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The manuscript has been improved according to the suggestions of reviewers:
1 Format has been updated

2 Revision has been made according to the suggestions of the reviewers:
We want to thank Reviewer No. 00060494 for the thorough review of our manuscript and the thoughtful, constructive comments. We appreciate the opportunity for clarification, provide a point-by-point response below and have revised the manuscript accordingly. 

1. The reviewer asks what the new or novel finding was for this article as there had been many similar articles in the past.

Indeed, previous case reports on cardiac magnet resonance imaging (MRI) of ventricular septal rupture postmyocardial infarction exist. Nevertheless, to the best of our knowledge, none of these patients had been in a critical condition when cardiac MRI was performed. Therefore, the current case report is the first description of postinfarction ventricular septal rupture by the use of cardiac MRI in an intensive care patient with cardiogenic shock.

2. The reviewer asks whether there was any indication for a patient with definite ventricular septal defect to receive cardiac MRI for further information since cardiac echo was sufficient in most patients.

In fact, information on size, localization, and shunt of ventricular septal defects can also be obtained by echocardiography, and this can definitely be considered the diagnostic method of first choice. (Smyllie JH et al. Doppler color flow mapping in the diagnosis of ventricular septal rupture and acute mitral regurgitation after myocardial infarction. J Am Coll Cardiol. 1990 May;15(6):1449–55). However, in case of myocardial infarction, cardiac MRI can additionally provide precise information on localization and size of the defect with respect to the myocardial infarction zone and the emerging scar, which is of particular interest before surgical correction. Moreover, cardiac MRI is also superior to echocardiography in terms of user-independent visualization of the underlying anatomy. Therefore, we think that cardiac MRI can provide additional benefit in patients with postmyocardial infarction ventricular septal defects.

3. The reviewer asks for the meaning of the phrase "left-to-right shunt of about 30%".

A left-right shunt of about 30% means that 30% of the left ventricular output deviates from the left ventricle through the ventricular septal defect to the right ventricle.

4. The reviewer asks for the meaning of "left ITA".

"Left ITA" means left internal thoracic artery (ITA), also known as the internal mammary artery. To clarify this phrase, case report section, paragraph 7, page 7, was revised accordingly and now reads:

...Three target vessels were revascularized utilizing the left internal thoracic artery and saphenous vein grafts...

5. The reviewer asks whether a patient with bare-metal stent implantation was suitable for MRI.

Indeed, various studies have confirmed the safety of both coronary bare-metal stents and drug-eluting stents in MRI at 3 Tesla or less (for example, Sommer T et al. High field MR imaging: magnetic field interactions of aneurysm clips, coronary artery stents and iliac artery stents with a 3.0 Tesla MR system. Rofo. 2004 May;176(5):731–8; or Shellock FG et al. Drug eluting coronary stent: in vitro evaluation of magnet resonance safety at 3 Tesla. J Cardiovasc Magn Reson. 2005;7(2):415–9). In the current case, two days before undergoing cardiac MRI, our patient had a bare-metal stent implanted into the right coronary artery, and MRI was performed without stent-related complications. To clarify this issue, we added a statement to the discussion section, paragraph 3, page 9, which reads:

...Interestingly, previous implantation of coronary bare-metal or drug-eluting stents is not a contraindication for cardiac MRI since various studies have confirmed the safety of both in MRI at 3 Tesla or less[5,6]...

6. The reviewer suggests extending the discussion section. 

As requested by this reviewer and also by Reviewer 3, we have revised the discussion section, page 9, and added statements as follows:

a) Statement regarding the safety of coronary stents as requested above, which reads:

... Interestingly, previous implantation of coronary bare-metal or drug-eluting stents is not a contraindication for cardiac MRI since various studies have confirmed the safety of both in MRI at 3 Tesla or less[5,6]...

b) Statement regarding the marginal role of cardiac MRI in critically ill patients with ventricular septal defect as requested by Reviewer 3, which reads:

...As postmyocardial infarction ventricular septal rupture is a severe and life-threatening complication, several limitations such as heart rate or circulatory stability exist for performing cardiac MRI in critically ill patients. Therefore, it may not be applicable in all patients, and its overall role in acute postinfarction ventricular septal defect can be considered marginal. However, when being performed, it can provide precise information on localization and size of the defect with respect to the myocardial infarction zone, which is of particular interest before surgical correction...

c) And statement regarding time and method of correction for patients with ventricular septal defect, which reads:

...Both timing and method of choice for correction of ventricular septal defect are still being debated[2], and percutaneous closure of ventricular septal defects is a new alternative to surgical repair[7]. However, to date, no studies have compared this new approach to surgical correction...

