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A CASE OF SINGLE CORONARY ARTERY DIAGNOSED BY USING
A COMBINATION OF MYOCARDIAL CONTRAST ECHOCARDIOGRAPHY
AND CORONARY ANGIOGRAPHY
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Abstract . A 73-year-old male diagnosed with angina pectoris at a nearby clinic in July
1987 at the age of 67, consulted our clinic complaining of frequent episodes of precordial
pain during effort in the past one month in August 1993. Coronary angiography was
performed on September 8, and revealed the presence of a 90 9% stenosis in the left main
trunk and total obstruction of segment 7 in the left anterior descending artery supplying
collateral flows from the left circumflex artery, the absence of a right coronary artery, and
the left circumflex artery running through the inferior wall. Myocardial contrast echocar-
diography (MCE)revealed full-circumferential elevation of the echo intensity after loading
contrast dye. On the basis of these findings, the patient was diagnosed as having only a left
coronary artery(Smith type I1). In the past, the diagnosis of single coronary artery was
based on angiographic observation. However, diagnosis based on angiography alone
sometimes involves technical difficulties. MCE can be performed during angiography and
allows identification of the area supplied by the coronary artery. In the presest case, the
area supplied by the single coronary artery could be identified by MCE performed during
coronary angiography. The combination of MCE and angiography seems to be useful for
diagnosis of single coronary artery.
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Table 1. Laboratory examination on admission

Urinalysis CK 841U/1
Protein(—) T-chol 177 mg/dl
Glucose(—) TG 80 mg/dl
Occult blood(—) HDL-C 36 mb/dl

Peripheral blood
RBC 500X 104 /gl BUN 15 mg/dl
Hb 15.4 g/dl Scr 0.8 mg/dl
Ht 44.5.% Na 139 mEq/1
WBC 8,100 /ul K 3.8 mEq/1
PIt 13.8X10¢ /ul cl 105 mEq/1

Blood chemistry
TP 7.1¢g/dl Hemostatic test
GOT 2110/1 Bleeding time 2 min
GPT 2710/1 PT 10 sec
LDH 4101U/1 APTT 40 sec

Fig. 1. Chest X-ray: CTR 59 %.
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Fig. 2. Treadmill exercise test (September 7, 94)
showed 2mm ST-segment depressions in
leads 1II, I, aVF and V, through V; after 2
Mets loading.
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Fig. 3. TI*® scintigram at rest: T1?** uptake was decreased in apex

and lateral wall.

A:Anterior.

B © Left anterior oblique 30°.

C ! Left anterior oblique 60°. D : lateral.
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Fig. 4. Coronary angiogram of the left coronary |A
artery (A : right anterior oblique 30°, B: B
left anterior oblique 60°) showing the pres- | C
ence of 90% stenosis in the left main trunk
and total obstruction in the left anterior
descending artery with collateral flow
from the left circumflex. The left coro-
nary artery supplied the whole heart and a
large posterior descending branch coming
from the circumflex was noted (A, B).
Aortography showing the absence of right
coronary artery (C).
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Fig. 5. Left ventriculograms showing no asynergy.

A : End-diastole RAO 30°.

C ! End-systole RAO 30°.

B : End-diastole LAO 60°.
D . End-systole LAO 60°.

RAO ! right anterior oblique, LAO : left anterior oblique.
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A|B

C|D
Fig. 6. Myocardial contrast echocardiography : the two upper (parasternal long axis
view, A. and B) and the two lower (short axis view, C and D) pictures
represent the echo intensity of the left ventricular (V) wall before and after
injection of the contrast dye, respectively, through the left coronary artery.

After the contrast dye injection, LV wall areas considering perfused by the
right coronary artery were stained.
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Fig. 7. Lipton’s classification of single coronary artery. A(anterior) : branch corre-
sponding to missing artery passes anterior to great vessels, B(between) :
branch passes between great vessels, P(posterior) : branch passes posterior to

great vessels.
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