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Repair of Postinfarction Ventricular Septal Defect
Jong Bum Choi, M.D.*, Byoung Ki Cha, M.D.*, Sam Youn Lee, M.D.*, Soon Hoo Choi, M.D.*

Background: Ventricular septal defect (VSD) is rare but feared complication after acute myocardial infarction. The
patient could survive by surgery only, but the surgical mortality is still high. We investigate the surgical result and
predictors for early surgical mortality. Material and Method: Between August 1993 and February 2006, 8 patients
{male, 2; female, 6) with postinfarct VSD underwent surgical repair. Seven patients had one-vessel disease of left
anterior descending artery, and 6 of them had wide extension of infarction to posterior septal wall as well as
anterior septal wall of both ventricles. One patient had concomitant coronary bypass grafting to a coronary lesion
unrelated to the infarction. Two patients had concomitant tricuspid annuloplasty and 1 patient mitral valvuloplasty.
Result: Surgical mortality was 37.5% (3 patients). They all had only one-vessel disease of left anterior descending
artery, which made extended posterior septal wall infarction as well as anterior septal wall infarction of both
venfricles. In preoperative M-mode echocardiographic study of left ventricle, they had lower ejection fraction than
survivors (34.9+£4.2 vs. 54.8£12.3; p=0.036). Conclusion: Most of patients with postinfarction VSD had one-vessel
disease of left anterior descending artery. Early surgical mortality occurred in the patients with poor ejection fraction
of left ventricle and the wide anterior septal wall infarction extending to the posterior septum.

(Korean J Thorac Cardiovasc Surg 2006;39:906-912)
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Fig. 1. Surgical techniques for postinfarct VSD. Infarctectomy and VSD closure (A), VSD closure without infarctectomy (B), and exclusion

technique without infarctectomy (C) were used.
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Table 1. Clinical characteristics of patients with postinfarct VSD

Pt Age/Sex f\f‘];)) insfflﬁcst/‘ff; (h/];-\r/n]f)ge) VSD site  CABG Valve op Results
1 68/F 1 el 60 Apical + TAP Survived
2 72/M 1 + [+ 35 Anterior + - Dead

3 65/F 1 e 46 Anterior — TAP Survived
4 76/F 1 +/+/+ 39 Anterior - - Dead

5 65/M 1 +/=]— 59 Apical — - Survived
6 66/F 1 +/+]+ 31 Anterior — — Dead

7 77/F 1 [+ 39 Anterior — MAP Survived
8 61/F 2 e R 70 Anterior + — Survived

Ap=Apical portion; AS=Anterior septal portion, CAD=Coronary artery disease; MAP=Mitral annuloplasty; Op=Operation; PS=Posterior
septal extension of MI (based on posteromedial papillary muscle); TAP=Tricuspid annuloplasty; VD=Vessel disease.

3) B4R "9

44 279 A BeE ARepiad A4, 957
(anterior septal) A, ZZA7A shF(posterior septal
watleh “FFA7A L B s
= -.T—r‘_(posteromedlal papillary muscle)®] 91X& 7]
To Aostit.

49 Sttsg

extension) &.E -

240l A 3~4jaxe] A% AP HsFAe] FHkEe]
A5 IA-F AdEDavila technique)g A 388}, 1o
A 349 FE5= R #HaFHo] glo] Carpentier
Physio ring (Edward Lifesciences, Irvine, CA, USA)2. & F-F
Ay APskgict

5) ARz
ALuse FF+AFAREZ vehllzn, B4E S
SPSS 92 105 TR AL, A4S vl
ol |2 742l Mann-Whitney testS, H]A< W< 7¢
o] wv]alol]:= Fisher’s exact testd o] &3t} F7] AER

2 Kaplan-Meier'] © 2 A)4Fs)9i o},
| 1}
1) & Al

Sg Abo] 36I(GT5%CE 16, o 20l A Aieh.
A 1624 19950 F43% Az A BAdow
AL wA) 29 Aol AR, BE 29(o) 66

Table 2. Predictors of hospital mortality

Hospital death Survival p value
0=3) (n=5)

Age 71.3+50 672+60 0.393
VSD site (apex/anterior) 0/3 2/3 0.357
Infarctectomy 2 2 0.5
Valve procedure 0 3 0.643
Preop EF (M-mode) 34942 54.8+123 0.036
Dx-Op interval (hr) 120400 31.2x27.6 0.393
AMI-Dx interval (day) 22425 41+38 0.571
Preop shock 3 (100%) 2 (40.0%) 0.196
Postop shock 3 (100%) 1 (40.0%) 0.143
Postop TABP 3 (100%) 1 (20.0%) 0.143
A/S wall infarction 3 (100%) 3 (60.0%) 0.464
Post extension of infarction 3 (100%) 0 (0%) 0.018

AMI=Acute myocardial infarction; A/S=Anteroseptal, Dx=Diagnosis
of VSD; EF=Ejection fraction, IABP=Intraaortic balloon pump;
Op=Operation; VSD=Ventricular septal defect; Preop=Preoper-
ative; Postop=Postoperative; Post=Posterior.
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Fig. 2. Apical remnant aneurysmal space (white arrows) after bovine pericardial patch repair of postinfarction VSD (A) and minimal leakage

(white arrow) after Teflon felt patch repair of postinfarction VSD (B).
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Fig. 3. Mid-term survival after operation in patients with postinfarct SD.
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