7. The reviewer suggests that the figures should highlight the ventricular septal defect target.

As suggested we have added arrows to the figures highlighting the localization of the ventricular septal defect.

We want to thank Reviewer No. 00060496 for the thorough review of our manuscript and the thoughtful and constructive comments. Particularly, we appreciate that the reviewer finds the topic of our manuscript interesting. We provide a point-by-point response below and have revised the manuscript accordingly.

1. The reviewer suggests spelling out "MRI" in the title and abstract.

As suggested by the reviewer, we have revised the title and abstract and now spell out "magnet resonance imaging".

2. The reviewer requests additional information regarding heart rate and medical therapy before and during MRI.

We provide the additional information as requested. Heart rate before and during cardiac MRI was around 105 beats per minute. Medical therapy included aspirin 100 mg, clopidogrel 75 mg, pantoprazole 40 mg, simvastatin 40 mg, and fondaparinux 2,5 mg (each per day), as well as furosemide 20mg and norepinephrine 0,5 mg (each per hour). Norepinephrine was adapted to the mean arterial blood pressure at a target pressure of 60–70 mmHg. This information was added to the revised manuscript, case report section, paragraphs 3 and 4, pages 6 and 7, which now read:

... Medical therapy included a daily dose of 100 mg aspirin, 75 mg clopidogrel, 40 mg simvastatin, and 2,5 mg fondaparinux. Norepinephrine was applied, adapted to the mean arterial blood pressure at a target pressure of 60–70 mmHg....

and

... Heart rate during MRI was 105 beats per minute...

3. The reviewer asks whether the MRI findings were in agreement with the echocardiography findings or whether they provided different data.

The ventricular septal rupture first diagnosed by echocardiography was confirmed by cardiac MRI. However, cardiac MRI provided additional information on localization, size of the defect, and the myocardial infarction zone. It revealed that the size of the defect previously described by echocardiography as 8 millimeters was about 2 centimeters (cm) and that it was within the myocardial infarction zone, which was substantially larger with an extent of 3 to 4 cm. This information was added to the revised manuscript, case report section, paragraph 4, page 7, which now reads:

... The ventricular septal rupture first diagnosed by echocardiography was confirmed by cardiac MRI....Using these sequences, the rupture previously described by echocardiography was detected in the posterior septum with a defect size of about 2 cm and a surrounding wall edema with a diameter of about 4 cm. Late Gadolinium enhancement (LGE) imaging with PSIR-SSFP revealed an infarction area reaching from basal septal inferior to apical inferolateral, which, with a size of 3 to 4 cm, was substantially larger than the ventricular septal defect. Furthermore, it showed that the defect was within the infarction area...

4. The reviewer requests additional figures for coronary angiography and echocardiography both before and after surgical repair.

We appreciate this suggestion to further illustrate our case report. Unfortunately, echocardiography both before and after surgical repair was performed as bedside echocardiography with no digital images recorded. Coronary catheterization was performed directly after admission of the patient and hence before the incidence of ventricular septal rupture. Unfortunately, no coronary angiography after surgical repair has been performed to date.

5. The reviewer suggests checking the manuscript for occasional typos. 

We appreciate this suggestion and have double-checked the manuscript; no typos remain in the revised manuscript.

We want to thank Reviewer No. 00211927 for the thorough review of our manuscript and the thoughtful and constructive comments. We appreciate the opportunity for clarification, provide a point-by-point response below and have revised the manuscript accordingly.

1. The reviewer requests more high-quality late Gadolinium enhancement cardiac MR images.

We appreciate this suggestion. Due to severe movement and the overall condition of the patient, fast MRI sequences were necessary, compromising image quality. However, we have revised the figures accordingly and have added arrows pointing to both the myocardial infarction area and the ventricular septal defect.

2. The reviewer requests a note in the case report stating that, although cardiac MRI contributed to this patient’s management, its overall role in acute postinfarction ventricular septal defect was still marginal given the emergent nature of this condition.

We agree with the reviewer that cardiac MRI in postmyocardial infarction VSD is not applicable in every situation and that it is dependent on the patient´s individual condition. To clarify this issue, we added a statement to the discussion section, paragraph 4, page 9, which reads:

...As postmyocardial infarction ventricular septal rupture is a severe and life-threatening complication, several limitations such as heart rate or circulatory stability exist for performing cardiac MRI in critically ill patients. Therefore, cardiac MRI may not be applicable in all patients, and its overall role in acute postinfarction ventricular septal defect can be considered marginal. However, when being performed, it can provide precise information on localization and size of the defect with respect to the myocardial infarction zone, which is of particular interest before surgical correction...

3 References and typesetting were corrected
Thank you again for publishing our manuscript in the World Journal of Cardiology.
Yours sincerely,
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