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PL br * FPostero Lateral branch
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INTRODUCTION AND AIM OF WORK
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Chest pain simulating angina pactoris had been encountered in some
of the individuals suffering from right ventricular hypertrophy. Thig
pain may occur with lesions  such as mitral stenosis, Eisenmenger's
syndrome, Primary pulmonary hypertension, Cor pulmonale and pulmenary
stenosis. This type of chest Pain is believed to be due to tnadequate
myocardial perfusion as & result of decreased Stroke volume, reduced
coronary flow, especially during systole, and to an increase in right
ventricular OXvgen demand (l). Therefore thig chest pain is most prob-
ably secondary to myocardial ischaemia. It isg nhot clear whether the
ischaemia isg confined to the right or left ventricle, but logic dictates

that the right ventricle may be more affected in most instances.

The Association of angina pectoris with culmonary hypertension was
first described by Vaguez ard Giroux {190 8 ) (2{, Who coined the phrase
"angina pulmonaire hypercyanotique” to describe a clinical syndrome asso-
Ciated with Pulmenary vascular abnormalities ang lung disease. Brenner
{19 35 )(3), described a boy with anginal pain, in whom necropsy revea
led pPrimary pulmenary atherosclerosis and gross hypertorophy of the right
ventricle, pe Suggested that pain was due to myocardial anoxia associated
with arterial hypoxaemia. Brill and Krygier ( 19 4] ){4), fourd that
chest pain of anginal type had been reported in cases of pulmonary hyper -
tension and suggested that it might be due to coronary insufficiency
associated with diminished systemic blood flow through an obstructed

PLlmonary Circulation. Viar and Harrison ( 195 » )(5) Reported that

7
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only as regards location, radiation, intensity and quality of discomfort
but alsc as regards the tendency to be initiated by physical exertion. In

some cases the pain may be associated with manifest electrocardiographic

charges.

Livene and Kauvar {194 2) &) reported that significant disease
of the coronary arteries was fourd post-mortem in 5 percent of 314 casesg
of mitral stenosis. They concluded that in the majority of such patients

mitral stenosis and coronary artery disecase merely co- exist.

Isolated cases have been reported of angina pectoris occurring in
patients with atrial septal defect ( Bedforg etal. (1941 )(7J, the tet-
ralogy of fallot ¢ Blackford, 193¢ and Dow etal. 1%o )(8)’(9) pulmonary
stenosis ( lowance etal. l94éi0&ood, 19 5éitébraham's and wood 195 2 ;TE)

and Eisemenger 's complex or patent ductus artericsus(S). Coronary arte—

riocgraphy has been Fecommanded as the only way to exclude coronary artery

(1)

disease In the absence of factors which alter compliance such as
incomplete ventricular relaxation, stress relaxation or hypertrophy the
ventricular end-diastolic pressure is a direct function of the epd- diast-
olic volume. Accordingly, ventricular end- diastolic pressure.has been
used as an index of end - diastolic-volume. Relation of stroke  volume cr
work to end- diastolic prassure has been used extensively to quantify
ventricular rerfomance , In addition to the factors intrinsic to the left

ventricle that alter compliance, the left ventricular Pressure- volume

relaticn ship 1s infleunced by filling of the right ventricle both ir
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vivo and in the post mortem ( Taylor etal. 1%7 )(13). Furthermore, dur-
ing experimental diastolic overloading of the right ventricle, the left
ventricular function was reduced relative to LV end- diastolic pressure

( Moulopoulos etal. 1965 )(14)

Finally, during clinical overleading of the right ventricle, Lv
end~ diastolic Pressure was elevated in the absence of overt Lv disease

{ Rac etal, 19 68 )(15)

in the right ventricle occurred in the unstressed left ventricle. These

changes include:

A decreased concentration of norepinephrine,and7abn0rmal histochemical
appearance of the adrenergic nerve fibers, depressed myofibrillar adenog-

ine triphosphatase activity and increased anounts of collagen ( Kelly etal.

An e19VQt10n of left ventricular end- diastolic pressure is denerally
considered to reflect left ventricular dysfunction, Herbert and Yellin,
19 69(17) fourd that bulmonary stenosis was also accompanied by elevaflon

of left ventricular end- diastolic pressure.

The cardiac output is low in most patients with symptcmatic mitral

stenosis. The traditional concept that the low cardiac output is the
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direct result of narrowed mitral orifice cannot explain the failure of
cardiac output to rise in many patients after adequate mitral commissur-
otomy. This fact has led many workers to postulate that some sort of
left ventricular dysfunction due to Trheumatic myocarditis exists in such

patients ( Heller and Carleton 1970)(18).

The electrocardiographic criteria of right ventricular hypertrophy
were studied widely by different investigators. These changes have
a correlation with right ventricular muscle mass. The ST segment and
T wave changes may have a correlation with the right ventricular arterial

Supply a point to be discussed in detail later on.

Chest roentgenograms may confirm right ventricular hypertrophy , pul-
monary arterial hypertension and pulmonary artery aneurysm especially
with different projections. With ircreasing right ventricular enlarg-
ement, The left ventricle rotates further upwards and outwards but also
backwards. The right ventricle may ultimately form the whole left cardi-
ac border in front of the left ventricle. A large right ventricle may
also dilates anteriorly and may be seen or. the lateral view as increased
hesrt contact with the sternum, but this sign must be interpreted with
extreme cau£ion. The basic radiological changes of chronic pulmonary
hypertension are dilatation of the pulmonary trunk and proximal pulmona-
ry arteries with attenuation of the peripheral vessels giving the pruning
dppearance. In pulmonary hypertension secorndary to pulmonary venous

hypertension, shunts, or embolism, the basic radiclogical appearances
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are modified and frequently show the features characteristic of the und-

erlying aetiolegy ( Jefferson and Rees, 1980)(19).

with rapid pProgress and increasing accuracy of the procedure. The echo-
cardiographic examination of the right ventricle has many limitations.
These limitations originated from the facts that the right ventricle
lies directly beneath the Sternum, the chamber has an irreqular shape,
walls are trabeculated and its location within the chest may vary signi-
ficantly depending on the position of the patient during examination,
Despite these limitations echocardiagraphy can reveal useful information
concernirkgy the RvW thickngss and RV dimensions with RVH and these were

well correlated with postmortem examination ( Baker etal. 1982 )(20).
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