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PE3IOME

CunnpomstT ALCAPA (cpkpammenne ot AHomanHa JIsBo
Koponapna Aprepus, m3nuzama ot [lynmmonamnara Ap-
Tepus) € PAAKO BPOJACHO 3a00JIsiBaHe, KOETO NMPUYNHSBA
oCTpa MHOKap/IHa HCXEMHUs, ChPJCYHA HETOCTATEYHOCT U
BOJM JIO CMBPT IIPH MOBEYETO MEIUATPUYHN MAaLHEeHTH.
Be3 nedyeHne caMo MaiMHa OT TE3M MALUEHTH OLEISBAT
10 3psiia Be3pact. [lpencrapsme ciaydail Ha 42-roauniHa
MalUeHTKa, XOCMUTAIU3MPaHa MO IMOBOJ HA OIUTAKBAHUS
OT JieCHa yMOpa | 3ayX npH ycuine. OTKIIOHEHUSITa BbB
(U3HKaNTHUS CTaTyC BKJIIOYBAT HOBOJHATHOCTHUIIMPAHO
NPENCHPIHO MBXKICHE U YMEPEHa MUTpaHA Perypruta-
L. [Ipy nanueHTkarta Gelre NocTaBeHa THarHo3a CHH/I-
pom Ha ALCAPA u nperbprst KOMIIJIEKCHO OIEPaTHBHO
JIeYeHue.

Knrouosu oymu: ALCAPA cunopom, KomMniekcHo onepa-
MUBHO Neyenue, Kpuoaonayus.

BBBEJAEHHUE

ALCAPA cunnpoMm (cbkpamieHne or AHoMaiaHa
JIsso Koponapua Aptepust, uznusama ot Ilymmo-
HalHaTa ApTepHsi), U3BECTEH CBHINO KaTO CHHIPOM
Ha Bland-White-Garland, e psjika Bpoaena anoma-
TSI Ha KOPOHApHUTE apTepHH, 3acsralia npuoin3u-
texHo 1 ot 300 000 noBopomenu B CAILL (1). bes
nedenue 90% oT manueHTUTe yMUpaT Ipe3 MbpBaTa
TOJMHA OT ’KMBOTA CH, MOPAJAN MUOKapIHA UCXEMUS
U JIEBOCTpaHHA CbpleyHa HexocraTb4yHocT. Ilpu-
ommuTenHo 18-25% OT manueHTHTe ¢ TOBa BPOICHO
CBp/ICYHO 3a00JsIBaHE JOCTUTAT 3psijia BB3pacT (2).
Te ca ¢ KIMHMYHA U35Ba HA apUTMHUH, UHIYLUPaHA
0T MHOKap/JJHa UCXEMHUs XPOHUYHA ChbpPAECYHA HE0C-
TaThUHOCT ¥ BHe3amHa cMbpT (1). PazBuTnero Ha ko-
JarepajuTte oT AscHata kopoHapHa aprepus (RCA)
KbM JsiBaTa KoponapHa aprepusi (LCA) e ot ros-
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ABSTRACT

ALCAPA syndrome (abbreviation for Anomalous Left
Coronary Artery from the Pulmonary Artery), is a rare
congenital disease that causes acute myocardial ischemia,
and heart failure and death in most pediatric patients.
Left untreated, only few of these patients survive until
adulthood. We present a case of a 42-year-old female
patient admitted in our department with exertional
dyspnea and fatigue, paroxysmal tachycardia and moder-
ate mitral regurgitation. She was diagnosed with ALCAPA
syndrome and underwent complex surgical treatment.

Keywords: ALCAPA syndrome, complex surgical treat-
ment, cryo-ablation

INTRODUCTION

ALCAPA syndrome (abbreviation for Anomalous
Left Coronary Artery from the Pulmonary Artery),
also known as Bland-White-Garland Syndrome, is
a rare congenital anomaly of the coronary arteries,
affecting approximately 1 out of 300,000 newborns
in the USA (1). If left untreated 90% of patients
die during the first year of life due to myocardial
ischemia and left-sided heart failure. Approximately
18-25% of patients with this congenital heart disease
reach adulthood (2), presenting with arrhythmias,
myocardial ischemia, induced chronic heart failure
and sudden death (1). The development of collater-
als from the right coronary artery (RCA) to the left
coronary artery (LCA) is of great importance for
adequate myocardial blood supply in patients with
ALCAPA. The treatment of the anomalous origin of
the left coronary artery from the pulmonary artery
includes several surgical techniques, most of which
with good long-term results (3-6).

