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Summary

Three cases with right ventricular infarction diagnosed by right ventriculography and ultrasono-
tomocardiography were presented with special reference to graphic studies including the phonocardio-
gram, jugular pulse tracing, echocardiogram and pressure pulse.

The first case was a patient with acute inferior infarction. The cardiac catheterization by a balloon
tipped catheter disclosed elevated right ventricular filling pressure, M pattern of right atrial pressure
pulse, and dip and plateau configulation of the right ventricular pressure pulse. Jugular pulse tracings
showed an obliterated x descent and a tall v wave followed by a deep y descent. Echocardiograms
revealed an increased right ventricular dimension and paradoxical septal motion. The above findings
in this case, which were commonly seen in constrictive pericarditis or restrictive cardiomyopathy,
disappeared completely within a month.

The second case had recurrent episodes of myocardial infarction (anterior and inferior). Phono-
cardiograms showed a high-pitched crescendo pansystolic murmur of tricuspid insufficiency and
protodiastolic extrasound followed by a short diastolic murmur best recorded at the lower left sternal
border. The murmur of mitral insufficiency was also observed. Jugular pulse tracings showed
obliteration of a x descent with early onset of a prominent v wave. Similar pressure pulse contour
was found in the right atrium. Considering that pulmonary artery pressure was not markedly elevated
(systolic pressure 35 mmHg), dysfunction of right ventricular papillary muscle was probably responsible
for the tricuspid insufficiency. Echocardiograms showed normal right ventricular dimension and
flat septal motion.

The third case had 2-month-old inferior infarction. A tall v wave was seen in the jugular pulse
tracings, but x and y troughs were normal. Echocardiograms demonstrated the dilated right ventricle
and abnormal septal motion.

From these findings, it was concluded that graphic recordings might be helpful for the diagnosis
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of right ventricular infarction both in acute and chronic stages.

Key words
Inferior infarction
Paradoxical septal motion

LI

FEMETFHENICEE L »oBESh TS
Y L2 Wartman, Hellenstein® |z X i iE Oyl
FED 138% lcmarbh s L LTV 545, AN
Shcplidshcds.

1967 4¢ Fluck 5%, 1970 4 Lassers &% 23,
FETIIRIE L5237 < FFRIED LA 2380 72 TEEM
FEHNT AL 2R LT DSk, itk & oxttbic
BT, MATEREAICAEBEEO W ERRE L 42
STERENSY, ZOLFUT AL ShTwvh
™,

Alal, T B DMEEFER X OB IRE %
Hicky, AEEELEZONIAERD 14 L
B0 24, F3FIo0FR, SEEERE, O
JERAR, DT —[KEEEkL, ToBERMERIC
SWTHRA EMAZ 2D THET 5.

fiE i

fEG 1: 69 5%, 9k, PRERINEE

BEERR It _& oA L. 197846 H 6 H
1% O B X b i < B, i, ks, F
#% 11 |5 30 4y ESLAEBR R £ > 4 — CCU ~A
e L 7.

L ET R ¢ ik fuE 110/80 mmHg, fiRd 50/
5y, M¥F 7% <, W2 EIVEEZRD LN H
Ea DT ERE AR ok, SRR L,
X RIFEL, By Tz iRy, Kussmaul o
sign R4 Al FFEfbn 3, Bk, THERIE
Ll ol

Mais X-P <z CTR 52%, Jififfic 5 -1 %
b oie. ERKG T3S Ei L ST ReE
FEOFIRNA Bz (Fig. 1).

ABE# OSSN, =R, AL, &

M pattern of jugular phlebogram

Papillary muscle dysfunction of RV

Fig. 1. Electrocardiogram of Case 1 (H.T., 69,
M, June 6, 1978).
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Fig. 2. Pressure tracings of Case 1 from the right side of the heart taken at 3rd day (upper
panel: June 8, 1978) and 7th day (lower panel: June 12, 1978) after the onset of acute inferior

infarction.

