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Surgical Repair of Postinfarction VSD -

-Two Cases Report-

Yong Hoon Lee, M.D.*, Pill Jo Choi, M.D.**, Jong Soo Woo, M.D.**

Rupture of ventricular septum following myocardial infaction is one of the serious complication of
coronary artery disease. The charactleristic manifestations are sudden appearance of a harsh systolic
murmur, precordial pain and cardiovascular collapse, and permit early diagnosis.

We report two cases of successful repair of postinfaction ventricular septal defect. The infarcted
area was anterior wall of ventricle and VSD was placed near apex of heart in two cases all. VSD was
closed with pledgeted Dacron patch and incised wall was sutured with Teflon felt and concomitant cor-

onary artery bypass graft was done respectively.
Postoperative courses were uneventful.

(Korean J Thorac Cardiovasc Surg 1995;28:623-9)

Key words : 1. Coronary artery bypass
2. Myocardial infarction
3. Heart Septal Defect

F 21
2l 714 AALR 943 109 FEA o SAEE 5 3
247 AR AFE 5502 2 &F A8F
AFUAF FFo] Ad=o] 32 HY WEsl] A7
Aul AlRdzo 2 Ao}k vkl isosorbide dinitrate (casodil)
22 FEAE 3 F FAo] d3tE] £ SFAR
A4 HoAdoh
ALY 34

g9 oae wraged sFE

(NYHA class I/IV)3} g% 55-& 32389 59
37L& kA (squeezing) & 2 FH-o| A el Z o vt
AHE S HE ARE L2 5] A Ay
FAA A7EE A 3e B}
=] Hre 80/50mmHg A& 36T, Wut 843 /% 3
S 303]/% olsl o HAYA mHgo|Y G, A
o] Bt wHo] glsdr}. oldh HAAMA; A FF5A
2} %7 3L $A49 a3 of d9 FE o)
A5 glen Zh|dv HARFEL ¢T oFke W

ol mlo oln mh-

EREERE X

* Department of Thoracic and Cardiovascular Surgery, Pusan City Medical Center

* Foboh sl Fiof 3 wAl

** Department of Thoracic and Cardiovascular Surgery, Dong-A University

AP 943 249 13 = 53499593 1Y 14
FAIA A} 0] &F  (607-084)

Absged A] o - A4} 4% 605-37, Tel. (051) 866-9031,

Fax. (051)247-8753

—623—



o14¥ 9l
NaZus gys NuSHEe

Fig. 1. Preoperative chest x-ray shows cardiomegaly, pul-
monary congestion and pleural effusion.
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Fig. 2. Preoperative EKG shows S-T segment elevation in V234, T-wave inversion in Vz3.4s.
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Fig. 3. Preoperative twe dimensiona! echocadiogram shows
vetricular septal rupture near ape ()
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Fig. 4. Preoperative coronary angiogram shows stenosis of
right coronary artery (90%; =», A), left anterior descending ar-
tery (90%; T, B), first diagonal branch of left coronary artery
(75%; >, B) on RAO view.

Fig. 5. Operative photograph shows reinforced Teflon felt.
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Fig. 6. Postoperative chest x-ray shows normal findings. Fig. 7. Preoperative chest x-ray shows cardiomegaly, pul-
monary congestion.
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Fig. 8. Preoperative EKG shows pathologic Q-wave and S-T segment elevation in Il, il, aVF.
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Fig. 9. Preoperative two dimensional echocardiogram shows
ruture of ventricular septum (&)
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Fig. 10. Postoperative echocardiogram shows correction of
ventricular septal ruptue (©).
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