The pathophysiology of the anomalous left coronary
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MO 3HAYCHHE 3a aJICKBATHOTO KPHBOCHAO/sIBAaHE HA

Muokapaa npu nauueHTH ¢ ALCAPA. Jleuenuero

Ha aHOMAJIHUS MPOU3XO0J1 Ha JIgBaTa KOPOHApHA ap-

Tepus oT OenoapoOHaTa apTepus BKIIOYBA HAKOJIKO

XUPYPTUYHU TEXHUKH, TTOBEYETO OT KOUTO C JJOOpH

JIBITOCPOYHU pesynTatu (3-6).

IMaroduzuonorusta npu ALCAPA Bapupa u 3aBucH

ot (7):

* BB3pacTTa Ha MalueHTa

e 0enoIpoOHOTO CHAOBO CHIPOTHUBIICHUE / HAJIS-
rase

* HaJIMYMETO Ha KOJIATepald MEXKJy JsICHATa W
JsiBaTa KOpOHApHA apTepus

e cTerneHTa Ha Muokap,Ha ucxemus (Dwr.1)

Onwucanu ca yetupu (GU3UOJIOIUYHU eTara B IpOTHU-

YaHEeTO Ha 3a00JIIBaHETO, KAKTO € OIHCAHO ITO-T0ITy:

Eran 1: BwB deTannus nepuo]i HasranetTo B 0eno-
JIpoOHaTa apTepHs € paBHO Ha HaJSITaHETO Ha aopTa-
Ta, TBJDKAIIO Ce Ha BUCOKOTO ITyJIMOHAIIHO CHIAOBO
chrpoTuBieHre. KOpoHapHOTO KpbBOOOpAIIeHUE
npe3 anomaiiHata LCA e ajiekBaTHO U He ce Ha0IIro-
JlaBa MHOKapHa UCXEMHUs WU yBpeXJaHe Ha (PyHK-
[UsiTa Ha JIsIBaTa KaMepa.

Eramn 2: [Ipe3 nbpBUTE AHU A0 CEIMULIU CIIET PaX-
JaHe, 0ernoApoOHOTO CHIOBO CHIPOTHUBICHHWE Ha-
MansiBa. HamansBaHeTo Ha HalsTaHETO BOJU JIO
HejocTaThueH aHTerpajeH nortok npes3 ALCAPA.
IToTOKBT B JIsIBaTa KOPOHAPHA CHCTEMA CE OCHUTYPSi-
Ba Upe3 KoJaTepajieH MOTOK OT CHCTeMaTa Ha JisicHa-
Ta KopoHapHa aprepus. [lo ToBa BpeMe MOTOKBT Ha
kpbB npe3 ALCAPA e perporpajeH.
KonarepaiHusiT OTOK OT JAsicHaTa KOpOHapHa ap-
TepHs cpela BUCOKOTO CHIIPOTHBIICHUE HA JISIBOKA-
MEPHUST MHOKap]] U MO-HUCKOTO CHIIPOTHBIICHUE B
OenonpobHara aprepusi. ToBa BoIM 70 MpEIUIICK-
[IMOHHO HAacOYBaHE HAa KPbBTA KbM CHUCTEMATa C I10-
HUCKO CBHIIPOTUBJICHHE (ITyJIMOHATIHA apTepHs) U 110
pasBUTHE Ha MCXEMHs Ha JICBOKAMEPHHS MHOKAp/I.
ITo ToBa Bpeme KkbpMmaueTaTa MoraT Ja MMaT KIIU-
HUYHHU TIPU3HALA HA MHOKap/IHA UCXEMHUSI.
PerporpagHusaT NOTOK Ha OKCHUTEHHPaHa KPBB B Oe-
JoapoOHaTa apTepus BOJM IO MalbK JIBO-ICCEH
IIBHT, OTKPHUT TPH ChPJICYHA KAaTEeTEpU3alus 4pe3
"yBennuyaBaHe" Ha HACHINAHETO C KUCIOPOA B Oero-
npoOHarta aprepus. OOMKHOBEHO IIBHTHT € MUHIMA-
JIEH ¥ ChOTHOILICHUETO Ha 0eJI0JpOOHUS KPBHBEH IO~
TOK (Qp) KbM CUCTEMHUS KpbBEH MOTOK (Qs) Bapupa
or 1 mo 1.5.

