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Summary

A case of a two-chambered left ventricle with an abnormal floating mass was reported.

A 13-year-old boy was admitted to our hospital because of a grade III/VI transsystolic apical mur-
mur. Chest radiography showed mild cardiomegaly. The electrocardiogram showed QS patterns in
leads V-V, and left ventricular high voltage with wide QRS complexes.

A two-dimensional echocardiogram revealed two chambers divided by the septum in the left
ventricle, and a mass floating in the apical chamber. A levogram showed the double chambered left
ventricle incompatible with the findings of echocardiography. The walls of the accessory chamber and
the septum were hypokinetic, but not dyskinetic. Coronary arteriograms were unremarkable.

At surgery, tangled trabeculae carneae and chordae tendineae were observed on the apical surface
of the septum. The accessory chamber communicated freely with the main chamber through an orifice
with a diameter of 1.5 cm. No other congenital malformations were found. Microscopic examination
of the accessory chamber wall showed the thickened endocardium and hypertrophic myocardial fibers,
and there was no area of fibrosis.
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Abnormal floating mass of echoes

Two-dimensional echocardiogram

Fig. 1. Chest radiograph on admission.
Chest radiograph shows mild cardiomegaly with a
CTR of 0.54 and no pulmonary congestion.
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Fig. 2. Electrocadiogram on admission.

The electrocardiogram shows QRS width of 0.12 sec, QS patterns in leads V,—V; and left ven-

tricular high voltage with ST-T changes.
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Fig. 3. Phonocardiogram on admission (apex).
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A heart murmur continuing from systole to early diastole (transsystolic murmur) is recorded at

the apex.
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Fig. 4. Echocardiograms (long-axis view).
The long-axis view shows the two-chambered left

ventricle divided by a septum.
MC =main left ventricular chamber; AC=accessory
chamber.
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Fig. 5. Echocardiograms (short-axis view).
The short-axis view at the level below the papillary

muscle reveals an abnormal mass echo in the acces-
sory chamber. TR =thrombus.
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Fig. 6. Levograms.
An abnormal septum divides the left ventricle into

two chambers. The accessory chamber wall and the

Fig. 7. Coronary arteriograms.
An avascular area without significant coronary oc-

septum are hypokinetic, but not dyskinetic.
INIC;: main lefeventricnlar chamber; AC—acogssory clusion is demonstrated in the apical region.
chamber.
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Fig. 8. The left ventricle at operation.

The tangled trabeculae and chordae ere observed at the apical surface of the septum. An arrow
indicates an orifice of 1.5 cm in diameter.

Fig. 9. Microscopic features of the accessory chamber wall.
A thick endocardium and hypertrophic myocardial fibers are demonstrated.
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Fig. 10. Diagrammatic representation of four types of the two-chambered left ventricle.

(quoted from the paper of Gerlis LM et al.).
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