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Summary

A 42-year-old-male with hypertrophic obstructive cardiomyopathy (HOCM) and paradoxical
interventricular septal motion was reported.

Cardiac catheterization revealed bi-ventricular outflow obstructions provoked by isoproterenol.
Echocardiographically asymmetric septal hypertrophy, systolic anterior motion of the anterior mi-
tral leaflet and mid-systolic closure of the aortic as well as pulmonic valves were observed. In addi-
tion, paradoxical interventricular septal motion was demonstrated.

Paradoxical septal motion was closely related to the right ventricular outflow tract obstruction
(RVO obstruction), which was confirmed by ultrasonocardiotomograms. Namely, RVO obstruction
was due to exaggerated motion of the hypertrophied right ventricular wall and anterior and down-
ward motion of the basal portion of the interventricular septum in the systolic phase.

Thus, it appears that not only anatomical but contraction disorders play a role in the obstruc-
tive process of HOCM.
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Fig. 1. Chest roentogenogram and apex cardiograms.
Moderate cardiomegaly and typical pulsus bisferiens are shown. CTR=-cardiothoracic ratio.

Right: apex cardiograms.
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Fig. 2. Electrocardiogram.
So-called giant negative T waves are seen.

7 - 7= (Fig. 1).
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Fig. 3. Echocardiograms.

Upper panel: at rest. Lower panels: during isoproterenol administration.

Asymmetric septal hypertrophy (ASH) and marked right ventricular anterior wall hypertrophy
(black arrow) are seen. RV=right ventricle; IVS=interventricular septum; LVPW=left ventri-
cular posterior wall.
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Fig. 4. Right cardiac catheterization.

At rest, there is no pressure gradient between the right ventricular cavity and the main pulmo-
nary artery, but during isoproterenol administration peak systolic pressure gradient of 20 mmHg

is recorded.
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Fig. 5. Left cardiac catheterization.
During isoproterenol administration peak systolic pressure gradient of 36 mmHg is provocated
between the left ventricular cavity and the aorta.

Fig. 6. Right and left ventriculograms.
W-shaped radiolucent area (small black arrows) at the left ventricular outflow tract is observed.
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Fig. 7. Two-dimensional echocardiograms (long axis).
No. 3: mid-systolic phase. No. 6: mid-diastolic phase.
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Fig. 8. Paradoxical motion of IVS.

Upper: 4 -like paradoxical motion of the interventricular septum is clearly seen.

Lower: Paradoxical septal motion is exaggerated at the beat following a premature ventricular
contraction. ACG =apex cardiogram.
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Fig. 9. Two-dimensional echocardiogram (left) and its schematic representation (right)
in systole during isoproterenol administration.

RVO is markedly narrowed. The arrow exhibits the direction of M-mode beam.

RVO=right ventricular outflow; Ao=aortic root; AML =anterior leaflet of the mitral valve;
PM =papillary muscles; LA =left atrium; PW=left ventricular posterior wall.

— 609 —



#ir %*1 qi]ﬁ.:d [E3:N

Fig. 10. Another case of HOCM.
Upper: at rest.
Lower: during isoproterenol administration. There is no paradoxical septal motion.
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Fig. 11. A case of straight back syndrome.

Upper: right ventriculograms. Middle: M-mode scan echogram. Lower: right-sided pressure
tracings.

The portion between the right ventricular outflow and the main pulmonary artery is tortuous.
The echocardiogram shows aorto-mitral discontinuity and marked RVO narrowing (white arrow).
There is small pressure gradient between RV and mPA.

— 611 —



#74:) AR, P&, @

Fig. 12. Tricuspid valve (left) and pulmonic valve (right).
Mid-systolic closure and fluttering of the pulmonic valve (arrows) are observed.
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