Etan 3: Psaako Moxe ga ce OTKpue TOISIMO Koja-
TEepalTHO KPbBOOOpaIlleHue MEX Ty JisicHAaTa U JIsiBaTa
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artery from the pulmonary artery (ALCAPA) varies

and depends on (7):

* the patient’s age;

* the pulmonary vascular resistance/pressure;

» the presence of collateral vessels between the
right and left coronary artery systems;

* the degree of myocardial ischemia (Fig.1).

Four physiological stages have been described, as

outlined below:

Stage 1: In the fetal period, the pulmonary artery
pressure is equal to the aortic pressure due to high
pulmonary vascular resistance. The coronary circu-
lation in the anomalous LCA is adequate, and no
obvious myocardial ischemia or impairment of left
ventricular function is observed.

Stage 2: During the first days to weeks of neona-
tal life, the pulmonary vascular resistance decreases.
The drop in pressure leads to inadequate antegrade
flow into the ALCAPA. Flow to the left coronary
system is provided by collateral flow from the right
coronary artery system. At this time, flow in the AL-
CAPA is retrograde.

Collateral flow from the right coronary artery system
meets the high resistance of the left ventricular myo-
cardial bed, and the low resistance in the pulmonary
artery. Preferential flow into the low-resistance pul-
monary artery occurs. This leads to the development
of left ventricular myocardial ischemia — infants may
present with clinical signs of myocardial ischemia.
With the retrograde flow of fully saturated blood into
the pulmonary artery, a small left-to-right shunt may
be present, detected on cardiac catheterization by a
“step up” in oxygen saturation in the pulmonary ar-
tery. Usually, the shunt is minimal, and the ratio of
pulmonary blood flow (Qp) to systemic blood flow
(Qs) ranges from 1 to 1.5.

Stage 3: Rarely, a large collateral circulation may be
located between the right and left coronary systems,
which may provide adequate myocardial perfusion,
allowing infants to have little or no clinical difficul-
ties. These extensive collateral vessels can provide
enough coronary flow to allow patients to live to
adulthood.

Stage 4: In the final stage, collateral flow is inad-
equate, retrograde flow into the pulmonary artery
persists, and myocardial steal continues. At this
stage, adults may present with signs of myocardial
ischemia.
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Neonatal Period
Pressure PA = Ao
Antegrade flow in LCA

No symptoms
Decrease in PA pressure
Ability to develop collaterals
between RCA and LCA

2 TYPES OF

Pressure PA< Ao
Retrograde flow LCA

No collaterals between
RCA and LCA
RCA and LCA normal in size

Ischemic cardiomyophathy
due to infarction

90% death first year

lnfumTypc/ ALCAPA \AdultTym

Pressure PA< Ao

Retrograde flow LCA

Collaterals between RCA
and LCA

Marked dilatation of the
LCA and RCA due to the
increased longstanding
volume

Chronic myocardial ischema
Dysrhythmias

Sudden death

Fig. 1. Diagram shows the spectrum of pathophysiologic changes that take place after birth in patients with ALCAPA syndrome. The
differences between the infant and adult types of ALCAPA syndrome, the importance of developing intercoronary collateral vessels,
and the different clinical manifestations are summarized.

KOPOHapHa CUCTEMa, KOETO MOXKE J1a OCUTYpH aJIeK-
BaTHa nepdys3us Ha MHOKapAa, IpU KOoeTo 3adois-
BAHETO IpU JenaTta nporuda Oe3cuMnToMHO. Tas3u
o0IIMpHA KOJNaTepaTHa Mpeka MOXKE Ha OCHTYpH
JIOCTaThbUYHO KOPOHAPEH MOTOK, KOMTO /1a MO3BOJIH
Ha MalUeHTUTE J1a JOCTUTHAT JI0 3psjia Bb3pacT.
Eran 4: B nocnennus eran KoJaTepaTHUAT MOTOK
€ HeaJICKBAaTEeH, PETPOTPaIHUAT MOTOK B Oenoapo0-
HaTa apTepus MPOJbJKABa U MUOKAPIAHHUSAT , steal
(eHomen nepcuctupa. Ha To3u ertan Bb3pacTHUTE
OOMKHOBEHO MMAT MPH3HAIM HA MUOKapJ/HA HCXe-
MUSI.

