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Fig. 1 Representative Dual-SPECT imaging of patients with right ventricular involve-
ment in acute inferior left ventricular infarction. (A: 20'TICI short-axis image,
B: 99mTc-PYP short-axis image, v: PYP uptake in the right ventricle).

h7—7 vk ABERIRE VAL, DR B vy, p<005 2 E L L7,
R vflE L. D-SPECT iz, 20TICI 111

MBq 35 X O *mTc-PYP 555 MBq % ik 4 B[ Iv. & &
Bl HEEHBIS < H 25 60IE & v, FEHA . B g B
Bt 3.8H #% (PYP (+) #f 4.3+0.9, PYP (—) i 3.3 HRECAEI S X O B o L, FILE,
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Table 1 Clinical profile of patients with *mTc-PYP uptake in the right ventricle
Case A/gge()z'm)(’gl‘égi) Therapy CAG r{}%’i}ﬁg Forrester Prognosis
1.SK T74F 7 directPTCA #2 2090 1 Improve
2.0.T  69M 3 directPTCA #1 4180 I Improve
3YY T7T9OM 24 Medical $1 230 I Improve
4. K1 68F 0 Medical #1 1210 I Improve
5 KY 78M 3l Medical $1 1750 [ Improve
6. TK 86M 9 Medical ~ unkown 1010 1 Death
7.IM  64M 24 Medical $2 3193 I Improve
8.0.M 83F 3 Medical unkown 737 I Improve

M = male, I' = female, PTCA = percutaneous transluminal coronary angioplasty,
CAG = coronary angiogram, CPK = creatinine phosphokinase.

Table 2 Clinical profile of patients without 9mTc-PYP uptake in the right ventricle

Age (yrs) Time

maxCP

Case "/Sex_ (hours) Therapy CAG (IU /mlg( Forrester Prognosis
1.SF 67M 2 directPTCA #2 4540 1 Improve
2. 1LY  66F 0.5 directPTCA #2 1371 I Improve
KT  T7IF 3 direct PTCA #3 94 1 Improve
4. K.Y 56IF 5 PTCR # 4AV 280 I Improve
5. TS 68M 3  direct PTCA #3 2350 1 Improve
6. K.S 76M 7 directPTCA #2 798 I Improve
7.8.T 74M 6 direct PTCA #1 3690 I Improve
8. U.Il 52M 6 Medical #3 1590 1 Improve
9Y.Y 83M 24 Medical unkown 689 I Improve
10.0.M  49M 6 ICT 1 2780 I Improve
1LW.S 73 1 directPTCA #3 1998 I Improve

M = male, IF = female, PTCA = percutaneous transluminal coronary angioplasty,
PTCR = percutaneous transluminal coronary recanalization, ICT = intravenous

coronary thrombolysis, CAG = coronary angiogram, CPK = creatinine phosphokinase

2. ABBERR

FEHED & ARt £ TOWE 1 PYP (+) BT 12.6
111 [ L, PYP(—) B 5.74+6.1 fsic
REWHEICH Y, ABLHF CPK iz PYP (+)
B 123341377 IU/ml, PYP (—) BT 2764233
IU/m/ &, PYP (+) BECHEICE - 7= (p<0.05,
Table 4). ABEREfiL £, OABICIIZEE T s
>t DERTEF TR Y AL 101 - aVy) i
ST LR %@ 72d, PYP (4) B 1 FlTHiE
il (Vie) O ST LR E o7, h P, ARz
& o CHIUMEAER R & 572D i PYP (+)
BOlBlORTH 7. Wl bLTa—XIZT
FE ST % RE o REE 8 R F 2 mRICED 2,

1187

Table 3 Background of patients with inferior acute
myocardial infarction (AMI)

PYP () PYP (-)
(n=8) (n=11)

Age (yr) 75172 66.8=* 10.0
Male 5(63) 7 (64)
Hypertension 4 (50) 7 (64)
Smoking 4 (50) 7 (64)
Hyperlipidemia 1(13) 19
Diabetes Mellitus 1(13) 6 (55)
Obesity 0 2(18)
Hyperulycemia 0 1(9)
Family History 0 2(18)
Angina pectoris 4 (50) 7 (64)
OMI 0 1(9)

OMI = old myocardial infarction, Data are expressed

as mean value + SD or number (%) of patients.
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Table 4 Noninvasive and Hemodynamic data on admission
PYP (+) PYP (-)
(n=28) (n=11) p valuc
Admission (hrs) 126 £ 11.1 57%6.1 NS
Systolic BP (mmllg) L27 =37 136 + 21 NS
Diastolic BP (mmHg) 70 + 31 72 £ 15 NS
HR (beat/min) 79 £ 23 75 £ 11 NS
CPK (IU/ml) 1233 £ 1377 276 233  p-20.05
ECG
ST elevation
I aVe 8 (100) 11(100)
Vi=-2 1 (13) 0
V3R - 4R (1) (0)
UCG
Inferior asynergy 7 (88) 10(91)
RV dilatation 1(13) 0
Ilemodynamics
CI (1/min/nr) 26 +05 2908 NS
PASP (mmHg) 25+'7 21 &5 NS
PADP (mmlg) 112 8+£3 p <0.05
RA (mmHg) 8+ 2 32 p < 0.005
RA /PADP 0.7 +0.1 0.4+04 NS

BP = blood pressure, HR = heart rate, CPK = creatinine phosphokinase,
ECG = electrocardiogram, UCG = ultrasonogram, Cl = cardiac index,
PASP = pulmonary artery systolic pressure, PADP = pulmonary artery

diastolic pressure, RA = mean right atrial pressure, NS =
cant. Data are expressed as mean value * SD or number

patients.

