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Left ventricular hypertrabeculation: a clinical enigma
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DESCRIPTION
A woman aged 25 years was referred to cardiology
for atypical chest pain. This was described as sharp
non-exertional left-sided chest pain lasting a few
seconds. Vitals showed BP 122/85 and pulse 87 bpm.
Cardiovascular examination revealed normal S1 and
§2, an S4 and no murmurs. ECG showed normal
sinus rhythm. Transthoracic echocardiography showed
marked trabeculation of the apical lateral segments
(figure 1). Cardiac MRI confirmed these trabecula-
tions with no diagnostic criteria for non-compaction.

Left ventricular (LV) hypertrabeculation is de-
fined by the presence of three or more trabecula-
tions apically and up to the level of papillary
muscles, seen in one echocardiographic view.'
It can be distinguished from left ventricular non-
compaction (LVNC) by the absence of thin com-
pacted myocardial layer. Hypertrabeculation is
observed more often in competitive athletes, specif-
ically in Afro-American individuals® or in patients
with increased preload such as in sickle cell dis-
ease.! It can also be seen in patients with LVNC,
hypertrophic cardiomyopathy, dilated cardiomyop-
athy, peripartum cardiomyopathy and neuromuscu-
lar disorders with cardiac involvement.

On the other hand, IVNC is a rare congenital
cardiomyopathy with a rare prevalence of between

Figure 1 (A) Cardiac MRI showing the short-axis view
of the left ventricle (LV) demonstrating hypertrabeculation
appearance (yellow arrow). (B) Two-dimensional echo
short-axis view of the LV showing prominent
trabeculations (yellow arrow). LV, left ventricle; RV, right
ventricle.

0.014% and 1.3% in the general population. It is
characterised by a thin, compacted myocardial layer
and an extensive non-compacted endocardial layer
with prominent trabeculation and deep recesses
that communicate with the LV cavity but not with
the coronary circulation,’ probably due to an arrest
of compaction during intrauterine life. It can be
isolated or associated with other congenital dis-
eases. This can lead to chronic heart failure, life-
threatening arrhythmias and systemic embolism.’

Learning points

» Left ventricular (LV) hypertrabeculation is
defined by the presence of three or more
trabeculations apically and to the level of
papillary muscles.

» Hypertrabeculation of LV can be a benign
finding but can also be associated with left
ventricular non-compaction (LVNC),
hypertrophic cardiomyopathy, dilated
cardiomyopathy and heart failure.

» LVNC is distinguished from hypertrabeculation
by the extensive non-compacted endocardial
layer with prominent hypertrabeculations and a
thin compacted myocardial layer.
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