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Angled View in Cineangiocardiography
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Some useful angled projections in cineangiocardiographic study were demonstrated and discussed
in this paper.

Three basic methods are included; long axial projection, orifice projection and caudocranial
angulation. The long axial projection profiles the interatrial and interventricular septum, separates the
atrioventricular valves and especially clarifies the mitral valve complex. The orifice projection is
useful in rheumatic aortic and mitral valvular disease, and it permits the assessment of the size and
motion of the valvular ring, and the valvular leaflets, and the degree of stencsis, The caudocranial
view visualizes the bifurcation of the pulmonary trunk,

These angled views overcame the limitations of conventional angiocardiography in the diagnosis
of every kind of heart disease,
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@ H—glE{ifiE (Hepato-Clavicular Posi-
tion)

@ {iEigf nEE: (Mitral Orifice View)

@ FKERF iR (Aortic Orifice View)

@ Caudo-Cranial tilting
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Fig.1 Positioning for Hepato-Clavicular Projec-
tion
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-»: Membranous septum
=b: Muscular septum

Fig. 3 Scheme of Hepato-Clavicular Projection
(left side) vertical view
(right side) horizontal view
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@ (MDY (Mitral Orifice View)
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(a) Positioning for Mitral Orifice View
(b) Scheme of Mitral Orifice View

Fig. 4
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@ KBRS DR (Aortic Orifice View)
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(a) Positioning for Aortic Orifice View
() Scheme of Aortic Orifice View
RCC: right coronary cusp
LCC: left coronary cusp
NCC: non coronary cusp
Fig. 5
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Fig. 6 Combination of Mitral Orifice View and
Horizontal View of Hepato-Clavicular Position
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Fig. 7 Ventricular Septal Defect (Membranous
Portion): Associated membranous septum aneur-
ysm is clarified in vertical view of Hepato-Cla-

vicular Position.
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(Rheumatic Mitral Valvular Disease)
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Table 1 Ventricular Septal Defect
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a) systole

H A2 e s MRS 1408 M8

b) diastole

Left Ventriculogram in Mitral Orifice View: Edge of the anterior mitral leaflet is thickened and the leafler
does not open enough. The filling defect in the center of the mitral ring in both systole and diastole is the

thickened anterior papillary muscle.

Fig. 8 Mitral Stenosis
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. 4 4

Left Ventriculograrn in Flepato-Clavicular Position
(lateral): Anterior mitral leaflet is thickened with
ulceration. (arrow) The site of the regurgitation is
clearly demonstrated [posteromedial commissure].
The deformity of subvalvular tissue is apparent.
(arrow head)

Fig. 9 Mitral Stenoinsufficiency
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(@)
a) systole
The mitral leaflets are superimposed over left
ventricular outflow portion.
b) diastole
Both mitral leaflets cannot be separated.
Fig. 10 Perspective Scheme of Left Ventricle in
Right Anterior Oblique View
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Chorda T. &
Papillary M.

Dome Formation

LV Contractility

Fig. 11 Merits of Left Ventriculogram in Right
Anterior Oblique View
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(Mitral valve prolapse associated with secun-
dum atrial septal defect)
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(a) (b
a) Right anterior oblique in shallow angle
b) Right anterior oblique in deep angle

Fig. 12

Fig. 13 Bulging of Posterobasal segment of left
ventricle
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ASD NORMAL

LAD RAO

Fig. 14 Rotation of left Ventricle in Secundum
Atrial Septal Defect

Fig. 15 Mitral valve Prolapse associated with
secundum Atrial Septal Defect: Left Ventriculo-
gram in Hepato-Clavicular Position (lateral).
Marked prolapse of anterior mitral leaflet and

regurgitant jet are clearly demonstrated at pos-
tero-medial part of the mitral annulus.
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(Mitral Valve Replacement with Hancock
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Bioprosthetic Valve)
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5) KBRS (Aortic Valvular Disease)
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(Peripheral Pulmonary Stenosis)
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b} Two cusps are opened and one cusp is delayed

to open.
c) All three cusps are opened. d) Two cusps are closed, but the other remains open.
Fig. 16 Mitrai valve Replacement with Bioprosthetic Valve (Hahcock)

a) Three cusps are closed.

Fig. 17 Aortic Orifice View
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Conventional A-P view of pulmonary arterio- b)

gram.
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Caudocranial tilting view of pulmonary trunk,

same case as a).

Fig. 18 Peripheral Pulmonary Stenosis
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