KJIUHUYEH CJIYUYAU

42-ronuiliHa >keHa Oellle IpUeTa B HallaTa KIMHUKA
C JHUCIHES W yMOpa Ipe3 IMOCICIHNTE 1Ba Mecella.
OU3UKaTHUAT Tperyie € 0e3 KIMHUYHO 3HAYUMHU
OTKJIOHEHMS, OCBEH CbpJeYHa apuUTMHUs U Chbphe-
YeH LIYyM OT ChPLETO Ha BbpXa. 12-kaHayHa ellek-
tpokapauorpadus (EKI), HanpaBeHa npu npuema,
MOKa3Ba MPEeACHPAHO TpenTeHe ¢ Obp3 KaMepeH OT-
roBop. Tpancropakannara exokapauorpadus (TTE)
MOKa3Ba caMo JieKa TH(y3HA XUITOKWHE3Ws Ha JIsi-
BaTa KaMepa IpU 3ama3eHa nomMreHa (yHKIus Ha
nsBara kamepa (EF =52%). HaOmronaBa ce ymepena
MUTpajiHa perypruTauus, a OCTAHAINTE ChPIEYHU

CLINICAL CASE

A 42-year-old female was admitted to our depart-
ment with exertional dyspnea and fatigue for the last
two months. There were no clinically significant ab-
normalities in the physical examination except heart
arrhythmia and systolic heart murmur at the apex.

A 12-lead electrocardiograph (ECG), administered
upon admission, showed atrial flutter with rapid
ventricular response. Transthoracic echocardiogra-
phy (TTE) showed only mild diffuse hypokinesia
of the left ventricle without significant reduction
of the left ventricular ejection fraction (EF=52%).
Moderate mitral regurgitation was observed and the
other valves were intact. There was only slight re-
duction in complete blood count and the biochemi-
cal markers for myocardial necrosis were negative.
Transesophageal echocardiography (TEE) raised the
suspicion for ALCAPA, as the left coronary artery
ostium was atypically positioned and seemed as if it
arises from the pulmonary artery. Elective coronary
angiography was performed next. During coronary
angiography, we were unable to visualize the left cor-
onary artery (LCA) in the aorta. It was also noticed
that the right coronary artery (RCA) was markedly
dilated and tortuous (Fig.2), with retrograde supply
to the LCA through numerous collaterals. The con-
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Kjanu ca MHTakTHH. OT J1abopaTOpHUTE HM3CIie/IBa-
HUs ce HaOoaBa caMo Jiekocternienna anemus (Hb
— 113g/L). buoxuMuyHUTEe MapKepy 3a MUOKapIHA
HEKpo3a ca OTpHUIATeTHU. TpaHce3ogarnaiHaTa
exokapauorpadus (TEE) noBaurna ceMHEHHETO 3a
ALCAPA, Tbi1 KaT0 OCTUYMBT Ha JIsIBATa KOPOHApHA
apTepus € HeTUIIMYHO MTO3ULMOHUPAH U CSIKAlll Bb3-

A 4
Collateral
vessels

trast agent drained from the left main coronary artery
into the pulmonary artery, thus permitting a diagno-
sis of anomalous LCA originating from the pulmo-
nary artery (ALCAPA or BWG Syndrome). The CT
conducted afterwards only confirmed the diagnosis

(Fig.3).

Fig. 3. CT with contrast in ALCAPA

HUKBa OT OenojpoOHara aprepus. Ha u3BbpieHa
KOpOHapHa aHruorpadus He ce BU3yallu3upa JisiBaTa
koponapna aprepust (LCA), nokaro nsicHara Kopo-
Hapaa aptepusi (RCA) e 3HaunTenHO MUIaTHpaHa u
TopTyo3Ha (Dur.2) u 3axpansa perporpagHo LCA
Yype3 MHOroOpoiHU Konatepaiu. KoHTpacTHOTO Be-
LIECTBO Mpe3 JsiBaTa KOpOHapHa apTepus Homajaa B
OenoapoOHaTa apTepus, KOeTo J10Ka3Ba OKOHYATEI-
HO amarHosara 3a anomanHa LCA, mpousxoxmaria
or OenoapoOHara aptepust (cuagpom ALCAPA
nmn BWG). IIposenenara CT ¢ KOHTpacT camo Io-
TBBpKJaBa quarnosara (¢wur. 3).
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SURGICAL TECHNIQUE

