PN. Systemic
amyloidosis. Lancet. 2016 Jun 25;387(10038):2641-2654.
doi: 10.1016/S0140-6736(15)01274-X. Epub 2015 Dec 21.
PMID: 26719234.

Merlini G, Bellotti V. Molecular mechanisms of
amyloidosis. N Engl J Med. 2003 Aug 7;349(6):583-96.
doi: 10.1056/NEJMra023144. PMID: 12904524.

Kyle RA, Linos A, Beard CM, Linke RP, Gertz MA,
O'Fallon WM, Kurland LT. Incidence and natural
history of primary systemic amyloidosis in Olmsted
County, Minnesota, 1950 through 1989. Blood. 1992 Apr
1;79(7):1817-22. PMID: 1558973.

Liao R, Jain M, Teller P, Connors LH, Ngoy S, Skinner
M, Falk RH, Apstein CS. Infusion of light chains from
patients with cardiac amyloidosis causes diastolic
dysfunction in isolated mouse hearts. Circulation. 2001
Oct 2;104(14):1594-7. Erratum in: Circulation. 2013 Sep
10;128(11):e174. PMID: 11581134.

Shi J, Guan J, Jiang B, Brenner DA, Del Monte F,
Ward JE, Connors LH, Sawyer DB, Semigran MJ,
Macgillivray TE, Seldin DC, Falk R, Liao R.
Amyloidogenic light chains induce cardiomyocyte
contractile dysfunction and apoptosis via a hon-canonical
p38alpha MAPK pathway. Proc Natl Acad Sci U S A. 2010
Mar 2;107(9):4188-93. doi: 10.1073/pnas.0912263107.
Epub 2010 Feb 11. PMID: 20150510; PMCID: PMC
2840082.

Mathew V, Olson LJ, Gertz MA, Hayes DL.
Symptomatic conduction system disease in cardiac
amyloidosis. Am J Cardiol. 1997 Dec 1;80(11):1491-2.
doi: 10.1016/s0002-9149(97)82785-3. PMID: 9399732.
Martinez-Naharro A, Gonzalez-Lopez E, Corovic A,
Mirelis JG, Baksi AJ, Moon JC, Garcia-Pavia P,
Gillmore JD, Hawkins PN, Fontana M. High Prevalence
of Intracardiac Thrombi in Cardiac Amyloidosis. J Am Coll
Cardiol. 2019 Apr 9;73(13):1733-1734. doi: 10.1016/
jjacc.2019.01.035. PMID: 30947929.

ElI-Am EA, Dispenzieri A, Melduni RM, Ammash NM,
White RD, Hodge DO, Noseworthy PA, Lin G, Pislaru
SV, Egbe AC, Grogan M, Nkomo VT. Direct Current
Cardioversion of Atrial Arrhythmias in Adults With
Cardiac Amyloidosis. J Am Coll Cardiol. 2019 Feb
12;73(5):589-597. doi: 10.1016/j.jacc.2018.10.079. PMID:
30732713; PMCID: PMC6378685.

Castafio A, Narotsky DL, Hamid N, Khalique OK,
Morgenstern R, DeLuca A, Rubin J, Chiuzan C, Nazif
T, Vahl T, George I, Kodali S, Leon MB, Hahn R,
Bokhari S, Maurer MS. Unveiling transthyretin cardiac
amyloidosis and its predictors among elderly patients with
severe aortic stenosis undergoing transcatheter aortic valve
replacement. Eur Heart J. 2017 Oct 7;38(38):2879-2887.
doi: 10.1093/eurheartj/ehx350. PMID: 29019612; PMCID:
PMC5837725.

Sekijima Y, Uchiyama S, Tojo K, Sano K, Shimizu Y,
Imaeda T, Hoshii Y, Kato H, lkeda S. High prevalence
of wild-type transthyretin deposition in patients with
idiopathic carpal tunnel syndrome: a common cause of
carpal tunnel syndrome in the elderly. Hum Pathol. 2011



16.

17.

18.

19.

20.

21.

22.

23.

Nov;42(11):1785-91. doi:
004. PMID: 21733562.
Cyrille NB, Goldsmith J, Alvarez J, Maurer MS.
Prevalence and prognostic significance of low QRS
voltage among the three main types of cardiac amyloidosis.
Am J Cardiol. 2014 Oct 1;114(7):1089-93. doi: 10.1016/
j.amjcard.2014.07.026. Epub 2014 Jul 18. PMID:
25212550.

