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A case of left circumflex artery
supplying the left ventricular apex

N

Sol ventrikiil apeksini besleyen sol sirkumfleks arter

Various coronary artery anomalies have been described in the lit-
erature, with a range of occurrence from 0.6 to 1.3%. Although most
coronary artery anomalies do not cause myocardial ischemia and
mostly diagnosed incidentally, some of these anomalies can result in
angina, myocardial infarction or sudden death. The left anterior
descending coronary artery (LAD) is the usual source of blood supply
to the apex of the left ventricle. In some cases, the LAD is shorter and

Figure 1. Left lateral coronary arteriogram shows the left ventricular
apex supplied by the left circumflex artery

Figure 2. Caudocranial view of the left ventricular apex supplied by
the left circumflex artery
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terminates before the left ventricular apex. In these cases, apex is sup-
plied by a posterior descending coronary artery (PDA) from the right
coronary artery (RCA). In this report, we present a 40-year-old woman
with an apical perfusion defect on stress myocardial perfusion imaging
in whom diagnostic coronary angiography revealed that the left ven-
tricular apex was supplied by the left circumflex artery (LCx) (Fig. 1, 2,
Movie 1, 2. See corresponding video/movie images at www.anakarder.
com). RCA and PDA originated from RCA found normal and did not sup-
ply the apex. Although there is a case report that obtuse marginal
branch supplying the left ventricular apex, this is the first in the litera-
ture left circumflex artery supplies apex alone.

In this report, diagnostic coronary angiography revealed that the left
ventricular apex was supplied by the LCX instead of the LAD. In addi-
tion, the multi-detector computerized tomography is a suitable non-
invasive imaging modality for detecting congenital coronary anomalies.

Video 1 and 2. Diagnostic left coronary angiography revealed that
the left ventricular apex was supplied by the left circumflex artery
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Yaygin koroner arter hastaligina eslik
eden solanakoroner arterden pulmoner
artere fistiil 2

Left main coronary artery-to- pulmonary artery fistula
and concomitant severe coronary artery disease

Koroner arter fistiilleri, koroner arterlerden kdken alan ve kalp bos-
luklari veya damarsal yapilara acilan baglantilardir. Genelde koroner
anjiyografiler sirasinda tesadiifen saptanmaktadirlar. Genis koroner anji-
yografi serilerinde insidansinin %0.2'nin altinda oldugu bildirilmistir.
Fistiillerin cogu sag koroner arterden koken alip pulmoner artere dokiiliir.
Sol ana koroner arterden kdken alanlar oldukga nadirdir. Koroner fistiiller
cogunlukla asemptomatik seyrederken seyrek de olsa gesitli komplikas-
yonlara yol acabilirler. Bunlar arasinda pulmoner hipertansiyon, kalp
yetersizligi, soldan saga sant, endokardit, anevrizma olugumu ve riiptird,
tromboz, koroner ¢alma nedeniyle iskemi en sik karsilasilanlandir.

Elli iki yasinda erkek hasta, gogiis agrisi ve nefes darligi sikayeti ile
basvurdugu merkezde akut inferiyor miyokart enfarktiisii tanisi ile fibri-
nolitik tedavi uygulanmasi sonrasinda koroner anjiyografi igin tarafimiza
sevk edildi. Kardiyovaskiiler risk faktdrii olarak sigara kullanimi ve
ailede erken koroner kalp hastaligi 6ykiisii mevcuttu. Kan basinci 120/80
mmHg ve nabzi 88 atim/dakika idi. Sistem bakilari normaldi. Koroner
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anjiyografisinde sol ana koroner arterde, sol 6n inen arterde, sirkumfleks
arterde ve sag koroner arterde kritik lezyonlar mevcuttu (Sekil 1, 2, Video
1-4. Video/hareketli goriintiiler www.anakarder.com’ da izlenebilir).
Ayrica sol ana koroner arterden kdken alip pulmoner artere dokiilen
fistiil tespit edildi (Sekil 1, 2, Video 1-4. Video/hareketli gdriintiiler
www.anakarder.com’ da izlenebilir). Hastaya koroner arter baypas cerra-
hisi ve fistiil ligasyonu onerildi.

Sekil 1. Yaygin koroner arter hastalijina eslik eden sol ana koroner
arterden kdken alip pulmoner artere dakiilen fistiil izlenmektedir

wd
Sekil 2. Fistiiliin sol ana koroner arterden koken aldigi izlenmektedir

Video 1. Sol koroner anjiyografi, anteriyor-posteriyor gériintii
Video 2. Sol koroner anjiyografi, sa§ kaudal goriintii

Video 3. Sol koroner anjiyografi, anteriyor-posteriyor kaudal goriintii
Video 4. Sag koroner anjiyografi, sol anteriyor oblik goriintii
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Pericardial cyst: a rare cause of
recurrent palpitation episodes

Perikardiyal kist: Tekrarlayan c¢arpinti ataklarinimn
nadir bir nedeni

A 37-year-old woman with no previous cardiovascular disease
presented with palpitation. She described recurrent palpitation epi-
sodes for 6 months. Examination was unremarkable except arrhythmic
pulse. Electrocardiogram revealed atrial fibrillation with high ventricu-
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Figure 1. A) Electrocardiogram showing atrial fibrillation with high
ventricular rate (140 bpm). B) Chest X-ray image of an opacity adjacent
to right heart borders (arrow)

Figure 2. A) Transthoracic echocardiography apical four-chamber
view of an echo-free space behind right atrium (star). B) Computed
tomography view of a large fluid attenuation mass consistent with
pericardial cyst (arrow)

LA - left atrium, LV - left ventricle, RA - right atrium, RV - right ventricle





