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—Abstract —

Discrete Membranous Subvalvulr Aortic Stenosis
—A Case —

J.H. Oh, M.D.", HK. Kim, M.D.", C.K. Lee, M.D.", S.0. Hwang, M.D.’,
J.H. Yoon, M.D."K.S. Park, M.D."

Discrete membranous subaortic stenosis(DMSS) is one of the subtype of congenital left
ventricular outflow obstruction and can be associated with aortic regurgitation, infective
endocarditis, ventricular obstruction. DMSS should be removed early, when diagnosed, and
completely before secondary myocardial changes occur,

Recently we experienced a case of DMSS with aortic regurgitation, and its left ven-
tricular outflow tract obstruction(LVOTQO) peak systolic gradient was 10lmmHg. Res-
ection of membrane and aortic valve replacement is adequet for LVOTO and postoperative
pressure gradient was 26mmHg. Postoperative echocardiogram shows no obstuctive mem-
brane and well functioning aortic valve.
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Fig. 1. Chest PA shows enlargement of left ven-
tricle and mild congestion of the lung.

Fig. 2. Preoperative two dimensional echocardio-
graphy shows membranous structure(arr-
w) at the left ventricular outflow tract.
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Fig. 3. Preoperative M-mode echocardlogram sho-
ws mid-systoloic closure of the right cor-
onary cusp suggesting of left ventricular
outfloww tract obstruction,

Fig. 4. Color flow imaging by echocardiography
revels moderate aortic regurgitation(Grade

Il /IV)., (AO=Aorta ; LV=Left ventricle).
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Fig. 5. Preoperative pressure of left ventricle(LV), subvalv-
ualr chamber(SB) and ascending aorta(AQ) is 217/
—10mmHg, 116 / ~10mmHg and 116 /50mmHg.
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Fig. 6. Through an aortomy, the fibrous obstruc-
tion with membrane is removed. (AQ=
Aorta ; LC=coronary cusp ;:RC= =Right cor-
onary cusp ; NC=Noncoronary cusp).
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Fig. 7. Postoperative pressure of left ventricle(LV) andaorta(AQ) is
149 /10mmHg and 123 /59mmHg,

shows

echocardigram
remnant membrane in left outflow tract.
(LV=Left ventricle).

Fig. 8. Postoperative no
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Fig. 9. Photomicrograph shows densely hyalinized
collagen tissue with scattered fibroblasts.
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