Mussinelli R, Salinaro F, Alogna A, Boldrini M,
Raimondi A, Musca F, Palladini G, Merlini G, Perlini
S. Diagnostic and prognostic value of low QRS voltages in
cardiac AL amyloidosis. Ann Noninvasive Electrocardiol.
2013 May;18(3):271-80. doi: 10.1111/anec.12036. Epub
2013 Jan 20. PMID: 23714086; PMCID: PMC6932192.
Cavalcante JL, Rijal S, Abdelkarim I, Althouse AD,
Sharbaugh MS, Fridman Y, Soman P, Forman DE,
Schindler JT, Gleason TG, Lee JS, Schelbert EB.
Cardiac amyloidosis is prevalent in older patients with
aortic stenosis and carries worse prognosis. J Cardiovasc
Magn Reson. 2017 Dec 7;19(1):98. doi: 10.1186/512968-
017-0415-x. PMID: 29212513; PMCID: PMC5719789.
Knight DS, Zumbo G, Barcella W, Steeden JA,
Muthurangu V, Martinez-Naharro A, Treibel TA,
Abdel-Gadir A, Bulluck H, Kotecha T, Francis R, Rezk
T, Quarta CC, Whelan CJ, Lachmann HJ, Wechalekar
AD, Gillmore JD, Moon JC, Hawkins PN, Fontana M.
Cardiac Structural and Functional Consequences of
Amyloid Deposition by Cardiac Magnetic Resonance
and Echocardiography and Their Prognostic Roles. JACC
Cardiovasc Imaging. 2019 May;12(5):823-833. doi:
10.1016/j.jcmg.2018.02.016. Epub 2018 Apr 18. PMID:
29680336.

Phelan D, Collier P, Thavendiranathan P, Popovi¢ ZB,
Hanna M, Plana JC, Marwick TH, Thomas JD. Relative
apical sparing of longitudinal strain using two-dimensional
speckle-tracking echocardiography is both sensitive and
specific for the diagnosis of cardiac amyloidosis. Heart.
2012 Oct;98(19):1442-8. doi: 10.1136/heartjnl-2012-
302353. Epub 2012 Aug 3. PMID: 22865865.

Brownrigg J, Lorenzini M, Lumley M, Elliott P.
Diagnostic performance of imaging investigations in
detecting and differentiating cardiac amyloidosis: a
systematic review and meta-analysis. ESC Heart Fail.
2019 Oct;6(5):1041-1051. doi: 10.1002/ehf2.12511. Epub
2019 Sep 5. PMID: 31487121; PMCID: PMC6816075.
Dorbala S, Cuddy S, Falk RH. How to Image Cardiac
Amyloidosis: A Practical Approach. JACC Cardiovasc
Imaging. 2020 Jun;13(6):1368-1383. doi: 10.1016/j.jcmg.
2019.07.015. Epub 2019 Oct 11. PMID: 31607664;
PMCID: PMC7148180.

Martinez-Naharro A, Treibel TA, Abdel-Gadir A,
Bulluck H, Zumbo G, Knight DS, Kotecha T, Francis
R, Hutt DF, Rezk T, Rosmini S, Quarta CC, Whelan
CJ, Kellman P, Gillmore JD, Moon JC, Hawkins PN,
Fontana M. Magnetic Resonance in Transthyretin Cardiac
Amyloidosis. J Am Coll Cardiol. 2017 Jul 25;70(4):466-
477. doi: 10.1016/j.jacc.2017.05.053. PMID: 28728692.

10.1016/j.humpath.2011.03.

24,

25.

26.

27.

28.

29.

30.

31.

32.

Ruberg FL, Grogan M, Hanna M, Kelly JW, Maurer
MS. Transthyretin Amyloid Cardiomyopathy: JACC
State-of-the-Art Review. J Am Coll Cardiol. 2019 Jun
11;73(22):2872-2891. doi: 10.1016/j.jacc.2019.04.003.
PMID: 31171094; PMCID: PMC6724183.
Nativi-Nicolau J, Maurer MS. Amyloidosis cardiomyo-
pathy: update in the diagnosis and treatment of the most
common types. Curr Opin Cardiol. 2018 Sep;33(5):571-
579. doi: 10.1097/HCO.0000000000000547. PMID:
30015648.

