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Summary

Ruptured aneurysm of the sinus of Valsalva is well known by the sudden onset of symptom, con-
spicuous signs and relentless clinical course, if it is not treated surgically. Sudden onset of continuous
murmur with diastolic accentuation is the typical auscultatory finding in usual cases.

Recently, we experienced a case of ruptured aneurysm of the sinus of Valsalva with small ventri-
cular septal defect and treated surgically with good result. Diastolic murmur was very loud and hursh,
but the absence of systolic murmur was unusual.

Diagnosis was established and operation was carried out. Assessing the phonocardiogram on the basis
of cardiac catheterization data, retrograde aortogram and operative findings, the absence of systolic murmur
was explained by the temporary closure of the top opening of the aneurysmal sack resulting from
pendulous movement.
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Figure 1. Roentgenogram of the chest.
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Figure 2. Phonocardiogram recorded at the site of maximal intensity of the murmur.

Harsh diastolic murmur starts immediately after the second sound maintaining stable intensity to pre-
systole then terminates decrescendo near the upstroke point of the carotid pulse tracing. The first sound
is burried in the loud diastolic murmur.
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Figure 3. Phonocardiogram at the apex.

Duration of the diastolic murmur is same as record at the site of maximal intensity, but the first sound
is easily discernible. There is the second vibration with relatively strong intensity about 40 msec after the
first sound, therefore the first sound seems to be duplicated.
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Table 1. Cardiac catheterization data
Pressure
Qg satu- Oz
mean max/min ration content

SvVC 66 13.3
IvC 76 15.4
RA 11 15/7 73 14.7
RV in 12 35/—2 75 15.2
RV out 12 35/—2 80 16.2
PA 22 30/15 79 16.0
Ao 70 102/58 96 19.4
LV 40 107/-5

C. O. 6.28 RVEDP: 17 mmHg

C. L 3.58

QL-Rr 2.4

Qra/Qs 1.4
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Figure 4. Right ventricular pressure and pul-
monary arterial pressure.

On the ascending limb of right ventricular pressure
curve, small notches can be found. The summit is
bifurcated. Descending limb sinks to dip, then pro-
minent rapid filling wave is followed by a high plateau.
On pulmonary arterial pressure curve, small notches
are seen near the upstroke point.
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Figure 5. Superposition of aortic pressure curve and pulmonary

arterial pressure curve.

There is a discrepancy of about 100 msec between the dicrotic notch of aortic

pressure curve and that of pulmonary arterial pressure curve. The summit of
tidal wave of the pulmonary arterial pressure is coincident with the dicrotic

notch of the aortic pressure curve.
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Figure 6. Retrograde aortogram.

Protrusion of right coronary cusp and regurgitant
jet to the right ventricle are clearly demonstrated but
the contour of aneurysm is not visible.

Aortic valve closure occurred already but pulmonic
valve remains in opening position by regurgitant flow.
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Figure 7. Schematic presentation of operative
findings and operative prodecures.

Aneurysm is located immediately below the pulmonic
ring. The shape of aneurysm is conical with 10 mm in
height and 7 mm in basal diameter. Diameter of the top
opening is about 3.5 mm.
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Figure 8. Phonocardiogram after surgery.

The first sound and the second sound are recorded clearly. Split of the second sound is seen with the
interval of about 40 msec. On the carotid pulse tracing, prominent preejection wave is noted, which was

obscure before surgery.

Diastole Systole
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Figure 9. Schematic drawing of pendulous
movement of the aneurysm.

During diastole, aneurysmal sack protrudes to the
outflow tract of the right ventricle and regurgitant jet
from the top opening of aneurysm produces the dias-
tolic murmur. With the onset of right ventricular
systole, aneurysmal sack is shifted toward the pul-
monic ring and crushed down by the blood stream.
The top opening is closed, therefore left to right
shunt is abolished and the systolic murmur is not
issued.
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