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A 69-year-old man was admitted with palpitations and syncope. His medical history included hyperten-
sion and left ventricular hypertrophy. Arterial pulsation was not palpable on admission. Electro-
cardiography revealed ventricular tachycardia, and cardioversion restored normal sinus rhythm. An elec-
trophysiological study reproducibly induced polymorphic ventricular tachycardia, so a cardioverter defib-
rillator was implanted. Echocardiography revealed mid-ventricular obstruction and an apical aneurysm,
and Doppler color flow imaging showed a diastolic paradoxic jet from the apex toward the base. Coronary
angiography showed no stenosis of the extramural coronary arteries. Ventricular tachycardia on admission
showed aright bundle branch block pattern and a superior axis deviation, so the arrhythmia was thought to
originate from the apical aneurysm. Apica aneurysm can result from elevated intraventricular pressure or
relative myocardial ischemia. This is a rare case of hypertrophic cardiomyopathy with mid-ventricular
obstruction complicated with apical aneurysm and polymorphic ventricular tachycardia.
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Fig. 2 Electrocardiograms
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Fig. 1 Chest radiograph obtained at admission show-

ing mild cardiomegaly
The cardiothoracic ratio is 55%.

Left: Electrocardiogram obtained at admission demonstrating ventricular tachycardiel 180 beatsyminCivith a
right bundle branch block pattern and a superior axis deviation.
Right: Electrocardiogram obtained after cardioversion showing high voltage in the chest leads and inverted

T wavesinleads V3 to Vg
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Fig. 3 Echocardiograms
Upper : Transthoracic echocardiogram showing mid-
ventricular obstruction and an apical aneurysm.
Lower : Intravenous contrast echocardiogram clearly
showing opacification of the apical aneurysm.
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Fig. 4 Doppler color flow image revealing a diastolic paradoxic jet from the apex toward the base

0 arrows]

Left: Diastolic paradoxical jet flow demonstrated by continuous wave Doppler.
Middle: Diastolic paradoxical jet flow demonstrated by color M-mode Doppler.
Right: Beam direction for continuous Doppler and color M-mode Doppler.
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Fig.5 Left ventriculogram demonstrating spade-like
shape of the base of the left ventricle, mid-ven-
tricular obstruction, and an aneurysi arrow-
heads(]
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Fig. 6 Electrophysiological study using triple ventricular extrastimulation at the right ventricular
apex showing reproducible induced polymor phic ventricular tachycardia with hypotension
VTO ventricular tachycardia.

Fig. 7 Helical computed tomography scan demonstrating the apical aneurysm and hypertrophic
myocar dium
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