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Left-ventricular non-compaction is a myocardial disease of the left ventricle, characterized by exces-

sive trabeculations. The diagnosis relies is based on echocardiography and cardiac magnetic 

resonance imaging. We report a case of a 23-years-old patient diagnosed for left ventricular non 

compaction revealed by a sinus node dysfunction. This case underlines the importance of using 

multimodality  imaging  approach to  enable  a  quick diagnosis  which  can  be  followed  by  

appropriate treatment. 

KEYWORDS: Left ventricular non compaction, Trabeculation, sinus node dysfunction, transthoracic echocardiography, 

cardiac magnetic resonance imaging. 

 

INTRODUCTION 

Left-ventricular non-compaction (LVNC) is a congenital 

myocardial disorder characterized by excessive and unusual 

trabeculations within the mature left ventricle (LV) [1]. The 

disease can present throughout life with progressive LV 

systolic dysfunction and may be associated with an increased 

incidence of thrombo-embolism, ventricular arrhythmia and 

a heart bloc [2]. Although the diagnosis of LVNC is usually 

made using echocardiography and magnetic resonance 

imaging. However, there is no universally accepted definition 

of LVNC at present [3]. 

We present a case of twenty-three year-old female patient 

with LVNC revealed by a sinus node dysfunction. 

CASE REPORT 

A 23 years old woman, with no medical history. Was 

admitted to our service for asthenia, and recurrent 

syncopal attacks that had begun one year before. On 

examination, the patient had a heart rate of 37 bpm, blood 

pressure of 110/60 mmHg, respiratory rate of 12 breaths/min, 

and O2 saturation of 98% on room air. Heart sounds were 

distinct with a regular rhythm. There was a grade 2/6 mid-

systolic murmur all along the left parasternal border. The 

chest was clear to auscultation. 

The electrocardiogram showed sinus node dysfunction with 

junctional escape rhythm (Figure1).

 
Figure 1: A 12-lead electrocardiogram objecting a sinus node dysfunction with junctional escape. 
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Chest radiograph was normal.  

Transthoracic echocardiography revealed hyper trabeculation in the left ventricular (LV) myocardium, the intertrabecular recesses 

communicating with the LV cavity with a noncompacted-compacted myocardium ratio of 2,7 (Figure2). 

  
Figure 2: TTE in shot axis et 4-chamber view showing the LV trabeculations. 

 

Cardiac magnetic resonance (CMR) imaging, demonstrated similar findings and confirms the left ventricular non-compaction, there 

was no ventricular dysfunction (Figure 3). 

 
Figure 3: Cardiac MRI in short-axis view showing the left ventricular trabeculations. 

 

This patient had a dual chamber pacemaker implantation in 

AAI-DDD mode. 

The clinical condition of our patient has improved. She is  

now followed in our department and she is currently 

asymptomatic. 

 

DISCUSSION 

Left ventricular non compaction is a rare congenital disorder. 

The prevalence occurs in infants (0.81 per 100,000 infants/ 

year), children (0.12 cases per 100,000 children/year) [4], and 

adults (prevalence 0.014%) [5]. It can be isolated myocardial 

or associated with other cardiopathies [6]. 

The clinical presentation of LVNC is highly variable. It may 

be asymptomatic, or causes severe disorders like heart failure, 

thromboembolic events, conduction disorders and/or 

arrhythmias wish represent the most common reason of 

sudden cardiac death. The diagnosis of LVNC relies is based 

on echocardiography and cardiac magnetic resonance 

imaging (CMR) data [7]. There is 3 echocardiographic 

diagnostic criteria: the ratio of compact layer to total 

thickness of the LV less than 0.5 measured at end diastole 

from the parasternal short axis view or the apical views; a 2-

layer structure of the LV, a ratio of the thickness of the 

noncompacted layer to the thickness of the compacted layer 

(T/C) with a ratio >2 at end-diastole being in the parasternal 

short axis view; absence of other coexisting cardiac structural 

abnormalities [8]. Cardiac MRI is also used in the diagnosis 

in complementarity to the echocardiography. With this 

technic, the diagnostic is also based on the T/C ratio, with a 

ratio >2.3 at end-diastole[9]. 

In the electrocardiogram, the most seen abnormalities are: T 

wave inversion, ST segment abnormalities, left atrial 

enlargement, left axis deviation, QTc prolongation, 

preexcitation, or conduction abnormalities.  

The management should be appropriate according disorders. 
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In our case, sinus node dysfunction, is the first anomaly that 

revealed LVNC, ventricular arrhythmia was not detected, we 

implanted a dual pacemaker without cardioverter properties. 

 

CONCLUSION 

Sinus node dysfunction might be the first cardiac abnormality 

revealing a LVNC, the diagnosis is based on 

echocardiographic et cardiac MRI data, and the treatment 

may require electrical stimulation. 
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