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Cardiac Sarcoidosis Complicated by
Multivessel Coronary Spasm: A
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Abstract

A 63-year-old woman with abnormal Q waves in leads I, I, aVF developed ventricular tachycardia
after an operation for thyroid carcinoma. Coronary arteriography revealed no organic stenosis, but acetyl-
choline induced total occlusion of the right coronary artery and severe narrowing of the left coronary
artery. Left ventriculography showed inferoposterior and septal akinesis, and echocardiography revealed
slight thinning of these affected walls. She had old myocardial infarction due to spasm. One year later, she
developed bilateral uveitis and recurrence of tachycardia. Cardiac sarcoidosis was diagnosed by endomyo-
cardial biopsy.

In our patient with cardiac sarcoidosis, the presence of multivessel coronary spasm made the diagnosis
difficult and may have contributed to cardiac dysfunction. Coronary arteries are rarely involved, but the
development of coronary spasm may be linked to sarcoidosis.
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Fig. 1 Twelve-lead electrocardiograms during sinus rhythm (left)and during sustained ventricular

tachycardia (right)

Abnormal Q waves were found in leads II, I, aVF during sinus rhythm. Sustained ventricular tachycardia
(VT)showed the QRS morphology of left bundle branch block and left axis deviation with a rate of 190

beat/min.
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Fig. 2 Coronary arteriographic findings
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Right coronary artery
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Administration of acetylcholine 50 4g i.c. induced total occlusion in the right coronary artery (right upper) . Acetylcholine 100
g i.c. induced 90% diffuse narrowing of the left anterior descending artery including septal branches and 75% narrowing of
the left circumflex artery (left upper) . No stenosis was present after nitroglycerin 100 g i.c. (lower) .

Ach = acetylcholine ; NTG = nitroglycerin; i.c.= intracoronary injection.
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Diastole

Systole

Fig. 3 Left ventriculographic findings

LAO60°

All of the interventricular septum was akinetic (arrowheads) . The inferoposterior wall was akinetic (arrow-
heads) around the papillary muscles but hypokinetic in the basal portion.
RAO = right anterior oblique ; LAO = left anterior oblique.

Fig. 4 Parasternal short-axis view echocardiogram
Slight thinning was found in the inferior and septal
walls, compared with lateral wall.
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Early image

Delayed image

SRR AP L0V a S K= A 89

Bull's-eye

Fig. 5 Early (upper)and delayed (lower)images of exercise thallium-201 myocardial scintigraphy
In the early image, severe defects (arrowheads)were found in the inferoposterior and septal walls. In the bull’s-eye image,
blackout was present in the same regions.

Fig. 6 Chest radiograph showing no significant hilar
lymph enlargement
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Myocardium Cervical lymph node

-
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Metastatic medullary
carcinoma

Non -caseating granuloma

Fig.7 Light micrographs of the left ventricular endomyocardial biopsy specimen(left)and cervical lymph node (right)
Sarcoidosis was diagnosed by non-caseating granuloma in the endomyocardial specimen. However, granuloma was already pre-
sent in the metastatic cervical lymph node when thyroidectomy was performed 1 year previously.
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