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Abstract 
Background: We report the case of a 58-year-old hypertensive patient under 
treatment who presented with a ventricular tachycardia unveiling an obstruc-
tive cardiomyopathy complicated with an apical aneurysm. Aim: Highlight 
the rarity of the case and the difficulty of management. Case Presentation: 
This patient was transferred from Regional Hospital of Ziguinchor in south-
ern Senegal for a brutal dizzy spell without loss of consciousness. The elec-
trocardiogram showed a wide monomorphic QRS complex regular tachycar-
dia with a rate of 215 beats/min. An external electrical cardio version at 300 
joules was applied which led to the recovery of a sinus rhythm on the electro-
cardiogram. The Doppler echocardiography showed an asymetricalme-
dio-ventricular hypertrophy with a maximum left intra-ventricular gradient 
at 10 mm Hg at rest. The coronarography via the radial artery was normal. 
The evolution was labeled with a recurrence of the ventricular tachycardia. 
The patient was then put on amiodarone 200 mg, beta-blocker (bisoprolol 10 
mg) and anti-vitamin K (acenocoumarol 4 mg). Facing rhythmic instability, 
an implantable automatic defibrillator was fitted. No complication has been 
reported after one year of evolution. Conclusion: HCM with medio ventri-
cular obstruction and apical aneurysm complicated with ventricular arrhyth-
mias is a rare entity. Its management is difficult and controversial. 
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1. Introduction 

Hypertrophic cardiomyopathy (HCM) is the most common genetic heart disease 
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with an estimated prevalence of 0.02% and 0.2% of the general population [1]. 
Its features are an unexplained usually asymmetric hypertrophy of the left ven-
tricle, combined with undilated ventricular chambers in the absence of another 
cardiac or systemic disease capable of causing ventricular hypertrophy [2] [3]. 

In its medio-ventricular form, it can be complicated with an apical aneurysm. 
Under-diagnosed, apical aneurysm throughout this heart condition is increa-

singly described [4]. 
These aneurysms are seen in 2% of HCM and may have prognostic implica-

tions.  
They usually are the source of severe and potentially fatal arrhythmias and are 

generally the site of thrombus. 
The aim is to highlight the rarity of the case and the difficulty of management. 

2. Observation 

It was about a 58-year-old hypertensive patient undergoing a treatment with a 
good follow-up. He had a sedentary lifestyle and no family history of sudden 
cardiac death.  

He was transferred from Regional Hospital of Ziguinchor (Southern Sénégal) 
for a sudden onset discomfort with dizziness without loss of consciousness with 
simultaneous spontaneous and hyperkinetic palpitations of sudden onset as well, 
without pain nor dyspnea and it lasted for 10 minutes approximatively. This was 
an inaugural episode.  

At his admission, he presented with a cardiovascular collapse with impregna-
ble blood pressure, a thready and quick pulse, profuse sweating and intense pal-
lor. 

No sign of heart failure was found. The electrocardiogram showed a wide 
monomorphic QRS complex regular tachycardia with a rate of 215 beats/min 
without fusion beats nor capture beats as shown in Figure 1. 
 

 
Figure 1. 12 leads EKG displaying a ventricular tachycardia with a rate of 215 beats/min. 
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An external electrical cardioversion at 300 joules was applied which led to the 
recovery of a sinus rhythm on the electrocardiogram. Facing the recurrence of 
VT about ten minutes after the EECV, a loading dose of amiodarone was given 
followed with another EECV at 300 joules which led to the decrease of the VT.  

The EKG then showed a sinus regular rhythm with a rate of 60 beats/min 
with, furthermore, a necrosis in septo-apico-lateral, rR’ aspect in V1 V2 and a 
right atrial hypertrophy (Figure 2). 

The Doppler echocardiography showed an asymetricalmedio-ventricular 
hypertrophy with a maximum left intra-ventricular gradient at 10 mm Hg at rest 
(Figure 3). We also noticed an apical and aneurysmal distortion, site of an en-
closed and poorly mobile thrombus (Figure 3) without mitral valve insufficien-
cy. Both atria were dilated with a diastolic dysfunction and a restrictive profile. 

The coronarography was normal (Figure 4). 
 

 
Figure 2. EKC showing a sinus regular rythm with a rate of 60 beats/min, a necrosis in septo-apico-lateral, rR’ as-
pect in V1 V2 and a right atrial hypertrophy. 

