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Ischemic Cardiomyopathy & Idiopathic Dilated
Cardiomyopathy o # 5|
— % E% Imaging nFRAEOREN—
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FHEBA*

B &S HIEERLMEE (Idiopathic DCM) 8 4], gt ke (Ischemic DCM) 7 iz, 201T1 LM &
VFTTT 4=, T LT A A=V IRTY, TEREBOERNICRT S, ThbREROAEREEZR
MU7. ZZBEHE (LVEF) 3, RHFEFICx@REBRS% To Y (diopathic DCM 26.0+13.4%, Ischemic
DCM 20.74+9.0%, ns), E&hiEo LVEF n)/nx, Idiopathic DCM 5 {4 2 4], Ischemic DCM 6 #i#
3plL, EEROELKBEDRIGIZEY Ao, DY v F T, KEFC Ischemic DCM T defect
13 A& < (defect score: 49.6+5.7 vs. 21.1+13.2%, p<0.001), ¥7=, Ischemic DCM Tix, 2#|T, E§
IRZECHEIR I —BC L 7= defect DA% R L 72 Dicxt L, Idiopathic DCM Tk, [LRHEF, L= EIICHIE
o defect A Sz, WEEL bic, EBRC defect score DEIMMITIA b7z,

TR BOERICIY, THEEOMY » F 0 defect ¢ pattern, k& X33, EHARTIC L5 defect DL,

DRI VERLEZ DR

L #&# E

B R MNERLIVFEE (Idiopathic DCM) i, @&
Mt (Ischemic DCM) & & 4 iz, ERELELD
BERLEDREL 23 KB TH S, WEBORK
Fof#EpL, LELIEZ0EN»RETH
B0, TOTH, IWROE CTRAZDHVY, W
FHREENT I LREETDHS.

WMTINF Y v F 757 4 —, T L7 — A
A=Y 7%, BEREROZEICT ShicEE
mREETHY, £, BRUELHEDCZHIC
VERTHB EHESH TWAY, bhvb hig,
Idiopathic DCM & Ischemic DCM D .0 MF Y v F,
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ZfS9O4TH 48
BT (5949 A 14 H
BRI © RERFAER Pz & 5-2-2 (8 530)
ERRBENF
xR IE

DT —NA A=V S ORERE L, WMERD
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I MRELVFHE

1. }R EHEOLELAREMER (NYHA class ITI-
V) 2H L, DRERILR (DMEL=55%) &2 L
HBLODI L, RIERLTEIIRER LREE
L ¥ 71 v Idiopathic DCM 8 5] ((E¥4E# 55.1+
11.6 3%, 33m~695%, F 64, & 14, LV,
HERER £, AREORE (275%) e H 5 Is-
chemic DCM 7 f5] (E¥54E#S 58.94+10.4 5%, 39~
695% FEo6fl, Z14) OF15HITHS.

2. A& v v F 75 i, 140 KeV parallel hole
all-purpouse collimator # ¥ {# L 7= Pho/Gamma
VEISVFH AT %, online TI=ayEa—
4 — (Scintipac 1200) iZ#&g: L CTiggk L 7z.

) DF—NA A=V 9nTe AENRITL
WS, BMLICT, £FRHRIC, ERBLT
modified left anterior oblique (LAO) 40 EED 2 5
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M X v, 30 msec/frame » multi-gate image % ¢
S L7-1%, EBIAM 21T >7c. Idiopathic DCM 8
frp 3 4, Ischemic DCM 7 f5dh 1 D, E 4 4
X, EHARNTE T o, TR A -
DAHEGE LIz, EFATIE, BMIEBEARICT
fTv, PRIRREE, HoyE, STIET, &% % end-
point £ L, Zh b OMEREA L Y 243, modi-
fied LAO X v, 20 msec/frame ¢ multi-gate T,
EEAGNRL S — LA A=V Bk,

