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=Abstract=
Successful Removal of Left Ventricular Rhabdomyoma:
A Rare Cause of Left Ventricular Outflow Obstruction in the Newborn Infant
—1 case report—

Byoung Hee Ahn, M.D*, Hyeong Sun Moon, M.D*, Kook Joo Na, M.D*.
Sang Hyung Kim, M.D.*, Byung Ju Kim, M.D.*, Jae Sook Ma, M.D*.

Cardiac rhabdomyomas are the most common primary tumor in infancy and childhood and are fre-
quently associated with tuberous sclerosis. Although spontancous regression of cardiac rhabdomyoma has
been reported, prognosis of this tumor associated with subaortic stenosis is still considered to be poor and
surgery continues to be indicated.

A 4-day-old female was admitted due to tachypnea and cyanosis. Single rhabdomyoma arising from the
interventricular septum  associated with scvere subaortic stenosis was partially removed under
cardiopulmonary bypass. Excised tumor size was 0.7 0.9X0.4cm in dimension. The postoperative course
was uneventful and the infant discharged on the 14th postoperative day.

(Korean J Thorac Cardiovasc Surg 1997 ; 30: 205-8)

Key words: Ventricular outflow tract obstruction, left
Heart neoplasm
Infant
Rhabdomyoma
Echocardiography

eI SEE

Ol

2| o % ZAT ool WU ABT A2 A4 A4
4] Foyo] Wrixjo} wakw WAk WRARA A7

AF 499 ofolrt AF 27T AgtE W ¥} A 2ReRE [/NES) $57] o] ¢35 FIAelA
A HYEE A7 2 SFAZ WASA Dok ANHIUL, AR FF FEo] BAF LM, $3 5
Aeh71 7k 395 4odoll SAAE Jokg o2 AL AN B shdolA] 287 HE Zhlehsh A= g0t A

o

Aol b o F4-o) ), Ao st o wd g F -9 Fetw

*Department of Thoracic and Cardiovascular Surgery, Chonnam University Medical School
A s o Aot A s of o) & ArolatbetwAl

*Department of Pediatrics, Chonnam University Medical School

EEAHTY 1 96d 64 29 AlAHETH 196 109 284

ANYA =) EHA, (501-190) FFA] F S 8, Tel. (062)220-6558 Fax. (062)227-1636

—205 -



133 9|
Aojoll M wAF AT 2T

Fig. 1. Two-dimentional echocardiogram showing a long-axis
cross section of the left heart, a tumor mass arising from ven-
tricular septum and projecting into the left ventricular outflow.
LV : Left Ventricle, RV : Right Ventricle

LA : Left Atrium, AO : Aorta
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Fig. 2. Two-dimentional echocardiogram showing a long-axis
cross section of the left heart, during systole the tumor mass
moved into the aortic orifice.

9] 27L& RolA dskth W A & AF= Ay
1453] [, ZFF 553) [+, €42 80/60mmHg o], ¥
o} 73 AbAk - 6400/mm3, F WA 16.2g/de, a2 230,
000/mm3, AST 25U/L, ALT 20U/L, Alk. Pase 145UJ/L,
BUN 23.2mg/dl, Creatinine 0.5mg/d1sic}.
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Fig. 3. Electron microscopic findings showed that large
vacuolated cells with s small central nuclei are seen, along
with classic “spider cell” with eccentric nucleus, granular cyto-
plasm, and delicate fibrillary radiating myofibrillar projections.
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Fig. 4. Long-axis two-dimensional echo view of left ventricu-
lar outflow region demonstrated no evidence of the left ven-
tricular outflow tract obstruction by tumor postoperatively.
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