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Diagnosis of right ventricular outflow obstruction in
infants by cross sectional echocardiography

Sir,
In a recent issue of the British Heart Jounmal (1983; 50:
416-20) Silove et al describe their cross sectional
echocardiographic findings in the diagnosis of right
ventricular outflow obstructions using the right obli-
que subxiphoid view. The paper does not report on
the possibility of detecting a ventricular septal defect
with this view.

In our experience,' 2 a ventricular septal defect is
best assessed either by the subcostal long axis view of
the left ventricle or by the right oblique view. With
the latter, in cases of tetralogy of Fallot we have
detected simultaneously a pulmonary infundibular
obstruction and a ventricular septal defect located in
the inferior margin of the aorta and separated from

the pulmonary valve by the infundibular septum (Fig.
1). Moreover, this projection allows a perimembran-
ous ventricular septal defect close to the tricuspid
valve-as in tetralogy of Fallot-to be differentiated
from a muscular infundibular ventricular septal
defect, in which the defect is in the anterior margin of
the aorta and separated from the tricuspid valve by
muscular tissue (Fig. 2).
We agree that the right oblique subxiphoid view is

the best cross sectional echocardiographic projection
for imaging the right ventricular outflow tract,'2 but
we believe that the same view can detect, in addition
to the obstruction, the presence and the exact location
of the ventricular septal defect and its relation to the
tricuspid, aortic, and pulmonary valves.

Fig. 1 Cross sectional echocardiogram in right oblique Fig. 2 Cross sectional echocardiogram in right oblique
subxiphoid view in an infant with tetralogy ofFallot showing subxiphoid view in an infant with infundibular muscular
pulmonary obstruction due to the anterior deviation of the ventricular septal defect showing the defect located in the anterior
infundibular septum and the ventricular septal defect (arrow) margin of the aorta (arrow) close to the pulmonary valve and
located in the inferior margin of the aorta close to the tricuspid separated from the tricuspid valve by the ventriculo infundibular
valve. RA, right atrium; RV, right ventricle; A, aorta; P, fold. LA, left atrium; RA, right atrium; A, aorta; RV, right
pulmonary artery. ventricle; P, pulmonary artery.
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This letter was shown to Dr Silove and colleagues,
who reply as follows:

Sir,
We are pleased that Marino et al have confirmed that
the echocardiographic plane we described is the
method of choice for evaluating right ventricular
outflow obstruction. Their use of the term "right
oblique" is not quite appropriate in echocardiogra-
phy; in our spoken presentation at the Meeting of the
Association of European Pediatric Cardiologists 19811
we indicated that the plane was roughly equivalent to
the angiographic right oblique projection, and pre-
sumably this is what they mean. Silverman et al use
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the term "parasagittal short axis" to describe a similar
echocardiographic plane.2 The plane we described is
neither parasagittal nor paracoronal, since it lies
approximately midway between the two.
Our study was not designed to evaluate various

planes for differentiating the sites of ventricular septal
defects, and we made the point that "the ventricular
septal defect was assessed by several routine views."
The paper by Sutherland et al deals comprehensively
with the detection of ventricular septal defects3 and
would support the suggestion that a subcostal para-
sagittal short axis plane may be helpful in determining
the site of the defect.

Eric D Silove,
J V De Giovanni,
M F Shiu,
Myint Myint Yi,
Children's Hospital,
Birmingham B16 8ET.

References

1 Silove ED, Shiu MF. Subcostal two-dimensional
echocardiographic evaluation of tetralogy of Fallot [Abs-
tract]. Pediatr Cardiol 1982; 3; 78.

2 Silverman NH, Hunter S, Anderson RH, Ho SY,
Sutherland GR, Davies MJ. Anatomical basis of cross
sectional echocardiography. Br HeartJ 1983; 50; 421-31.

3 Sutherland GR, Godman MJ, Smallhorn JF, Guiterras
P, Anderson RH, Hunter S. Ventricular septal defects.
Two dimensional echocardiographic and morphological
correlations. Br Heart J 1982; 47; 316-28.

Persistent left ventricular disease in clinically "cured"
primary endocardial fibroelastosis
Sir,
Schneeweisset al (1983; 50: 252-6) state that "there is
some disagreement concerning the possibility of the
clinical diagnosis of primary endocardial fibroelas-
tosis" and base their diagnosis only on indirect and
unspecific findings. Such follow up observations seem
to me of little evidence, because the direct histological
proof is missing. It could, however, be obtained by
the simple and safe technique of endomyocardial
biopsy, as demonstrated by Neustein et al and our
group.2 During the past two years we could, by this
technique, differentiate six patients with endocardial
fibroelastosis from six patients with primary dilated
cardiomyopathy in a group of 12 children, fulfilling all
the criteria of primary dilated endocardial fibroelas-
tosis mentioned by Schneeweiss et al.

Thus, without histological proof, paediatric car-
diologists too should follow the recommendations of
the WHO/ISFC task force3 and call a dilated left ven-
tricle with bad function-having excluded various
known causes-a primary dilated cardiomyopathy.4

Achim A Schmaltz,
Department of Paediatric Cardiology,
University Children's Hospital,
Ruemelinstrasse,
D-7400 Tuebingen,
West Germany.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://heart.bm

j.com
/

B
r H

eart J: first published as 10.1136/hrt.51.6.676 on 1 June 1984. D
ow

nloaded from
 

http://heart.bmj.com/

