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Complications of MI

Rupture = VSR, free wall rupture, PM rupture 

Unruptured: 

- Profound LV failure 

- RV infarct 

- LV aneurysm 

- Ischemic MR 

- LVOT obstruction 

- LV mural thrombosis 

- Pericarditis and effusion 



Dynamic LVOTO 

Anterior wall infraction → hyperdynamic contraction 
base of LV 

Reduction LVOT cross section area 

Reduction of co 

SAM 

Treatment: 

- LV fluid + cessation or reduction of inotrope 

- cautious use of B blocker 



Post MI VSD 

Historical perspective 

First recognition = Lathan 1945 in autopsy 

First surgery = cooly 1956

Incidence 

0.2% of MI 

Time 24 hr to 2-4 days after MI 

Risk factors: advance age , male gender LAD infact



Ideal time for post MI VSD repair 

Immediate surgery 

Delay surgery if possible 

(reversible renal dysfunction is in favor of delayed surgery) 



Indication of delayed repair 

High degree of certainty that hemodynamic may 
remain stable 

1) Adequate CO 

2) Absence of symptom of PVHTN 

3) Easy control of symptoms 

4) Absence of fluid retention or easy control with 
diuretics 

5) Adequate renal function and normal BUN CR 
(such circumstances is uncommon) 



Delay surgery 

Allow advantages 
a) Scar formation of VSD 

1) may benefit from device 

2) reduces risk of surgery 

b)    Optimization of hemodynamic 

Disadvantages 
Prolong MT is risky 

Expansion of VSD 

Hemodynamic deterioration 



Post MI VSD 
In favor of percutaneous device closure

Patients deemed inoperable or not amenable to 
surgical repair 

Anatomy is suitable 

Recurrent or residual shunt after surgical repair 

Defect < 1.5cm 

Contraindication >35mm

Sub acute stage 

Provide the time for maturation of VSD (bridge to  
definite management) 



Improvement of hemodynamic 

Allow myocardium to heal and scar formation to 
facilitate surgery 

Disadvantages 
Degeneration of rim and device dislodgment

It is better than VAD (economical – less invasive) 

Post MI VSD 
In favor of percutaneous device closure



Optimizing with ECMO and IABP  

Then repair or percutaneous device 

Residual or recurrent VSD need intervention

QP/QS > 2

Persistent symptom  

Post MI VSD with reversible shock or 
organ damage



Allowing the patient have his or her 
natural history 

Profound cardiogenic shock 

Neurologic unresponsiveness 

Limb ischemia or bowel 

Severe renal dysfunction 



Surgical repair of post MI VSD 

1) infarctectomy and patch repair 

2) Infarct exclusion 

3) Apical amputation 

“Doble patch is preffered” 











Free wall rupture 

Occurring 10% – 30% of MI 

Second cause of death due to MI 

Occurs median of 4 days after MI 

Operative techniques 

Infarctectomy patch plasty ± glue 

Biological patch attach with glue ± sutures 



Type of free wall rupture 

1) Slit like (most common, SVD) 

2) Localized necrosis (sub acute) 

3) Myocardial thinning with central rupture 

4) Walled off and false aneurysm 











Pathophysiology of MI 

Early expansion: 2 day – 2 weeks 

Cell necrosis 

Inflammatory cells accumulation

Activation of complement cytokins free radical 

Proteolytic enzymes, collagen degeneration 
expansion 

Late remodeling 2-4 weeks 

Akinesia provoke remodeling 

Aneurysm formation 



Laplace’s Law
Wt=P.R/2H





Deleterious effect of high wall stress 

➢Increases O2 demand 

➢Reduces contractility 

➢Increases Apoptosis 

➢Sub endocardial ischemia 



Definitation of large aneurysm 

Involvement of 35% of LV 

LVESVI >80 

LVEDVI> 120 

Dor, fractional shortening 15% in:

eleptical LV → 60% EF 

Spheroid LV → 30% EF 



LV aneurysm 

CABG need: 
large aneurysm = resection repair 
moderate = resection repair 

CABG not needed 
Surgical indication: 

FC III- IV 
Falal arrhythmias 
recurrent thromboembolic 







Acute Ischemic MR 

Papillary muscle rupture 

90% occurs in posteromedial due to SBS and multiple heads 

10% occurs anterolateral due to DBS and single head 

Complete transection of PM is fatal 

Individual head of PM survive the patient 

Grade of murmur does not correlate with degree of MR due 
to equalization between LV & LA pressure 

Large V wave in PCWP tracing 

Occurs usually one week after MI



Treatment  

Afterload reduction + IABP 

Emergency surgery (mortality 25%) 

Often MVR is necessary 

Usually occurs with small MI and SVD 
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