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We investigated the total numbers of cases of representative diseases, including acute
myocardial infarction (AMI), unstable angina pectoris (UAP) and aortic dissection, treated at
our coronary care unit and therapeutic strategies for them. Both AMI and uAP have been
considered types of acute coronary syndrome with similar diagnostic criteria. We found,
however, that the therapeutic strategies for these conditions differ slightly. Coronary bypass
surgery was performed in a higher percentage of cases of uAP (7%) than of AMI(1%) because
more time was available for surgery. The mortality rate was higher in cases of AMI. For
aortic dissection, emergent surgery was performed in Stanford A cases with an open false
lumen. Medical therapy was performed in Stanford B cases. These strategies were recom-
mended in the guideline of the Japanese Society of Cardiology. In contrast, the strategy for
Stanford A cases with intramural hematoma has been unclear. Medical control with careful
follow-up computed tomography of the chest has been the preferred strategy for Stanford A
cases with intramural hematoma in our coronary care unit. We have had good results with
this method.

(Tokyo Jikeikai Medical Journal 2005 ; 120 : 237-44)
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B Arrythmia 57cases
Oothers 94 cases

Diseases characteristics in CCU.
AMI (acute myocardial infarction), uAP (unstable angina pectoris),
AD (aortic dissection), CHF (congestive heart failure)
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Fig.2. Ratio of surgical treatment in AMI
patients.
AMI (acute myocardial infarction),

(coronary artery bypass graft)

CABG

Table 1. Summary of surgical cases and dead cases in AMI patients
number |nex | age diagnosis condition on ad therapy 1 therapy 2 | result
1 m | 77 | 3 vessels CHF CABG survive
2 m | 63 | 3 vessels normal CABG survive
3 m | 50 | LMT normal emerg CABG survive
4 f | 75 | RCA normal medication death
5 m | 84 | RCA susp shock medication death
6 m | 57 | 3 vessels shock medication death
7 f | 73 | LAD susp normal medication death
8 m | 73 | RCA susp ARF medication death
9 f | 63 | post CABG CHF medication death
10 f | 81 | LAD susp CHF medication death
11 f | 84 | RCA susp CHF medication death
12 m | 70 |3 vessels susp | CHF medication death
13 m | 35 | LAD susp CHF medication death
14 m | 66 | LMT shock PCI PCPS | death
15 m | 68 | LAD normal PCI death
16 m | 57 | LADp CPA PCI suc death
17 m | 69 | Cx shock PCI suc death
18 m | 59 | RCA shock PCI suc death
19 m | 73 | RCA CHF PCI suc death
20 m | 61 | LAD shock PCI suc death
21 f | 90 | LMT total shock PCI suc death
22 m | 57 | RCA normal PCI suc PCPS death

LMT (left main trunk), RCA (right coronary artery), LAD (left anterior descend-
ing artery), Cx (circumflex), CHF (congestive heart failure), ARF (acute renal
failure), CPA (cardiopulmonary arrest), PCI (percutaneous coronary intervension),
PCPS (percutaneous cardiopulmonary support)
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Ratio of surgical treatment in unstable AP
patients.
uAP (unstable angina pectoris)
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Table 2. Summary of surgical cases and dead cases in unstable AP patients
number | sex | age diagnosis condition on ad| therapy 1 therapy 2 | result
1 m | 67 | LMT 75%, RCA 909 | normal CABG survive
2 m | 84 | LMT 509 3 vessels | normal CABG survive
3 m | 68 | 3 vessels shock CABG survive
4 m | 64 |3 vessels Chest pain CABG survive
5 f 71 | 3 vessels Chest pain CABG survive
6 m | 65 | 3 vessels Chest pain CABG survive
7 m | 56 | LMT 509 2 vessels | Chest pain CABG survive
8 m | 55 | 3 vessels Chest pain CABG survive
9 m | 70 | LAD proximal Chest pain CABG survive
10 m | 75 | LAD proximal Chest pain CABG survive
11 m | 45 | LMT 90% Chest pain emg CABG survive
12 m | 66 | LMT 90% Chest pain emg CABG survive
13 f 78 | 2 vessels Chest pain emg CABG survive
14 m | 80 | 3 vessels shock medication death
15 f 84 | LMT 75% normal op candidate death
16 m | 68 | 3 vessels shock PCI succ PCPS death
17 m | 75 | 3 vessels Chest pain PCI succ death
18 f 81 | LMT 509 3 vessels | Chest pain PCI succ death
19 m | 53 | LAD proximal shock PCI unsucc PCPS death

LMT (left main trunk), RCA (right coronary artery),

artery), CHF (congestive heart failure), PCI (percutaneous coronary intervension),

LAD (left anterior descending

PCPS (percutaneous cardiopulmonary support) emg CABG (emergent coronary artery
bypass graft)
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Fig. 4. CT of aortic dissection (separating the true
and the false lumen)

Fig.5. CT of aortic dissection (intramural hematoma)
a. plane image
b. enhanced image
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Table 3. Summary of surgical cases and dead cases in Stanford A patients
number | sex | age diagnosis condition on ad| therapy 1 | therapy 2| result
1 m | 58 | intramural hematoma | back pain BP control |intubation | ent
2 m | 69 | intramural hematoma | back pain BP control |intubation | ent
3 m | 60 | intramural hematoma | back pain BP control |intubation | ent
4 m | 52 | intramural hematoma | back pain BP control ent
5 m | 81 | intramural hematoma | back pain BP control ent
6 f 75 | intramural hematoma | back pain BP control ent
7 m | 56 | intramural hematoma | back pain emg op intubation | op
8 m | 54 | intramural hematoma | back pain BP control op
9 m | 46 | B—>A back pain BP control |intubation | op
10 f |76 | B>A Shock BP control |intubation | ent
11 m | 68 | false lumen Shock emg op death
12 m | 68 | false lumen Shock BP control |intubation | death
13 m | 58 | false lumen Chest pain BP control death

B — A (changing Stanford A from Stanford B)
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