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Ventricular Septal Defects: Anatomy and Surgical Technique
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Various classification systems for ventricular septal defect (VSD) have been proposed. In this report, we provide
an overview of the classification system for VSD proposed by the International Society for the Nomenclature of
Pediatric and Congenital Heart Disease (ISNPCHD), which was presented upon request at the 21 Educational
Seminar. This classification is based on two complementary approaches: The Geographic approach (central,
inlet, trabecular muscular, or outlet), which categorizes VSDs according to their anatomical location within the
ventricular septum, and the Borders approach (perimembranous, muscular, or juxta-arterial), which classifies
them based on the relationship between the defect margins and the surrounding anatomical structures. This
system has been incorporated into the 11t revision of the International Classification of Diseases (ICD-11). The
combination of geographic and border approaches enables a more detailed anatomical characterization of VSDs.
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Table 1 Classification of ventricular septal defect incorporated into the 11th revision of the International

Classification of Diseases

1. Perimembranous central VSD
2. Inlet VSD without a common AV junction
a. Inlet perimembranous VSD without AV septal malalignment and without a common AV junction
b. Inlet perimembranous VSD with AV septal malalignment and without a common AV junction
c. Inlet muscular VSD
3. Trabecular muscular VSD
a. Trabecular muscular VSD: midseptal
b. Trabecular muscular VSD: apical
c. Trabecular muscular VSD: postero-inferior
d. Trabecular muscular VSD: anterosuperior
e. Trabecular muscular VSD: multiple (“Swiss cheese” septum)
4. Outlet VSD
a. without malalignment
i. Outlet muscular VSD without malalignment
ii. Doubly committed juxta-arterial VSD without malalignment
1. with a muscular postero-inferior rim
2. with a fibrous postero-inferior rim (perimembranous extension)
b. with anteriorly malaligned outlet septum
i. Outlet muscular VSD with anteriorly malaligned outlet septum
ii. Outlet perimembranous VSD with anteriorly malaligned outlet septum
iii. Doubly committed juxta-arterial VSD with anteriorly malaligned fibrous outlet septum
1. with a muscular postero-inferior rim
2. with a fibrous postero-inferior rim (perimembranous extension)
c. with posteriorly malaligned outlet septum
i. Outlet muscular VSD with posteriorly malaligned outlet septum
ii. Outlet perimembranous VSD with posteriorly malaligned outlet septum
iii. Doubly committed juxta-arterial VSD with posteriorly malaligned fibrous outlet septum
1. with a muscular postero-inferior rim
2. with a fibrous postero-inferior rim (perimembranous extension)
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