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INTRODUCTION 
 

Recurrent ischemic symptoms in patients with previous coronary artery 
bypass graft (CABG) surgery for advanced coronary artery disease (CAD) is 
a common problem. Conventional coronary angiography (CCA) is currently 
the reference standard technique for evaluation of status of CABG and 
coronary arteries. CCA, however, is expensive and has a small risk of 
potentially life-threatening complications, including arrhythmia, stroke, 
coronary artery or graft dissection, embolic events, and myocardial infarction; 
the morbidity rate is 0% to 2%, and the mortality rate is 0.14% to 0.28% .  
 
Therefore, a reliable noninvasive imaging modality is preferable for 
evaluation of patients suspected of having graft stenosis or occlusion. 
(Türkvatan A et al., 2009). 
 
However, imaging of coronary artery stents is an important issue in 
cardiology because stenting is the predominant form of myocardial 
revascularization, with an estimated 664,000 angioplasty procedures have 
been performed in the United States in 2003. [Mühlenbruch G et al.,2007]. 
 
Computed tomography (CT) has been embraced as the premier non invasive 
modality for vascular imaging of the thorax and imaging of the heart , 
however, always been technically challenge because of the hearts continuous 
motion  (Schoepf , 2004 ).  
 
But the introduction of new generation MDCT scanner , with the ability to 
acquire up to 64 sub millimeter slices , provided more accurate detection of 
the vascular lumen with shorter scan time and fewer cardiac or respiratory 
artifacts , making it superior to conventional angiography in delineating the 
osteal origin and proximal path of an anomalous coronary artery .(Anders et 
al., 2006). 
  
So that, MDCT permits non-invasive assessment of coronary artery bypass 
grafts with decreasing numbers of unevaluated graft segments. It is used to 
assess coronary artery bypass graft patency.( Nikolaou et al., 2006 ) 
especially with its sub-millimeter spatial resolution and premedication with 
oral beta-blockade ( Herzog et al., 2004 ). 
 
In addition, numerous studies comparing the accuracy of multidetector (64-
row) computed tomography (64-MDCT) assessment of coronary graft 
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patency and stenosis with that of CAG have shown that 64-MDCT is a 
reliable diagnostic tool and less invasive than CAG.    ( Doi H et al.,2008 ). 
 
In the other hand, making the diagnosis of in-stent restenosis by using 
multislice CT scanners with 16 or fewer detectors (1-7) is limited by such 
factors as blooming and streak artifacts. Sixty-four-detector row CT has 
recently been introduced for clinical use with its improved spatial and 
temporal resolution. The use of 64-detector row CT improves the 
visualization of the coronary stent lumen and the detection of in-stent 
stenosis.( Suzuki S et al.,2009). 
 
MDCT may reduce the need of an invasive procedure. This may prove to be 
particularly beneficial in coronary CT angiography. 
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Aim of the work 
 

The aim of this study is to highlight the manifestations of post 
interventional coronary artery disease by MDCT.  
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