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=Abstract=
Idiopathic Hypertrophic Subaortic Stenosis with Mitral Regurgitation
-Report of 3 Cases-

Cheong Hee Kang, M.D.*, Joong Hwan Oh, M.D.*, Chong-Kook Lee, M.D.*,
Jung Han Yoon, M.D.**, Kum Soo Park, M.D.**, Kyung Hoon Choe, M.D.*

Surgical treatment is possible for the obstructive form of hypertrophic cardiomyopathy and
transaortic left ventricular septal myectomy and myotomy has been the procedure of choice. If
coexisting intrinsic mitral valve disease exists, mitral valve replacement has been performed. But
abnormal systolic anterior motion of anterior mitral leaflet (SAM) with intrinsic normal mitral valve
disease is the typical feature of IHSS and we prefer not to replace mitral valve. 3 patients underwent
transaortic myotomy and myectomy for IHSS with mitral regurgitation. 2 patients of them have
coexisting intrinsic mitral valve diseases such as mitral valve vegetation and chorda rupture.
Concomittent mitral valve replacement were performed. 1 patient shows SAM of mitral anterior
leaflet but has intrinsic normal mitral valve morphologically and transepicardial echocardiogram and
direct monitoring of pressure gradient during the operative procedure gives better information for
subsided mitral regurgitation. Post opertive course during the 12 months follow-up was uneventful.

(Korean J Thoracic Cardiovas Surg 1994;27:313-7)
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Fig. 1. (Case 1) In coronal T1 weighted spin-echo MRI(Mag-
netic Resonance Image, abnormal thickened interventricular sep-
tum and left ventricular outflow tract can be seen. A-B (Interven-
tricular septum): 27mm, C-D (Left ventricular posterior wall): 21
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Fig. 2. (Case 2) Long axis parasternal view. The fiail chor-
dae attached to the posterior mitral valve and prolapsing into
the left atrium.
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Fig. 3. (Case 2) M-mode Echocardiogram shows abnormal
systolic anterior motion (SAM) of the mitral valve and diastolic
fluttering of posterior mitral leaflet

A=730] gleo] St. Jude Medical 9} (size 27) 2 2 23 |
F=g FAl Alskd A Z_a]] 2+ TR Fd A
A== 7 g9 271E B A RFo| A 9l
o FHAAE Folvt iﬂi“ﬂﬂ"ﬁ«l Aol st st
Jude medical &2} (size 31)2. 2 s 2f |3z U A
384 (De Vega)s Azttt S8 32 SR B
_. sﬂg}]z;]—;a_g_i z%xl—o] o J:qu;]] u.l Zé7ﬂ (Flg. s, 6)
& o o] Al A3} A} (Epicardial echoc-
ardiogram} & S 2#2] o] L%%ﬂ A=A 5E g}
Ak

+& % 2

T A ST HAAT )5 & gk zte]= F4
& 4% A 58mmHgo X % F 16mmHg, 59 2
= F 239 AR Ae]7 M2 ¢lgs gl
o 29 3 % A 123mmHgel A & F 25 A =27
Al A3k 10mmHg(Fig. 7, )& ZFAsla i A AHAb
Grade 18] 7n)gt #5714 A3tgo] AR F-HAAM £33
o felol 4 AubEel olahe flal L 14 olabel ojej
A =} Az} NYHA Functional class HI, IVojAl 108

FAE .
W] LA A8
SEERE

382 0] Solukelx Al £ ujoo]
328 oF 4 gl e} (Fig. 9).

Fig. 4. (Case 3) Echocardiogram recorded at the level of the
mitral valve shows the typical systolic anterior motion of an-
terior leaflet of the mitral valve.

Fig. 5.

(Case 3) The arrow indicates myectomy site of inter-
ventricular septum by transaortic approach.
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Fig. 6. (Case 3) The specimen consists of multiple fragmen-
ts of variable sized pinkish yellow to brown biopsied cardiac
muscie from interventricular septum.
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Fig. 7. (Case 3) Preoperative pull back pressure tracing of
left ventricle revealed pressure gradient between LV and LVOT.
* LV: Left ventricle, * LVOT: Left ventricular outflow track

* AO: Aorta
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Fig. 8. (Case 3) Postoperative pull back pressure tracing of
left ventricle revealed no pressure gradient between LV and
LVOT.

Fig. 9. (Case 1) The section shows multifocal degeneration
of cardiac muscle fibers associated with marked interstitial fi-
brosis (H-E, X 40).
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