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Post Myocardial Infarction Ventricular Septal Rupture
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Abstract

Background: Ventricular septal rupture (VSR) is a rare and lethal complication of acute
myocardial infarction. Case Report: A 56 year old male following acute myocardial
infarction (MI) was discovered to have ventricular septal (VS) rupture. Cardiac
echocardiography (ECHO) confirmed the VS rupture. Conclusion: Usually MI is diagnosed
by electrocardiography but in case of any physical finding we must do an cardiac ECHO.
This case emphasizes the importance of echocardiography following an acute MI.
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Introduction

Patient was afebrile and blood pressure was 90/60
mmHg with a heart rate of 110 beats/minute.
Oxygen saturation was 92% on right arm. Physical
examination revealed a systolic murmur. Initial
resuscitation was started and patient was put on
4 L/min of oxygen and intravenous fluid. Tablet
ecospirin 325 mg, ticagrelor 180 mg, atorvastatin
80 mg and injection heparin 5000 IU were also
given. A repeat ECG and urgent echocardiography
(ECHO) were done in emergency in view of systolic
murmur found on clinical examination. Fig.1,2
show ECG done outside before admission and
ECG done in emergency after admission. Cardiac
echocardiography showed one cm ventricular septal
defect at apex, regional wall motion abnormalities,
hypokinetic apico-lateral mid antero-lateral wall,
and 30% left ventricular ejection fraction.

Ventricular septal rupture (VSR) is a rare
complication of acute myocardial infarction
with important hemodynamic consequences.
Spontaneous closure is extremely rare. Without
a rapid diagnosis and correction by surgical
intervention, the short-term mortality of these
patients is higher than 90% [1-3]. We report the
case of a patient with acute myocardial infarction
and a ventricular septal rupture. Early diagnosis
was obtained in the emergency, based on clinical
examination and echocardiography.

Case Report
A 56 year old male was referred to our hospital with
complaints of chest pain and shortness of breath
for one day which had progressively worsened
since morning. Electrocardiography (ECG)
done in outside hospital showed ST elevation in
anterior leads suggestive of acute anterior wall
myocardial infarction (AWMI). The patient was
recently diagnosed as diabetic and was taking
oral hypoglycemic agents. Family history was not
suggestive for any cardiac disorder.

After confirming the diagnosis and within
15 minutes patient was shifted to cath lab where
intra-aortic balloon pump (IABP) was inserted and
angiography was done which revealed 100% left
anterior descending (LAD) artery occlusion and
plain balloon angioplasty to LAD was done. The
patient was subsequently shifted to cardiothoracic
and vascular surgery where he was electively

On arrival to emergency, patient was
conscious, oriented and was profusely sweating.
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Fig.1: ECG before admission.

Fig. 2: ECG done in emergency department.

intubated and taken up for surgery for ventricular
septal rupture.
After VSD repair patient was on IABP
and ionotropic support. By 2nd post-operative
day patient got hemodynamically stable and was
extubated. On 3rd post-operative day, patient had
sudden respiratory arrest and was immediately
resuscitated and re-intubated and initiated on
mechanical ventilation. On 4th post-operative
day he was weaned from IABP but ventilatory
support continued. Chest X-ray revealed right
pneumothorax for which inter-costal chest drain
was inserted. On 5th post-operative day, he was
weaned off and extubated. After that the patient was
hemodynamically stable till the day of discharge
and finally the patient was discharged in stable
condition.

Fig.3: Echocardiography showing 1cm VSD defect at apex.

often precipitates cardiogenic shock. There are a
few reported cases of silent myocardial infarction
followed by an asymptomatic VSR or presenting
as chronic congestive heart failure [4]. The size
of the defect determines the magnitude of the leftto-right shunt and consequently the hemodynamic
deterioration, which affects survival. Complete
spontaneous closure of such an acquired defect is
extremely rare [6].

Discussion
VSR is a rare but serious complication of acute
myocardial infarction that is, in almost all cases,
fatal without early surgical intervention. It had an
incidence of 1-3% in the era before reperfusion
therapy, decreasing with the introduction of
thrombolytic therapy [1-3]. VSR is more infrequent
than a rupture of the ventricular free wall. Women
are affected more commonly than men [2,4]. Other
risk factors are age and hypertension [5]. VSR
usually occurs 2-8 days after the infarction and

There are three types of VSR (the original
classification made by Becker and van Mantgem
was for free-wall rupture): type I is abrupt tear
in the wall without thinning; type II results due to
infarcted myocardium eroding before rupture and
is covered by a thrombus; and type III represents
the perforation of a previously formed aneurysm
65
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[4]. Infarction associated with a ventricular septal
rupture (VSR) is usually transmural and extensive.
About 60% of VSRs occur with infarction of the
anterior wall, 40% with infarction of the posterior or
inferior wall. Posterior VSR may be accompanied
by mitral valve insufficiency secondary to papillary
muscle infarction or dysfunction [3]. The prognosis
for posterior VSD is worse because of associated
right ventricular involvement and papillary muscle
dysfunction [2].
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