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neurológicos variáveis, ocorrendo secundariamente a traumas 
da calota craniana na infância. É importante o conhecimento 
dessa lesão e o diagnóstico precoce, pois a intervenção cirúrgica, 
quando cabível, pode evitar sequelas neurológicas futuras.

REFERÊNCIAS

1.  Scarfò GB, Mariottini A, Tomaccini D, et al. Growing skull fractures: 
progressive evolution of brain damage and effectiveness of surgical treat-
ment. Childs Nerv Syst. 1989;5:163–7.

2.  Weinand ME, Rengachary SS, McGregor HD, et al. Intradiploic arach-
noid cysts. Report of two cases. J Neurosurg. 1989;70:954–8.

3.  Dunkser SB, Mccreary DH. Leptomeningeal cyst of the posterior fossa. 
Case report. J Neurosurg. 1971;34:687–92.

4.  Agrawal D, Mishra S. Post-traumatic intradiploic pseudomeningocele. In-
dian Pediatr. 2010;47:271–3.

5.  Tandon PN, Banerji AK, Bhatia R, et al. Cranio-cerebral erosion (growing 

fracture of the skull in children). Part II. Clinical and radiological obser-
vations. Acta Neurochir (Wien). 1987;88:1–9.

6.  Saito A, Sugawara T, Akamatsu Y, et al. Adult traumatic leptomeningeal 
cyst: case report. Neurol Med Chir (Tokyo). 2009;49:62–5.

7.  Mahapatra AK, Tandon PN. Post-traumatic intradiploic pseudomeningo-
cele in children. Acta Neurochir (Wien). 1989;100:120–6.

8.  Seo BR, Lee JK, Jeong IH, et al. Post-traumatic intradiploicleptomeningeal  
cyst of the posterior fossa in an adult. J Clin Neurosci. 2009;16:1367–9.

Prenatal diagnosis of congenital left ventricular diverticulum

Dear Editor,

Fetal cardiac anomalies involving the atrial septum, ven-
tricular outflow tract, chambers, and valves are often found in 
routine examinations. However, prenatal detection of left ven-
tricular diverticulum (LVD) is rare(1,2). A 28-year-old primipa-
rous pregnant woman underwent a routine ultrasound in the 
22nd week. The fetal heart was found to be topic, with nor-
mal axis and volume. In the four-chamber view, we observed 
a structural cardiac abnormality characterized by the presence 
of an anechoic sac-like formation in the free wall of the left 
ventricle, near the apex of the heart, rounded and in the form 
of an exophytic cavity with thin walls, measuring approximately 
1.7 cm × 2.0 cm (Figure 1). The two-dimensional examination 
revealed slight contractility of its walls, and a rhythm consistent 
with predominance ventricular rate, which would suggest a di-
agnosis of LVD. Power Doppler ultrasound showed filling of the 
entire cavity during ventricular systole and emptying during di-
astole (Figure 2). Spectral Doppler ultrasound showed triphasic 
flow and high pulsatility within the LVD (Figure 3); the cardiac 
morphology was otherwise normal. The remaining fetal anatomy 
was also normal. During prenatal care, the fetal heart showed 
no significant changes in its dimensions or its other aspects, and 

Figure 1. Four-chamber ultrasound view of the fetal heart, showing a diverticu-
lum in the free wall of the left ventricle, measuring approximately 1.7 cm × 2.0 
cm. LV, left ventricle; RV, right ventricle.

Figure 2. Four-chamber ultrasound view of fetal heart. A: Diverticulum near the 
apex of the left ventricle (arrowheads) and “golf ball” in the left ventricle (arrow). B: 
Power Doppler ultrasound showing the blood flow within the diverticulum during  
the cardiac cycle. LV, left ventricle; RV, right ventricle; D, diverticulum.
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no associated complications were identified. Cesarean section 
was performed at 35 weeks of gestation, because of fetal dis-
tress. The newborn weighed 2183 g; the 1- and 5-minute Apgar 
scores were 7 and 10, respectively. Postnatal echocardiography 
confirmed the LVD in the free wall of the left ventricle. On the 
3rd day of life, the newborn underwent surgery to correct the 
defect, and there were no postoperative complications. The 
newborn remained in the neonatal intensive care unit for 9 days 
and was discharged from the hospital on the 18th day of life, 
with preserved cardiac function and no complications.

An LVD is defined as a protrusion of the free wall of a ven-
tricle. Although it is of unknown etiology, it is probably congeni-
tal. The weakness of the myocardial wall during embryogenesis 
can lead to a focal protrusion of the heart wall(3). An LVD has 
a narrow neck through which it communicates with the ven-
tricular cavity; in contrast, a left ventricular aneurysm (LVA) has 
a wide base for connecting with the ventricular cavity(2). The 
wall of an LVA is akinetic, whereas an LVD contracts synchro-
nously with the ventricle(1,2). An LVD can be accompanied by 

Figure 3. Spectral Doppler ultrasound showing triphasic flow and high pulsatil-
ity within the diverticulum.

other congenital and cardiac anomalies such as the pentalogy 
of Cantrell(3).

The prenatal diagnosis of LVD or LVA can be made by ul-
trasound, and these anomalies are frequently accompanied by 
pericardial effusion, which can cause fetal pulmonary hypopla-
sia and progressive hydrops(4). LVD is reported to have a more 
favorable long-term prognosis than does LVA(5). The prognosis 
is usually favorable when there is no change in the size of the 
diverticulum, which was the case in the patient described here. 
When a fibrous LVD has a thin wall, disruption can occur and 
is usually fatal, although such a development is rare(6). Prena-
tal monitoring, with serial examinations by fetal cardiology and 
cardiac surgery teams for proper programming of prenatal or 
postnatal interventions, will therefore be necessary(7).
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Incidentally detected massive scrotal cystocele

Dear Editor,

A 65-year-old male patient was referred to our institution 
for investigation of a 10-year history of epigastric pain. His pain 
had been progressively worsening during the past months, in-
tensified after the consumption of solid foods. The only notable 
aspect of his medical history was arterial hypertension. He com-
plained of nocturia, awakening to void about six times per night, 
but did not report dysuria, hematuria, scrotal swelling, or other 
urinary tract symptoms. Physical examination revealed epigas-
tric tenderness and hepatosplenomegaly. Upper gastrointestinal 
endoscopy showed an ulcerated lesion on the greater curvature 
of the stomach. In the analysis of the biopsy sample, the lesion 
was classified as non-Hodgkin lymphoma. A computed tomogra-
phy (CT) scan of the abdomen and pelvis, performed for staging, 
revealed an unsuspected massive inguinoscrotal hernia of the 
urinary bladder, a condition known as scrotal cystocele (Figures 

1 and 2). The CT scan also showed moderate right-sided uro-
nephrosis, which was attributed to extrinsic compression of the 
right ureter. The results of the urinalysis were unremarkable. 

Figure 1. Axial CT scan of the pelvis showing the urinary bladder herniated 
into the scrotum.


