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Summary

“Acute myocardial infarction (AMI) is relatively rare in systemic lupus erythematosus (SLE),
although other cardiac complications, such as pericarditis and myocarditis, occur frequently in this
disease.

A 20-year-old woman with documented SLE experienced a transmural anterior AMI due to
thrombi in saccular aneurysms of the left main coronary artery and the proximal portion of the
left anterior descending coronary artery. There were also saccular and fusiform aneurysms in the right
coronary artery, but thrombi were not observed in them. Aorto-coronary bypass surgery was performed
to salvage the viable myocardium and to prevent recurrent myocardial infarction and rupture or in-
fection of these coronary aneurysms. Postoperative coronary angiography revealed a new small sac-
cular aneurysm in the mid-portion of the right coronary artery. During this period, there was no im-
munological evidence of active SLE.

It is important to ascertain whether such coronary aneurysms resulted from atherosclerosis or
arteritis, because of the choice of the different therapeutic interventions. In this case, howerver,
it was difficult to determine. It was speculated that these coronary aneurysms arose from an arteritic
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process, because the saccular aneurysm in the mid-portion of the right coronary artery was formed in
less than three months, there were no coronary risk factors, and any microscopic evidence of athero-
sclerosis was not obtained in the aortic specimen during aortocoronary bypass surgery.

Serial coronary angiographic studies are necessary for accurately diagnosing coronary artery
disease. Anticoagulant therapy and antiinflammatory medication may be necessary to prevent myo-
cardial infarction in patients with SLE, even if there is no immunological evidence of active SLE.
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Fig. 1. Photograph of the patient.
This photogram was taken when she was 14 years
old. The butterfly erythema is clearly shown.
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Admission (I.H. Hsp.)

EERAE 2 A0FL7c SLE Ho.LFHEE

Admission (I.C. Hsp.)

— 1 r !
S50 s51 §52 §55 S§56
12/17 12/21 1/3 1/5 1/12 2/2 3/1 3/15 6/13 7/1 /26 8/3 8/20 10/27 8/15 12/17 2/2
frthralaia F‘__—hh—_‘—
Fever A
Butterfly
Rash
Convulsion -:
Psychosis A
ESR (mm) 1h 112 102 89 23 62 30 6 40
132 118 126 56 85 60 11 67
CRP 2+
WBC x1000 7.0 10.1 3.7 10.7 3.5
LE test (=) (=) (+) (=) (=) (=) (=)
LE cell (=) (=) (+) (+) =) (+)
ANA can 320 40
TPHA (=)
Micro. Slide (+)
Gamra-globulin] 1.3(16%) 1.3(20.3%) (15%)
19G (ng/dl) 1250
IgA (mg/dl) 215
IgM (mg/dl) 170
C3 (mg/dl1) 30.5 119 105
Proteinuria (+) (#)
Frednisolone 60ng [ S0ma] [30rs]
Paramethasone
acetate every second day 4me 6m 4mg
phamide m

Fig. 2. Clinical course, laboratory data and therapy of the present case.
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Fig. 3. Electrocardiograms before (left: Feb. 16,
’82) and after (right: May 11, ’82) the oncet of
acute myocardial infarction.
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Fig. 4. Coronary angiograms and schemata (June 24, ’82).

A large amount of thrombi are observed in the saccular aneurysms of the left main coronary
artery and the proximal portion of the left anterior descending artery (LAD). The proximal portion
of the LAD is completely obliterated by thrombi. There are also saccular and fusiform aneurysms in
the right coronary artery, but no thrombi are observed in them. The collateral circulations are from
the left circumflex artery to the second diagonal branch of the LAD and from the posterodescend-
ing branch of the right coronary artery to the septal branch of the LAD.

5%, SLE 23 %5 BEINRKELR 27w A K
BROWI LBRAH Y, T4EDEDZFr A F
RPERE T, VERBORIC L, EBRoM%E
JREE R TRINE Do Te LI LT W32, @)
R DIFEANT SN TR LT 7.

AIEGI TS FEL T b b 25 v 4 RGO
BFEZHET 200, EiE, FEARME, B,
BERRTA, &2 VTR 2 &, IR KT i3 8
<, Lo bl Ic BRI U 72 KIEIIREE o fiLfkic 4 <
WRIRTE(L DOFT R &2 380, RIS L b et
TSI <, AR BHIRIC Sl 1R BIIRE & 26K L
ez b Enb, EBIREOKKIZ 2) ok
fbickdboTEANVWEEZ LR

RIEIT X 5 @BIIRAE O JFUA & LTid, 1) Ik
WO, 2) FEFMEBIIREPHZS (periarteritis no-
dosa) 73% <202 3) L LppEh i (progressive

systemic sclerosis)®, 4) y < P45 5)
BRI, 7) Ehlers-Danlos 2", 8)
HEME, 9) MEgEth2®, 10) SLEBY 72 Lt
FHND P, AT E)IEEOBEER 2 <, i
o SLE DA ogihih, BRIERS X 0%, #H
HHR LV EEN EEbhik