Note the M pattern in the right atrial pressure pulse, the dip and plateau configulation in the right
ventricle and the elevated right ventricular filling pressure. The initial upstroke of pulmonary arterial

pulse begins before the Q wave of electrocardiogram (lower panel).
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Fig. 3. Echocardiogram and jugular pulse tracing taken at 2nd day after the onset of acute

Echocardiogram reveals dilated right ventricular dimension and paradoxical septal motion.
pulse tracing shows an obliterated x descent, a tall v wave and a deep y descent.
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Fig. 4. Kussmaul’s sign of right atrial pressure.
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Table 1. Hemodynamic data from Case 1

% 12 14 6 43
RAn % n 5 5 4
RV B9 Brolio %76 045
PA 84,080 Bp03)  Rpm) Byoas)  04,03)
PCm 9 4 3
Cl 26 32 30 37 38

RAm=mean right atrial pressure (mmHg);
RV =right ventricular pressure (mmHg); PA=
pulmonary artery pressure (mmHg); PCm=mean
pulmonary capillary wedge pressure (mmHg);
Cl=cardiac index (L/min/sq m).
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Fig. 5. Right (RV) and left (LV) ventricular
function curve after infusion of normal saline
in Case 1 (11th day after the onset of acute inferior
infarction).
The descending limb of the right ventricular func-

tion curve indicates impairment of right ventricular
performance.
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Fig. 6. Phonocardiogram taken at 27th day after the onset of acute inferior infarction

(July 3, 1978).

No significant murmur is observed. Jugular pulse tracing shows normal contour.

LMig# 57— 41k RAm: 4, RV: 32/—1~2,
PA: 36/15(24), PCm: 12 mmHg * &#of
FERHIEOFTRIIA SN o728, AREEK T
FRE LRI C s — v &R L. D8RRI <,
LVEDP: 25 mmHg, Z=ERH=IE 33% Tbh -
7z, EERE S © AEIIIREA R T 100%, 4
HTTFATEE & BIIER T 75% OFZERHR LRI

REG) 3: S9Ek, Bk,

BEAREIC st _& oL L. 197845 H 28
H, R0l o 72 0 Fopbe ~ Az, 2tk FhE
BIEOBMI TR EZ I Tz, 6 421 |,
Bl v Ve~V © ST o FA BB -7, LIk
RiBREFTH -1, 7H6H, EElkEY O H
M CENABER SR £ v 7 —~fBfr s iz,

ABEmg,  HSERYPT R G fnE  128/88 mmHg,
E! 60//\, JBFIc 7 7 <, IR - mi o
JEEFR T, JE2E IV 5 L G IROILES 2 6
hé@#f?)ot. Mg X-P <ci3filiEric 5 - i
1372 <, CTR & 54% <o -7. Fig. 10 o=
r <, EKG <@ 11, 11L, aVy < Qe @k T

W, Vi~Ve © T oifilin 2380 7.

E2B XL ODLFEFTRE, DRET IV F 4380
g, FEIZELhARP ok FERE T @
Fig. 11 oz <, v o (v/a b : 0.86) 2
KON, X RFIEF Thbolk. L= a—[XiZ
HEEOPLK L PRROFRMEER 2R L, BEH
Wr)E X cA3Es > hypokinesis 3 7=.

DPEfE I RAm: 1, RV: 24/0~6, PA: 22/
16(17), LV: 120/8~14 mmHg <9, WK
Fhie <, MO BHIEOT RIEE Sk s
> 123, AEEE i AE4L Ao hypokinesis 73
Ao b, EERER < AEEIIR EiE T
100%, ZRTTFATHE T 75% Pz n s bhl.

] E S

At oA =% floating catheter # v
THLDRDERE=4—FT5Z LIk Y, KEW
WA RIREL 72 D, T O E L TIRESEKR
JECHARTHRBE, AEEEKPERRE &2
HIF bR T340,

— 380 —



S WEwe

Fig. 7. Electrocardiogram of Case 2 (K. A,, 52,
M., June 27, 1978).
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Fig. 8. Phonocardiogram of Case 2 (Aug. 19, 1978).

Mitral and tricuspid regurgitant systolic murmurs are inscribed at the apex and the 4th left in-
tercostal space at the sternal border (4L), respectively. Concomitantly a diastolic murmur probably
of relative tricuspid stenosis is also recorded at 4L. Jugular pulse tracing shows a shallow x descent

and early onset of a prominent v wave.
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Fig. 9. Echocardiogram of Case 2.
Flat interventricular septal motion is

Fig. 10.
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Electrocardiogram of Case 3 (G. S., 59
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Fig. 11. Phonocardiogram and echocardiogram of Case 3 (Aug. 19, 1978).
Jugular pulse tracing shows a tall v wave. Echocardiogram demonstrates increased right ventri-

cular dimension and paradoxical septal motion.
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