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Summary

Three patients with the atypical mitral insufficiency were reported.

The first case was congenital mitral insufficiency with mild coarctation of the aorta,
anomalies of the aortic arch and anomalies of the coronary arteries.

The second case was primary myocardial disease with an atypical diamond shaped
systolic murmur. In this case, atypical mitral insufficiency was proven by functional
phonocardiography using vasoactive drug.

The third case was Loffler’s syndrome with a sudden onset of mitral insufficiency.
The mitral insufficiency may be due to papillary muscle disfunction, because the pa-
pillary muscle and the inner layer of myocardium was diffusely fibrotic at autopsy.

The pathogenesis and the diagnostic problem of atypical mitral insufficiency were
discussed.
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Figure 1.

Phonocardiogram
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Figure 2. Angiocardiogram of case 1

Left : contrast medium has filled the left ventricle and aorta ; there is considerable regurgi-
tation into the left atrium. Right
of the coronary artery.

artery is visualized.
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: aortogram demonstrating coarctation of the aorta and anomaly
The narrowing of the aorta just distal to the origin of the left subclavian
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Figure 6. Ultrasound recording of an-
terior mitral leaflet (M) and aortic root
(Ao) (case 2)

The early diastolic discent rate of the
anterior mitral leaflet was 170 mm/sec,
with an incresed range of motion
(35 mm). The measurement of the left
atrial dimension (LA) was 40 mm.
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Figure 7. Serial chest roentgenogram of case 3 [(30 year-old man) with Loffler's syndrome, demo-
as the heart becomes more dilated during bouts of congestive failure and

strating “accordion effect”
less dilated during periods of remission
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Figure 8.  Serial electrocardiogram of
case 3

The record of 2/15//72 illustrates sinus
tachycardia. In the record of 6/19/'72,
there are high voltage of QRS complex and
depression of the ST segment with negative
T waves in Leads I, aVL, and V4 through
Veé.
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Figure 9.

Phonocardiogram of case 3

Pansystolic murmur of grade [V/V], ventricular gallop and atrial sound were

present.
was 0.05 sec in expirarion.
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The second heart sound was split (see 3L), and the split interval
Pulmomic component was accentuated.
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Figure 10.
anterior
s (case 3)

The early diastolie discent rate of the
anterior mitral leaflet was 180mm/sec,
with an normal range of motion (28mm),

recording of
mitral leaflet and aortic roo¢

Ultrasound

The measurement of the left atrial
dimension was 38mm.
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