L7cio> T AERNIE, SLE i X 2 @@k i
BRICE Y EBIRMZIEAE L, BRIk z4EL
TOLPHREEERE L b LEZ LR Ll
AHIEWI T, 2 [a] o BRGS0 1 B i
K, RAEFTR L SLE oiE@hE % 580 285 - 7212
bbb ¥, 52 [ H OEERE Y <A EEIR
RIS (segment 2) (2 7o 72 TEBIIRKG & 5B 7.
ZHEEBEIARE 7S SLE L B3R 2o WEE T T3 4R
LA REME &R+ % 23, [RJEME DEBIIRS & #a
HEMHTEAhrhoclzd i EZELIORS. kel

— 253 —



B, afE TR, @»

Table 1. Immunological data of the patient before and after the onset of acute myocardial infarction

Onset of MI (May 11, ’82)

1981 1982 l

3/24 4/21 5/12 717 2/16 3/30 5/11
Platelets 283 280 264 254 241 311 245
WBC 6.7 7.3 7.8 5.2 6.0 9.5 11.2
RBC 435 415 451 383 398 384 436
Hemoglobin 13.3 13.0 13.8 11.7 11.7 12.8 12.5
Hematcrit 39.9 38.5 39.9 36.9 35.6 37.0 39.0
LE cell
LE test
ANA 64 64 256 256 64 64 64
a-DNA (RIA) 15 14 10 10 12 15 17
a-ENA (=) (=)
ASLO 80 120 80 160 320 160
RA (=) =) (-) (=) (=) (-)
RAHA 40> 40> 40> 40> 40> 40> 40>
CRP (=) 1+) (=) (%) 2+) 1+)
ESR (mm) 1h/2h 16/47 9/28 30/66 19/50 35/81 72/117 20/55
C, 105 83 98 73 82 96
C, 19 24 20 19 22 20
TPHA (=) =) (=) (-)
Micro. slide (=) 2+) 2+) 2+)
Proteinuria (*) (-) (=) (-) (+) (£) (+)

ANA =antinuclear antibodies ; a-DNA (RIA) =a-deoxyribonucleic acid (radioimmunoassay) ; a-ENA =a-extrac-
table nuclear antigen ; ASLO =antistreptolysin O ; RAHA =rheumatoid arthritis hemagglutination (test) ; CRP=C-
reactive protein ; ESR=erythrocyte sedimentation rate ; C;=third component of complement ; C,=fouath compon-

ent of complement ; TPHA =treponema pallidum hemagglutination assay ; Micro. slide =microscopic slide precipi- /
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Table 1 (cont’d)

TEERA % &0F L7z ESL o Mg

A-C bypass (July 20, ’82)

6/10 716 t 7/21 7127 8/30 9/20 Normal range
220 264 206 253 254 205445  x10%/mm3
7.3 5.9 10.7 12.4 7.0 7.3 3.8-10.2  x10%/mm?
398 432 408 417 340 415 358470  x10*/mm3
11.9 13.4 12.7 13.3 10.7 12.6 11.0-16.3 g/d!
36.7 37.0 37.0 39.2 30.5 38.9 35.445.0%
(+) (=)
(=) -)
16 16 4 4 16 16 5
6 25 2 3 6 10-20 unit/m
(=) (=)
80 80
(=) (=)
40> 40>
(=) (=) 3B+) G (=) (=)
22/56 10/27 14/43
79 62 40-140 mg/d!
16 13 14-60 mg/d!
- (=)
(=)
(=) (=) (=) (=) (%)

i
1st CAG (June 24, ’82)

1
2nd CAG (Sept. 17, ’82)

\/tation test.

2 #

SLE T ER, S8FRE LiELIE AT 3
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WiaiTie - i OBEBIRER ©, ARBRD
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DR, EFHRE T SLE oiEgitizZs bh
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IR RE N o ez L E XY, Z0
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7z. SLE o#&# T3, SLE OiEghis niugesy
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Fig. 5. Left ventriculograms (June 24, ’82).

End-systole

Akinesis is observed in the anterior wall (segment 2), and hypokinesis is seen in both the apical

(segment 3) and septal (segment 6) walls.
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Fig. 6. Coronary angiograms after aorto-coronary bypass surgery (taken in July 20, ’82).
Although the thrombi in the aneurysm of the left main coronary artery disappeared, the complete
obstruction is still observed in the proximal portion (segment 6) of the left anterior descending artery.

A small saccular aneurysm (arrowheads) newly developed in the middle portion of the right coronary
artery, but there is no immunological evidence of active SLE throughout this evolution.
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