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nog doplera u boji i 3D ultrazvuka omogućeno je 
jasno prikazivanje ranih stadija blizanačkih trud-
noća u jajovodima (12).
Liječenje ektopične trudnoće može biti hirurško i 
konzervativno. Konzervativno liječenje metotrek-
satom i prostaglandinima primjenjuje se u sluča-
jevima male nerupturirane ektopične trudnoće 
(manje od 4 cm) s isključenom heterotopičnom 
trudnoćom, kod koje su vrijednosti βHCG-a ≤ 
3000 mIU/ml, vrijednosti progesterona manje od 
40 nmol/L i kod hemodinamski stabilne pacijenti-
ce (7). Međutim, još uvijek ne postoje usaglašeni 
stavovi o adekvatnoj dozi metotreksata u liječenju 
unilateralne ektopične blizanačke trudnoće. Hirur-
ško liječenje provodi se radikalno salpingektomi-
jom (kao što je to bio slučaj kod naše pacijentice) 
i konzervativno kod mlađih žena koje nisu rađale 
(fimbrijalna ekspresija, linearna salpingotomija, 
sedimentalna resekcija i laparoskopska aspiracija). 
Brojna su istraživanja pokazala da su za uspjeh lije-
čenja manje važni metoda i vrsta hirurškog zahva-
ta u odnosu na razloge koji su doveli do ektopične 
trudnoće. Ipak, pravovremena dijagnoza i liječe-
nje ektopične trudnoće spašavaju život pacijenti-
ce, pa pristup dijagnosticiranju mora biti krajnje 
ozbiljan. Kombinacija kliničke slike, transvaginal-
nog ultrazvuka, serijskog βHCG-a i laparoskopije, 
predstavljaju ‘’zlatnu kombinaciju’’ ranog dija-
gnosticiranja ektopične trudnoće. Zahvaljujući bo-
ljoj dijagnostici i razvoju endoskopije, ektopična 
trudnoća, od 1993. godine, uglavnom se tretira la-
paroskopski (13) što predstavlja ‘’zlatni standard’’ 
hirurškog liječenja ektopične trudnoće.
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ABSTRACT
A case of a unilateral eight-week twin ectopic pre-
gnancy diagnosed with transvaginal sonography is 
presented here. This ectopic pregnancy was found 
in the right Fallopian tube of a 35-year old wo-
man. After the surgical procedure conducted by 
the method of transversal laparotomy, we removed 
the right Fallopian tube with two gestational sacs. 
So far only a hundred of such cases of ectopic twin 
pregnancy have been described worldwide. 
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ABSTRACT
A case of an unusual left ventricular outflow tract 
obstruction by mitral valve pathology in a 35-year 
old female with diabetes and end-stage renal dise-
ase is presented in the study. The patient suffered 
from fever of an unknown origin after lower-leg 
amputation. Although the wound healed well, fe-
ver persisted for three weeks despite a triple an-
tibiotic treatment until the infection was resolved 
with vancomycin. Three months later echocardi-
ography displayed a floating mass attached to mi-
tral valve, producing a newly developed systolic 
murmur and a mild haemodynamic obstruction 
of the left ventricular outflow tract. The calcified 
vegetation was probably formed during an unre-
cognized subacute infective endocarditis. 
Key words: left ventricular outflow tract obstruc-
tion, mitral valve, infective endocarditis, echo-
cardiography, haemodialysis

INTRODUCTION

Left ventricular outflow tract (LVOT) obstruction 
caused by mitral valve pathology is very rare. It 
has been described in patients with accessory 
mitral cusp (1) or retained native anterior leaflet 
following mitral valve replacement (2), in those 
with anterior leaflet diverticula (3) or anomalous 
papillary muscle insertion (4), in patients with 
myxomas (5) or giant blood cysts of the anterior 
mitral leaflet (6), and in massive posterior mitral 
annular calcification with mitral valve protrusion 
into the LVOT (7). The case of mitral valve endo-
carditis presented by Chandraratna et al. has in-
dicated a possible LVOT obstruction, but haemo-
dynamic measurements were not done (8). This 
paper presents a rare case of LVOT obstruction 
caused by calcified vegetation of the mitral valve 
in an end-stage renal disease patient

