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Summary

Left ventricular diverticulum is a rare congenital cardiac malformation, and is classified as muscular
and fibrous. Muscular diverticula are usually associated with thoracoabdominal defects and arise from
the cardiac apex.

We encountered two cases of muscular left ventricular diverticulum without other congenital
anomalies during the review of 3,000 left ventriculograms. Both patients were men and their diver-
ticula were located along the inferior left ventricular wall. No symptoms were associated with the
diverticula.

In both cases, two-dimensional echocardiography detected the diverticula, thus this is regarded as
a useful method for the diagnosis and screening of this anomaly. In one of our cases, thallium myo-
cardial imaging also demonstrated a characteristic abnormal bulge corresponding to the diverticulum.

We subsequently detected two more cases of muscular left ventricular diverticula among 300 left
ventriculograms. Thus, we detected four cases of left ventricular diverticula among 3,300 left ventriculo-
grams. Although only 11 cases of muscular left ventricular diverticulum previously have been reported,
this anomaly is not so rare as previously supposed, and it should be distinguished from left ventricular
aneurysm.

Key words
Left ventricular diverticulum Left ventriculography Thallium 201 myocardial imaging Gated
blood pool imaging Two-dimensional echocardiography
= MRk ERERtL 2 —#E Division of Cardiology, Toranomon Hospital, Torano-
HAEHEXE P 2-2-2 (F105) mon 2-2-2, Minatoku, Tokyo 105, and *Department
HEREKFEFT EREBNE of Cardiovascular Medicine, Juntendo University
FORHE ORI AR 2-1-1 (T113) School of Medicine, Hongo 2-1-1, Bunkyo-ku, Tokyo

113
Received for publication September 18, 1984; accepted November 20, 1984 (Ref. No. 28-39)

—919 —



IEE, VL, K, E:As

i C & Ic

EERER, 76k, ERICEhrERIELER
EEZLNRTWS. Frxid 3,000 4o sk,
IR AT & feb R WSS © 2 il 2 5k L
DT, BT OXEMERE M2 THET 5.

AE 1

=B 1 20 5%, Bk

FE OB ORHE

BEAEIE : it _EZ L L. IMERIZ 72 .

KGR : FFit T _&z &AL

BRI : BRIERE R -2, B2l TLE
HEFZIEHsh, YR*%2, HEBNTAR
178,

O &R 175cm, ki 75kg. IfiE 130/82
mmHg. [RH1 72/min, 3. SR 1, fapg e S
L. JEZE, DHEFERL, Ml sEae <,
I & 38 72 2 o 7.

FRAEPTR « RIS, Mg S0 R %

B R o7, o X TR (Fig. 1) il
MagBtkid 45% T Y, FilFic BH a3 A
noiz.

LB (Fig. 2) 13 111, aVF iz T J o iifn 2 3

5DHT, fliicix Q e & o Bt Rk
oz,

Wig.O— = — [k (Fig. 3) T, FHED & 1%hE

T TOEBRO LM E R 228, = oZeHix
DIHEIC—F U THE/NE R Lo e ®, DE®R LY
e LAEEBMENL DN, i 274 /e
WHEDHIEK %388 5 O HT, FHFTRIZERD 7 )
of:.

Z ) U LRy 7 (Fig 4) T3 Fhgic xRIg®
RO TCH, NER LR Y, RO MU O
WEERZZ ) Y AD L) 2B ERBD. LS —
ny vy (Fig. 5) TaliEL=T o —RFiR & [
B, TEEICZEMZFRY, Z 0% EILIED Ik
INETR LTz,

FEERBIRIE AT R, (Fig. 6) T 1322z i3 38w

¥, A RBIR S E AL I — L <, Edksh,
TH RO 22 B 7-.
TEEZW O 7oz 1T - 7= FEEky (Fig. 7) ©
3, TEEZPOICNTOREREHERD . =
@%m%d%%%mm4&dmnaﬁkgaL
DR & —B L I & 3B 7223, IR 3
TR HE LR o, e DmEL i B
D,%&%ﬂ%@b%@@# BNz Tn
- fHIRFFAFA R IE D R h o 72,
uimmﬁljfﬁmﬁiﬂék WL 7.

ER 20 65 5%, HiE

BETERE : Bt &z Lh L, AMERERL

KIGHE : Fft+_&Ez LR L

RIE « 60 5RET X Y ZENisRhiRE At L, &
CLEEISME R s S h ez, YElz 22
L, BEEBHOZD AR L.

B HR 168cm, ki 58 ke. fE 140/90
mmHg. jj#H 68/min, #. 4R _E, fafgkec 2
e L. BERE, DR, T35, IV 343
Wb ol DIERZRL, BT ERL, F
NANE 3 5B 72 73 - 7.

i
Fig. 1. Chest radiograph (Case 1: Y.K., 20-y,
man).
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Fig. 2. Electrocardiogram (Case 1).
T waves in leads III and aVF are inverted.
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Fig. 3. Two-dimensional echocardiograms (Case 1).

Arrows indicate an abnormal bulge along the inferior left ventricular wall. The bulge becomes smaller

during systole.
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Left: long-axis view, right: short-axis view, upper: end-diastole, lower: end-systole.
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Fig. 4. Thallium myocardial images (Case 1: left anterior oblique 40°).
Arrows mark an abnormal bulge corresponding to the site of the left ventricular diverticulum.

Fig. 5. First pass radionuclide angiogram (Case 1).
Arrow marks an abnormal bulge along the inferior left ventricular wall.
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Fig. 6. Coronary angiograms (Case 1).

The right coronary artery shows downward shift at the site corresponding to the diverticulum
(arrows). There are no luminal narrowings.

RCA =right coronary artery; LCA =left coronary artery.
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Fig. 7. Left ventriculograms (Case 1).

Arrows indicate a left ventricular diverticulum. It is largest during end-diastole (4.8x3cm) and
contracts during systole, although it is not totally effaced during end-systole.

RAO =right anterior oblique view; LAO=left anterior oblique view; upper: end-diastole, lower:
end-systole.
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Fig. 8. Chest radiograph (Case 2: M.K., 65-y,
man).

No abnormalities are detectable. Cardiothoracic
ratio is 0.46.
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Fig. 9. Electrocardiogram (Case 2).
T wave in lead III shows inversion.
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Fig. 10. Two-dimensional echocardiograms (Case 2).
Arrows indicate an abnormal bulge along the inferior left ventricular wall.
Left: apical two-chamber view, right: short-axis view, upper: end-diastole, lower: end-systole.
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Fig. 11. Coronary angiograms (Case 2).
No abnormalities are detected.
RCA =right coronary artery; LLCA =left coronary artery.
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Fig. 12. Left ventriculograms (Case 2).

Arrows indicate a left ventricular diverticulum. It is largest during end-diastole (2.7 x2.6 cm) and
contracts during systole, although it is not totally effaced during end-systole. In the left anterior obli-
que view, the diverticulum cannot be clearly seen.

RAO =right anterior oblique view; LAO=left anterior oblique view; upper: end-diastole, lower:
end-systole.
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