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Fig.1

Two dimensional transthoracic echocardiography showed severe tricuspid regurgitation between the
anterior tricuspid leaflet and the septal tricuspid leaflet (arrow).
(A) short axis view in the right decubitus position . (B) four chamber view in the left decubitus position.
ATL= anterior tricuspid leaflet; PTL=posterior tricuspid leaflet; STL= septal tricuspid leaflet.

Table 1 Cardiac magnetic resonance imaging
LV RV
EDV(ml) 210 | 323
EDVI(ml/m?) 109 | 168
ESV(mD 131 | 209
ESVI(ml/m?) 68.2 | 109
Ejection fraction (%) 38 35
CI(L/min m?) 2.1
Pulmonary regurgitation fraction (%) 9.5

LV=left ventricle; RV=right ventricle;

EDV=end diastolic volume;

EDVI=end diastolic volume index;

ESV=end systolic volume;

ESVI=end systolic volume index; Cl=cardiac index.

Table 2 Cardiac catheterization

Pressure(mmHg) | Calculations
sve [(12) Oy consumption
ve |Gy 115 mI/min m?2
RA |allvi3(11) Qp=Qs=2.8 L/min m*

PVR 2.2 units m~.
RVin |31el2
MPA |25/13(18)
LPA |28/13(19)
RPA | 24/12(17)
LV 118e12
AAo | 113/73(91)

SVC=superior vena cava; IVC=inferior vena cava;
RA=right atrium; RV in=right ventricular inflow tract;
MPA=main pulmonary artery; LPA=left pulmonary artery;
RPA=right pulmonary artery; LV=left ventricle;
AAo=ascending aorta;

PVR=pulmonary vascular resistance.
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Fig.2

Three dimensional transesophageal echocardiography.
Tricuspid valve seen from the right atrium during diastolic
phase to systoric phase (A—>B—C—D). The arrow points
to the cleft of the anterior leaflet of the tricuspid valve.
ATL=anterior tricuspid leaflet;

PTL=posterior tricuspid leaflet;

STL=septal tricuspid leaflet.

Fig.3

Surgical view of the right atrium. The arrow points to the tricuspid valve cleft. ATL= anterior tricuspid leaflet.
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Congenital cleft of the anterior tricuspid leaflet with
progressive severe tricuspid regurgitation in an adult with
repaired tetralogy of Fallot, a case report.

Yasuko Morimotol), Takeaki Shirail), Atsushi Mizunol), Hiroyuki Niinuma™’,
Kohei Kawazer), Kisaburo Sakamoto3), Koichiro Niwa
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3)Shizuoka Children’s Hospital, department of Cardiovascular Surgery

We report a case of tetralogy of Fallot and congenital cleft of the anterior tricuspid leaflet
with severe tricuspid regurgitation. The tricuspid cleft was finally and definitely diagnosed
by transesophageal echocardiography, and tricuspid regurgitation was successfully repaired
by cleft suture and tricuspid annuloplasty. Transesophageal echocardiography is useful
modality for diagnosis of cleft tricuspid valve in repaired tetralogy of Fallot with severe
tricuspid regurgitation.
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