The patient was evaluated by our Heart Team (cardi-
ac surgeon, clinical and interventional cardiologists)
and the best strategy for this specific pathology was
chosen. Given the high risk of sudden cardiac death
in these patients (8), even in adult patients with mi-
nor symptoms, we recommended immediate surgical
correction..

Our surgical strategy included:

» operative revascularization of the LCA with left
internal mammary artery (LIMA) and ligation of
the LCA ostium;

« annuloplasty of the mitral valve;

* biatrial cryoablation (Cox-Maze V).

The operation was performed via standard median
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OIIEPATUBHA CTPATEI'US

[TanmenTkara 6eme mpeacraBena Ha Hamus "Cope-
4eH exun” u Oe n30paHa HaW-TIOIXO AIIaTa CTpaTe-
rust 3a Tas3u crenuduyHa natonorus. [Ipensua Bu-
COKHSI PHCK OT BHE3aIlHA ChPJCYHA CMBPT IPH TE3U
nauenTy (§), A0py pH Bb3PACTHU C HE3HAYUTEITHH
CUMIITOMH, ST HACOYMXME 32 HEOTJIOKHA XUPYpPruye-
CKa KOPEKIIHS.
Hamara xupyprudecka cTpaTerus ce ChbCTOU OT:
+ omeparnBHa peBackymapmsamus Ha LCA ¢
LIMA u nurupane va octuyma Ha LCA
*  aHyJOIUIACTHKA HA MUTpaJHAaTa Kiama
* Owuoatpuanna kpuoabdnamus (Cox-Maze V)
Omeparmsita Oemie W3BBPIICHA Ype3 CTaHIApTHA
cpenna crepuomomusi. Otnpenapupa ce LIMA. Tu-
OMYHO A0PTHO U OMKABAIHO KaHIOJIHPAaHE U HAYaJIo
Ha KapAUOITyJIMOHAJICH Oairac ¢ Jieka XHIOTePMUS
(34C). Coppaeuen apect ce TOCTUTHA UPE3 aHTErPal-
Ha ¥ peTporpajHa HHQy3us Ha CTyJIeHa KPUCTATOM -
Ha KapauoIvierus. XupypruuHa peBacKyiapu3arus
CE OCBIIECTBH Upe3 TEPMHUHO-JIATEpaTHa aHACTOMO3a
mexay LIMA u LAD . Hagmexen paspes Ha Oeno-
IpoOHaTa apTepus U 3aTBapsiHE Ha OCTUYMa Ha Jisi-
BaTa KOPOHAPHA apTepHst Ype3 MPOIbIDKUTEIICH IIICB.
[lmacTukara Ha MHTpanHaTa KJama ce W3BBPIIH C
arynortactuaeH puHr CE No30 Physio I1. buaTtpu-
ajyHa Kproabauus v Bb3CTAaHOBSBAaHE HA CHHYCOBHS
pUTBHM ole uHTpaonepaTuBHO. ClenonepaTuBHUAAT
MIEPHOJ € TIIAJBK M MAleHTKaTa ¢ m3nucana Ha 10-
ust geH. [1o Bpeme Ha 6-MECEIHOTO MPOCIICITBAHE TS
OCTaHa B CHHYCOB PUTHM.

