Journal of Cardiology 21: 551-556, 1991

ZHICA LN S MR Solitary ostial coronary
Bk A O ERBE A artery stenosis in women

e Osamu YAMANAKA
mE E— Tatsuji KANO

HEF AR Hisaki RINNO

Kk A Tomohisa OSAKA

Ik PR Seiryo KOBAYASHI
B 1Bk Haruo OZAKI

A pE Hiroshi YAMAGUCHI*

Summary

Among 6,200 patients undergoing coronary arteriography using the Sones technique at the
Juntendo University Hospital and the Juntendo Urayasu Hospital from 1975 to 1988, 121 patients
(1.95%, 111 males and 10 females) were found to have significant (=509%,) stenosis in their left main
trunks (LMT). Patients with systemic inflammatory disease such as syphilis or Takayasu’s arteriitis,
aortic valvular disease, or a history of mediastinal irradiation were excluded from this study. Stenotic
lesions of the LMT were categorized into 7 types according to their locations and appearances.

1. The most common type was stenosis localized just before the branching from the left cir-
cumflex artery (42 patients or 34.7%,).

2. Although the incidence of left coronary ostial stenosis was not very high (13 patients,
10.7%,) as a whole, that for the female patients was the highest (30.8%) of the 7 types. Nine patients
showed atherosclerotic irregularities with or without significant stenosis in the distal coronary arterial
trees. Four patients, including 3 women, were diagnosed as ‘‘primary solitary ostial stenosis’” of which
the cause is unknown. All of the 3 women were premenopausal, and their clinical profiles were as
follows:

Case 1 (45-year-old): She was hospitalized because of anterior chest pain during exertion or at
rest. Her electrocardiogram (ECG) showed severe ischemic ST-T changes. Coronary cineangiography
disclosed a 95%, stenosis in the left coronary ostium, and the distal portion of the coronary artery was
normal. She had not experienced angina after her coronary artery bypass operation.

Case 2 (45-year-old): She was hospitalized because of exertional chest pain. Her ECG showed
severe ischemic changes. A 909, stenosis of the left coronary ostium was observed, but the other
coronary arteries were normal.

Case 3 (50-year-old): She was hospitalized because of the same reason as Case 2. Coronary ar-
teriography disclosed 50%, narrowing at the left coronary ostium, and the distal portion of the coronary
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artery was normal.

In contrast to the usual atherosclerotic coronary artery disease, patients with primary solitary
ostial stenosis were characterized as being middle-aged, premenopausal, having few coronary risk
factors, experiencing severe angina with marked ischemic ECG changes, and having no collateral vessels
among the distal coronary arteries. With such patients, the cardiac angiographer should be alert to the
danger of critical accidents; e.g., abrupt pressure at the ostium caused by a wedged catheter tip, sudden
systemic hypotension, or a fatal arrhythmia occurring during selective coronary arteriography. Since
solitary ostial stenosis may occasionally be overlooked in the RAO projection and may be mistakenly
interpreted as a normal coronary arteriogram, contrast injection should be carefully performed into
the left sinus of Valsalva using the LAO projection, and a catheter with side-holes is recommended.
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Fig. 1. Distribution of stenoses in the left main trunk artery (121 cases).

LMT=left main trunk; CX=circumflex artery; LAD =left anterior descending artery; D,=first
diagonal branch; S, =first septal branch; ( )=female.
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Table 1. Noninflammatory stenosis in the left coronary ostium
o -

Case .;::gg lr)]:)asi' ste%osis LADA) ::t;nos:CA Collaterals EF Remarks
1 S.K. 61 M AP 75 100 75 100 (=) 0.53 A-C bypass
2 J.I. 47 M AP 100 100 75 50 () RCA - LAD 0.53 A-C bapass
3 S.I. 68 M MI 75 100 99 50 (##) RCA - LAD,CX 0.68
4 K.O. 59 M AP 75 75 75 20 (=) 0.77 A-C bypass
5 S.ST. 4 M MI 100 Undetectable 0.27
6 T.S. 54 M MI 75 100 90 100 (##) RCA—-LAD,CX 0.14
7 KIL 65 M MI 75 90 75 75 (-) 0.20
8 T.I. 51 M MI 90 99 75 — (=) 0.60 A-C bypass
® K.K. 51 M AP 90 — - - (=) 0.71 A-C bypass
10 S.K. 38 F Ml 100 — 90 50 (#) RCA - LAD,CX 0.28 Oral contraceptive
@ K. Y. 45 F AP 95 — — — (-) 0.66 A-C bypass
@ F.N. 45 F AP 90 — — — (=) 0.88
@ T.M. 50 F AP 50 — — — (=) 0.70

M =male; F=female; AP=angina pectoris; MI=myocardial infarction; RCA=right coronary artery; EF =

ejection fraction; A-C=aortocoronary.
QO : primary solitary ostial stenosis.
Other abbreviations: see Fig. 1.
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Fig. 2. Severe ischemic ST-T changes noted in
all leads ECG during chest pain attack (Case 1).
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Fig. 3. The left coronary ostium showing 95% concentric stenosis (arrowhead) with normal
distal branches (Case 1).
A) control, B) & D) after nitroglycerin administration, C) no collaterals are observed.

Fig. 4. The left ostium showing 90% stenosis Fig. 5. The coronary arteriogram showing 50%
with normal distal coronary artery (Case 2). narrowing (arrowhead) in the left ostium with
normal distal branches (Case 3).
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Table 2. Causes of ostial stenosis of the coro-
nary artery

1) Atherosclerosis

2) Congenital anomaly (congenital ostial mem-
brane, hypoplasia or atresia)

3) Inflammatory diseases (syphilis, Takayasu’s
disease, collagen disease)

4) Fibromuscular dysplasia

5) Iatrogenic (coronary arteriogram, cannulation)

6) Cardiac tumor

7) Postirradiation

8) Spasm
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