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Fig.2. Cardiac gated MR imaging obtained in the
left anterior oblique projection (spin echo image,
TR=850ms, TE=19ms) Markedly dilated right
coronary artery (arrowheads) is seen to empty

into the posterior portion of left ventricle
(arrow).

LEER[AIEA MRI ; Siemens #15 MAGNETOM
(1.5T, HEzER) 2L, spin-echo i
T T, #5AE & (TR 810-850 ms, TE 15-19
ms) %, FLASH #% (TR 35-37ms, TE 12
ms, flip angle 30°) 12Ty 3 MR EffEimL
2. spin-echo FEARTRMIRT EERIC T, IEEL
72 RCA SEEHBBEANZE L LW E BT 2R
DARD st (Fig.2). WElifEHRTIE, K8
I 553083 2 RCA IAHES, FKUZFOULAERD
EER, 52O TAOBBELY VI ThH
BEMELETUEAEREBCE SR LI RCA
2, |ESERE L THHan (Fig.3). FH
LU B v % MRI T3, BRI O RCA
WIZ R EE D & 872 2 AR O RS SHEE 2 38
W, JEIEHIC T RCA OS2 & IE A A A
23 3 HiEE ORE SHEESH T S i (Fig,
4) . Fig, 5 WEEREIE I % spin-

Fig.3. Axial cardiac gated MR imaging (TR=
810ms, TE=15ms). A ; Section obtained at the
root of the aorta demonstrating the markedly

enlarged proximal right coronary artery (arrow-
heads). B ; Axial scan near the inferior surface of
the heart. Markedly dilated distal right coronary
artery is demonstrated in the right atrioventricu-
lar groove (arrowheads).
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Fig.4. Transverse cine MR images (TR=35ms, TE=12ms). Eleven time frames

acquired at the same level as Fig.3-B are displayed. Image 1 represents early systole.

Image 7 shows early diastole. Note area of low signal intensity within dilated right

coronary artery (RCA) inimage 1 (arrows) showing systolic regurgitant flow from
left ventricle into RCA. In early diastole, a fan-shaped area of signal loss is seen
extending toward the distal site within RCA, which represents normal direction of

coronary flow (arrows, image 7 and 8).
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Fig.5. A ; Left posterior oblique cardiac gated MR imaging. (TR=890ms,
TE=19ms) Scan at the level of left ventricular long axis. Distal end of
dilated RCA is visualized behind the posterior wall of left ventricle. B ; Early
diastolic cine MR imaging at the same level as A (TR=30ms, TE=12ms).
Low-intensity signal originating at the distal end of dilated right coronary
artery (RCA) extends into left ventricle, indicating the connection from
RCA to left ventricle (arrow).
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Fig.6. Coronary angiography shows a diffusely
dilated, tortuous right coronary artery (RCA)

that empties into the left ventricle (LV). Note
the opacificatioin of the LV cavity through the
vessel in right anterior oblique projection (RAO).
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Usefulness of MRI for Diagnosis of
Coronary Artery-Left Ventricular Fistula
—A Case Report—
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A case of right coronary artery-left ventricular fistula evaluated by MRI was reported. An
asymptomatic 53-year-old man was examined for cardiac enlargement and heart murmur.

Using a Siemens whloe body scanner with a superconductive magnet operating at 1.5 T,
ECG-gated T,-weighted spin echo images (TR=810~850ms, TE=15~19ms) and cine MR images

(TR=35~37ms,TE=12ms) were obtained. Cine MRI was performed by using the technique of
fast low angle shot (FLASH), which employes low flip angle of 30".

The spin echo technique revealed a markedly dilated right coronary artery emptying into the
posterior portion of the left ventricle, while a shunt blood flow from right coronary artery to the
left ventricular cavity in diastole and a back flow from left ventricle to the dilated right
coronary artery in systole were demonstrated by cine MRI. Cine MRI allowed both identification
of the fistula and evaluation of the direction of shunt blood flow.

MRI was thought to be useful for non-invasive diagnosis and evaluation of the coronary
arterial fistula. It should be also pointed out that MRI has the advantage of not requiring the

injection of contrast materials.
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