
L eft ventricular (LV) pseudoaneu-
rysms form when cardiac rupture is
contained by adherent pericardium

or scar tissue.1 Thus, unlike a true LV aneu-
rysm, an LV pseudoaneurysm contains no
endocardium or myocardium.2 Free intra-
pericardial rupture usually results in cardiac
tamponade and death.3 Less frequently, car-
diac rupture is contained and LV pseudo-
aneurysm formation occurs. The most com-
mon aetiology of LV pseudoaneurysm is
myocardial infarction; inferior infarcts are
approximately twice as common as anterior
infarcts.4 Angiography of the LV and coro-
nary arteries is considered to be the best
available test for the diagnosis of LV pseu-
doaneurysm, with a diagnostic accuracy
>85%. Transthoracic two-dimensional
echocardiography appears to be diagnostic
in about 25% of patients, while transoeso-
phageal echocardiography and magnetic
resonance imaging appear to have diagnos-
tic accuracies of >75%. While the diagnosis
is usually established by left ventriculogra-
phy, the recent improvement in the quality
of computed tomography (CT) scans has al-
lowed for non-invasive detection.5

A 72-year-old man with a past medical
history of coronary artery bypass grafting
was admitted to another hospital, in a hae-
modynamically stable condition, with a late
presentation of inferior wall myocardial in-
farction. The patient underwent cardiac
catheterisation, which revealed an occluded
vein graft to the left circumflex artery, while
the left internal mammary artery (LIMA)

to the left anterior descending artery and
the vein graft to the right coronary artery
were patent. The left ventriculography re-
vealed contrast penetration in the pericar-
dial cavity through a narrow neck, possibly
representing a pseudoaneurysm (Figure 1).
The patient was referred to our centre for
surgical treatment. The transthoracic echo-
cardiogram on admission confirmed the
presence of an LV pseudoaneurysm at the
mid segment of the inferolateral wall (Fig-
ure 2), in addition to severe LV systolic dys-
function. As a preoperative evaluation of a
redo sternotomy, a contrast 64-slice CT was
done in order to gain more information
about retrosternal adhesions and the posi-
tion of the LIMA.6 This information is of
great importance for the surgeon in reduc-
ing the incidences of sternotomy-related in-
jury. In the same session the contrasted 64-
slice CT scan successfully provided a pre-
cise image of the pseudoaneurysm (Figures
3 & 4). The patient was then scheduled for
resection of the LV pseudoaneurysm. 

After dissection of the anterior wall of
the heart, further dissection of the lateral
and posterior wall of the heart was per-
formed under cardiopulmonary bypass be-
cause of dense adhesion. The LV pseudo-
aneurysm was located in the posterolater-
al wall, adherent to the posterior peri-
cardium. After complete immobilisation
of the LV, the pseudoaneurysm was opened
under aortic cross clamp. The neck of the
pseudoaneurysm was identified and closed
with a Gore-Tex patch. The ventriculotomy
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was then closed with multiple buttressed sutures. The
postoperative course was uneventful. 

Contrast 64-slice CT should be considered an al-
ternative, non-invasive modality for the diagnosis
and preoperative planning of an LV pseudoaneu-
rysm. We acknowledge that multislice CT is not a
diagnostic tool for the serial assessment of these pa-
tients, as contrast echocardiography offers similar in-
formation by the bedside in unstable patients admit-
ted to the coronary care unit, while in addition it does
not expose patients to excessive radiation following
other diagnostic procedures such as coronary angiog-
raphy.
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Figure 4. 64-slice contrasted computed tomography scan: vol-
ume rendering image (arrow).

Figure 1. Left ventriculography: left anterior oblique view
(arrows).

Figure 2. Transthoracic echocardiogram: apical 4-chamber view
(arrow).

Figure 3. 64-slice contrasted computed tomography
scan: axial image (arrow).


