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Abstract

A 48-year-old man was diagnosed with isolated noncompaction of the left ventricular myocardium. He
had been suffering from dyspnea during light exercise since early February 1997, which worsened with
time. Eventually, he visited our hospital on February 14. He was admitted urgently because orthopnea was
observed and chest radiogram showed massive left pleural effusion. The diagnoses were pulmonary tuber-
culosis and tuberculous pleuritis. Echocardiography at admission showed generalized hypokinesis of the
left ventricle, so we suspected that his condition was complicated by myocarditis. However, virus antibody
levels were not elevated, and no obvious findings compatible with myocarditis or cardiomyopathy were
obtained by right ventricular myocardial biopsy. Left ventricular contractility remained low and a trabecu-
lar mesh structure was seen at the left ventricular apex. Thus, the diagnosis was isolated noncompaction of

the left ventricular myocardium.

This disorder has been highlighted in pediatric patients, but few adult cases have been reported.
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Fig. 1 Chest radiograph showing massive left pleural
effusion and an abnormal shadow in the right
mid lung field

Fig. 2 Electrocardiogram on the first day demonstrat-
ing respiratory change of QRS voltage, negative
T wave in the limb leads and left precordal
leads, prolongation of QT intervals, and poor r
wave progression in the precordal leads
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Fig. 3 Parasternal short-axis echocardiogram showing
massive pleural effusion
LV = left ventricle; PE = pleural effusion.
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Fig. 4 Parasternal short-axis echocardiogram at the
LV apex level showing a trabecular mesh struc-
ture
Abbreviation as in Fig.3.
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Fig. 5 Parasternal long-axis echocardiogram showing
prominent left ventricular trabeculations and
deep intertrabecular recesses
LA = left atrium. Other abbreviation as in Fig.3.
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Fig. 6 Coronary angiograms

No obvious lesion is seen in the left coronary artery (left) or right coronary artery (right) .

Fig. 7 Left ventriculograms showing mildly reduced contraction
Right anterior oblique views (left column)and left anterior oblique views (right column)in
end-diastole (upper row) and end-systole (lower row) showing mildly reduced contraction.
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Fig. 8 Doppler echocardiograms

Coronary flow reserve in the left anterior descending artery was 2.7, within the normal range.

Fig.9 Histological findings of the right ventricular myocardium showing no obvious
findings suggesting myocarditis or cardiomyopathy
Left: Hematoxylin-eosin stain. Right: Masson trichrome stain.
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