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We did Tc-99m sestamibi myocardial perfusion SPECT in 36 patients with acute
myocardial infarction when they arrived at the emergency room. And we compared
myocardial perfusion images with ECG findings. Then we obtained the follows.

The myocardial infarction by the obstruction of left coronary descending artery and
right coronary artery showed a good concordance in the diagnosis and infarction site
between myocardial perfusion images and ECG findings.

The 7 patients with myocardial infarction by a left circumflex coronary artery
showed a perfusion defect in the lateral wall in myocardial perfusion SPECT images.
But 4 patients of them showed ST segment elevation, 2 patients showed ST depression
and 1 patient showed normal ECG findings.

The diagnostic sensitivity of Tc-99m sestamibi myocardial perfusion SPECT was
100% by a qualified analysis. The perfusion defect site in the myocardial perfusion
SPECT were corresponded with the infarct related coronary artery in 31 patients which
was diagnosed by coronary angiograpy.

The size of perfusion defect in the polar map was 31*18%(M=SD), in the myo-
cardial infarction with left anterior descending coronary arery obstruction, 31+£13% (M=
SD) in the myocardial infarction with right coronary artery obstruction and 25£59%(M
+8D) in the myocardial infarction with left circumflex coronary artery obstruction

We concluded that emergency myocardial perfusion SPECT images are useful in the
diagnose of myocardial infarction and it’s very useful when we are difficult to diagnose
with ECG like as lateral wall infarction or left bundle branch block.

Key Words : Tc-99m sestamibi myocardial perfusion SPECT, Acute myocardial
infarction, ECG
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Table 1. Clinical Parameters in Patients That the LAD is an Infarct-related Artery

Infarct-related

Patient Age (yr) Gender artery ECG findings Location in the polar map
1 67 ¥ p-LAD Q wave V4 anterior, septum, apex
2 48 F p-LAD Q wave V) anterior, septum, apex
3 65 M p-LAD Q wave Vi3 anterior, apex
4 54 M p-LAD Q wave Vs apex apicolateral
5 66 F p-LAD Q wave AVL, Vi anterior, septum, apex
6 67 F p-LAD Q wave Vi5 anterior, septum, apex
7 75 M p-LAD Q wave [, AVL, Vi anterior, septum, apex
8 47 M p-LAD Q wave I, AVL, Vi3 anterior, septum, apex
9 60 M p-LAD Q wave I, AVL Vi anterior, septum, apex
10 74 M p-LAD Q wave Vs anterior, septum, apex
11 57 M p-LAD Q wave Vi anterior, septum, apex
12 39 M p-LAD Q wave Vs anterior, septum, apex
13 64 M p-LAD Q wave Viy anterior,

14 72 M m-LAD Q wave AVL, Vi4 anterior, septum, apex
15 45 M m-LAD Q wave AVL, Vi3 anterior, septum, apex
16 58 F m-LAD Q wave I, I, AVL & AF apex

17 74 M m-LAD Q wave AVL, Vi3 anterior, apex

18 58 M d-LAD Q wave V4 apex

*p . proximal, m : Middle, d ® distal, LAD : left anterior descending coronary artery , AF : atrial fibrillation

Fig. 1. The polar map of Tc-99m-sestMIBI myocardial perfusion SPECT shows perfusion

defects in the anterior wall, apex and septum. The ECG shows a Q wave in V1-V3
& AVL and T wave inversion in I, AVL and V2-V5.
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Table 2. Clinical Parameters in Patients That the RCA is an Infarct-related Artery

Infarct-related

Location

Patient Age (yr) Gender artery ECG findings in the polar map
1 66 M p-RCA Q wave II, IIl AVF inferior
2 57 M p~RCA Q wave II, IlT AVF inferior
3 60 M p-RCA Q wave II, Ill AVF inferior
4 69 M p-RCA Q wave Il AVF inferior
5 40 M m-RCA ST elevation II, III, AVF inferior
6 54 M d-RCA ST elevation II, III, AVF inferior

RCA :right coronary artery
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Fig. 2. The polar map of Tc-99m-sestMIBI myocardial perfusion SPECT shows a perfusion
defect in the inferior wall. The ECG shows a Q wave in II, Il & AVF and ST

depresion in V2-V6.

Table 3. Clinical Parameters in Patients That the LCx is an Infarct-related Artery

Infarct-related

Patient Age (yr) Gender artery ECG findings Location in the polar map

1 59 M p-LCx ST depression II, AVL, V5 AF  lateral, apex

2 39 M p-LCx ST elevation II, III, AVF lateral

3 50 M m-LCx Normal lateral

4 65 M m-LCx ST elevation II, III, AVF lateral

5 44 M m-LCx ST depression 1II, AVF lateral, apex

6 70 M m-LCx ST elevation I, II, AVF Vs, lateral, inferolateral

7 50 M d-LCx ST elevation Vs lateral, inferolateral

LCx : left circumflex coronary, AF : atrial fibrillation
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Fig. 3. The polar map of Tc-99m-sestMIBI myocardial perfusion SPECT shows a perfusion

defect in the lateral wall. The ECG finding is normal.

Table 4. Clinical Parameters in the Others
: Age infsarct-related e L
patient (1) Gender artery ECG findings Location in the polar map

1 47 M No luminal Q wave Vi3
2 67 M narrowing Q wave Vi
1 62 M - - - LBBB inferior
2 68 F - - - ST elevation 1, IIl, AVF inferior
3 71 F - Q wave II, Il AVF Vg inferior, apex

others : 2 patients ; Their angioraphies didn’t show any luminal narrowings.
2 patients ; Angioraphy was not performed.

- ¢ Angioraphy was not performed.

LBBB : left bundele branch block
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Fig. 4. The polar map of Tc-99m-sestMIBI myocardial perfusion SPECT shows a perfusion
defect in the inferior wall. The ECG finding is a left bundle branch bock.
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LAD : left anterior descendign coronary artery,

LCX left circumflex artery, RCA :right coro-
nary artery.
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