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CIntroduction and Aim of the Work

Introduction

The degree of injury after acute myocardial ischaemia is
a predictor of outcome and long time survival. The observation
that viable myocardium may experience functional
improvement after revascularization therapy while nonviable
myocardium will not demonstrate the paramount clinical

Importance of viability assessment (Gutberlet et al., 2010).

Differentiation of viable from non viable myocardium is
crucial to predict functional recovery in the culprit arterial
territory. The ability to distinguish dysfunctional but viable
myocardium from non viable tissue after acute or chronic
ischemia has important implication for the therapeutic
management of patients with coronary artery disease (Beck et
al., 2007).

So far, assessment of myocardial viability is performed
by single photon emission computed tomography (SPECT),
positron emission tomography (PET), stress echocardiography
and magnetic resonance imaging (MRI) (Kramer et al., 2005).

Although coronary angiography has become a safe
procedure with only a small risk coronary arteries associated,
the inconvenience for the patient and the economic burden have
both fueled the quest to find an alternative, noninvasive method
to visualize and assess coronary arteries (Ohnesorge et al.,
2000).
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Since 1999, multidetector computed tomography
(MDCT) systems with simultaneous acquisition of four slices
and half per second have become available. Multi-row
acquisition with these scanners allows for considerably
improved visualization of the coronary arteries (Ohnesorge et
al., 1999).

Much like contrast magnetic resonance (CMR), CT can
also be used for assessing the extent of scar and tissue viability.
Although the notion of using contrast-enhanced CT to assess
viability is not new, recent advances in its temporal and spatial
resolution with multidetector CT technology have renewed the

clinical interest for this application (Gerber et al., 2006).

The 320-Multidetector CT has craniocaudal coverage of
16cm in a single gantry rotation, which allows coronary
Imaging in a single heartbeat in a majority of patients. This
eliminates potential artifacts at the transitions zone between
gantry rotations, which are still seen with current state of the art
64-slice systems. Coupled with prospective image acquisition,
the radiation exposure appears to compare favorably to current

CT systems (Husmann et al., 2008).




CIntroduction and Aim of the Work

Aim of the Work

To highlight the role of Multi detector CT in the
evaluation of the myocardium viability and its importance of

being non invasive diagnostic technique.
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Anatomy &

Gross Anatomy of the Heart

The heart has a pyramidal shape and lies in the anterior

mediastinum immediately posterior to the central portion of the
diaphragm (Fig. 1-1) (Callaway and Wilde, 2006).
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Fig. (1-1): Anatomy of heart (Quoted from Urmil, 2010).

The pericardium:

The pericardium is normally thin paper, measuring 2 mm

or less. It is composed of two layers, the parietal layer and the




