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Left coronary angiograms in the right anterior
oblique view(A)and higher magnification of the
left main trunk (B)

A flap-like lesion is seen in the left main coronary
artery (black arrow and black arrowheads) . Coronary
angiography may not provide easy understanding of
the lesion.

Virtual endoscopic imaging reconstructed from
subsecond spiral computed tomography

This endoscopic view of the left main lesion from the
distal left main coronary artery is in the direction of
the aorta showing an incomplete partition in the left
main coronary artery, which appears to separate 2
lumens, allowing easy understanding of the lesion.
Two-dimensional intravascular ultrasound(IVUS)
images(A, B)and a corresponding virtual endo-
scopic computed tomography(CT) image of the
left main coronary artery(C)

The IVUS catheter was automatically pulled out at
the rate of 1.0mm/sec. The IVUS images(A and B)
were taken 1 sec apart. The illustrations are shown in

Diagnosis: A flap-like lesion due to plaque rupture in the

left main coronary artery

right(A’, B’). A partition of a fibrous cap separates
the 2 lumens of the left main coronary artery (4). In
the IVUS images, the true lumen is easily identified
as including an IVUS catheter without the image ori-
entation. On the other hand, coronary angiograms
show the true lumen of the left main coronary artery
is caudal to the flap (see Fig. 1)and consequently the
true lumen in the virtual endoscopic CT image can be
identified as caudal to the flap(C). The true lumen in
the IVUS image appears to be bigger than that in the
virtual endoscopic CT image. This may be due to the
IVUS catheter pushing a partition of the fibrous cap
toward postero-caudal. Virtual endoscopic CT pro-
vides easy understanding of the lesion orientation
compared with IVUS. Using both virtual endoscopic
CT and IVUS, the flap-like lesion in the left main
coronary artery appears to result from plaque rupture.
The atheroma without lipid core has a partial fibrous
cap resulting in an incomplete partition in the left
main coronary artery.

* true lumen, * * false lumen.
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