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[HE] BrY - B 48 55 03 B IF Al A 7] 38 8 5% R 1 O Ik o (congenital heart disease, CHD) & I — 4R i )L it (mitral
regurgitation, MR) HJLEFAERI, FiE - Yo 217 Flspsli CHD &3 MR BJL (MR 41) J% 85 BliEH JLE (RH4L), ¥ MR 41 sy
J3 3, 4RI E R4 (ventricular septal defect, VSD) &3 MR 4. #hlik 34 A H (patent ductus arteriosus, PDA) &3 MR 41
MEF k%S (coarctation, CoA) &I MR £, WLEHE )L CHD KB (B &k, BENEE) K ZRIEER R, I
LE MR LSRR IR, R KNS iabiE s, SR - SAEAMIL, MR AHGEERSREER. Wy k. R/
SRR T &, Wi e TGe, B CoA & 7F MR AHREARAN, HA 2 RFEIR, A Jf CHD 6. VSD it & 4 41450 H oy
WK, PDA SMRERLZHAKRT 0.3 cm, CoA EZEMIKT 48 mmHg (1 mmHg=0.133 kPa), #b4h, 3 4H MR EILBFF AR FL R
PR FAERAE . G518 - UL 3 B CHD LRI MR, RIRES B IEIR. ZRMMAD 5k, R / IR EALL T & & A R FR BE Y
TR EREROC, X R BL RN R MR BBILT AT REIHEMR S,
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Ultrasonic evaluation of different congenital heart diseases with mitral regurgitation
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[Abstract] Objective - To evaluate the characteristics of different congenital heart diseases (CHD) with mitral regurgitation (MR) by two-dimensional
echocardiography. Methods - A total of 217 patients with simple CHD and MR and 85 normal children (control group) were enrolled for analysis. All
the patients with MR were divided into 3 groups, i.e. ventricular septal defect (VSD) with MR, patent ductus arteriosus (PDA) with MR and coarctation
(CoA) with MR. The size of defects, the peak pressure gradient of CoA and the malformation of mitral valve were described respectively in MR groups
by echocardiography. In addition, the bore of left atrioventricular cavity, the left ventricular ejection fraction (LVEF) and the diameter of mitral valve
annulus were compared with control group. Results -+ Compared with control group, left atrium diameter, left ventricular diameter, mitral annular diameter
(MAD), and MAD/tricuspid annulus diameter (MAD/TAD) increased in 3 MR groups, while only LVEF decreased significantly in CoA with MR group.
The characteristics of CHD with MR were displayed as below. VSD was with less tissue formation and large defect diameter, the diameters of PDA were
over 0.3 cm mostly and the peak pressure gradients of CoA were all above 48 mmHg (1 mmHg=0.133 kPa). Furthermore, there were different mitral valve
morphology in the 3 MR groups. Conclusion + The mechanism of MR based on CHD may be related to increased atrioventricular cavity, MAD, MAD/
TAD and abnormal morphology of mitral valve. These abnormal manifestations observed by two-dimensional echocardiography are useful for surgery in
the patients with MR.
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MR & JL 4% & Jf CHD ¥4 Fh 5 4. =5 [A] b& &k $ii
(ventricular septal defect, VSD) &3 MR 4. zhlk S8R
[¥] (patent ductus arteriosus, PDA) & 7 MR 4. F zhlik
425 (coarctation, CoA) A FF MR 41, [GIIEH 85 4 (i
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1.2 Jjik
7 45 36 52 ) T HP7500 %1 5% Philips TE33 %48 75 .0 2
Bl RS A (BKM3 3 ~ 8 Hz), WIHj CHD A fkK 7R
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/N, B BERAE (left atrium, LA) Fi/E E&P5R AN E
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MR N2 (mitral annulus diameter, MAD), 25 =
RN LA (mitral annulus diameter/tricuspid annulus
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FFa NGERRUHERD 217 5] MR &L, 55 104 f5], 4 113
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Hrir >05cm H<10cm#F 104 %] (|5 654%), >1.0cm
H<15cm#F 454 (5 283%), >1.5ecm & 614 (5
3.8%); VSD>1.0 cm [ 2B JL K i F EE 39 76 v LA |,
VSD Jodl el b 2R A 2,5 84.28%,
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P=0.000), LVEF ZRTgil#E L (P=0947), AHEIL,
39 {5l PDA 43y i 182 >03 cm, Ho >03 cm H < 05cm %
30 6] (/5 75.0%), >05cm 9l (4 22.5%),
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Tab 1 Comparison of echocardiographic characteristics in MR patients with different CHDs

| XtHELH (NV=85) VSD &3 MR 4 (N=159)
PER (B / 42) /n 42/43 78/81
ANk H 30.32+21.78 20.59+15.20
HFER /m® 0.77+0.34 0.41+0.17
LA/cm 321+1.08 6.21+1.08°
LVDD/cm 5.00+1.68 10.13+£1.89”
LVEF/% 67.23+5.17 66.79+7.36°
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PDA &7 MR 41 (N=40) CoA &7 MR 41 (N=18) P
18/22 8/10 0.859
25.10+19.37 34.75+30.57 0.072
0.48+0.15 0.49+0.29 0.055
5.59+2.08° 5.64+2.40° 0.021
8.85+2.75" 8.77+3.79° 0.008
66.16+9.10° 56.96+8.75° 0.034
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75 H X4l (N=85) VSD &3 MR 4 (N=159) PDA &3f MR 41 (N=40) CoA & MR 41 (N=18) P
MAD/cm 2.64+0.86 538+1.01° 4.64+1.27° 4.16+1.66° 0.000
MAD/TAD 0.97+0.13 1.27+0.23° 1.33+0.31° 1.12+0.25° 0.037
TAREBR /n (%) - 18 (11.3) 3(7.5) 0(0) 0.000
TR /n (%) - 16 (10.1) 1(2.5) 1(5.6) 0.362
BT RS /n (%) - 138 (86.8) 23 (57.5) 15 (83.3) 0.038
RIS /n (%) - 79 (49.7) 14 (35.0) 9 (50.0) 0.079
ez, FLKILSE n (%) - 14 (8.8) 1(25) 3(16.7) 0.294

. G, ©P=0.000, ©P=0.223, ©P=0.947, ©P=0.004, °P=0.005,

2.4 CoA {571 MR 4 4yt Dl ke XL
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