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SUMMARY 

Mitral valve prolapse is common but aneurysm of the 

interatrial septum is rare. We report a case in which these 
two abnormalities of myocardial structure occurred and 

postulate a common aetiological mechanism. 

INTRODUCTION 

Mitral valve prolapse was first recognised in 19631 on 

cineangiography but it is since the advent of echocar- 

diography that its frequency and associations have been 
extensively studied. We report a case of aneurysm of the 
interatrial septum in association with pansystolic mitral 
valve prolapse and postulate an aetiological association. 

CASE HISTORY 

A 73-year-old man presented in July 1985 with a history 
of increasing breathlessness such that he was dyspnoeic 
on walking a hundred yards on the flat. He denied chest 
pain on exertion but complained of a constant dull ache 
in his left chest and palpitation on exertion. His therapy 
comprised only of nitrates. On examination he had a 

sinus bradycardia of 40 beats per minute, and a systolic 
click and murmur of mitral valve prolapse. He had been 
seen two years previously with atypical chest pain, and 
at that time examination was normal and no murmurs 

were heard. 

Full blood count and thyroid function test were normal. 
A 12 lead electrocardiograph was normal but a 24-hour 
ambulatory electrocardiograph revealed episodes of at- 
rial bigeminy, paroxysmal atrial fibrillation and sinus 

bradycardia. He had normal spirometry. 
A chest radiograph showed normal lung fields and 

cardiomegaly (CTR = 0.56). A full 2 dimensional, M mode 
and pulsed Doppler echocardiographic examination was 
performed. 2D and M mode showed pansystolic mitral 
valve prolapse (Figure 1). Pulsed Doppler examination of 
the mitral valve showed obvious systolic turbulence in 
the left atrium close to the valve leaflets which was 

diagnostic of mitral regurgitation. The left ventricle was 
normal in size and contractility and the remaining valves 
were shown to be normal. The apical four chamber view 
and the subcostal view both showed aneurysmal bulging 
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of the interatrial septum into the right atrium. The 

aneurysm lay near the tricuspid orofice but did not 

appear to obstruct it. 

tm iqgaes. 

Figure 1 

M mode echocardiograph of mitral valve showing pansystolic 
mitral valve prolapse. 

Figure 1 

M mode echocardiograph of mitral valve showing pansystolic 
mitral valve prolapse. 

Figure 2 

Subcostal four chamber view showing aneurysm of the interat- 
rial septum (AS), right atrium (RA), left atrium (LA), mitral 

valve (MV) and left ventricle (LV). 
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Subcostal four chamber view showing aneurysm of the interat- 
rial septum (AS), right atrium (RA), left atrium (LA), mitral 

valve (MV) and left ventricle (LV). 
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The intravenous injection of microbubbles in saline 

allowed clear demarkation of the right side of this struc- 
ture and free flow to the right ventricle was observed. No 

passage of microbubbles through the aneurysm to the 
left atrium was evident. Pulsed Doppler examination of 
the right side of the aneurysm showed no evidence of an 
atrial septal defect. Thus the aneurysm although large, 
was not judged to exhibit any haemodynamic effect. 

DISCUSSION 

Mitral valve prolapse is a common finding on echocar- 

diography and up to 5% of the normal population have 
echocardiography evidence of it without symptoms or 

clinical signs2. Many of these are young thin women in 
whom the mitral valve seems excessively large for the 

ventricle. The frequency of mitral valve prolapse in 

females decreases with age which argues against a 

pathological abnormality of the valve. The prognosis is 

usually good in these cases3. Conversely, clinical mitral 
valve prolapse which is characterised by a systolic click 
and late systolic murmur, is more common in middle age 
and elderly men and may progress to severe mitral 

regurgitation. This clinical subgroup is at increased risk 
of endocarditis4 and embolic phenomena5-6. Mitral valve 
prolapse is now the commonest cause for mitral valve 

replacement in the middle aged and elderly7,8. Many 
patients with mitral valve prolapse as demonstrated in 

our case, experience atypical chest pain3 and ventricular 
and supraventricular arrhythmias9 which are thought to 
originate from abnormal tensions on the papillary mus- 
cles. 

Pathologically prolapsing mitral valves show myxoma- 
tous degeneration10,11 and studies have shown them to 
have abnormal collagen fibres. There remains con- 

troversy however, as to whether the degeneration is the 
cause or the result of the prolapse3. The association of 
mitral valve prolapse with inherited disorders of con- 

nective tissue e.g. Marfans syndrome, suggest that the 
degeneration may be the primary event. The case de- 
scribed reports the association of aneurysmal bulging of 
the interatrial septum in association with mitral valve 

prolapse. Although mitral valve prolapse is common, 

aneurysm of the interatrial septum is very rare and is 

usually associated with congenital valve lesions which 
cause very high intra atrial pressures. There have been 
two previous reports of this association. A series of 5 
patients12 were reported from Italy in whom mitral valve 
prolapse and tricuspid valve prolapse (in 4) were associ- 
ated with abnormal bulging of the interatrial septum. 
Three had aneurysmal bulging and in 2 only localised 

portions of the septum were seen to be abnormal. These 
patients were younger than our case. In the other report 
of two cases13 the interatrial aneurysm was found in- 

cidentally at postmortem examination. The tissues were 
not studied histologically for connective tissue abnorma- 
lities. 

We believe these cases provide evidence in favour of a 
generalised collagen disorder affecting the intracardiac 
structures. Our case also illustrates the role of modern 

echocardiographic imaging in elucidating the condition 
which is par excellence, a new syndrome of modern 

technology. 
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Figure 3 

Subcostal view showing the interatrial aneurysm outlined by 
microbubbles which are confined within the right atrium by 
the aneurysmal wall thus excluding an atrial septal defect. 
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