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SUCCESSFUL TREATMENT OF VENTRICULAR
FIBRILLATION AND VASOSPASTIC ANGINA
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Kazuhiko AraMAaKlI, Tomotake Suzuki, Tomohisa SAKAI
Toshio HAasuba, Masafumi Kusaka, Mie Kawar,
Taku YaMADA, and Seibu MOCHIZUKI

Division of Cardiology, Department of Internal Medicine,
The Jikei University School of Medicine

A 52-year-old woman with palpitations was admitted to the clinic of cardiologist.
Electrocardiography showed ST-T segment elevation in leads V, through V, and anteroseptal
myocardial infarction. When patient began to have ventricular fibrillation, the physician
performed cardiopulmonary resuscitation. She was transported to our hospital. After 90
minutes of ventricular fibrillation, sinus rhythm was restored. Despite the long period of
ventricular fibrillation, the patient recovered consciousness. Emergency coronary angiogra-
phy revealed that no coronary arteries had stenosis. Left ventriculography showed severe
hypokinesis of the anteroseptal free wall. The diagnosis was vasospastic angina pectoris with
ventricular fibrillation.

The patient was treated with diltiazem and nicorandil. Two months later, she had
completely recovered and resumed her normal activities. Regardless of the duration of
ventricular fibrillation due to coronary vasospasm, cardiopulmonary resuscitation allows the
possibility of complete recovery without sequelae.

(Tokyo Jikeikai Medical Journal 2002 ; 117: 335-9)
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Fig.1. An ECG was taken at the clinic.
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The ECG showed ST segment elevation in leads I, aV, and
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An ECG was taken after CPR. The ECG showed sinus rhythm and no ST segment elevation.
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Fig. 3(a)

Fig. 3(b)

Fig.3. Coronary angiography (CAG) and Left ventriculography (LVG) were performed after CPR.
(a) The CAG revealed that there were no stenosis on right coronary artery (RCA) and left
coronary artery (LCA). (b) Left ventriculography showed asynergy of the anteroseptal wall

motion.
R IEED, —RBATILE R ETENERTH 3) Nakamura M, Takeshita A, Nose Y. Clinical
2. KRIRICB T DL I OO HEHEE 2 EEits characteristics associated with myocardial
ED B S FTHIHS O 12T 2 F TR infarction, arrhythmias, and sudden death in
- e tp 5 N patients with vasospastic angina. Circulation
2ZERESTENVEDWMIBRZDL EHFZHN 1987 : 75+ 11106,

2. 4) Nishizaki M, Arita M, Sakurada H, Suzuki M,
Ashikaga T, Yamawake N, et al. Polymor-
7 ik phic ventricular tachycardia in patients with
vasospastic angina-clinical and electrocardio-
1) fERHE, WEER, BY=4, NNEFIYE, fE graphic characteristics and long-term out-

B, EHIER. ZRATEDOERE L T ORFELE come. Jpn Circ J 2002; 65; 519-25.
B, HWNEEE 1998 ; 87: 83-90. 5) Scrutinio D, De Toma L, Mangini SG, Lagioia
2) IR, Z28R%F & OBFE A TR & 2 IR - R, Accettura D, Ricci A, et al. Ischaemia

DR, BREE 1989 ; 25: 716-20. related ventricular arrhythmias in patients



6)

7)

EEBIIREERE I & 5O EED 339

with variant angina pectoris. Eur Heart J
1984 ; 5; 1013-22.

Volpi A, Cavalli A, Franzosi MG, Maggioni A,
Mauri F, Santoro E, et al. Gruppo Italiano
per lo Studio della Streptochinasi nell’Infarto
Miocardico (GISSI) investigators. One-year
prognosis of primary ventricular fibrillation
complivating acute myocardial infarction.
Am ] Cardiol 1989 ; 63; 1174-8.

Volpi A, De Vita C, Franzoosi MG, Geraci E,
Maggioni AP, Mauri F, et al. Working Group
of the Gruppo Italiano per lo Studio della
Sopravvivenza nell’Infarto Miocardico
(GISSI) -2 Data Base. Determinants of 6-
month mortality in survivors of myocardial
infarction after thrombolsis: results of the

8)

9)

GISSI-2 data base. Circulation 1993 ; 88;
416~ 29.

Chinushi M, Kuroe Y, Ito E, Tagawa M,
Aizawa Y. Vasospastic angina accompanied
by Brugada-type electrocardiographic abnor-
malities. ] Cardiovasc Electrophysiol 2001 ;
12; 108-11.

Cummins RO, Ornato JP, Thies WH, Pepe PE.
Improving survival from sudden cardiac
arrest : the “chain of survival” concept: a
statement for health professionals from the
Advanced Cardiac Life Support Subcommittee
and the Emergency Cardiac Care Committee,
American Heart Association. Circulation
1991 ; 83: 1832-47.



		2003-01-25T16:00:08+0900
	Editorial Board
	東京慈恵会医科大学雑誌編集委員会承認