 

 
Figure 3. Echocardiographic images (4 chambers apical view centered on the left ventricle 
and transventricular minor axis) showing the hypertrophy and the medio-ventricular ob-
struction, the apical aneurysm and the thrombus within. 
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Biological analysis including complete blood count, TSHus, blood ionogram, 
renal and inflammatory check-up, glycemia and retroviral serology were normal. 

The evolution was labelled by a recurrence of the ventricular tachycardia after 
a week. In addition to amiodarone (firstly loading dose of 1800 mg then 200 mg 
per day 5 days a week) the patient received a betablocker (bisoprolol 10mg) and 
anti-vitamin K (acénocoumarol). Despite optimal medical treatment, the patient 
continued to exhibit rhythmic instability. 

At the end, a double chamber implantable automatic defibrillator from Bio-
tronik was fitted as illustrated in Figure 5. 

No complication has been reported after one year of evolution. 
 

 
Figure 4. Coronarographic images showing left (a) and right (b) healthy coronary artery. 
Image A: incidence Spider; Image B: incidence OAG. 
 

 
Figure 5. Chest X-ray showing a double chamber implantable automatic defibrillator. 
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3. Discussion 

Apical aneurysm is currently considered as a severe complication of HCM and is 
an arrythmia substrate exposing to potentially fatal arrythmias. These aneurysms 
are seen in 2% of HCM [5] and can lead to prognostic implications.  

They are the site of thrombi [6] as shown in our case. The particularity of this 
case lies in the fact that it is quite rare to see the following association: ventricu-
lar arrhythmia, medio-ventricular hypertrophic cardiomyopathy, aneurysm and 
apical thrombi. These ventricular arrhythmias expose to a risk of sudden cardiac 
death [7] [8]. 

Some authors rank patients presenting an apical aneurysm as being of high 
risk of sudden cardiac death; they also deem that the annual mortality rate may 
reach 10.5%.  

Given the existence of ventricular aneurysms due to a coronaropathy, a coro-
narography was done to exclude any coronary affection on our patient. The 
echocardiography is an important tool in the diagnostic of the HCM. The echo-
cardiography check-up of an HCM must evaluate: the structure and the cardiac 
function, the dynamic obstruction, the mitral anomalys and the severity of the 
mitral insufficiency, the myocardial fibrosis if possible. In a first study about 423 
patients and in another regarding 490 patients, authors showed that medio ven-
tricular obstruction has a certain negative effect on the mortality rate by sudden 
cardiac death, in particular on its relations with fatal ventricular arrhythmias [7] 
[8]. 

However, the MRI still keeps its role on patients with poor echogenicity for 
whom, the echocardiographic exam can’t be conclusive with a recommendation 
level IB. It allows, indeed, exacts measurements of the myocardial thickness and 
the ventricular mass [9] [10]. 

The management of an apical aneurysm complicating a medio ventricular 
HCM is very difficult and controversial. The aim of the drug treatment is to im-
prove symptoms with a raise of functional capacity at exertion. 

Empirically, drug treatment is started when some symptoms shows such as 
exertionaldyspnea, chest pain, dizziness, syncope and presyncope [11]. 

Classic drug treatments include betablockers, verapamil and disopyramide. A 
treatment with anti-vitamin K is widely prescribed because it is a very emboliz-
ing pathology. 

When used at a low dose (less than 300 mg), amiodarone has shown an im-
provement on the survival of patients with arrythmias, but this treatment re-
quires a close surveillance and can be not sanctioned at long term on young pa-
tients because of the cumulative toxicity [12]. When there is a high risk, we must 
consider fitting an implantable defibrillator.  

Regarding secondary prevention, all recommendations are unanimous to 
recommend the fitting of an implantable defibrillator on all these patients for the 
risk of sudden cardiac death is more than 10% per year [13] [14] [15]. 

American recommendations keep only one risk factor of sudden cardiac death 
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to recommend the implantation of a defibrillator when there is a first degree 
family history of sudden cardiac death or when the maximum left ventricular 
thickness exceeds 30 mm, also in case of recent unexplained syncope [15].  

4. Conclusion 

HCM with medio ventricular obstruction and apical aneurysm complicated with 
ventricular arrhythmias is a rare entity. Its management is difficult and contro-
versial. The defibrillator is an alternative when it comes to the prevention of 
sudden cardiac death. 
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