OBCBHKJIAHE

ALCAPA ¢ psako BpojeHO 3a0oisiBaHE, KOETO
TpsiOBa 1a Obae AMATHOCTUIIMPAHO U JIEKYBAaHO OTle-
paTUBHO NIpe3 IbpBaTa roJuHa oT XuBoTa. CMBPT-
HOCTTa [IPY HeJIeKyBaHU nanuenT goctura 90% (9).
Bropeku ToBa mexay 10-15% or HepmarHocTuuu-
paHUTe MAlMeHTH JOCTUTAT 3psiaa Bb3pacT. [Ipu Tsx
KJIMHAYHUTE U35BU BKJIIOUBAT PUTHMHU HapyLIeHUS,
IBJDKAIIN ce Ha yBpeJa Ha Chp/eYHATa CIEKTpHUe-
CKa CHCTE€Ma M MUTPAJHA PErypTrUTALHSL, BCICACTBHC
Ha PEeMOJICIMPAHETO Ha JsBaTa BEHTPUKYJa. Xpo-
HUYHATa MHOKapJiHa UCXeMUsI OOMKHOBEHO HE BOIU
0 KIMHUYHO TIPOSIBEHA aHTHWHA TeKTopuc. [lomHs-
KOTa IbpBaTa U SAMHCTBCHA MPOSIBA MOXKE Ja Oble
BHE3aIHa ChpjeuHa cMBPT (3-6).
Bb3craHoBsBaHETO Ha KpbBHMA IOTOK OT aopTara
KBM JIIBaTa KOpPOHApHA apTepHs ¢ OCHOBHATA I
npu xupypruuHara xopekuus Ha ALCAPA (10).
Mma HAKOJKO BapHaHTa 3a ONEPAaTHBHO JICYEHHE B
JIETCKa Bb3PACT:

sternotomy. LIMA was then harvested. Typical aor-
tic and bicaval cannulation was performed and car-
diopulmonary bypass with mild hypothermia (34C)
was initiated. Cardiac arrest was achieved through
both antegrade and retrograde infusion of cold crys-
talloid cardioplegia. Surgical revascularization with
termino-lateral anastomosis between LIMA and left
anterior descending artery (LAD) was performed.
After longitudal opening of the pulmonary artery,
the ostium of the left coronary artery was identified
and closed with continuous suture technique. Mitral
valve annuloplasty was then conducted using CE
size 30 Physio II ring. With biatrial cryoablation the
operation was completed and the sinus rthythm was
restored.

The postoperative period was uneventful and the pa-
tient was discharged on the 10th postoperative day.
During a 6-month follow-up she remained with nor-
mal sinus rhythm and no mitral regurgitation.

