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Isolated left ventricular diverticulum, which is characterized by local embryologic development failure of 
ventricular muscle, is a rare cardiac abnormality and it may be found in isolated form or with other cardiac 
abnormalities. 
Clinically, it has been reported that it might cause heart failure, arrhythmia or chest pain despite the fact that it 
may often follow an asymptomatic course. We present a case of is left ventricular diverticulum, detected in a 
patient who referred to our clinic complaining of chest pain.  
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Yetişkin Bir Hastada İzole, Gerçek Kontraktil Sol Ventriküler ; Olgu Sunumu ve Literatürün Gözden 
Geçirilmesi 
 
İzole sol ventriküler divertikül, ventrikül kasının lokal embriyolojik gelişim kusuruyla karekterize nadir bir anomali 
olup tek başına veya diğer kardiyak anomalilerle birlikte bulunabilir. Klinik olarak sıklıkla asemptomatik seyirli 
olsa da kalp yetersizliği, aritmi ve göğüs ağrısına yol açabileceği  rapor edilmiştir. Bu nedenle, kliniğimize göğüs 
ağrısı ile başvuran ve izole sol ventriküler divertikül saptanan olgumuzu sunmayı uygun bulduk. 
 

Anahtar Kelimeler: İzole Ventriküler Divertikül, Göğüs Ağrısı, Konjenital Kardiyak Malformasyon.  
 
Congenital ventricular diverticulum, initially described in 1938 is a rare and usually asymptomatic cardiac 
malformation.1 It frequently accompanies other cardiac abnormalities, and it is most commonly diagnosed during 
early childhood. About 30% of all cases are not associated with any congenital malformation and they are defined as 
isolated left ventricular diverticulum.2 
 
Due to its asymptomatic course, isolated left ventricular diverticulum is diagnosed with difficulty. Therefore, usually, 
it is detected during routine echocardiographic evaluation or cardiac catheterization. This is a report of a true left 
ventricular diverticulum discovered during the diagnostic workup of a woman with chest pain. 
 
CASE 
 
A 53 year-old female patient was admitted to our hospital with the complaint of chest pain increasing by exercise, 
relieving at rest since last year. There was no remarkable symptoms other than dyspnea and she had a history of 
hypertension for the last three years. There was no family history of heart disease. The blood pressure was 
160/90mmHg, and heart rate was 70 bpm. The physical examination was normal and also the routine blood and 
biochemical tests were within the normal range. The 12-lead electrocardiogram showed sinus rhythm of 70 beats per 
minute and 1 mm horizontal ST-segment depression in leads DII, DIII, aVF, V1-V3.                       
 
By using standard Judkins method, coronary angiography was performed in order to exclude coronary artery disease, 
which revealed normal epicardial arteries. Left ventriculography revealed an isolated contractile diverticulum, 3 x 3 
cm in size, originating from the apex (Figure I). On echocardiographic examination the left ventricular diverticulum 
was also demonstrated (Figure II). The  myocardial   perfusion imaging by Tc-99 sestamibi SPECT did not show any  
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sign of myocardial ischemia. Due to the lack of 
ischemic findings and the lack of concomitant cardiac 
malformation, it was further decided to treat the 
patient medically. 
 
Figure I. The angiographic appearance of left ventricular 
diverticulum from right anterior oblique projection. 
 

 
Figure II. The echoca 
 

 
DISCUSSION 
 
Cardiac diverticula usually arise as contractile 
muscular outpouchings from the left ventricular wall. 
The incidence was reported as 0.4% in autopsies of 
subjects with congenital cardiac defects.3  As it was in 
our case, it arises most commonly from left ventricle, 
but right atrial, right ventricular, and dual ventricular 
origins have been reported.4-6 They are most 
frequently classified as muscular and fibrous.6 
Although its etiology is not clear an embryologic 
developmental defect has been proposed. Failure of 
normal midline fusion of the paired primitive 

mesoderm in combination with abnormal fusion of 
the cardiac loop to the yolk sac before its descent is 
believed to result in the development of muscular 
apical ventricular diverticula.7 
 
The cases with all three cardiac layers present along 
their walls are named as true diverticula. They usually 
arise from the left ventricular apex by a narrow neck. 
The fibrous diverticula arise from the apex or base of 
the ventricle near the atrioventricular valvular ring. 
They are not associated with thoraco-abdominal or 
other cardiac defects. Their histological examination 
reveals predominantly fibrous tissue. 
 
Cardiac diverticulum may be seen as part of a 
pentalogy in Centrall’s syndrome, which was 
described by Centrall et al. in 1958.1 The classic 
clinical picture is characterized by congenital defects 
involving the abdominal wall, sternum, diaphragm, 
pericardium and heart. Most common cardiac defects 
accompanying this syndrome are principally, 
ventricular septal defect, atrial septal defect, left 
ventricular diverticulum, pulmonary stenosis and 
atresia.8 The long-term prognosis of Centrall’s 
syndrome depends on the severity of the cardiac 
defects and associated malformations. In patients 
who undergo surgery during the first days of life, 
mortality can be as high as 50%.9 Cardiac rupture, 
tamponade, sudden death, endocarditis, peripheral 
embolism, heart failure, and arrhythmia have all been 
described as complications of Centrall’s syndrome 
and as causes of death 9-10 Since our case has no other 
cardiac malformations, we described it as an isolated 
ventricular diverticulum.  
 
The patients with diverticula, even though they are 
asymptomatic, may present with an abnormal 
electrocardiogram or chest x-ray. On the other hand, 
the diverticulum may cause chest pain, heart failure, 
ventricular arrhythmias, or cardiac rupture.11-12 
Rupture and cardiac tamponade are unusual 
findings.13 However, in our case, except the abnormal 
electrocardiogram characterized with ST segment 
depression and chest pain, the above-mentioned 
findings were not present. 
 
There are only a few reports presenting contractile 
muscular diverticula in the absence of congenital 
heart disease. Therefore, the natural history and 
management of such cases is not clearly defined. 
There is no agreement among the authors with 
respect to the therapeutic approaches. Some advocate 
resection in all cases even if asymptomatic to prevent 
rupture and thrombosis formation, whereas others 
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recommend a conservative approach, especially in 
case of muscular diverticula, which may be less 
inclined to rupture than fibrous diverticula.1 Surgery 
is often indicated for congenital heart disease, and 
concomitant diverticular resection is usually 
performed.12 In the light of these data, considering 
the lack of ischemic findings in our patient, we 
preferred the conservative approach. 
 
In patients with midline defect or congenital heart 
disease, the prognosis depends on the severity and 
the degree of concomitant malformations. Isolated 
and asymptomatic cases usually have a benign course. 
Although isolated ventricular diverticulum is a rare 
cardiac malformation and often has an asymptomatic 
course, as seen in our case, in patients presenting with 
chest pain and dyspnea, isolated ventricular 
diverticulum should be kept in mind in the 
differential diagnosis of chest pain. 
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