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Summary

We reported a case which showed abnormal mitral valve motion associated with ventricular septal
rupture after myocardial infarction. The abnormal mitral valve motion was coarse and fine diastolic
fluttering in M-mode echocardiography. Two-dimensional echocardiography revealed normal coapta-
tion of mitral leaflets during systole and large aneurysm formation with dyskinetic motion of mid and
lower interventricular septal and apical regions. Also, the interventricular septum and mitral leaflets
approached to each other in diastole. These two-dimensional echocardiographic findings suggest that
this abnormal motion of the mitral valve arises from the combined effects of structural abnormalities
of the mitral valve apparatus, increased blood flow due to septal rupture, and increased turbulence
within the aneurysmal cavity.
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Fig. 2. Mitral valve echogram.

M-mode echocardiogram of the mitral valve shows coarse diastolic fluttering in the anterior
mitral valve (AMV) and fine fluttering in the posterior mitral valve (PMV).
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Fig.3. Two-dimensional echocardiograms.

Systolic two-dimensional echocardiogram (right upper) shows normal coaptation of mitral valve
leaflets and does not show prolapsing to the left atrial cavity. A large aneurysm with dyskinetic motion
is shown in the mid and lower interventricular septum (IVS) and apex. Also, IVS and mitral valve
leaflets approaches to each other in mid-diastole (left lower). However, the detection of rupture of
IVS was tried with every possible approach, but failed.
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Table 1. Cardiac catheterization data

Pressure (mmHg) OZContcnt(Vol%)
PAW a=14,c=13,v=27 m=17
P A 43/14 m=25 16.9
RV 45/0 m=17 173
R A a=5,c=2,v=3 m=2 14,2
SV 13.6
IvcC 14.8
LV 120/4, EDP=16 m=48
A O 120/78 m=94 18.2
Cardiac Output 4750 ml/min
Cardiac Index 3518 ml/min/M2
Left to Right Shunt Ratio 65%
op/Qs 2.86

Fig. 4. Left ventriculograms.

These ventriculograms are in early systole. RAO view reveals a large aneurysm with dyskinetic
motion in the anterior and apical regions, and trivial mitral regurgitation (white arrow). LAO view
shows the defect of the interventricular septum (white arrow) and the opacification of the right
ventricle (RV) and pulmonary artery (PA).
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Fig. 5. Operative findings.
The orifice of the ruptured interventricular septum was 1.5X2.0 cm in size. The ruptured orifice

was sutured with a teflon patch and aneurysmectomy was performed.

Fig. 6. Postoperative mitral valve echogram.

After the operation, coarse and fine fluttering of the mitral valve leaflets disappear, except for
slight fine fluttering of the posterior mitral valve leaflet. The motion of the interventricular septum
is paradoxical probably due to thoraco-cardiotomy.
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RS 2. Zh b DFiEROEEESHOHBED
eIk, EHRBOBERMSIMKSh D e LHf
gqEN3. Thbb FEFOHE, BIERET,
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& % & ¢e, mitral valve apparatus DAHHEH{RIC
BERECDZZLEFRERTS. ZhoDEEICM
%, DEFREEIC X 3 EEPH O MfiE OE
m, &5IESEBEITX 3ELRO MRS DR F A0
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