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Preoperative echocardiographic diagnosis of anterior
mitral valve leaflet fenestration associated with infective
endocarditis
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SUMMARY Previously unreported echocardiographic findings are described of two cases with anterior
mitral valve leaflet fenestration associated with infective endocarditis. M-mode echocardiograms
demonstrated a periodic interruption in the echo tracing of the mitral valve ring area. Long axis real
time two dimensional echocardiograms showed an echo defect in the body portion of the anterior mitral
valve leaflet. Preoperative echocardiographic diagnosis was confirmed at surgery and echocardio-
graphic findings correlated well with surgical findings.

The usefulness of echocardiography in detecting
vegetations and torn chordae of mitral valve leaflets is
well known.' We do not see, however, reports on the
echocardiographic diagnosis of perforated mitral valve
leaflets, which is also an important complication of
infective endocarditis.5 In this communication we
describe our recent experience of two cases with
perforated anterior mitral valve leaflet complicated by
infective endocarditis.

Case 1

A 31 year old woman was referred for assessment of
valvular disease. This patient had suffered from
infective endocarditis at the age of 17 and was diag-
nosed as having mitral valve regurgitation three years
later. Elective surgery was planned and echocardio-
graphy and angiography were performed before that.
M-mode echocardiograms showed a very dilated left

atrium with an anteroposterior diameter of 64 mm and
left ventricular end-systolic and end-diastolic
diameters of 50 mm and 73 mm, respectively. Move-
ments of both the ventricular septum and posterior left
ventricular wall were increased. The echo from the
body of the anterior mitral valve leaflet was interrupted
in early diastole by a disappearance of the D-E slope of
the echo tracing.
A long axis real time two dimensional echocardio-

gram showed an echo defect on the body portion of the
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anterior mitral valve leaflet, indicated by an arrow on
Fig. IA. With a slight lateral rotation of the transducer
the echo defect increased its size to 10 mm. A small
flap-like echo was observed near this defect and it
moved into the left atrium in systole and into the left
ventricular outflow tract in diastole.
A short axis real time two dimensional echocardio-

gram at the level of the left ventricular outflow tract
visualised an echo defect of 8 mm at the lateral portion
of the body of the anterior mitral valve leaflet (arrow in
Fig. 1B). At operation a round fenestration of 16x 12
mm in size was confirmed (Fig. 2). A pericardial patch
was sutured and annuloplasty was performed. Post-
operative long axis real time two dimensional echo-
cardiograms no longer showed the echo defect,
multiple layered echoes being recorded at the sutured
portion of the defect instead.

Case 2

A 33 year old woman was known to have been a drug
addict for years. After physical examination, combined
aortic and mitral valve disease was suspected and the
patient was referred for echocardiographic examin-
ation. M-mode echocardiogram showed a wide band-
like echo at the aortic valve recording position. A
periodic interruption was observed in the echo tracing
of the mitral valve ring area. Long axis real time two
dimensional echocardiograms showed a huge mass
echo which ejected into the aorta in systole and receded
into the left ventricular outflow tract in diastole
(Fig. 3 A and B). In systole a defect was observed in the
echo from the body portion of the anterior mitral valve
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Echocardiography ofmitral valve fenestration in infective endocarditis

Fig. 1 (A) A long axis real time two dimensional
echocardiogram in systole showing a fenestration in the anterior
mitral valve leaflet (arrow). Ao, aorta; LV, left ventricle; LA, left
atrium. (B) A short axis real time two dimensional
echocardiogram in systole showing a fenestration in the anterior
mitral valve leaflet (arrow). LVOT, left ventricular outflow tract;
AML, anterior mitral leaflet.

Fig. 2 The operativefinding ofa
fenestration in the antefior
mitral valve leaflet viewedfrom the
left atrium.
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Fig. 3 (A) Long axis real time two dimensional echocardiograms
in systole (panel A) and diastole (panel B). The arrow in panelA
indicates a tear in the body portion ofthe anterior mitral valve
leaflet. In diastole the tear in the mitral valve leaflet is not
recognisable because ofthe huge mass echo receding into the
left ventricular outflow tract which is in contact with the tear.
AVV, aortic valve vegetation; IVS, interventricular septum;
MV, mitral valve. Other abbreviations as in Fig. 1.

leaflet, but in diastole this defect was not recognisable
because of the huge mass echo receding into the
outflow tract. At operation a tear in the body of the
anterior mitral valve leaflet resembling a fissure and a
huge aortic valve vegetation were confirmed.

Comment

To our knowledge no reports have been published on
echocardiographic features of mitral valve perforation
resulting from infective endocarditis. Our two recent
cases indicate that echocardiography can make this
diagnosis.
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