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® A 57-Year-Old Man Complaining of Shortness of Breath
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Fig. 1 Electrocardiogram on admission show-
ing the QS pattern or poor R wave
progression in leads I, aVL, and V2—Vg,
and ST elevation in leads V1—Vs
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Fig.2 Echocardiograms showing the myocardium at the apex was apparently ruptured, associated
with to and fro blood flow in response to the cardiac cycle

CASE

On May 13, 1997, a 57-year-old seaman
experienced a sudden chest pain while he
was working on a ship. He visited a hospi-
tal in the Republic of South Africa where
he was hospitalized for 15 days under a
diagnosis of acute myocardial infarction.
He was encouraged to walk on hospital day
2 and continued the exercises during the
hospitalization. Whenever he was walking,
he felt shortness of breath. He returned to
Japan on June 3. He was immediately refer-
red and admitted to our hospital under a
diagnosis of anteroseptal myocardial

infarction based on the aggravation of
dyspnea while walking.

Electrocardiography on admission
showed the QS pattern or poor R progres-
sion in leads I, aVL, and V>—V¢ and ST
elevation in leads Vi—Vs(Fig. 1). Echocar-
diography indicated severe hypokinesis or
akinesis in the anterior septum, anterior
wall and apex region. Furthermore, the
apical myocardium was apparently ruptur-
ed because to and fro blood flow could be
seen in response to the cardiac cycle (Fig.
2):;
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Points on Diagnosis

Based on these findings, we diagnosed anteroseptal
myocardial infarction associated with a pseudo-
aneurysm. The patient was transferred to the surgical
department after treatment for heart failure on hospi-
tal day 10. Echocardiography before the operation
showed these findings had disappeared (Fig. 3).

On June 20, coronary artery bypass grafting and
patch reconstruction of the left ventricular aneurysm
were performed. The apex was filled with an orga-
nized massive thrombus, which contained no
myocardial tissue as shown in Fig. 4. The postoper-
ative final diagnosis was true aneurysm. The preoper-
ative echocardiographic findings were considered to
have reflected the thrombus in an early stage of
growth.

Echocardiography shows pseudoaneurysm as a
sudden interruption of the myocardium, communica-
tion with the left ventricle, and the presence of an
echo-free space with a narrow entrance, the diameter
of which does not exceed a half of the largest diame-
ter of the ventricular aneurysm'? as shown in Fig.
5%. Yamaura et al.? reported that a subepicardial
aneurysm as shown in Fig.5—C causes a pseudo-
aneurysm.

In the present case, although the apical myocar-
dium which was considered to be ruptured was not
so thinned, the echo of the thrombus was as bright as

that of the myocardium possibly because of organi-
zation. This finding resulted in the erroneous diag-
nosis of pseudo-false aneurysm (subepicardial aneu-
rysm) on admission. The differentiation of true aneu-
rysm from pseudoaneurysm is critical for planning
therapy or determining whether emergency treatment
is necessary. It should be kept in mind that these two
conditions can be difficult to distinguish clinically
such as in the present case.

The present case has the following clinical impli-
cations :

1 ) Echocardiography showed a large organized
thrombus at the apex, suggesting a myocardial
rupture, and the unusual course of growth of the
thrombus could be clarified by serial echocardiogra-
phy.

2 ) True aneurysm is difficult to differentiate from
pseudoaneurysm if associated with a thrombus with
an unusual growth pattern as in the present case.
Consequently, such an aneurysm should be carefully
diagnosed.

3 )Qualitative diagnosis is required based on
magnetic resonance imaging and enhanced comput-
ed tomography.

Diagnosis : True ventricular aneurysm
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Echocardiograms suggesting the ruptured myocardium at the apical lesion had disappeared before the
operation



56

Sohara, Miyahara, Amitani et al

M-H B57Y,/0 M

970620

L .'”',’““l"ll'tl (T |||'1|:nn;||n!.u'w:n:nn]un,u.n-
1 1 ! i '

-, Pericardium
: Epicardium
Myocardium

References

1)

2)

Roelandt J, van den Brand M, Vletter WB, Nauta J,
Hugenholtz PG : Echocardiographic diagnosis of
pseudoaneurysm of the left ventricle. Circulation 1975 ;
52: 466—472

Gatewood RP, Nanda NC: Differentiation of left
ventricular pseudoaneurysm from true aneurysm with
two dimensional echocardiography. Am J Cardiol
1980; 46 : 869—877

Fig.4 Intraoperative

photograph showing a
large intramural thrombus at the left
ventricular apical lesion

Fig.5 Schema demonstrating the course of ventricular

aneurysm formation

A : True aneurysm
B : Pseudoaneurysm
C : Pseudo-false aneurysm (subepicardial aneurysm?)
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hxa—KE, —R, LRI LAMBAZERI Y 2 L5 2BE MRS TFEEL, BRIk
ERERENE S Z 6.

2)EMOLEBOFTH, FFIO & 5 IR MRKRBRE 25 B8 3BELER L OERIPH
BeBEshy, TOBHMCRBEERET 3.

3)MRI ®358 CT OFFTREMKR L7 5 X TOENZHBLETH 3.
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