
Coronary arteriography in 
acute myocardial infarction 

J . E d u a r d o M . R. Sousa, M.D. 

Sao Paulo, Brazil 

Morta l i ty in acute myocardia l infarction has de-
creased in the past few years. According to several 
reports, it now ranges f rom 13% to 25% in pat ients 
admi t t ed to coronary care uni ts . 1 , 2 Such reduct ion 
is pr imari ly d u e to the wide use of hemodynamic 
monitor ing, 1 the prevent ion a n d effective therapy 
of l i fe-threatening a r rhy thmias , 3 the use of vasodi-
lators to overcome p u m p failure,4 the clinical ap-
plication of assisted circulatory devices,5 a n d the 
judicious use of surgical intervention.6 Recent ex-
periences also suggest tha t t he knowledge of coro-
nary a n a t o m y dur ing acute myocardia l infarctions 
m a y be an impor tan t asset in mak ing appropr ia te 
therapeut ic decisions.5 , 7 

Usually coronary ar ter iography is indicated in 
acute myocardial infarct ion when there is refractory 
p u m p failure or persistent chest pain. However, at 
our inst i tut ion, we have incorpora ted coronary an-
giography as a rout ine test for all pat ients with 
acute myocardial infarct ion before discharge f rom 
the hospital. 

In 315 of 410 pat ients admi t t ed to the Inst i tuto 
D a n t e Pazzanese de Cardiologia, Sao Paulo, for 
t rea tment of acute myocardia l infarction, cine cor-
onary ar ter iography a n d left ventr iculography were 
performed an average of 12 days (range, 10 hours 
to 25 days) af ter onset of symptoms without any 
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major technical complications. Con-
traindications for coronary angiography 
during acute infarction included renal 
failure, old age (75 years or older), cer-
ebral vascular accident or refusal of the 
patient. 

Normal coronary arteries were ob-
served in four patients (1.3%). Forty-
seven percent had one-vessel disease and 
54% had multivessel disease. In 65% of 
patients, the artery corresponding to the 
area of infarction was totally occluded, 
and in 36%, only a significant stenosis 
with a good distal runoff was present. 

An old myocardial infarction was the 
only finding associated with multivessel 
involvement. 

Cardiac surgery was performed in 72 
patients (23%) an average of 15 days 
(range, 1 to 30 days) following admis-
sion to the hospital. T h e following sur-
gical procedures were carried out: sa-
phenous vein bypass in 58 patients, left 
ventricular aneurysmectomy in ten pa-
tients, mitral valve replacement in four 
patients. 

Among patients who underwent only 
saphenous vein bypass grafting, 55 had 
postmyocardial infarction angina and 
had a low mortality (1.8%), similar, 
therefore, to the mortality associated 
with elective bypass surgery. In these 58 
patients, the following left ventricular 
segments were revascularized: infarcted 
segment in 79% of the cases, nonin-
farcted area in 61%, and the area of an 
old infarction in 18%. Revascularization 
to the infarcted segment was performed 
when a partial or total occlusion was 
associated with a well-developed collat-
eral circulation. 

Aneurysmectomy was performed in 
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ten patients; four of whom were in ad-
vanced cardiogenic shock and all died. 
Mitral valve replacement was per-
formed in four patients; two of these 
were also in cardiogenic shock and one 
died. 

We believe that coronary angiogra-
phy can be safely performed early in the 
course of acute myocardial infarction. 
Its routine use in all patients before 
hospital discharge defines the coronary 
anatomy, the functional state of the left 
ventricle, allows a better prognostic 
evaluation, and establishes selective cri-
teria for early revascularization. 
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