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Cineangiocardiograms of 21 patients who had tetralogy of Fallot not associated with pulmonary

atresia and recieved radical operation were reviewed.
VSD, 7 bulboventricular VSD and 1 supracristal VSD.

Of these 21 patients, thirteen had infracristal
Six patients had both conventional and hepato-

clavicular right ventriculograms in P-A and lateral projections and 15 patients had only conventional

right ventriculograms in two projections.

With either P-A or lateral view of conventional right ventriculograms it wasn’t easy to differentiate
infracristal VSD from bulboventricular or supracristal VSDs, though when both P-A and lateral right
ventriculograms were available, the presence of subpulmonary crista and the muscle band between

tricuspid anulus and VSD could be evaluated.

Lateral views of right ventriculogram in hepatoclavicular position clearly showed the spatial
relationship of tricuspid anulus, VSD and infundibular septum, and allowed easily to differentiate the 3

types of VSD angiographically.
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Fig. 1 Right ventriculograms in a case with infracristal defect in supine position.
(a) Frontal view shows no filling defect between the tricuspid annulus (arrow
heads) and the right lower border of the ventricular septal defect (VSD)
(arrow). The crista supraventricularis (CS) is seen between the defect and the
outflow tract. (b) Lateral view. The inferior border of the defect (arrow) is
seen lower than the top of the tricuspid annulus (arrow head). Ao:aorta RV :
right ventricle PV : pulmonary valve LV : left ventricle
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Fig. 2 Right ventriculograms in a case with infracristal defect in supine position.
(a) Frontal view. The small filling defect (arrow) is detectable between the
tricuspid annulus and the VSD. Crista supraventricularis is not seen. (b)
Lateral view. The inferior border (black arrow) of the VSD is shown lower
than the top (black arrow head) of the tricuspid annulus. Crista su-
praventricularis (CS) is seen in front of the right coronary cusp of aorta and the
stream of contrast media is shown to go out of right ventricle into aorta

through the VSD behind the crista.
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Fig. 3 Right ventriculogram in the same case as
Fig. 2 in lateral view of hepatoclavicular posi-
tion. The tricuspid annulus (arrow heads) is
projected tangentially. The confrast media goes
out of right ventricle into aorta through the VSD
between the crista supraventricularis (CS) and
the tricuspid annulus. No muscular shadow is
detectable between the tricuspid annulus and the
VSD. RPA : right pulmonary artery LPA: left
pulmonary artery

(b

Fig. 4 Right ventriculograms in a case with bulboventricular defect in supine
position. (2 ) Frontal view. The negative shadow of the muscular band (white
arrow) is seen between the tricuspid annulus (arrow heads) and the aortic
cusps. (b) Lateral view. Filling defect by muscular band (white arrow) is seen
between the VSD and the tricuspid annulus (white arrow heads), and the small
subpulmonary infundibular septum is shown in front of the VSD (black arrow).
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Fig. 5 Right ventriculogram in the same case as Fig. 4 in lateral view of
hepatoclavicular position. (a) Systolic phase. The stream of contrast media
from right ventricle into aorta is shown anterior to the filling defect. (arrow)
which represents the muscle band between the tricuspid annulus (arrow heads)
and VSD. (b) Early diastolic phase. The small negative shadow of infun-
dibular septum (arrow) is seen behind the narrow outflow tract.

(a)

Fig. 6 Right ventriculograms in a case with supracristal defect in supine posi-
tion. (a) Frontal view. The large negative shadow (arrow) is seen between
the tricuspid annulus (arrow head) and the stream of contrast media from right
ventricle into aorta. There is no filling defect between the VSD and the
pulmonary valve. (b) Lateral view. The negative shadow (arrow) which
indicates the crista supraventricularis is seen superior to the tricuspid annulus
(arrow head). The stream of contrast media from right ventricle into aorta is
seen in the posterior half of aorta.
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Fig. 7 Right ventriculogram in the same case as
Fig. 6 in lateral view of hepatoclavicular posi-
tion. The tricuspid annulus is not shown bacause
of the injection of contrast media in the sinus
portion. The stream of contrast media from right
ventricle into aorta is seen anterior to the crista
supraventricularis (CS).
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Fig. 8 Lateral view of left ventriculogram in the
same case as Fig. 4 in supine position. The steam
of contrast media which goes through the VSD
(arrow) into right ventricle is shown lower than
the right coronary cusp (arrow heads) of aorta.
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