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Introduction
Left ventricular pseudoaneurysm is uncommon but 

potentially life threatening. Timely diagnosis is essential 
for early surgical repair. The pseudoaneyrusm results from 
rupture that is contained by adherent pericardium or scar 
tissue, with no myocardial tissue. It carries a significant risk of 
rupture due to a strong propensity to grow rapidly [1].

Case Report

Abstract
Introduction: Left ventricular pseudoaneurysm is uncommon but can be potentially life threatening which results from 
breach that is contained by scar tissue. It carries a significant risk of rupture due to its propensity to grow rapidly.

The symptoms are nonspecific and diagnosis is often delayed.

Case report: We had a 65-year-old hypertensive gentleman who was admitted with complaints of angina and diagnosed 
to have posterolateral wall myocardial infarction.

Coronary angiogram showed triple vessel disease. After taking informed consent, he was planned for Coronary Artery 
Bypass Graft surgery.

On table, while lifting the heart to check for targets, a subepicardial aneurysm was noted in the lateral wall (OM territory).

Transesophageal echocardiogram confirmed the same, also revealing that an impending rupture was imminent. Hence 
it had to be repaired.

Coronary artery bypass graft was done with Left Internal Mammary artery sequentially anastomosed to Diagonal and 
Left Anterior Descending arteries and Saphenous vein graft to Distal Right Coronary Artery. Cardiopulmonary bypass was 
initiated. Right Internal mammary to OM anastomosis done. After cardioplegic arrest, the aneurysm was opened. Clots 
were evacuated.

The defect was closed with bovine pericardial patch and reinforced with Bioglue.

Postoperative TEE showed the patch in situ. Postoperative period was uneventful. Echocardiogram after 3 months 
revealed the same finding as the post op period.

Discussion: Detection of this pseudo aneurysm was incidental in this patient. Previous transthoracic echocardiograms 
failed to detect the same.

Surgical resection is the mainstay of management, especially as this aneurysm showed features of impending rupture.

As is true from this case, they can be missed on echocardiogram, especially the ones on the posterior and lateral walls, 
unless there is a strong suspicion for them.

Conclusion: In conclusion, MI is the most common reason for patients developing LV pseudoaneurysm. Surgery should be 
recommended as the first option. Conservative management is only applicable for a handful of patients but they should 
be under regular follow up for increase in size of the aneurysm or any new symptoms developing due to the same.
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Myocardial infarction can lead to the development of such 
pathologies. Left ventricular aneurysm and pseudoaneurysm 
are 2 complications of myocardial infarction in which the role 
of imaging is of utmost importance [2] (Figure 1).

The clinical features are not definitive most of the times. 
The symptoms are nonspecific and diagnosis is often delayed. 
The most frequently ruptured orifices are usually lateral and 
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debris were evacuated.

The neck of the aneurysm was identified. This confirmed 
that it was a pseudoaneurysm. The defect was closed with 
bovine pericardial patch with 5-0 pledgetted prolene sutures 
in 2 layers. It was reinforced with application of Bioglue over 
the suture lines.

Once over, transesophageal echocardiogram was 
repeated and the patch was seen in situ. No residual shunt 
was noted. EF was preserved at 50%.

Post-operative period was uneventful. By the first post-
operative day, he was extubated. He was discharged home 
by the sixth post-operative day. He was asked to come for 
follow up review after 3 months. Echocardiogram done then 
also revealed the same finding as the early post op period. 
The patch was noted without any residual shunt.

Discussion
Detection of this pseudoaneurysm was incidental in this 

patient. Previous transthoracic echocardiograms failed to 
detect the presence of this aneurysm.

Having noted this intraoperatively, surgical resection of 
the same is the mainstay of management, especially in this 
case as the aneurysm showed features of impending rupture.

As is true from this case, they can be missed on 

posterior walls of the left ventricle. Surgery is recommended 
as the first option, and conservative therapy can be considered 
for appropriate patients [3].

Case Report
We had a 65-year-old hypertensive gentleman who was 

admitted to the hospital with complaints of angina with 
sweating. He was diagnosed to have postero lateral wall 
myocardial infarction. ECG showed acute changes. Chest X-ray 
was normal and did not show any significant abnormality. 
Echocardiogram revealed an ejection fraction (EF) of 50%.

Coronary angiogram was done which showed critical 
triple vessel disease with total occlusion of the left circumflex 
artery. He underwent ballon angioplasty of the left circumflex 
artery and later came to us for further management.

After performing all relevant preoperative investigations 
and taking informed consent, he was planned for Coronary 
Artery Bypass Graft surgery subsequently.

He was put under general anesthesia. On table, while 
lifting the heart to check for targets, a subepicardial aneurysm 
was noted in the lateral wall (OM territory).

Immediately, a transesophageal echocardiogram was 
performed which confirmed the same. It also showed that an 
impending rupture was imminent. Hence it had to be repaired 
(Figure 2).

Coronary artery bypass graft was done with Left Internal 
Mammary artery (LIMA) sequentially anastomosed to 
Diagonal and Left Anterior Descending arteries and Saphenous 
vein graft to Distal Right Coronary Artery.

Cardiopulmonary bypass initiated prior to the Obtuse 
Marginal (OM) graft using Aorta-Right Atrial cannulation. 
Right Internal mammary to OM anastomosis done. After 
cardioplegic arrest, the aneurysm was opened. Clots and 
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Figure 1: The pseudoaneurysm.

         

Figure 2: TEE image showing intracavitory connection and 
impending rupture.
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Conclusion
In conclusion, MI was the most common reason for patients 

developing LV pseudoaneurysm. Lateral and posterior walls of 
the left ventricle were the most predominant sites, notorious 
for rupture. Transthoracic echocardiogram is a preferred 
diagnostic tool followed by cardiac magnetic resonance 
imaging. Surgery should be recommended as the first option. 
Conservative management is ojnly applicable for a select 
handful of patients but they should be under regular follow 
up for increase in size of the aneurysm or any new symptoms 
developing due to the same.
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echocardiogram, especially the ones on the posterior and 
lateral walls, unless there is a strong suspicion for them.

For low incidence of LV pseudoaneurysm, only sporadic 
cases and a few cases series have been reported in the past 
[3-7].

Usual etiological factors leading to the formation of such 
LV pesudoaneurysm are transmural MI, surgery, trauma, 
and infection. Differentiation between pseudoaneurysm and 
true aneurysm can be difficult because most patients may be 
asymptomatic or have nonspecific symptoms (Figure 3).

         

Figure 3: Repair of the pseudoaneurysm with bovine pericardial 
patch and Bioglue.
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