Gillmore JD, Maurer MS, Falk RH, Merlini G, Damy
T, Dispenzieri A,Wechalekar AD, Berk JL, Quarta CC,
Grogan M, Lachmann HJ, Bokhari S, Castano A,
Dorbala S, Johnson GB, Glaudemans AW, Rezk T,
Fontana M, Palladini G, Milani P, Guidalotti PL,
Flatman K, Lane T, Vonberg FW, Whelan CJ, Moon
JC, Ruberg FL, Miller EJ, Hutt DF, Hazenberg BP,
Rapezzi C, Hawkins PN. Nonbiopsy Diagnosis of Cardiac
Transthyretin - Amyloidosis.  Circulation. 2016 Jun
14;133(24):2404-12. doi: 10.1161/CIRCULATIONAHA.
116.021612. Epub 2016 Apr 22. PMID: 27143678.
Maurer MS, Elliott P, Comenzo R, Semigran M,
Rapezzi C. Addressing Common Questions Encountered
in the Diagnosis and Management of Cardiac Amyloidosis.
Circulation. 2017 Apr 4;135(14):1357-1377. doi: 10.1161/
CIRCULATIONAHA.116.024438. PMID: 28373528;
PMCID: PMC5392416.

Tan NY, Mohsin Y, Hodge DO, Lacy MQ, Packer DL,
Dispenzieri A, Grogan M, Asirvatham SJ, Madhavan
M, McLeod CJ. Catheter Ablation for Atrial Arrhythmias
in Patients With Cardiac Amyloidosis. J Cardiovasc
Electrophysiol. 2016  Oct;27(10):1167-1173.  doi:
10.1111/jce.13046. Epub 2016 Aug 26. PMID: 27422772.
Feng D, Edwards WD, Oh JK, Chandrasekaran K,
Grogan M, Martinez MW, Syed IS, Hughes DA, Lust
JA, Jaffe AS, Gertz MA, Klarich KW. Intracardiac
thrombosis and embolism in patients with cardiac
amyloidosis. Circulation. 2007 Nov 20;116(21):2420-6.
doi: 10.1161/CIRCULATIONAHA.107.697763. Epub
2007 Nov 5. Erratum in: Circulation. 2008 Aug
19;118(8):e131. Syed, Imran | [corrected to Syed, Imran
S]. PMID: 17984380.

Feng D, Syed IS, Martinez M, Oh JK, Jaffe AS, Grogan
M, Edwards WD, Gertz MA, Klarich KW. Intracardiac
thrombosis and anticoagulation therapy in cardiac
amyloidosis. Circulation. 2009 May 12;119(18):2490-7.
doi: 10.1161/CIRCULATIONAHA.108.785014. Epub
2009 May 4. PMID: 19414641.

Kristen AV, Dengler TJ, Hegenbart U, Schonland SO,
Goldschmidt H, Sack FU, Voss F, Becker R, Katus HA,
Bauer A. Prophylactic implantation of cardioverter-
defibrillator in patients with severe cardiac amyloidosis
and high risk for sudden cardiac death. Heart Rhythm. 2008
Feb;5(2):235-40. doi: 10.1016/j.hrthm.2007.10.016. Epub
2007 Oct 9. PMID: 18242546.

Dubrey SW, Cha K, Anderson J, Chamarthi B,
Reisinger J, Skinner M, Falk RH. The clinical features
of immunoglobulin light-chain (AL) amyloidosis with



33.

34.

35.

heart involvement. QJM. 1998 Feb;91(2):141-57. doi:
10.1093/gjmed/91.2.141. PMID: 9578896.

Dubrey S, Simms RW, Skinner M, Falk RH. Recurrence
of primary (AL) amyloidosis in a transplanted heart with
four-year survival. Am J Cardiol. 1995 Oct 1;76(10):739-
41. doi:  10.1016/s0002-9149(99)80214-8. PMID:
7572642.

Hosenpud JD, DeMarco T, Frazier OH, Griffith BP,
Uretsky BF, Menkis AH, O'Connell JB, Olivari MT,
Valantine HA. Progression of systemic disease and
reduced long-term survival in patients with cardiac
amyloidosis undergoing heart transplantation. Follow-up
results of a multicenter survey. Circulation. 1991 Nov;84(5
Suppl):111338-43. PMID: 1934428.

Wechalekar AD, Schonland SO, Kastritis E, Gillmore
JD, Dimopoulos MA, Lane T, Foli A, Foard D, Milani
P, Rannigan L, Hegenbart U, Hawkins PN, Merlini G,
Palladini G. A European collaborative study of treatment
outcomes in 346 patients with cardiac stage Il AL
amyloidosis. Blood. 2013 Apr 25;121(17):3420-7. doi:
10.1182/blood-2012-12-473066. Epub 2013 Mar 11.
PMID: 23479568.



	REFERENCES