BonlabT—NA A—DiF, ava—F—
WMEE 1TV, EZEFFHE (LVEF), 1 v v kX
Y R e ERIEEHAE (LVEDVDY &4 Lig,
EZNEEHIZAR (LVESVD), 1 EHHE (SVD),
DMRE (CD) 2R b7z, £k, EEEEES O HE
X, LUDHATOLBOSE 28IEL LTHETS
L L iz, isocount level TDINHEH, TLIEAH
DEZDFMHIC X DT> 7259,

i) DY FIS 774 = DA A=V S
i, LN A A =TT 1 BBLURIIT - 2.
Idiopathic DCM 4 ], Ischemic DCM 1 #®», %t
540k, EBIAMAETDHY, TEREOL AT
VIS DHEIToT. BB 104X, #ALi2 T HER
BHAMEITY, BB end-point 123 L7z REAT
200T] 2 #E, 1| HEOAR &K, 12 BHELO
EXxis TI#ZE04%XY, Em LAO
40p, EfE o 3 Fm& v, EBAROE A A
— Ui L. 3K, AL 35RLY,
delayed image # &L, BHOMDORILE RIFL
7-. EBAFHEITH T3, delayed image & &L
B image DASH & Lic. DA # — ¥ ORI,
circumferential profile method % F vy, defect
score” ZEMH L7,

m. # 8

1. BERREIAS L CVEBRATR (Table 1)
Idiopathic DCM, Ischemic DCM o [E#ERE I,
£, NYHAcclass KEx LDk hote. KR
ROER ICB T 5 BE Q E¥id, Ischemic DCM
7 I 6 5 (86%) T&4 & » =235, Idiopathic DCM
T 84H 3B 38%) it BE Q¥FE, 1f4licH]

223%1 %5 (1985)

Table 1 Clinical data and ECG results

Idiopathic Ischemic
DCM (n=38) DCM (n=7)
Age 55.1+11.6 (ns) 58.9+10.4
NYHA class IIT 8 (ns) 6
v 0 (ns) 1
Rest ECG
Abnormal Qwave 3 (38%) (ns) 6 (86%)

Poor progression

of r wave 1(13%) (ns) 0

LVH 3(38%) (ns) 1(14%)
Exercise ECG (n=5) (n=6)

double product

(x10%) 1.66+0.26 (ns) 1.5640.23
dyspnea 3(60%) (ns) 4 (67%)
chest pain 2(40%) (ns) 117%)
ST depression

(=0.1mV) 2(40%) (ns) 3(50%)

Table 2 Blood pool imaging results

Idiopathic DCM Ischemic DCM
Rest (n=38) (n=7)
EF (%) 26.0+13.4 (ns) 20.7+9.0
EDVI (m//sqm) 126+22.0 (ns) 123494
ESVI (m//sqm) 94.14+32.3 (ns) 98.1412.8
SVI (ml/sqm) 30.94+12.1 (ns) 24.4+6.2
CI (//min/sqm) 2.204+0.81 (ns) 1.74+0.58
Exercise (n=>5) (n=6)
EF 23.6+17.6 (ns) 17.7+9.0
EDVI 137+25.5 (ns) 1324120
ESVI 102+41.5 (ns) 106+17.4
SVI 34.4428.1 (ns) 22.849.7
CI 3.674+2.56 (ns) 2.61+0.94
Reduction of EF
(=95) 2/5(40%) (ns)  3/6 (50%)

HgEha%:¥ G o 1 % » poor progression? & Z L ¥,
PERLHEERLEREE L. EHARELT
- 7= Idiopathic DCM 5 5], Ischemic DCM 6 £
9 b, Idiopathic DCM 3 ], Ischemic DCM 4
Bl CIEk R EE S B, Koy, LER ST KT (0.1
mV) OHBSEEIC b EE R L Do T, 28,
Ischemic DCM i1, £fEBIREE L, HE 3%
EBEHR LD, DMEEEED history 285 LTz,
2. T=IA A= 24 (Table 2, Fig. 1)

ZeEeis B X OSES)RE © LVEF, LVEDVI, LVESVI,
SVI, CI i, Ww¥hi, mERCEEARP-7.
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Rest Ex
Ischemic CM DCM
Ejection fraction at rest and during exercise.
Exercise response in ejection fraction was not
different between the two groups.

i
V7Y

Fig. 1

Table 3 Thallium scan results

Idiopathic DCM Ischemic DCM
Defect score (%)

Rest 21.1+13.2 p<0.001 49.6+5.7
Exercise 19.54+15.2 p<0.001 52.247.0
Segmental defect 2/8 (25%) p<0.05 7/7 (100%)
Redistribution 0/4 ns 1/6 17%)

ischemic CM

EB)F;, LVEF 32fTAEL LLRETETL,
EEFF > LVEF ORIGE, A TEE AR o T,
LVEF HH OO, BHEOE L BRIk
KHBROELOELEL LTHVWLATW S, #ixt
fE<“5” LA ko LVEF & TF i, Idiopathic DCM
5 s 2 45, Ischemic DCM 6 ffijd 3 il T4 &
bhic., £z, EZEESHRE O, EFRFOEE
%, Idiopathic DCM 5 i 3 41, Ischemic DCM
6 it 3 L, WRFHETH 7. Fig. 2 2K
£Zpl &R
3. DFIUVFIITT 14—
(Table 3, Fig. 3, Fig. 4, Fig. 5)

