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Erratum

"Acute myocardial infarction with normal coron-
ary arteries in a case of polyarteritis nodosa:
possible role of coronary artery spasm". R.M.
Rajani, B.V. Dalvi, S.A. d'Silva, Y.Y. Lokhand-
wala and P.A. Kale Postgrad Med J 1991 67:
78-80.

The references in the Discussion section of this
paper were incorrectly numbered and a sentence
was omitted: the final pages should read as follows:

and his blood pressure is well under control. His
repeat ESR is 12 mm at the end of one hour with a
total white cell count of 6.8 x 109/l (3% eosino-
phils). In the absence of biopsy evidence, the
angiographic demonstration of involved vessels,
particularly in the form ofaneurysms of small- and
medium-sized arteries in the renal hepatic and
visceral vasculature is sufficient to make the diag-
nosis of polyarteritis nodosa.6 The demonstration
of circulating hepatitis B antigen serves as impor-
tant circumstantial evidence in support of the
diagnosis.

Discussion

Polyarteritis nodosa in its classic form was de-
scribed by Kussmaul and Maier in 1886.5 It is a
multisystem necrotizing vasculitis of small and
medium sized blood vessels involving the renal
and other visceral arteries.6 Cardiac lesions in
PAN can be primary, due to healed or active
arteritis or secondary due to associated hyperten-
sion, renal involvement or steroid therapy.7 The
most common cardiac manifestation is conges-
tive cardiac failure secondary to coronary arter-
tis, hypertension or both.8 In our patient,
haemodynamic decompensation could have been
due, in part, to hypertension but myocardial
infarction prompted us to think in terms of cor-
onary arteritis which is found in 50-62% of the
cases.7'8 In all reported cases with coronary
involvement, there is partial or complete occul-
sion of the involved artery.2 Our patient, surpris-
ingly, had angiographically normal coronary arter-
ies. In 85% of cases, infarcts can be correlated
with coronary artery involvement.8 However, in
a few patients with myocardial infarction,

arteritis may not be demonstrated due to lesions
in small coronary vessels. Usually infarcts in
such a setting are small.8 On the other hand, our
patient had extensive anterior wall myocardial
infarction and was in Killip's class III at the time
of presentation. About 25% of patients with
acute myocardial infarction below the age of 35
have normal coronary arteries on angiography.9
However, absence of angiographically document-
ed lesions in our patient with evidence of
systemic arteritis throws up interesting possi-
bilities.

Myocarditis is seen in 3% of patients with
PAN8 at autopsy and can present as regional
myocardial dysfunction mimicking acute myo-
cardial infarction clinically, enzymatically and
electrocardiographically.'0 Thus myocardial
biopsy was mandatory in our patient who had
normal coronary arteries. At histology, however,
there was no evidence of myocarditis although
this could be due to the segmental lesions char-
acteristically seen in PAN.2

In the absence of a documented cause for
myocardial infarction, we are tempted to pos-
tulate coronary vasospasm as a cause of infarc-
tion in our patient. Patients with PAN are
known for their vasospastic abnormalities in the
peripheral circulation in the form of Raynaud's
phenomen."l Moreover, a recent study has shown
that patients with Raynaud's phenomenon have
an increased propensity to coronary spasm.'2 We
therefore believe that coronary vasospasm may
have caused myocardial infarction in our patient.
This prompted us to use long term calcium chan-
nel blockers in this patient. The patient has no
evidence of ongoing myocardial ischaemia at 6
months after myocardial infarction.
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