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4 Cases of Midventricular Obstructive Hypertrophic Obstructive Cardiomyopathy

Se Joong Rim, M.D., Nam-Sik Chung, M.D., June Kwan, M.D.,
Jong-Won Ha, M.D., Moon Hyoung Lee, M.D., Yang Soo Jang, M.D.,
Won Heum Shim, M.D., Seung Yun Cho, M.D. and Sung Soon Kim, M.D.

Cardiology Division, Yonsei Cardiovascular Center, College of Medicine, Yonsei University,
Seoul, Korea

In hypertrophic cardiomyopathy, the distribution and extent of left ventricular hypertrophy is
known to be variable. Among the subtypes of hypertrophic cardiomyopathy, midventricular
obstruction is a rare variant of obstructive hypertrophic cardiomyopathy. This variant is at
higher risk of apical wall motion abnormality and/or infarction. We report 4 patients with
midventricular obstructive hypertrophic cardiomyopathy who presented with chest pain.
Significant systolic pressure gradients between basal and apical chamber of left ventricle were
documented by cardiac catheterization and Doppler echocardiography in all patients, and left
ventricular apical infarction was noted in one of them. During mean follow-up period of 32
months(21 months to 5 years), one patient with apical infarction died of malignant ventricular

arrhythmia.

KEY WORDS : Midventricular obstruction - Hypertrophic cardiomyopathy.
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Fig. 1B. Electrocardiography after conversion to normal sinus rhythm : small g waves in I, Il & aVF, and T wave inv-

ersion in I, I, aVF, V.

- 1190 -



AAE YL FA A $4A4E 2 S2HAE Ho
£ AaA wdlolgl o lidocaine AF3ld A 5&
Fo2 A% F oMYA AAZA I, I, aVFIA

é/Z/C/F/n
ANCE HOSP.

25168
QUNG=GEUN

Fig. 2. 2D Echocardiopraphy : circular hypertrophy of mid-
ventricle and normal global left ventricular systolic
function(A : parasternal long axis view. upper : di-
astolic, lower : systolic, B : apical 4 chamber view).

e Q7 B{x 1, W, aVF, VsVeel Al Tk 99
£ B9H(Fig. 1A, 1B).

F5 A 29 Az AAHE By}

AAMIAZ © CK 825 IU/L(CK-MB 17), LDH 176
U(LDH, 73, LDH; 60)°.2 79 &7 & B}

U /=Y AZSHZAL: FAA FE $99] )
o} 57149 A4 HHAE B o (Fig. 2) AAF
o] F&5(akinesia) 2 AAF Aol BFHUL .5
23] £37] AW A X Fku ¥ =2
AZEHHAL 288 57149 A4 F3E A B9l
mosaic jetd] £274& HAtH $2% FYEFY 18
Y =Z A2SHHAME $173733H(pseudonormali-
zation)oll 33 272 YEMA L (Fig. 3) A4 F3t

Fig. 4. Continuous wave doppler recording across mid-
ventricle : peak velocity of 4 m/sec corresponding
to pressure gradient of 64 mmHg.

- 1191 -



AT dA&n =Y A2S9HA AAME 4m/
sec® Hi &£EE Ho PR AJ|AR Alo]d
64mmHge] +%7] 48 A& Hole Aoz AZAHY
H(Fig. 4).

A=AE BT Y€ 99 e FFL 8
on FULAzGeR A4 T 299 YA vEES
BEE 7 AU FEHAYRAL QT AFEE
AAFAY &3 9 F25 (akinesia) S EQ1(Fig. 5),
A71A 9} v wE] 60mmHge +27) 48 A2 U

ERi A (Fig. 6).

A& 2 33 A7 AL 444 vlgo)
F=HR 2™ amiodarone, flecainide, verapamil&
Tt A4 WiHe] 34 BHo HAdsgn o F
2 $2F A 20199l HolM FHF FAksT

F 8 2:

g A :F0&, 97 384,

F & ole AFES AEAHA FREA
FHAY : Fo] A flS

Fig. 5. Left ventriculogram : midventricular obstruction during systole and akinesia of apical chamberiLeft : diastolic,
Right : systolic).

Fig. 6. Pullback pressure recording at the left ventricular apex, outflow tract and aorta.
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Fig. 7. Dipyridamole thallium scan : reversible defect at the apex.
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Fig. 8. Pulsed wave doppler recording at the level of ob-
struction.
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