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ABSTRACT
We present the clinical case of a 55-year-old patient, with deterioration of her 
functional class, subvalvular aortic stenosis caused by the presence of a subvalvular 
aortic ridge was diagnosed. The definitive treatment was surgical resection with 
preservation of the aortic valve, which ensures a satisfactory long-term post-surgical 
result. In addition, a brief bibliographic review of the disease is carried out.
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INTRODUCTION 
Aortic subvalvular stenosis, also known as subaortic 
stenosis, is infrequent in adults, although more 
frequent in males. The etiology of this pathology 
is unclear and its clinical presentation is variable. 
It accounts for 10-20% of obstructions of the left 
ventricle outflow tract, with a prevalence of up 
to 6.5% of congenital cardiopathies in adults(1). It 
may present itself as an isolated lesion in 50% of 
cases, along with other congenital malformations 
(interventricular communication, bivalve aorta, 
aortic coarctation, persistent ductus arteriosus and 
pulmonary stenosis)(2).

We present here the case of a female 55-year-old 
patient with a personal history of hypertension and 
dyslipidemia, who sustained 4 months of functional 
class deterioration with dyspnea on moderate exertion 
that increased after minor efforts and accompanied 
by oppressive precordial pain during physical activity 
for less than 5 minutes that improved with rest. 

 During 20 prior to hospitalization the patient 
continued to present dyspnea, chest pain and a 
syncope episode that lasted less than 1 minute. 
Physical exploration revealed no particular signs or 

typical facies; synchronic, symmetric carotid pulses 
were visible with palpable thrill, and systolic murmur 
at auscultation. 

The thorax examination revealed the presence of 
precordium with apex beat; auscultation in aortic 
focus presented II/IV expulsive murmur extending 
to the suprasternal and supraclavicular notch, 
peripheral, symmetric pulses of reduced intensity. 
Laboratory results were normal. Electrocardiographic 
findings were sinus rhythm, heart rate of 73 bpm, 
++P wave, v1 0.1mv 80 ms, PR 160 ms, QRs 90 ms, 
QRS axis 0 degrees in horizonal position, levorotated 
with no ischemic lesion data.

Transesophagic echocardiogram reported mild 
tricuspid insufficiency, dilated left atrium, mild 
mitral insufficiency, left ventricle hypertrophy with a 
LVEF of 62%, trivalve aortic valve and outflow tract 
obstruction by a 0.93 cm2 subvalvular aortic ridge 
(Figure 1). 

The coronary angio CT showed the presence of a 
subvalvular aortic ridge, creating a valvular area of 
0.98 cm2, and accessory mitral tissue with a 0,68 cm2 
reduction of the left ventricle outflow tract (Figure 1). 
With these findings we established the diagnosis of 

FIGURE 1. Transesophagic echocardiography: A) Aortic subvalvular ridge 
with aortic outflow obstruction; aortic ring 0.93 cm. B) Doppler: aortic 
subvalvular ridge is observed creating stenosis. C) Thorax angio CT: evidence 
of aortic subvalvular ridge with a valvular area of 0.98 sq. cm, accessory 
mitral tissue, reduction of left ventricle outflow tract of 0.68 cm2.
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“subvalvular aortic stenosis”, for which reason it was 
decided to proceed to surgical treatment by resection 
of the subaortic ridge with preservation of the aortic 
valve by median sternotomy. 

The procedure was performed with a clamping time 
of 46 minutes and extracorporeal circulation time 
of 59 minutes. Findings were the following: trivalve 
aortic valve with normal appearance veils, adequate 
coaptation and membranous subvalvular aortic ridge 
(Figure 2).

The patient had a favorable evolution with 
extubation at 12 hours, hemodynamically requiring 
no vasopressor or inotropic support in sinus rhythm; 
thoracic drains were removed at 48 hours, and 
discharge from the intensive care unit took place 
on day 2 post-op. Transthoracic ultrasound showed 
preserved LVEF with no data of subaortic gradients 
and no aortic valvular insufficiency. The patient was 
discharged from hospital at 6 days of hospitalization 
without complications.

Aortic subvalvular stenosis is defined as an 
obstruction of the left ventricle outflow located 
under the aortic valve; this may be induced by fixed 
stenosis or have a dynamic component, mainly due to 
the genetic hypertrophic myocardiopaty (previously 
known as idiopathic hypertrophic subaortic 
stenosis)(1). 

Most of these cases are considered as acquired 
lesions due to their evolution and progress in time. A 
hypothesis regarding its genesis has been proposed, 
based on the fact that a structural distortion of the 
left ventricle outflow tract produces turbulence and 
mechanic stress that in turn lead to cell proliferation 
with thickening, fibrosis and tissue scarring. 

Aortic subvalvular stenosis presents different 
varieties: membranous (the most common lesion), 

fibromuscular collar, abnormal connections of the 
mitral valve, and occasionally accessory tissue of the 
endocardial cushion(3). 

Clinically, they remain asymptomatic for long 
periods in the form of silent disease in children, and 
in most cases the diagnosis is reached as a result of 
studies for other cardiopathies; symptoms are related 
directly with the degree of obstruction and start in 
moderate-severe or severe stages of the disease. 

Patients may present dyspnea, dizziness, precordial 
pain and syncope. Cases of hemodynamic progression 
in adult age are scarce(4,5). In the physical examination 
a notable finding is a systolic ejective murmur that is 
more audible at the level of the left parasternal line. 

The diagnosis is confirmed with echocardiography, 
which shows the anatomy of the subaortic lesion as 
well as its dimensions, function of the left ventricle, 
mitral-aortic valve integrity, the degree of involvement 
of the left ventricle outflow tract, the degree of left 
ventricular hypertrophy and poststenotic aortic 
dilatation. Further, associated congenital lesions and 
non-obstructive membranes may be identified.

Thin fibrous membranes are typically found close 
to the junction of the aortic root with the septum. 
The angle between the outlet of the aorta and the long 
axis of the interventricular septum has been found 
by echocardiography to have a predictive value in the 
development of aortic subvalvular stenosis(6).

Surgical correction of the obstruction, which can 
be from the exeresis of the membrane or the extensive 
surgical resection of the ring with or without 
myomectomy, seems to be the effective treatment 
for aortic subvalvular stenosis; however, reported 
recurrence rates have been of up to 55% of cases, 
especially when early intervention is performed, 
requiring intervention in up to 30% of patients(6,7). 

FIGURE 2. Surgical treatment: macroscopic view of aortic subvalvular 
ridge following surgical resection.
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