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A 74-year-old man with a produc-
tive cough was referred from a periph-
eral hospital. The referral diagnosis
queried a calcified echinococcus cyst
in the left hemithorax.

Fig. 6.

Fig. 2.

Chest X-ray

Figs 1 and 2 show PA and lateral
views. What are the relevant findings?
The patient was then referred for an
echocardiogram (Figs 3 and 4) and
MRI study (Figs 5 - 8). What is your
diagnosis?

Fig. 7.

Fig. 3.
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QUIZ CASE

Discussion

PA and lateral chest X-rays demon-
strate cardiomegaly with an oval-
shaped mass with rim calcification in
the region of the left atrium and ven-
tricle.

Echocardiogram

A large aneurysm is noted in the
region of the left ventricle, at the sub-
mitral valve level.

MRI

The four chamber view shows a
large aneurysm in the postero-lateral
wall of the left ventricle. It is situated
just inferior to the posterior mitral
valve cusp. Rim calcification is pre-
sent. On the two chamber view the
aneurysm is again noted in the left
ventricular region.

Discussion

Mitral subannular left ventricular
aneurysms are not seen frequently.
Those described have occurred most-
ly in Africa and India.*

These aneurysms arise in the
fibrous ring below the mitral or aortic
valve. The submitral type is more
common than the subaortic type.
Submitral aneurysms occur in the
epicardium, related to the base of the
left ventricle.’

These aneurysms have ovoid ostia
which are frequently multiple and
located under the posterior leaflet of
the mitral valve.

The aetiology is unknown though
a congenital defect in the posterior
mitral valve annulus has been postu-
lated.

These aneurysms are false and may
reach enormous proportions. They
may calcify or contain mural throm-

bus. Complications include myocar-
dial ischaemia and infarction, sys-
temic embolisation, congestive car-
diac failure and infective endocarditis
as well as rupture of the aneurysm.
Surgical resection of the aneurysm
with or without valve replacement is
indicated in severe valvular regurgita-
tion or cardiac failure resistant to
medical therapy.

The acquired causes may be due to
infection, myocardial infarction, colla-
gen vascular disease, Takayasu's arteri-
tis, myocarditis or trauma.

Addendum

We refer to the publication of our
first case in the South African Journal
of Radiology of March 2002.° The sub-
sequent case demonstrates the differ-
ent plain chest film and ultrasound
appearances of the subannular left
ventricular aneurysms (Figs 9 - 12).

Fig. 9.
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