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ABSTRACT
Left ventricular aneurysm is rare. It can be spontaneous or acquired, appearing most often after a transmural myocardial 
infarction but can also follow cardiac operations, trauma, inflammation or infection [1]. We report the first case of a 
patient initially referred by the cardiology department of the CHU-ME for the surgical management of a large pericardial 
effusion whose immediate operative consequences were complicated by significant hemorrhage through the pericardial 
drain, prompting an emergency sternotomy, surgical exploration of which revealed a ruptured left ventricle aneurysm in 
a 14-year-old boy. In conclusion surgical repair of left ventricular aneurysm can be performed with acceptable results.
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Introduction
Vertical median sternotomy is the anterior approach to the thorax, 
providing access to the anterior mediastinum. A surgical emergency 
is any situation requiring immediate surgical intervention to 
rescue a person whose functional or vital prognosis is likely to be 
compromised. A left ventricular aneurysm is a localized, permanent 
dilatation of the left ventricular wall due to loss of parallelism. The 
etiologies are numerous: ischemia 55%, surgery 33%, trauma 7%, 
and infection 5%. 

The aim of this work is to report the case of a patient initially 

referred for surgical management of a large pericardial effusion, 
whose immediate post-operative course was complicated by severe 
bleeding through the pericardial drain, prompting emergency 
sternotomy. Surgical exploration revealed a left ventricular 
aneurysm in contained rupture. 

Observation
14-year-old patient with no medical or surgical history initially 
referred by the cardiology department for management of a 
pericardial effusion secondary to a sports accident trauma. He 
presented with an altered general condition (stage III of the World 
Health Organization classification), chest pain and NYHA dyspnea 
III, which had been evolving for three weeks. On auscultation, the 
heartbeat was muffled and rapid. Chest X-ray revealed an enlarged 
mediastinum (Figure 1).
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The electrocardiogram showed sinus tachycardia at 150 beats/min, 
and the trans-thoracic (Figure 2) Echocardiogram showed a large 
pericardial effusion with numerous fibrinous lesions (Figure 3). 
He was admitted to the emergency operating room for subxiphoid 
pericardial drainage using the Jaboulay technique under general 
anaesthesia with orotracheal intubation. The immediate post-
operative course was marked by the occurrence of very significant 
hemorrhagic production through the drain, at a rate of 2000ml in 
30 minutes (Figure 4). This prompted immediate clamping of the 
drain and emergency sternotomy. Surgical exploration revealed 
an abundant hemopericardium and a ruptured left ventricular 
aneurysm. The procedure consisted in performing a 4/0 prolene 
bursa reinforced with pledget stitches (Figure 5). In terms of 
resuscitation, he benefited from a transfusion of three bags of 

packed red blood cells intraoperatively and the administration of 
catecholamine.

The outcome was favorable, with a 48-hour stay in intensive care. 
Post-resuscitation, he developed hyperthermia with a biological 
inflammatory syndrome. Probabilistic antibiotic therapy (3rd-
generation cephalosporin) resulted in apyrexia. The patient was 
discharged home two weeks after admission with a one-week 
appointment. 

On the basis of these clinical and surgical findings, the diagnosis 
was a traumatic left ventricular aneurysm in contained rupture. 
Post-operative cardiac ultrasound at 6 months showed left 
ventricular hypertrophy without pericardial effusion (Figure 6).

Figure 1: Front thoracic X-ray showing the decanter-like appearance of 
the cardiac silhouette.

Figure 2: (Electrocardiogram) sinus tachycardia. Low voltage.

Figure 3: Cardiac ultrasound (parasternal long-axis section) reveals a 
pericardial effusion with numerous fibrinous deposits.

Figure 4: Initial pericardial drainage returning over 2000 ml of blood.

Iconography
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Discussion
LV aneurysms are rare. They were first described in 1757 by John 
Hunter. Echocardiography-Doppler is the first-line examination 
and can establish the diagnosis with certainty [2]. Unlike true 
aneurysms, which have a resistant fibrosed wall and a wider neck, 
false aneurysms initially consist of loose tissue and a narrower 
neck [3,4]. Left ventricular aneurysms can be spontaneous or 
acquired, and in the latter case most often appear after transmural 
myocardial infarction, but can also arise following cardiac surgery, 
trauma, inflammation or infection [5]. Traumatic LV aneurysms 
account for 7% of all aneurysms [6]. Post-traumatic origin is 
most often due to open trauma, but cases of false aneurysm after 
closed trauma have been described [7], as in our case. The age 
of our patient was 14, which is comparable to the extreme age of 
children operated on for left ventricular aneurysms. The indication 
for surgery remains formal in the event of diagnosis of a false 
aneurysm, as the risk of rupture is high [8].

Once the diagnosis has been confirmed, surgical intervention 
should be proposed. Classically, this is based on patch repair 
under extracorporeal circulation via median sternotomy, although 
the beating-heart thoracotomy approach in cases of redux has 
been reported in the literature, making it possible to improve 
left ventricular hemodynamics by reducing its size, as well as 
preventing long-term remodeling [9]. The first surgery was 
performed in 1958 by Denton COOLEY under extracorporeal 
circulation.

There are many surgical techniques: linear sectioning by vertical 
ventricular incision into the aneurysm, endocavitary patch repair, 
Cooley's technique of septal plication with separate stitches [11], 
Dor's circular endoventricular plasty [12], Jatène's double-layer 
suture from one side of the aneurysm to the other [13].

Post-operative mortality in left ventricular pseudoaneurysms is 
accepted to be 13%-29% [10], but surgical intervention remains a 
priority for most teams because of the severity and spontaneously 

unfavourable evolution of this pathology.

Conclusion
Pericardial drainage can lead to emergency sternotomy. Emergency 
sternotomy is a specialized surgical procedure, and requires an 
adapted technical platform. Our case demonstrated the etiological 
complexity and management difficulties of left ventricular 
aneurysms. Surgical repair of left ventricular aneurysms can be 
performed with encouraging results.
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Figure 5: (Operative superior view) Ruptured posterior aneurysm of the 
left ventricle.

Figure 6: 6-month follow-up cardiac ultrasound (4-cavity section), 
hypertrophic left ventricle, no residual pericardial effusion.
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