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— Abstract —

Surgical Correction of Partial Endocardial Cushion Defect
— One case report —

No Suck Kee, M.D.*, Byong Tack Moon, M.D.* Byong Soon Park, M.D.*,
In Taeck Cho, M.D.*, Yong Il Min, M.D_*, Sang Hyung Kim, M.D.*, Dong June Lee, M.D *

Surgical treatment of partial endocardia! cushion defect was accomplished in Feb. 1984 in this depart-
ment.

The 5 year old male patient had history of frequent upper respiratory tract infection and since his
age of 3 years dyspnea on exertion and palpitation were noted but there were no cyanosis and clubbing.
A thrill was palpable on the apex and grade IV/IV harsh systolic ejection murmur and diastolic murmur
was audible on it. Liver was palpable about 3 finger breadths and no ascites.

Chest X-ray revealed increased pulmonary vascularity, moderate cardiomegaly (C-T ratio; 0.69),
and enlarged left atrium.

EKG showed first degree heart block, RVH, LVH, and LAD.

Echocardiogram showed paradoxical ventricular septal movement and abnormal diastolic movement
of the anterior leaflet of mitral valve.

Right heart catheterization resulted left to right shunt (Qp:Qs:2.1:1) and moderate pulmonary hyper-
tension (60/40 mmHg).

Left ventriculogram showed mitral regurgitation (Grade U11/1V) and filling of left atrium and right
atrium nearly same time.

Operative findings were:

1. Primum type atrial septal defect (3x2 cm)
2. Cleft on the anterior leaflet of mitral valve.
3. No interventricular communication and cleft of tricuspid valve leaflet.

The mitral cleft was repaired with 4 interrupted sutures. The primum type atrial septal defect was
closed with Dacron patch intermittently at endocardial cushion and continuousely remainder.

The post operative course was uneventful and discharged on 22th postoperative day in good general

conditions,
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Chest PA:

Moderate cardiomegaly with straightening of
left cardiac border. Pumonary vascularity is
increased and aorta is within normal limit.

Fig. 1.

These findings suggest left atrial enlargement
and intracardiac shunt with pulmonary over-
circul ation.

Fig. 2. Preoperative EKG:
Above EKG showed that first degree heart block.
both ventricular hypertrophy and left axis
deviation.
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Fig. 3. Preoperative echocardiogram:
Paradoxical ventricular septal movement, abnor-
man diastolic movement of the anterior leaflet
of mitral valve, enlargement of right ventricle
and left atrium were noted.
9t (Fig.3).
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Table 1. Pre. and Postoperative Cardiac Cath. Data.

Preop. Postop.
Saturation Pressure  Saturation Pressure
MPA 81 60/40 68 20/5
RV 60/0 20/0
oT 84 68
apex 82 69
inlet 84 67
RA 15/10 5/0
high 72 66
mid 82 73
low 85 78
SvC 69 62
IvC 71 83

* Breathing in room air.

Fig. 4. Preoperative left ventriculogram;
Left anterior oblique view
Mitral regurgetation and filling of both atrium
nearly same time.

Ccleft) 7k Fgo1 704 4 cAad
AAget gAmael A P E oo ANEH
4z
ATE 4 ot &3
o534 FAZA &2 Dacron patch & ARES)
AFHAERE] Fol T wBlr] Sfoke] FE
el X3 Al BYstd UAE
S Ahgstd 7 gt SRS 2 stel
A%er FHshde. 4
Bé)

a O
AALDF AeAel wpez A

©.2 prolene
e Hpe
Ay asiel o)

el F21E A AS

AN

)

- 246 —



3 ARG oA A gl

Aol 7] 7}%‘1 7he 61 50z,
48 ol om AH 7] AT Ax
110/70mmHg , 4 A9} 12cm H,09ch,

At : 5% 6ERAEcr Bennet MA, volu-
o

I3 wzsie Adsglen £

ZA2-e 367, #St

A

TET

me respirator ||

A1 3ol FaHg AAsIACh Tl F4 X
-Ray 2} FHel 4lulejio] =H-¢ ﬁiﬂ%m (C-
T ratio:0.56), Al &dAeedr 74w ek (Fig.5).

. DG {{:U?)

CTR=

Fig. 5. Postoperative Chest PA;
Decreased cardiomegaly and pulmonary vas-
cularity and disappeared preoperative straitening
of left cardiac border.
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Fig. 6. Postoperative echocardiogram;
Right ventricle and left atrium appeared de-
creased in their diameter but still onlarged and

interventricular septal motion is paradoxical.

Fig. 7. Postoperative left ventriculogram;
Mitral regurgetation was not noted.
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