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Abstract :

An 83-year-old woman was referred to our hospital for the treatment of

epidermoid pemphigus. She had a history of hypertension since the age of fifty years and
had been receiving an anti-hypertensive medication from a private clinic for the last few
years. Physical examination showed a systolic ejection murmur (Levine 3/6) at the apex.

An electrocardiogram showed high voltage in the left lateral chest leads. A chest roent-

genogram showed that the thoracic aorta was severely tortuous.

Laboratory data on

admission revealed mild anemia and elevation of C-reactive protein. An echocardiogram

revealed that the base of the interventricular septum protruded toward the left ventricular

outflow tract and showed a sigmoid appearance. The angle between the midline of the
interventricular septum and that of the aortic root was 70°. Left ventricular outflow blood
velocity was 3.5 m/s, and the outflow pressure gradient appeared to be 50 mmHg. Although
a sigmoid septum usually does not give rise to serious clinical problems, a significant left

ventricular outflow pressure gradient may develop.
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Table 1. Laboratory data on admission

Uninalysis Blood biochemistry
Protein (G GOT 71 IU/N
Sugar (G GPT 51 10U/
Occult blood G ALP 179 10U/
Urobilinogen (G TP 5.3 g/dl
Sediment RBC 0~1/hpf Scr 0.6 mg/dl

WBC  0/hpf BUN 15 mg/dl
Cast  0/hpf Na 141 mEq/1
Hematology K 4.4 mEq/1
RBC 366104/l Cl 108 mEq/1

Hb 11.2  g/dl Serology
Ht 30.8 % CRP 2.3 mg/dl
WBC 6,100/ 1 ASO 40 Todd
Pit 30.9X10%/ul ANA GP)

ESR
24 mm/hr

Fig. 1. Chest roentogenogram on admission
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Fig. 2. Electrocradiogram on admission

Fig. 3. Two dimensional echocardiogram on par-
asternal long axis view
LV : left ventricle, LA : left atrium, AO:
aorta.
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Fig. 4. Continuous wave Doppler echocardiogra-
phic recording of blood velocity on the left
ventricular outflow tract
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