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ABSTRACT

Background and Objectives[] Although the clinical significance of mitral regurgitation (MR) due to prolapse
or chordae rupture with myxomatous degeneration (MD) is increasing significantly, the clinical features of pa-
tients with MD in Korea have not been characterized. Materials and Method[J A retrospective analysis was
performed of the clinical data of 90 patients who underwent surgical correction of significant MR due to MD.
Lesion sites of MD were confirmed during surgery[] anterior (A) and posterior (P) mitral leaflets were div-
ided into lateral (A1 & P1), middle (A2 & P2), and medial segments (A3 & P3). Results[] The mean age was
51+ 14 years and the male/female ratio was 10] age distribution showed a typical bimodal pattern with two
peaks at the mid-thirties and the mid-fifties each. MD was confined to P leaflet in 36 (40%), A leaflet in 20
(22%), and both leaflets in 34 patients (38%). Forty-six patients (51%) showed MD in a single segment, and
37 (41%) in 2 segmentsd 7 patients (8%) showed MD in more than 2 segments. In 90 patients, pathologic MD
was confirmed in 139 mitral segments[] among these, P3 was the most commonly involved segment (30%),
followed by A3 (17%), P2 (14%), A2 (14%), A1 (14%), and P1 (12%). Chordae rupture was observed in 71
patients (79%), and was associated with hypertension (HT). Younger patients (age<#45 years, N=31) showed
a lower prevalence of HT and a higher incidence of MD involving multiple segments. Conclusion[] MD dev-
elops preferentially in the medial part of the mitral valve, and patterns of clinical presentation can change ac-
cording to the age and existence of HT in selected patients with significant MR. (Korean Circulation J 20015
31(10):1042-1048)

KEY WORDS[] Mitral valve prolapsel] Chordae tendineae rupturel] Mitral valve insufficiency.

goooooz001d 70 200

OJoOOooogzo010 80 290

gooooooO,138-736 00O OO0 0OOO 388-1 OOUOOO O0OOO OOoOOOO booooooo
000 (02) 2224-3150- 000 (02) 486—5918: E—mailC jksong@www.amc.seoul.kr

1042



N B

000 00 (myxomatous degeneration, MD)O
O 000 0oo(mitral valve prolapse) OO OO0
000 (flail mitral valve)d OO0 0000 OOOO
000 0000 OO(chordae)l OOOO OO OO
(prolongation)d 0 OO (rupture)d 0O 000092
U0 0ob 000 0bo0o 0obb bob obobo o
0000 0oodo bobob Oobob oo oobooo
000 000 OO0 00O ooooo (mitral reg—
urgitation, MR) OO0 O OO. MDO O0OOO MRO
00 0odb ooobo ooo ooooooo oo o
000 0000 0000 00?00 000 000
0 0000 0bod ooboo obod MbOd OO0 MR
gUob0 00 0 0bdU0 Oobb bob ob boo
U0 000 0bodob obdbo Mbd 0d boo
00 Oodo 0o O oodobo oo boo oo oo
00 00004 00 D000 0000 MRO OO
00 00O mb OoOoo oooo oob ooog o
U0 0obdo ooboo ood.

chay 9

19960 6000 19990 12000 OOUOD OOO
00000 000 000 MRO O0O0OO OO0 OO0
0 00 0O 000o0o Mbo 00 0Doooo ooo
00000 Oooo eodb OOoo oooob ooo
O0.0000 000000 oooooo oo oo
000 OO0 000 00O 000 ooooo ooo
000 00000 OO0 ooooo oooo Mbo
00 OO0 OO0 000 0000 ooooo oogo
0.000 000 Fg. 100 00000 ed0 OO0
000 000002 O, 000 3 scallopsd OO0
0 000 000 000 0000 (lateral commiss—
ure) 00 OOO0O 10 OOOO O0OOO (medial co—
mmissure) 0O 300 OO posterior lateral scallop
O Pl 00 OOOO OO0 OO0OO0O A1L00 OO
ooo.

