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Apical Hypertrophic Cardiomyopathy with Apical Aneurysm and
Thrombus Diagnosed by Contrast Echocardiography
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Su Mi Kim, Seong Yoon Jung, Ji Hoon Na
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Yeungnam University, Daegu, Korea

—Abstract—

Apical hypertrophic cardiomyopathy is rare disease and a variant of hypertrophic
cardiomyopathy with prevalence of 1 in 500 in the general population. Apical hypertrophic
cardiomyopathy with apical aneurysm and intramural thrombus is extremely rare. We report a
case of apical hypertrophic cardiomyopathy progressing to left ventricular apical aneurysm

with intramural thrombus diagnosed by contrast echocardiography.
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Thrombus
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Fig. 1. The electrocardiogram shows T wave inversion at anterior and lateral leads and mild ST segment

elevation at left precordial leads.
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Fig. 2. Apical long axis view of the transthoracic echocardiography using contrast, Definity® shows thin

wall and perfusion defect of the left ventricular apex (A, black arrow head) and bean-sized

thrombus in the left ventricular cavity near the apex (B, white arrow).
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