Figure 3 (2 &£ o defect score D& &~ 7.
Ischemic DCM T |3 LERFFYY 49.6+5.7% L,
Idiopathic DCM (21.1+13.2%) ic lb L HE (p<
0.001) i fEZ T Lic., FEE L b ICEBIRED de-
fect score D HE DM % » ¥, % 7z, delayed
image 12 THE4 & &7z ©i, Ischemic DCM 0
150HTH -T2,

RBDOLRER TLL A A —VICR1T % defect
DB L, Fig. 4 iR+ 2L, £HAD L

A \ =

\\

REST

EF10

idiopathic CM

Fig. 2 Left ventricular wall motion at rest (anterior and left anterior oblique view)
and during exercise (left anterior oblique view). Both patients showed marked wall

motion abnormalities.
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Rest Ex Rest Ex
Ischemic CM DCM
Fig. 3 Defect score of thallium scan. Ischemic cardio-
myopathy had significant higher value than
idiopathic cardiomyopathy.
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Fig. 4 Comparison of the distribution of the defects
in resting thallium scan.

A4 A — V% Ssegments IZ KL, BREL .

IschemicDCM Gi, 2{HLL D%+ 5 segment
CERY, SSRXEFEREXIT 5. Wbw3
segmental pattern % R L7z (Fig. 5A). —7, Idio-
pathic DCM G, defect it, [rZELE R LRI
? 1 segment iZ D HH & » 5 (Fig. 5B), segmen-

22315 (1985)

ANT LAO LAT

Tidefectscore 61%

0os
A

ANT LAO LAT

Tidefect score 11%

AY
B
Fig. 5 Resting thallium images in patients with
ischemic (A) and idiopathic DCM (B). Large
inferior defect was seen in ischemic DCM,
whereas in idiopathic DCM, small defect was
seen in the apex.

tal pattern (X, 8 i 2 flo A TH LR ITTE
otz

Iv. # 3

BHALAREL % FREIR & 3 5 Idiopathic DCM
T, BROERNRE OFE, OHEEROENE
ft, EEEEGREEOFEL L, HEEBIRKE
L DERIVGHERFENL LN, SEHRLE L
BEICBVWTY, KiER L UEHARMLER— D
AR, TREOERICIENTH .
DF=n g A= T ERWE, WREOER]
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X, Schoolmeester &1, Higginbotham & 12 |z X
V4 X LT W3, Schoolmeester & 1%, ZoERE:
I231) %5 LVEF, EZEEEGHRN 2, MERBOHE
BNz &Lz vwb oo, EBIFEo LVEF o K%
Xy, EHBRIEETHD EHE LR, Thbb,
Idiopathic DCM T3, #BiRfic LVEF 23Nz
JL7=oicxt L, Ischemic DCM Tk #5511,
z i, Ischemic DCM iz 3513 % .U e I o0 HHER
I2X 3 &#x%7-. Higginbotham & %, %% Rk
DEAEERE L. SEIObhADbI ORI, =
& ixRiy, Idiopathic DCM 5 441 LVEF
OEMERLIZFF 1FILHONT, 26TEE
EOWY & H LW, Ischemic DCM & oz, &
i LVEF ORRICESE & L b - o, BB
@ LVEF 028, ek s THLAET 32
&3, KRERFBASHADEEZ R L LGV
LABRB. ZDXHIC, BEOKMEL, OHE
iz LD OEROBILE S HEic, EX
performance reserve @ 4> iZ X v, double pro-
duct IO v BBEA R IC LVEF o 4
PET Lo EHEES L.