00 000 00 100 000 o0ooo ooo o
000 000 00 0 000 00O ooooo. 2000
0 900 00O OUO0O 000 U0 OUOb ooo. o

0 0000 O0000d0 oo, 00 oooo oo o
00 30 000 00000 oooo ooo, ooo,
000, 00@000 29/dL 00 ODOOOD OOO
0000 0O0), 0000, 0 bogobo oooo o
0O000. 00 0000 0oo e0l1l200 DOOO O
0 000000 0000 ooboOodo oogoo 20
cm? D000 0ODOO OOO0OO MRO OO(grade
2/400)0 000 ooooo.

0000 0000 OO0+ 00000 ooooo.o
0000 0O 0000 000 student t—testd OO0
00 00000 chi—square testd OOOOO. OO
0000 Kaplan—Meier 00000 00000 log—
rank testd] OO0O0 0000 OO0 OO OOO O
O000. 00000 ODooDO OooOo pod 0.05 00O
0O 000 ogd.

2 x

0000 000 9000 MD OO0 00,000 O
0 45000 OO0 OO0 101000.00 000 51+
1400 3000 5000 OO0 OO0 00O bimodal
patternd OO0 (Fig. 2). 0000 260(29%)00 O
00000 00 4500 0000 450 000 000
0 0000 0000 00 00 000 (10% vs 39%,
p0.004, Table 1). 00 OOOOO0 000 OO0
429%(19/45)0 000 16%(7/45)00 OOO00O OO
O0.000 O0(@ody mass index)d OO 22.9+ 3.
57 kg/m’000, 0000 234+ 353 kg/m?, 000
0 224+ 357 kg/m’000 000 OO0 OO0 00O
00 OO0 000 00O0(Table 1). 00000 90
0 0O 370(41%)00 000000 0000 00 O
0 0000 000 0O0.

000 000 MD OO0 00O 000 200 (22%)
000 000 360(40%)0000 000 00 OO0
0 000 340(38%)000. 000 OO0 OO0 OO0
000 000 0000 450 000 00 00 000
0 00 00 MDO OO0 000 58%(18/31)0 O
0 00000 450 000 000000 00 00 O
00 51%(30/59)0 00 000 000 000 OO0
0 27%(16/59)0 00000 (p00.006).

0 900 0000 OO0 000 000 000 OO0

1043



Reference View

Ceiling

Head |

Floor

Surgical View

Fig. 1. Diagram showing 6 segments of the mitral valve (Reference 8). LAAO left atrial appendage, AoO aorta, A10
anterior lateral scallop, A20 anterior middle scallop, A30 anterior medial scallop, P10 posterior lateral scallop, P20 po-

sterior middle scallop, P30 posterior medial scallop.
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Fig. 2. Age distribution of patients with significant mitral regurgitation due to myxomatous degeneration requiring

surgery.

Table 1. Comparison of clinical features according to
the age of patients with myxomatous degeneration and
significant mitral regurgitation

Age <45 Age = 45
Number 31 59
Male/Female 19/12 22/33
Body mass index 23.7+ 3.9 kg/m? 22.6+ 3.3 kg/m?
Atrial fibrillation 9 (29%) 28 (48%)
Hypertension* 3 (10%) 23 (39%)

Lesion sitesd
Anterior/Posterior/Both*
Chordae rupture
*0 p<0.05

7/6/18 (58%)
21 (69%)

13/30 (51%)/16
50 (85%)

139000, P3(29%, 41/139), A3(17%, 23/139), A2
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P1(12%, 17/139)0 OO0 0000 OO0 000 O
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Reference View

Py 41/139
(29%)

Fig. 3. Frequency of lesion sites due to myxomatous degeneration. Aol aorta, A10 anterior lateral scallop, A20 ant-
erior middle scallop, A30 anterior medial scallop, P10 posterior lateral scallop, P20 posterior middle scallop, P30

posterior medial scallop.

Table 2. Comparison of clinical features according to
the chordae rupture in patients with myxomatous deg-
eneration and significant mitral regurgitation

With Without
chordae rupture chordae rupture
Number 71 19
Male/Female 36/35 9/10
Age (years) 522+ 13.8 452+ 13.0
Body mass (kg/m?2) 232+ 38 221+ 23
Hypertension* 24 (34%) 2(11%)

Lesion sitesO
Anterior/Posterior/Both*
Successful repair
*0 p<0.05
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Fig. 4. Event-free survival rates after successful repair according to the number (A) and site (B) of myxomatous

degenerative lesion.
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