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Summary

A 71-year-old woman with a history of previous myocardial infarction was transferred to our
hospital for evaluation of chest pain and ventricular tachycardia. On admission, a loud mid-systolic
ejection murmur accompanied by a thrill was found at the left sternal border in the third intercostal
space, and it was significantly accentuated in the post-extrasystolic beat. Abnormal Q waves and ST
elevations were noted in leads I, aVL and V;g on electrocardiograms. Echocardiograms, confirmed a
septal-to-apical aneurysm, and a thin interventricular septum (IVS) with paradoxical motion. Right
ventricular (RV) catheterization showed a pressure gradient of 21 mmHg between the outflow tract
(RVOT) and the apex, and a mid-systolic ejection murmur was recorded in the RVOT on an
intracardiac phonocardiogram. Coronary arteriograms revealed total occlusion of the left anterior
descending artery in its proximal portion, and a 909, stenosis of the circumflex artery. A left ventriculo-
gram demonstrated a septal-to-apical aneurysm with a markedly reduced ejection fraction of 0.16.
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A right ventriculogram showed obstruction to RVOT caused by systolic ballooning of the IVS.
In this patient, the mid-systolic ejection murmur was probably caused by the obstruction of the

outflow tract secondary to septal aneurysm following old myocardial infarction.
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Fig. 1. Electrocardiograms (ECG) on admission.

ECG taken on 4/8/°85 (left panel) shows ventricular tachycardia, and on 4/9/°85 (right panel) abnormal
Q waves in leads I, aVL and V,, with a ventricular premature beat unmasking abnormal Q waves in
V,to V,.
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Fig. 2. Chest radiographs showing significant left ventricular dilatation (cardiothoracic
ratio: 59%).
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Fig. 3. Simultaneous recording of carotid artery pulse (CAP) and phonocardiogram taken
in the 3rd intercostal space at the left sternal border (3LSB).
A mid-systolic ejection murmur (arrows) increases in its intensity in the post-extrasystolic beat.
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Fig. 4. Echocardiograms.

Two-dimensional echocardiogram shows the thin interventricular septum (IVS) with anteroapical
aneurysm. M-mode echocardiogram demonstrates the thin IVS with paradoxical motion

RCA

Fig. 5. Coronary arteriograms.

LCA

The left anterior descending artery (LCA) is totally occluded in its proximal portion (arrow), and

the circumflex artery has a 909 diameter narrowing (arrow), filled with rich collaterals from the right
coronary artery (RCA).
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Fig. 6. Left ventriculograms (30° RAO view).
An antero-apical aneurysm with markedly reduced ejection fraction of 0.16 is shown.
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Fig. 7. Simultaneous recordings of right ventricular pressure and intracardiac phono-
cardiogram (IPCG).

Significant right ventricular outflow obstruction corresponding to a mid-systolic ejection murmur
(arrow) is shown.
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Fig. 8. Right ventriculograms.

Right ventricular outflow tract stenosis caused by systolic ballooning of the interventricular septum

into the right ventricular cavity (arrow) is demonstrated.
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