200T1 LM & v~ F % F§ v 7= Idiopathic DCM &
Ischemic DCM o & %1] i%, Bulkey 5149, Dunn
LB 200@ENRD DD, WHE ORI
Rz >Tw3. Bulkley &3, ZHEROEG A A —
JicBiF s defect o kEx & kv, ERINFRETH
%L L7243, Dunn 5%, defect mkx X g
BTN L, complete defect DIFETE D & A Is-
chemic DCM 2@ cdb v, zhik LTI,
WITI A A=V Tk D, WHEEROHEHNE RFIET
HBERE L. bhvb hok#f %, Bulkley &
DORkAE & [FIREIC, Ischemic DCM T defect (2 &
Iz k& ¢, defect score iz, Ischemic DCM 44
40% UL F, Idiopathic DCM £ < 40% LI T T
Holz. EHiT, ERBEZAS DX, WEETR
M 5 defect ONMOIETHS. T2 b b,
Ischemic DCM T3, defect i, FEIRZEFEIR
% FWk L7z, segmental pattern # ;<3 DXL,
Idiopathic DCM T3, [rRER, LEFEEIC HBE
thicH e bz,

—75, delayed image {23\ T redistribution %3
Tk, Ischemic DCM D 1 HOAZTH Y,
redistribution DFEIZ X V, FEHRBDOENIITE
Tz ERENT.

AR IZBNT, bhvbhi, BEOELERE
ETHlicxt L, EBAT &1T - 723, doublepro-
duct oMoV ENZ EbHALMRE DI, +
NRIBRECAREMA S Z LKRETH B,
EEE O LBEEDO KT, LY v FRTRE, Idio-
pathic DCM ¢ Ischemic DCM O#ERIZIZHFR T
Ehhote, &b, Xk L Lic15fld 44
BT, DRSERIEL, EBAR ST
Thole. BELHEBETHICESAREITIR
i3, MikECFHR EEASEBROHIAL L, f&
BRaAkE L, RETHHIE, BIDZRETHDD
LEZLNG. SEOBEDHE, ZHEE D
v v 5z & v, Idiopathic DCM & Ischemic DCM
Lix, =0 defect Dk E &, defect DM DER
Zurzlicky, +HERVETTETHY, HRT
fabe % O EBAR LT OLBEI ARV EEbIS.

V. #& W

201T] D5 v F, 90Tc s F—NA A=V v
77, Idiopathic DCM & Ischemic DCM D5
BRI A2ERA%ERML, UTORKEEE:.

l. D7—nAg A=Y vy X DR I LKHEF
LVEF, ;&8 o LVEF o KtE, MEBRORMIC
EhH LD hol.

2. Ischemic DCM Ti%, ZFIELF & v FIC
BT 5 defect 23, LVEHTH Y, 22, EEINR
FEGEIR # K+ % segmental pattern Z £ ¥ 5
»izxt L, Idiopathic DCM T3, DRE A=
HEiz, MO defect 2H35DHTH o7z,

3. ESEROG Vv F T, 3 REfEE o de-
layed image (24347 % 7% L 72 @ % Ischemic DCM
D1FORTHY, BOHOFEZ, WHREOCE
RO Y X b o7z,

4, pPLF X v, Idiopathic DCM & Ischemic
DCM DERix, LFeks ITILH v v F DHT
+5TRETH B LEX DT
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Summary

Differentiation of Ischemic Cardiomyopathy
from Idiopathic Dilated Cardiomyopathy
—Evaluation of the Value of Radionuclide Imaging—

Tadashi KURIHARA*, Michihiro NARITA*, Kenichi MURANO*,
Masahisa Usami*, Minoru HoNDA** and Keisuke KANAO**

* Department of Internal Medicine, ** Division of Radioisotope, Sumitomo Hospital

To determine whether ischemic cardiomyopathy
(ischemic DCM) could be distinguished from
idiopathic dilated cardiomyopathy (idiopathic
DCM) by radionuclide cardiac imaging, seven
patients with ischemic DCM and eight patients
with idiopathic DCM were studied with thallium
scanning and gated cardiac blood pool imaging at
rest and during exercise.

The resting ejection fraction of the two groups
were similar (ischemic DCM 20.74+9.0%, idio-
pathic DCM 26.0+13.49%, ns), and the change in
the ejection fraction during exercise were also
similar. Both groups showed no increment of
ejection fraction during exercise.

Thallium scan showed perfusion defect in 14 of

15 patients. The perfusion defects were extensive
in ischemic DCM than idiopathic DCM (defect
score 49.6+5.7 vs. 21.14+13.2%;, p<0.001). More-
over, the distribution of the defects were different;
in ischemic DCM the defects were distributed
according to the territory of coronary arteries, but
in idiopathic DCM, defects were seen frequently in
the apex or at the base of left ventricle.

In conclusion, resting thallium scan was most
reliable imaging technique to distinguish ischemic
DCM from idiopathic DCM.

Key words: Ischemic cardiomyopathy, Idiopa-
thic dilated cardiomyopathy, Thallium scanning,
Gated cardiac blood pool imaging.
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