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Apical hypertrophic cardiomyopathy in an Indian patient:
straight from the book
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DESCRIPTION
A 55-year-old non-hypertensive Indian man presented
with a history of exertional angina. His electrocardiogram
showed left ventricular hypertrophy (with biggest R-wave
of 47 mm in V4) and giant T-wave inversion (more than
10 mm deep) with deepest T-wave inversion of 12 mm in
V4 (figure 1). Echocardiogram (ECHO) showed left ven-
tricular hypertrophy with a septal thickness of 11.7 mm
and a posterior wall thickness of 12.2 mm. There was
striking apical hypertrophy with a thickness of 28.4 mm
(Videos 1–3). The left ventricular cavity resembled an ‘ace
of spades’ in diastole (figure 2). There was no evidence of
left ventricular outflow tract obstruction or coarctation of
the aorta.

The case has classical presentation, electrocardiographic
and echocardiographic features of apical hypertrophic car-
diomyopathy (HCM). An absolute apical thickness of
more than 15 mm and a ratio of apical thickness to basal

LV wall thickness of more than 1.3 define apical HCM on
ECHO. Standard ECHO may miss this entity where a
contrast ECHO may be useful but cardiac MR imaging
(CMR) is best.1 2

CMR is superior to ECHO in detecting variants of
HCM such as apical HCM, presence of focal hypertrophy,
severe hypertrophy (>30 mm) and LV apical aneurysm.
Patchy mid-wall-type delayed hyperenhancement of myo-
cardium, on contrast-enhanced CMR, identifies fibrosis. It
is associated with a higher risk of adverse LV remodelling
and systolic dysfunction. Its association with ventricular
tachycardia has been reported but its predictive value for
sudden cardiac death is not clear.2 3

The annual cardiovascular mortality is ∼0.1%.
New York Heart Association class II or more, age less
than 41 years and presence of left atrial enlargement
predict an increased incidence of myocardial infarction
and atrial fibrillation.4

Figure 1 Electrocardiogram showing left ventricular hypertrophy with large R-wave (47 mm in V4) and giant T-wave inversion (12 mm
in V4).
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Learning points

▸ The case stresses that secondary causes of angina
should be carefully searched for in the initial evaluation
of angina before performing the stress test.

▸ Careful electrocardiographic and echocardiographic
examination may help in identifying rare aetiologies of
angina like apical hypertrophic cardiomyopathy.

▸ Cardiac MR imaging provides useful diagnostic and
prognostic information in patients with hypertrophic
cardiomyopathy.
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Figure 2 Apical four-chamber view of a transthoracic
echocardiogram showing apical hypertrophy and an ‘ace of
spades’-shaped cavity (black arrow in white box) in diastole.

Video 3 Apical four-chamber view of a transthoracic
echocardiogram with colour Doppler showing apical hypertrophy
and an ‘ace of spades’-shaped cavity in diastole.

Video 1 Apical four-chamber view of a transthoracic
echocardiogram showing apical hypertrophy and an ‘ace of
spades’-shaped cavity in diastole.

Video 2 Parasternal short axis view of a transthoracic
echocardiogram showing apical hypertrophy and complete
obliteration of a cavity in systole.
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