DISCUSSION

ALCAPA is a rare congenital anomaly that should
be diagnosed and treated surgically in the first year
of life. The mortality, if left untreated, reaches 90%
(9). However, between 10-15% of undiagnosed
patients reach adulthood and the clinical course in-
cludes rhythm disorders due to alterations of the car-
diac electrical system, and mitral regurgitation due to
remodeling of the left ventricle. Chronic myocardial
ischemia usually does not lead to clinically mani-
fested angina pectoris. Sometimes the first and only
manifestation can be sudden cardiac death (3-6).
The restoration of the blood flow in left main coro-
nary artery from the
aorta is the primary objective in the surgical correc-
tion of ALCAPA (10). For the pediatric population
there are several surgical options including:
e creation of aorto-pulmonary window (Takeuchi
procedure),
e aorto-coronary bypass with saphenous vein or
LIMA, with ligation of the LCA ostium,
e coronary artery transfer of LCA to aortic posi-
tion.
The tissue flexibility, relatively small anatomical dis-
tances during the first year of life make the coronary
transfer and reimplantation a procedure of choice
(11).
The large anatomical distances and the less “flex-
ible” tissues in adult patients makes the transfer of
left coronary ostium from pulmonary artery to aortic
root and restoration of normal blood flow with ocy-
genated blood more difficult. For the adult popula-
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* Cb3JaBaHE Ha AaoOpTO-IIyJIMOHAJEH IpPO30pell
(npouenypa na Takeuchi);
* aopro-KopoHapeH Oaiimac ¢ BeHa cadeHa WM
LIMA c wim 6e3 nurupane Ha octuyma Ha LCA;
*  koponapeH TpaHcgep Ha LCA Ha aopTHa 103H-
usl.
I'bBKaBoCTTa Ha THKAHUTE U OTHOCHTEIHO MAaJIKU-
T€ aHATOMHYHM PA3CTOSIHUS Mpe3 IbpBaTa T'OJMHA
OT J)KMBOTA TPABIT KOPOHAPHUS TpaHCPEp U peHM-
TUIAaHTALUSl TpeNroYnTaHaTa OlepaTHBHA CTparte-
rust 3a peBackynapuzanus rpu nena (11). Fonemure
AQHATOMUYHU PA3CTOSHUS U MO-MAJIKO '"TI'bBKaBUTE"
ThKaHW TPU BB3PACTHU MAIMEHTH MPABAT Bb3CTa-
HOBSIBaHE HAa aHTErPaZeH KPbBEH MOTOK Mpe3 JisiBaTa
KOpOHapHa apTepHs UCTUHCKO NpeIn3BUKATEICTBO.
[Tpy BB3pacTHU MAIMEHTH, A0PTO-KOpPOHApPEeH Oaii-
nac LIMA - LAD u nurupane Ha octuyma Ha LCA
ocTaBa MpEANOYNUTaHATa CTpaTerus 3a OolepaTuBHA
peBackynapuzanus (10,12).
JleyeHneTo Ha MHTpajHATa MHCY(DUIUCHIUS TIPU
nanuentute ¢ ALCAPA Bce ome ce auckyTupa.
Korarto uncyduuuennusTa e jgeka 10 ymepeHa, mo-
BEYETO aBTOPH TpernopbruBaT "no touch" crparerus
U ce cMsTa, ue CIe]] peBacKylapu3anusaTa u odopa-
THOTO peMOJIeTIpaHe Ha JisiBaTa Kamepa, perypru-
Tanuara TpAaOBa Ja Hamanee Wi u3uesHe. Koraro
peryprutanusaTa € yMepeHa KbM BHCOKOCTEIICHHA,
aHyJIOTIJIACTHKA HAa MUTpAJHATa Kjara € mpearnoyn-
TaHHUAT METOJ 3a JIEYeHHE, 0COOEHO KOTraTo JUaTh-
paH KJIaleH MPBCTEH W MaTOJIOTHsl Ha MOJIKJIAIHUSL
amapar ca IMpUYHMHA 33 perypruranuara. B cmydai
Ha KJalHa AMCIUIA3UA, IPOTE3UPAHETO Ha KjaraTa
OCTaBa €JMHCTBEHOTO Bb3MOYKHO PEIICHHE.
OnepaTHBHOTO BH3CTAHOBSBAHE Ha CHHYCOBHS pU-
THhM TpsiOBa BUHATH JIa C€ OOCHK/IA U ITPU MOIXOIs-
LIY NALUEHTH J1a Ce IPOBEJIE €JHOBPEMEHHO C PeBa-
CKyJlapu3alusiTa.
Bceexu manmenT tpsosa qa Obae odchaeH ot "Cobp-
JedeH exkun", Thil KaTo onepaTUBHATa CTPATETUS €
WHIWBUIyallHA 332 BCEKH MAIMEHT U € TIOBJIHSHA OT
aQHATOMHMATA HAa KOPOHAPHOTO IBPBO U CHITBTCTBA-
K ChPJIEYEH U HEChPJeUeH KOMOPOUIUTET.
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tion, aorto-coronary bypass with LIMA to LAD and
ligation of the LCA ostium remains the preferred
surgical revascularization strategy (10,12).

The treatment of mitral insufficiency in ALCAPA
patients is still under discussion. When the regur-
gitation is only trivial, most authors recommend a
“no touch’ strategy, and state that after the revas-
cularization and the reverse remodeling of the left
ventricle, the regurgitation should disappear. When
the regurgitation is mild to moderate, mitral annulo-
plasty should be the preferred method of treatment,
especially when annular dilatation and subvalvular
apparatus pathology are the reason for the regurgita-
tion. In case of valve dysplasia, valve replacement
remains the only possible solution.

Surgical restoration of sinus rhythm should be dis-
cussed and performed simultaneously with the re-
vascularization and mitral procedure in suitable pa-
tients. Because of long-standing left heart ischemia,
a myocardial fibrosis is most probably related to the
arrhythmias. Spontaneous sinus rhythm (SR) res-
toration is less likely to occur, and anticoagulation
therapy will be indicated. Restoring the SR we give
a better quality of life to the patient, avoiding the ad-
verse events of arrhythmia and life long anticoagula-
tion. Successful concomitant cryoablation makes our
case more interesting, giving a field for discussion.
Every patient should be evaluated by a Heart Team,
as the strategy for surgical treatment is individual for
each patient and is influenced by coronary anatomy
and accompanying cardiac and non-cardiac comor-
bidities.
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