Table 5 Complications of inferior AMI

PYP (+) PYP (—)
(n=8) (n=11)
Ilypotension _
or Shock 1(50) 0
Arrhythmias
VT VI 3 (38) 1(9)
AVB (=11° ) 0 1(9)
Sinus arrest 0 1C9)
Angina pectoris 1 (13) 0
MaxCPK (IU/ml) 1800 + 1237 1836 + 1349
Time (hrs) 19.5+ 104 18.1 = 13.0
VT VI* = ventricular tachycardia or ventricular fibrillation,

AVB = atrio — ventricular block, CPK = creatinine phosphokinase,
Data are expressed as mean value * SD or number (%) of
patients.

PYP (+) #fo L flTHEILKRE o722, LaL,
AEEEBORT L IHE S h e flaisr o,

Swan-Ganz # 5 — 5 v & F vwiz CCU AZEED
MATEIREIZ >V T, DR, IBHIRIAE £ (<
FEBOE D -, EBIRILEL £ 5 & O
AFEEGE PYP (4) HETHBICE 2o . W#E

FhZEhnESEE L OA%EO filling pressure & # x
bhan, ZolizEn £ 07£0.1 LL W04
104 Th Y, HFEEERED LN I

not signifi —
(%) of

3. [MRaREE

THELHMEICH T2 SR ke LT,
PYP (+) BT 8 firh 2 4] ic o 7 direct PTCA
(percutaneous transluminal coronary angioplasty)
PIREAT &z hs, PYP (=) BETix 11l 7 filic
direct PTCA, 1 filic PTCR (percutaneous translu-
1 f5] (o t-PA
(tissue-plasminogen activator) OFED T S 41,
W) 65 70 W) IR 5 B O 755 17 91 % % 1 7
(Table 1, Table 2).

4. ARtk &HHE

A Bt AOHiEE, PYP(+) #o 8 fHilh 4 ffilT

I~3 95 H SRR O — @ oKL £ 2 i
vav s k@i (Tables). zh b ExwIhd
Wb VI T a7 I OERTRSICEEL
fz. &1, PYP(+) 0 3 flCHfmE 2 LE L

B 0FEFHD 5 Vi OEMEIZ ey, | TR
ERBEE -7z, s, M CPK 23 >IN
ix PYP(+) #f < 180041237 IU/ml, PYP (—) ##
T 1836 +1349 IU/m/ L E 0 bt - 7z

minal coronary recanalization),
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Table 6 Site of coronary artery occlusion

RCA PYP (£) FYP ()
Segment | 4 (50) 2 (18)
2 2 (25) 3(27)
3 0 4 (36)
1AV 0 1(9)
4PD 0 0
unknown 2 (25) 1(9)

RCA = right coronary artery. Data are expressed
as number (%) of patients.

5. 1eMMAEEREE

19 vk 11 il o> 2 TR (ABE#% T 24 HR)
IZ IESIER Y AT L 820, =R PYP
(+) B T 49.34+7.4%, PYP(—) BT 52.0+9.2%
LR h o

6. ABziAR
AR PYP (4) BT 51428 H, PYP ()
BET29410 H & PYP(H) BECHBICEL (p<
0.05), PYP(-) o> | flixfig & &pFL, 117 9%
HICELT L 7.

7. BAEE ARSI

A B 5 RIS AT U 2 e B ARG R
FLE D O MEE O TR R BINRINZE TOL & HEE L 72
L =7, PYP(+) #o 8 ffilrf 4 45 (50%) 23 AHA
(American Heart Association) 43¥f ¢> segment |
G474k X 0 L) © & v, segment 3 X h K
BT 1L a7z, L L PYP(—) BT

segment 2 & % \» (% segment 3 23 % < (F 63 %),

segment 1 ¢+ 2 f5] (189%) (21§ X 75 7 - 7= (Table 6).
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Summary

Clinical Evaluation of Patients with Right Ventricular Infarction Detected
by Dual SPECT Imaging of Tallium-201 and Technetium-99m Pyrophosphate

Hirohiko KuwaANO*, Motomasa KIMURA*, Kunio SAKAI*,
Junji IsHIGURO**, Hitoshi ISHIDA** and Masaaki OKABE**

* Department of Radiology, Niigata University School of Medicine
**Cardiovascular Center, Tachikawa General Hospital

We evaluated clinical significance of dual-
nuclide SPECT imaging (D-SPECT) of thallium-
201 and technetium-99m pyrophosphate (PYP) in
patients of acute inferior left ventricular infarction
with PYP uptake in the right ventricle (PYP (+)
group) in comparison with those without PYP
uptake (PYP (—) group). There was no difference
in coronary risk factors, history of angina, blood
pressure, heart rate, and hemodynamics on admis-
sion between PYP (+) group and PYP (—) group.
The duration from onset to admission was longer
in PYP (+) group and coronary reperfusion thera-
pies were carried out in few cases. In 7 of 8 PYP-

positive patients, the diagnosis of rignt ventricular
infarction was made only by D-SPECT. Four of
8 were complicated with shock within three days,
and the duration of hospitalization was longer.
Coronary angiography demonstrated many prox-
imal lesions (50%) in PYP (+) group but few ones
(18%)in PYP (—) group. D-SPECT was very useful
for diagnosing acute right ventricular infarction,
and it might contribute to the prevention of shock
if performed within a few days.

Key words: Thallium-201, Technetium-99m
pyrophosphate, Dual-nuclide SPECT, Right ven-
tricular infarction, Shock.
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