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HREFE
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WERIZA KBk~ > 7 + (internal mammary

artery graft, IMAG) 257 & (Efl41 A, &
il 16 &), saphenous vein graft (SVG) 7551
KTH5H. £ TOREPFTMRA ORI 3 A
IR I F—F VERIC X 5BIRN 7 57 M ER
BRITENTWA. &k, WETA Y—IiZiddE
Btk OF 2 VELO S D H .
FHL7-%EIT, GE# Signa-advantage
(15T) T, BBCIZERAOERE A V26
L7-. MRA OBBICIIERERY X MRIOY 7
F Td % FASTCARD # H\ 7=. % O pulse
sequence % flow compensation % ff fn L 7=
fast-SPGR (TR=12.4 ms, TE=5.1 ms, FA=
40°) ¥, FOV=30cm, matrix=256 x 256
(BEEFFOV),slice E=5mm ThH 5. 1
IZX0, 16 L\ TA6RBHEOY REREY RS
ToORRERC X VEL. BREmTTZ7 B
EEhn HAEEREETE & L, RREEOBRVEL
IZ & 10~15 slice DHEfGHRE 21T 7. HBS
N7 BWIE D > REHR O 7570 0 b A OB
BrmBlLTIhbEMRADOTTEE L L,
reformat & multiplanar reconstruction (MPR)
&V 75T bR LY (Fig. 1).
UEDOHEILE > THONIMRAIC LS
757 FOBF®OREY, 757 M ERE
gold standard & L CHiRt L7z, #t#id MRA,
757 bEEE HIZ 24U EOREBRE &
BBREARE TIT-72. Z2EIMRA, 757
FEEOIEE TITV, MRA OFEOBICIT S

4+ —TJ— K heart, coronary artery, bypass graft, MRA
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Fig. 1. Left internal mammary artery bypass graft (IMAG) to left an-

terior descending artery (LAD).

A. Reformatted oblique coronal image shows proximal portion of

IMAG.

B. Reformatted oblique axial image shows distal portion of IMAG.
LITA=Ileft internal thoracic artery=Ileft internal mammary artery.

LCX =left circumflex branch.

7 MEFOEHRE LT O Rl % 1T -
7o, HREBFHEBOGRIC L VTV, HED
IS TRREFNC DWW TR B BT 0, Hi/e
I E - THE L.

f& R

2 TOEFTRIFZERAEON, BRET
5757 FABRICHB S n. Lal, 75
7 b ETERBIIR & DY A SNSRI S e

HDOIT 108 KA 22 K (20%) ITE EFE 7.
1) IMAG (57 K) k> AHkEHE (Table 1)
757 MERETIL 53 RO & 4 ADFAE
DRI N/, MRATh, 534AD7 57 b+
DL 4ARDHAENRRD b N7z (sensitivi-
ty=1009%, specificity=100%). BifF & L7=7
Z7 FDS LD 1 RICEIIRAEREIC X 5 FRFEN
Rohih, MRA THREEROEEIXTE
> e AR DRHIITRE TH - /.
2) SVG (B1&K) ik A#ERE (Table 1)
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Table 1. Results
IMAG SVG All grafts
Angio. o, B
MRA ngto Patent | Occusion MRAA nglo Patent | Occusion MRAA A Patent | Occusion
—

Patent 53* 0 Patent 37* 2 Patent 90* 2
Occlusion 0 4 Occlusion 2 10 Occlusion 2 14
* including 1 stenosis * including 4 stenoses * including 5 stenoses
sensitivity =100% sensitivity =95% sensitivity=98%
specifisity =100% specifisity=83% specifisity =88%

SVG TO RCA

Fig. 2. Patent saphenous vein graft (SVG) to right coronary artery

(RCA).

A. Reformatted oblique image shows SVG to RCA. AO=aorta, PA=pul-

monary artery.

B. Conventional angiography of SVG.

Fig. 3. Occluded saphenous vein graft (SVG) to right coronary artery.
A. Axial image shows occluded SVG (arrow). AO=aorta, LV =left ven-
tricle, RA =right atrium
B. Conventional angiography of SVG.
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Fig. 4. Patent saphenous vein graft (SVG) to right coronary artery

with stenosis.

HEIT% 25 (1997)

B

A. Reformatted oblique coronal image shows graft stenosis at proximal

portion of the SVG (arrow).

B. Conventional angiography also shows the stenosis (arrow).

757 bEETIE39ERDOBFE L 12 KDEA
EPHERIN/-. MRA T, 39K %=
(Fig. 2), 12 A% pA%E (Fig. 3) E¥Wr L7=74,
false positive & false negative Az hZh 2 &
FE1E L 7= (sensitivity=95%, specificity=83%) .
BHELLIET ST PO BLARITRENIRD
h7=?, MRA ThH 4 AL BICEELTRIETE
7= (Fig. 4).

3) £TCDOIS57 FTOREFE (Table 1)

108 KDOLETD 7 57 FIT2WT O sensitivi-

ty 1% 98%, specificity {d 88% Td - 7.

% 2

CABG DB DRl % JE R B 2 T
T2 L+5RAFMEK LD CT ©° MRI # H
WTHRINTWS. gtk OFEE T CABG 2
AT I/ BEE, WEOERENEE ©Fi
mEFADOREEZZTTEY, HEICTS7 b
DOBIFEHEDOFHE D 72 b D & &R & 79 5 C
FIRESITEREYMNAI LS. TOTE
6, FEFERACIEREL R 25 FT B Ze AR R D
BMAEEN TS, Fi, AR THETAEE
THNIEMIC O AERBEIC L DT
ER:EZOLNS.

CT TOFHE THEMICE K DTS5 7 M
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HHNCHERR DI IF ICE BRCR A TORECH
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EEWEW. BUCER G 21 A0 IMAG i
DWW THRE L Z D sensitivity % 66.7% & &
LTwWaD. —7, HxBRAA MRA T,
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BWHEBDAH. ZO7D IMAG IZ oW T
sensitivity, specificity & 12 100% & BIif/rkE
ERBOLN-LEbhS.
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ELOLRACT THOWONTWAS KD 3K
TERBEETRD ANSHFEDS 6705 TRPNHE
EREbNhS.

] B

108 A& CABG iz %xf L MRA # st L £ D
BIAE M O FRAMIC D\ C & & 8 % gold stan-
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MR Angiography of Coronary Artery Bypass Grafts
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The purpose of this study is to assess the value of MR angiography in the evaluation of the paten-
cy of coronary artery bypass grafts (CABGs). Fifty consecutive patients with a total of 108 CABGs
underwent breath-hold MR angiography and conventional arteriography. Fifty-seven of the CABGs
were internal mammary artery grafts (IMAGs), and 51 were saphenous vein grafts (SVGs). With
conventional arteriography used as the standard of reference, MR angiography was found to depict
patency in all 53 IMAGs (sensitivity 100%) and 4 occluded IMAGs (specificity 100%), in 37 of 39
SVGs (sensitivity 95% ) and occluded 10 of 12 SVGs (specificity 83% ). The overall graft patency
was 98% sensitivity and 88% specificity. Graft stenoses were also clearly demonstrated in 5 cases.
This study suggests that MR angiography is a useful, noninvasive technique to evaluate the patency
of CABGs.
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