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Gamma‑hydroxybutyrate and keratinocytes proliferation 
(correspondence to Int J Crit Illn Inj Sci 2014;2:108‑13)

Dear Editor,
A recent report on “gamma-hydroxybutyrate (GHB) 
and keratinocytes proliferation”[1] is very interesting. 
Rousseau et al., assessed the “effects of GHB sedation on 
keratinocytes proliferation”[1] and noted “a positive effect 
of GHB on keratinocyte proliferation”.[1] Murphy et al., 
previously mentioned for the possible effect of GHB on 
growth hormone system and mentioned its usefulness 
in wound healing.[2] To apply GHB use in injury science 
is interesting, however, the possible adverse effect of 
GHB should be mentioned. As noted by Brennan et al., 
“rising abuse of the drug is associated with dependence, 
withdrawal, acute toxicity, and fatal overdose”.[3] 
Hence, it is needed to weight between advantage and 
disadvantage of GHB for clinical use.

In addition, the concentration of GHB from laboratory 
analysis is another issue to be discussed. The 
endogenous GHB production is possible,[4] and this 
has to be kept in mind during interpretation of GHB 
level. Rousseau et al., should also mention and discuss 
about this important interference in laboratory 
analysis.
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Letters to the Editor

Dear Editor,
Left ventricular (LV) pseudoaneurysms may be a 
complication of myocardial infarction that occurs when 
cardiac rupture is contained by pericardium.[1] We 
report a 59-year-old male patient who was brought to 
the emergency department due to progressive dyspnea 
and syncope. The 12 lead electrocardiogram showed a 
left bundle branch block, the blood testing a troponin 
I concentration of 0.35 ng/mL (normal range: 0.0-0.16), 

the chest x-ray [Figure 1a] an enlargement of the right 
cardiac silhouette (arrowhead) and the transthoracic 
echocardiography [Figure 1b] a large sac at the inferior 
LV wall (80 × 78 mm) with a neck of 25 mm (arrow head) 
(sac-to-neck ratio <0.5) and a thrombus (asterisk). The LV 
angiography [Figure 1c] revealed a bulge (89 × 95 mm) 
in the inferior region and the coronary angiography 
showed a severe lesion in the middle segment of the left 
anterior descending artery [Figure 2a, arrow head] and 
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Figure 2: (a) Left coronary angiography in the anteroposterior craneal projection. 
(b) Right coronary artery in the left anterior oblique projection
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Figure 1: (a) Posteroanterior chest radiograph (b) Transthoracic echocardiogram 
in the apical two-chamber view (c) Left ventricular angiogram in the right anterior 
oblique projection. Ps: Pseudoaneurysm, LV: left ventricle, Ao: aorta
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in the posterolateral branch of the right coronary artery 
[Figure 2b, arrow head], the latter likely responsible 
for the acute coronary event. The patient was taken 

emergently to the operating room. Unfortunatly, he died 
in the induction of the general anesthesia.

If neither continuity nor discontinuity of the myocardium can 
be demonstrated with echocardiography or angiography, 
surrogate markers such as the localization (inferior/posterior/
lateral), the sac-to-neck ratio <0.5, the lack of surrounding 
coronary arteries at the saccular level and the presence of 
contrast liquid remaining for several beats after injection may 
be used in the identification of a ventricular pseudoanurysm.[2-5]
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