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Echocardiographic fea-
tures of apical hyper-
trophic cardiomyopathy

Shinichiro NISHIYAMA
Hiroshi YAMAGUCHI
Takao ISHIMURA
Fumihiko NAGASAKI
Fumimaro TAKATSU
Toru UMEDA*
Kiyoshi MACHII*

Thirty-one patients with apical hypertrophic cardiomyopathy (AHCM) showing giant negative
T waves in the ECG were echocardiographically evaluated. Diagnosis of AHCM was confirmed by

cardiac catheterization and cine angiography.

Relationship between echocardiographic asymmetrical septal hypertrophy and the septal-posterior
wall ratio obtained by cine-biventriculography was also studied.

The following results were obtained.

1) Only 6 out of 31 patients with AHCM showed asymmetrical septal hypertrophy in the

echocardiogram (UCG).

2) Towards the apex, the left ventricular posterior wall became hyperkinetic and hypertrophic.
The proportional cavity narrowing in the apex was also observed.
3) Asymmetrical septal hypertrophy is not necessary for the diagnosis of hypertrophic cardio-

Giant negative T wave

Asymmetrical septal hyper-

myopathy.
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Electrocardiogram of a patient with apical hypertrophic cardiomyopathy (AHCM)

showing ‘“ high voltage > (RV3+SV,>35 mm) and ‘ giant negative T waves ”’ (T in V,_¢>10mm).
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Fig. 2. Left ventriculograms exposed at end-diastole in the RAO projection.
Note spade-like configuration with a marked increase in the free wall thickness
toward the apex. Cavity in the apical segment is concaved and reduced in its lumen

diameter by markedly hypertrophied myocradium.
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Fig. 5. Septal-posterior LV free wall ratio.




Apex

gl

HR

Fig. 6. M-mode scan of a case with AHCM.
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Note proportional cavity narrowing towards the apex. IVST: interventricular septum, AML:
anterior mitral leaflet, PML : posterior mitral leaflet, PWT : posterior wall thickness.
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Fig. 7. End-diastolic (upper) and end-systolic
(lower) frames of a biventricular cineangiogram.

The interventricular septum exhibits a triangular
configuration during systole and the left ventricular
outflow tract it not obstructed.
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Fig.8. Scheme of the biventriculogram in LAO
projection.
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Fig. 9. Wall thickness by the biventriculogram.

Table 1. Incidence of ASH in 88 cases with
hypertrophic cardiomyopathy

No. of patients ASH
HCM with GNT
T in V,_4>10mm 47 6/31* (19%)
RV;+SV;>35mm
HCM without GNT 34 8/16* (50%)
HOCM 7 5/5* (100%)
Total 88 © 19/52* (37%)

* number of patients studied by echoéardiography
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