CASE REPORT

A 35-year old female patient was admitted to the 
hospital for diagnostic evaluation prior to elective 

parathyroidectomy due to secondary hyperpar-
athyroidism. She has had diabetes for 23 years, 
developing all chronic complications, including 
renal failure. Diabetes was treated with basal-bolus 
regimen, combination of two doses of basal insulin 
analogue and three prandial doses of rapid-acting 
insulin analogue (lyspro). Physical examination 
revealed a previously unrecorded grade 3/6 systo-
lic murmur above the precordium with the punc-
tum maximum just above the aortal ostium. Three 
months before the current hospitalization, the 
patient had been hospitalized for a left foot phle-
gmon. Gangrene developed and a below-knee am-
putation was performed. Despite the prolonged and 
adequately dosed antibiotic treatment (a combina-
tion of cefuroxime, metronidazole and gentamicin) 
and a well-healing leg stump, elevated body tem-
perature (up to 38.2 ºC) persisted for three weeks. 
Leukocyte count and C-reactive protein were in-
creased (13.5 x109/L and 83 mg/L, respectively), 
and haemoglobin was found to be decreased (77 
g/L). Repeated haemoculture, urine culture and 
peritoneal catheter smear analysed for aerobic and 
anaerobic bacteria and fungi were sterile.
After a six-week empirical vancomycin treatment 
the patient became afebrile, without clinical and 
laboratory signs of infection. In addition, medi-
cal history revealed chronic peritoneal dialysis 
during the last five years, with an occasional in-
termittent hemodialysis via arteriovenous fistula, 
and sometimes via subclavian catheter as well. 
Secondary hyperparathyroidism was diagnosed 
a month prior to the current hospitalization and 
peripheral vascular disease five months earlier. 
Echocardiographic examination performed du-

Figure 1. Apical four chamber echocardiographic view re-
vealed a floating calcified mass at the anterior mitral cusp and 
adjoining tendinous cords, measuring 3.0x1.2 cm, protruding 
towards LVOT in systole. The arrow indicates calcified vegeta-
tion. (Roman Urek, MD, PhD, 2006.) (LV, left ventricle; RV, right 
ventricle; LA, left atrium; RA, right atrium). 



Medicinski Glasnik, Volumen 7, Number 2, August 2010

176

ring the current hospitalization revealed a hype-
rechogenic, floating mass of 3.0x1.2 cm in size, 
attached at anterior mitral cusp and adjoining 
tendinous cords. The mass protruded towards the 
LVOT in systole (Figure 1). Colour Doppler ima-
ging showed a turbulent flow at LVOT (Figure 
2). A mild haemodynamic obstruction produced 
a 23 mmHg pressure gradient.
Besides anaemia of a chronic disease type (hae-
moglobin 100 g/L), laboratory results revealed 
an increased parathyroid hormone value (71 
pmol/L) with serum calcium being 2.59 mmol/L. 
Diabetes was poorly regulated. Glycated hae-
moglobin value was 7.9%. Blood glucose levels 
were 16, 9.6, 10.8 and 10.1 mmol/L at 8, 12, 18 
and 21 hours, respectively. Infection parameters 
were within the normal range (L 9.2 x 109/L, CRP 
15.4 mg/L). Repeated haemoculture and urine 
culture were sterile. The patient refused further 
diagnostic evaluation and a possible surgical in-
tervention. 

