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Summary

A rare case of dissection in the posteroinferior interventricular septum complicating acute myocar-
dial infarction was described.

A 79-year-old man was admitted to our hospital for treatment of a bleeding gastric ulcer and an
acute inferior myocardial infarction. His hospital course was uneventful.

Two-dimensional echocardiography performed before his discharge revealed an echo-free space
representing an aneurysmal bulge into the posteroinferior interventricular septum, probably due to its
dissection. Dynamic computed tomography of the chest demonstrated a cyst-like filling of the con-
trast medium within the posteroinferior interventricular septum. It communicated with the left ventri-
cular cavity, but not with the right ventricular cavity. Left ventriculography demonstrated an aneury-
smal bulge at the posteroinferior portion of the interventricular septum. Through a narrow orifice, there
was a jet-like expulsion of radiopaque material from the left ventricular cavity, but there was no com-
munication with the right ventricular cavity.

This is the first reported case of ventricular septal dissection uncomplicated by ventricular septal
perforation.
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Table 1. Laboratory findings on admission

cBC

“WBC 17.3%10°/ul T. Chol 135 mg/dl
neutro 91 % TG 121 mg/dl
lymph 3% y-GTP 8 U/l
mono 5 % Glu 117 mg/dl
eosino 0% UN 63 mg/dl
baso 0% Creati 1.5 mg/dl
RBC 1.65%10¢/1 UA 7.4 mEq/!
Hb 5.0 g/di Na 145 mEq/!
Ht 16.1 % K 4.0 mEq/!
Plat 16.8X10*/4l cl 114 mEq/I
TTT 2 SHU
L 35 mili zTT 3 KU
mmAE: Cholinesterase 2000 U/I
Coagulation time LAP 18 U/I
PT 10.5 sec (10.0sec) Amylase 148 U/1
PTT 35.2 sec (30.0sec) Phospho-lipid 135 mg/d!
Blood chemist B-lipoprotein 296 mg/dl
Blood chemistry NEFA 0.8 mEq/!
T 5.4 g/dl e i ]
Alb 3.2 g/dl Fig. 1. Chest roentgenogram.
it o i TiBC 202 pg/dl
GPT 52 U/ UlBC 181 ug/dl Elongation and tortuosity of the aorta with a pro-
LDH 810 U/ Urinarysis . . . .
CPK 1480 U/ Peotain + minent aortic arch, and a localized bulge of the mid-
ALP 45 U/l Sugar - . ;
T.Bil 0.7 mg/di Urobilinogen  normal descending aorta are present. No signs of pulmonary
congestion are observed. Cardiothoracic ratio is 0.50.
I aVL  aVr

Jiig aVRr

Ay V2 ‘V->3‘

AR
gy s

Fig. 2. Electrocardiogram.
Acute inferior myocardial infarction is demonstrated.
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Fig. 3. Two-dimensional echocardiograms.
A cystic bulge of the posteroinferior interventricular septum (arrows) is noted.
Left: short-axis view, right: subxiphiod four-chamber view.

DERX (Fig. 2): R4, DIk 72/5y, 11-
III -V FiclyE Q kL ST kR, BIU
whE T iRy, THEZE LS hi.

WriE D= = —[x (Fig. 3): A= 8 X000
W E G T, DE PR T IICRRR THR
Wik 0B sef% (echo free space) #ERWw 7.

Jfaig dynamic CT (Fig. 4): ZZ»Hiish
Tt DEPREG T OMEBEE S s h, £
L ORGRITTR E NI, FHE L OREIE Ao Tz

g MRI-CT (Fig. 5): #ilitk, ki,
FoRWHG T, OaEE PR T L EE v R AR s &
Iic. = ONENIE spine echo ¥:CIHLyE DFELE
D3RR S Tz,

«=Fig. 4. Dynamic computed tomographic scans
of the chest.

A cyst-like filling by contrast medium (arrow) is
observed within the posteroinferior interventricular
septum after enhancing the left ventricular cavity
(lower panel). It communicates with the left ventri-
cular cavity, but there is no communication with the
right ventricular cavity.

RV =right ventricle; LV =left ventricle.
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Fig. 5. Magnetic resonance imaging of the chest.
A cystic bulge (arrows) in the posteroinferior interventricular septum with a narrow left ventricular

orifice on the first (TE=30, upper panels) and second (TE=60, lower panels) spine echo images are
shown. This area on the second spine echo images suggests the presence of blood flow.

Fig. 6. Coronary cineangiograms.
409, stenosis of the left main trunk (segment 5, left panel) and 859, stenosis of the right coronary
artery (segment 5, right panel) are noted.
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—7J5, Van Tassel 59z X % &, (MO 1T
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LDEEE L OBATHE T, DAL AW LT v
. () (RIS OB, CREHE % & < Rk
PR X Y 5. (9 BERLD A AR PO S o
ShEfE AL, BEICEZF LTV, RAERRE
DHRIERIEGERE I X DI OAMER T iz ks
DM EZZ BTV 5.

Stewart 5%, DO DML FRE,
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“ pseudo-false aneurysm” LIEA TV 5.
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R, ERoOVWFho tol b REasTnS.

DEE R RO 141

Fig. 7. Aortograms.
Fusiform aortic aneurysms at the arch, the mid-
descending thoracic aorta, and the distal abdominal

aorta are noted.
Left: anteroposterior view, right: lateral view.

%72, Van Tassel 594, LMHHIZEOAPHE & L
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B, D a—KE, SREPESHRER O X S
(CHERDIR I b & oR Uie LIER 2 5 L Twv 5.
LiL, AIEGNIEED D FHE~DEHKIL <,
LEPESEILEZAF LT ARY. LEBsT, &
plzzhETcoREFRLIRL2IbDLEZLN
%. [RlCERARTEHIT, L= a2—XE, LEFfFEO
“dissecting aneurysm” L9 FHEZ HuTwn
L0500, Zhoo EFTEEEND
BE~OEEPREN, AWEH L 38 5.
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systole

Fig. 8. Left ventriculograms.

diastole

The aneurysmal bulge (arrows) located at the posteroinferior portion of the ventricular septum is
noted. The aneurysmal bulge shows no significant change in shape between systole and diastole.

AP =anteroposterior view; Lat=lateral view.

Table 2. Classification of rupture of the heart
complicating myocardial infarction
(Van Tassel & Edwards?)

Group 1: Rupture of the free wall of the left ventricle
resulting in
A Hemopericardium
1. Rupture through nonaneurysmal myocardium
2. Rupture through a true aneurysm
B False aneurysm
1. With rupture
2.  Without rupture
Group 2: Rupture of intracardiac structures
A Ventricular septum
B Papillary muscle of the left ventricle

“ventricular septal aneurysm > & ,I¢fE% B
ERAAE

ARG TR R e ShvTnie
WS, T OE R T O N 302 R T O fF
#E (ventricular septal dissection) & # x &, &
KL oW A RIERITISV. BZ L TED
N E 7 FEZEHL o JEIHR (L2 HP b ) 23 13 fl
DS % & - TPl & D 72 5 7w, SRR
L OWHES OFEC X o TEREL, SR L offic
AN 24 LTS R SSlmig A{E Y, Z Ok
RPN ~TEE R DIESE 2 B IR RA T 2 S v, i
AEC LY, ZoHIERCEmEEshicd
D LS h B,

Ao X 5 wIEBNE, FEROICHRE BRI LR
D TEIRE STV R,
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