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Summary

A case with ruptured aneurysm of the sinus of Valsalva into the right atrium directly visualized
by cross-sectional echocardiography was reported. A 31-year-old male was referred to our hospital
for evaluation of recently developed cardiac murmur. A systolic ejection murmur and diastolic blowing
murmur were audible maximally at 3-4L and the latter one was also well audible at the right lower
sternal border. Cardiac catheterization data revealed a large left-to-right shunt at the atrial level. The
cross-sectional echocardiogram, obtained with a transducer at 5R towards the upwards and the medial
direction, revealed a mass echo showing a pendulous motion through cardiac cycle in the right atrial cavity.
Ruptured aneurysm of the sinus of Valsalva originated from the non-coronary sinus was demonstrated
by aortography, and it showed the same motion as in echocardiography. From this angiographic finding
and its disappearance after operation, the mass visualized by echocardiography was considered to be
ruptured aneurysm itself. Thus, direct visualization of ruptured aneurysm of the sinus of Valsalva
into the right atrium, as well as other types, was possible by cross-sectional echocardiography.

In addition, multiple coronary A-V fistulae with a small shunt were demonstrated by coronary
angiography in this case. Clinical significance of the complication has not been clarified.
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Ruptured aneurysm of the sinus of Valsalva into the right atrium
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Fig. 1. Chest X-ray film on admission.
Enlargement of cardiac silhouette is noted.
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Fig. 2. Electrocardiogram on admission.
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Fig.3. Phonocardiogram recorded at the third intercostal space (i.c.s.) at the left sternal
border (3L).

Table 1. Cardiac catheterization data

Pressure (mmHg) O, content (vol%)

SVCr 14.1

RA high 16.1
mid a=16,x=6, v=11, y=6, m=11 17.6
low 17.0

IvC 174

RV 38/0 (EDP 9) 17.6

MPA 38/13 (m22) 17.6

PCW a=21,x=14, v=20, y=13, m=16

Ao 150/50 19.0

LV 160/0 (EDP 15)

O, consumption 242 m//min.
L-R shunt 12.4 //min.
R-L shunt 0

Note the step-up of O, content at the level of
the right atrium.
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Fig. 4. Aortograms: postero-anterior view (upper panel : PA) and left anterior oblique view
(lower panel : LAO) at end-diastole and at mid-systole.

White arrows indicate a ruptured aneurysm into the right atrium. The aneurysm shows pendulous
motion, moving to the right and posterior direction during systole and to the left and anterior dur-
ing diastole. The enlarged non-coronary sinus is also noted.
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Fig. 5. Coronary angiograms: right coronary artery (upper panel: RCA) in RAO view and
left coronary artery (lower panel: LCA) in LAO and RAO views.

The coronary angiogram demonstrates the presence of two coronary A-V fistulae with small shunt
(white and black arrows). Abnormal connection is noted between the branch of circumflex artery
(CX) and right coronary artery (RCA).

LAD =left anterior descending artery.
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Fig. 6. Preoperative echocardiograms.

The M-mode echocardiogram (lower panel) is almost normal. The cross-sectional echocardiogram
obtained with a transducer at 5 i.c.s. at the right sternal border reveals a mass echo showing pendulous
motion in the right atrial cavity as in aortographic observation (left and middle of the upper panel).
The mass echo is indicated as AN. Short-axis view of the aortic root (right of the upper panel)
shows the echo defect at the site of the non-coronary sinus.

ED =end-diastole; ES =end-systole; RA=right atrium; AO=aorta; LA=Ieft atrium; IVS=inter-
ventricular septum; AML=anterior mitral leaflet; Ao AW =anterior wall of the aorta; AoPW=pos-

terior wall of the aorta.

677 —



KA, FF, W, @En

Fig.7. Operative finding looking into the right atrium.
A white arrow indicates the ruptured aneurysm originated from the non-coronary sinus.
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~Fig. 8. Postoperative cross-sectional echocar-
diograms about two years after operation.
Mass echo cannot be detected in the right atrial
cavity with the long-axis view of the right ventricle
(upper panel) and apical four-chamber view (middle
panel). Short-axis view of the aortic root shows the
intense echo at the site of the non-coronary sinus,
indicating the effect of operative repair (a white arrow
in the lower panel).
RA =right atrium; RV =right ventricle; LA=left
atrium; AO=aorta.
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