DISCUSSION

The rare case of LVOT obstruction caused by a 
calcified vegetation of the mitral valve is present-
ed. The calcified vegetation was assumed to be a 
consequence of an unrecognized subacute infec-
tive endocarditis with a rapidly progressing calci-
fication in a milieu of end-stage renal disease and 
hyperparathyroidism. 
LVOT obstruction caused by a mitral valve pa-
thology in the absence of systolic anterior motion 
is very rare. To our knowledge, a possible LVOT 
obstruction has previously been described in only 
one case of mitral valve endocarditis (8). That 
case, described in 1977, was based on M-mode 

echocardiography finding. Although convincing 
with illustrative M-mode echocardiography imag-
ing and pathological specimens, it did not contain 
haemodynamic measurements, either Doppler or 
invasive ones. Our report, however, undoubtedly 
confirmed the influence of mitral valve calcified 
vegetation on LVOT haemodynamics.
Intracavitary obstruction of LVOT, most often fo-
und in idiopathic hypertrophic subaortic stenosis, 
may lead to serious complications, because it ri-
ses left ventricular intracavitary pressure, first sy-
stolic and then end-diastolic, as well as left atrial 
pressure, which may results in pulmonary conge-
stion. In our patient intracavitary pressure gradi-
ent was too low to produce such haemodynamic 
consequences, but the progression of the disease 
could lead to other complications, such as to mi-
tral valve chordal rupture and onset of acute mi-
tral valve regurgitation (9), as well as to peripheral 
embolisation (10). Although the embolic potenti-
al of a fibronised, partially calcified structure was 
low, that point has to be emphasized considering 
surgical approach, which was, as well as additio-
nal examinations, rejected by the patient.
The lack of microbiological or histo-pathologi-
cal confirmation of the calcified mass etiology is 
a limitation of our case report. The mass on the 
mitral apparatus might have resembled a marked 
calcification of endocardial structures that are 
common in dialysed patients (11), but other car-
diac structures were not as calcified as the mass. 
The diagnosis of infective endocarditis matched 
one main and two minor Duke’s criteria: a newly 
developed heart murmur with positive echocar-
diographic finding, fever and intravenous access 
via a subclavian catheter (12). Repeated negative 
haemocultures could be explained by the previ-
ous antibiotic treatment of the foot phlegmon. In 
a retrospective study by Aguada et al. causative 
microorganism could not be identified for the 
same reason in 20% of cases of infective endo-
carditis (13).  Other clinical circumstances and 
laboratory findings strongly suggested an un-
recognised subacute infective endocarditis as a 
cause of the development of the mass. Although 
infective endocarditis probably originated from 
bacteraemia that developed during the left foot 
phlegmon, any dialysis procedure might also 
have resulted in this problem (14).
The most frequently isolated microorganisms 

Figure 2. Colour Doppler showed turbulent flow at LVOT, above 
and below the point of obstruction. (Roman Urek, MD, PhD, 
2006.) (LV, left ventricle; RV, right ventricle; LA, left atrium; RA, 
right atrium).
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causing infective endocarditis in hemodialysis 
patients (Staphylococcus aureus, Staphylococcus 
epidermidis  and Enterococcus species) are sus-
ceptible to vankomycine therapy, which was used 
to treat our patient (15) . 

In conclusion, we have found this case to be in-
teresting, as LVOT obstruction caused by mitral 
valve vegetation occurs extremely rarely. Al-
though there were no serious haemodynamic con-
sequences, surgical intervention might be needed 
in the close future to prevent further mitral valve 
damage and embolic incident with a potentially 
fatal outcome. 
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ABSTRACT

Esophageal achalasia is a primary esophageal 
motility disorder. Commonly used treatments are 
botulinum toxin injections, endoscopic balloon 
dilation and surgical myotomy with or witho-
ut fundoplication. We are hereby presenting the 
first case of laproscopic myotomy  with fundo-
plication performed in Croatia. A 32-year old 
female was admitted to the hospital due to the 
symptoms of dysphagia, regurgitation, chest pain 
and weight loss. Upper gastrointestinal tract ra-
diography with contrast and flexible endoscopy 
confirmed the clinical diagnosis of achalasia. She 
was treated by the Heller laparoscopic procedu-
re and Dor anterior fundoplication. The patient 
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