characteristics.8 Latter was true for our case, as the lesion
presented as a diffuse fibrous proliferation that encased the testis
and was involving the tunics. This entity has been given the
name "fibromatous periorchitis" by Ulbright et al.1
Microscopically, fibrous pseudotumours exhibit
fibroblastic and myofibroblastic proliferation of cells within a
hyalinized collagenous stroma. Mixed inflammatory cell
infiltrates, granulation-like tissue, calcification, ossification, and
myxoid change may be seen Some postulate that fibrous
pseudotumours represent the ''burnt-out'' end of a spectrum of
reactive lesions, the opposite end of which would be a lesion
largely composed of granulation-like tissue or cellular, fasciitislike tissue.3,5,6
Although fibrous pseudotumours of the testicular tunics
are accepted as reactive lesions, their pathogenesis is not well
understood. They are often associated with a hydrocoele,
trauma, or an infection or inflammatory process; however, it is
still unclear if they actually initiate this fibrous proliferation.
Some suggest that lymphatic obstruction have a role in the
development of these lesions.2 The cell of origin for fibrous
pseudotumours appears to be the fibroblast or myofibroblast as
suggested by immunohistochemical studies performed.3,8
The differential diagnosis for a fibrous pseudotumour of
the testicular tunics includes leiomyoma, fibroma of the tunics,
and idiopathic fibromatosis. Morphologic appearances of these
lesions, the presence or absence of an infiltrative border, and
ancillary studies can distinguish them in most instances. As in
our case, the diagnosis in most cases was established after a
radical orchidectomy, owing to clinical resemblance to
malignant testicular lesion, although sometimes preservation of
the testicle was possible with the nodular form of the disease.8
In summary, we describe another case of a rare testicular
lesion, a fibromatous periorchitis/diffuse fibrous pseudotumour

that most often has a nodular growth pattern. An identical case
has been reported previously in the English literature.3 Fibrous
pseudotumours are within the spectrum of benign paratesticular
lesions and should be considered in the differential diagnosis
when one encounters a predominantly fibrocollagenous lesion.

Conclusion
Fibromatous periorchitis is a distinctly uncommon
presumably reactive lesion, with in a broad category of fibrous
pseudotumours, clinically simulating malignancy of
paratesticular or testicular origin. Radical orchiectomy may be
necessary because of difficulty in removing the lesional tissue
while preserving the testis. This lesion should be considered in
the differential diagnosis when one encounters a lesion with
predominantly fibrocollagenous stroma.
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Case Report
Chronic total left main coronary artery occlusion
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Abstract
A 65 year old man, smoker, presented with a history of
exertional shortness of breath over the last 4 months. He denied
any chest discomfort. On examination jugular venous
distension was noted with bilateral basal crackles.
He got symptomatic relief after treatment with diuretics
and nitrates. His echocardiogramme revealed global
hypokinesia of left ventricle with severe mitral regurgitation.
He was planned for mitral valve replacement and pre
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procedural diagnostic angiogramme was performed which
showed occluded left main coronary artery. Aortogramme
showed filling of left coronary system from right coronary
artery. He was sent for urgent aortocoronary bypass surgery
with mitral valve replacement.

Introduction
Complete occlusion of left main coronary artery is an
unusual manifestation of coronary atheromatous disease.
Prevalence of complete left main occlusion is unknown.
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Review by D E Ward showed 6 patients (0.04%) out of 11900
patients undergoing angiography had complete left main
occlusion.1 The majority of patients with chronic left main
coronary artery occlusion complained of recurrent typical chest
pain and had a history of myocardial infarction.2 Right coronary
artery was dominant in these cases and provided extensive
collaterals to left system.
This is an interesting case as he denied any prior cardiac
symptoms and had recent onset dyspnoea attributed to mitral
regurgitation. His angiographic findings were contrary to his
symptoms.

Case Report
A 65 year old man, former smoker, presented with a
history of shortness of breath over the last 4 months. There was
progressive worsening and significant exaggeration of
symptoms for the last 1 week accompanied with paroxysmal
nocturnal dyspnoea. He denied any chest discomfort or prior
cardiac illness.
On examination he was haemodynamically stable with
jugular venous distension and bilateral basal crackles. A 3/6
pansystolic murmur was audible at apex which was radiating
towards axilla.
He made significant clinical improvement with diuretics.
His echocardiogram revealed dilated left atrium, normal sized
left ventricle with global hypokinesia and severe left ventricular
systolic dysfunction with severe mitral regurgitation.
He was planned for Mitral valve replacement and pre
procedural diagnostic angiogram was performed. Left main
stem could not be cannulated. Non selective angiography

Figure 1: Non selective coronary angiogram showing occluded left main stem stump.
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Figure 2: Rao view of right coronary artery showing filling of left circumflex and
left anterior descending artery upto occulded left main stem.

visualized the occluded left main coronary artery (Fig 1). Right
coronary artery was normal with extensive, well developed
Rentrope grade III collaterals filling left anterior descending
artery and left circumflex artery up to the left main stem (Fig 2).
Aortogramme showed filling of left system via right coronary
artery upto occluded left main stem (Fig 3).
Considering extensive coronary artery disease, he was

Figure 3: Aortogram showing filling of left coronary system upto occluded left
main stem through right coronary artery.
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referred for urgent coronary artery bypass grafting with mitral
valve replacement.

Discussion
An acute occlusion of the left main coronary artery often
leads to sudden cardiac death and myocardial infarction with
cardiogenic shock.3 There are some reports about the successful
treatment of these patients with thrombolytic therapy,3 urgent
bypass surgery, or through percutaneous coronary intervention
leading to recanalization of left main coronary artery.4,5
Complete occlusion of left main coronary artery is an
unusual manifestation of coronary atheromatous disease.
Prevalence of complete left main occlusion is unknown. Review
by D E Ward showed 6 patients (0.04%) out of 11900 patients
undergoing angiography to have complete left main occlusion.1
Left main stem disease is usually associated with
significant disease in major epicardial coronaries which accounts
for symptoms before total left main coronary artery occlusion.
The majority of patients with chronic left main coronary
artery occlusion complain of recurrent typical chest pain and
have a history of myocardial infarction. They may also present
with symptoms of heart failure.2
Disease of left anterior descending and left circumflex is
difficult to demonstrate because of sluggish filling via
collaterals. In patients with normal or near normal left
ventricular functions, it is unlikely that significant distal left
coronary disease is present.
Right coronary artery was dominant in these cases and
provided extensive collaterals to the left system. Right coronary
artery disease in these situations is variable. A review of
published reports showed that 20 out of 40 patients had more
than 50% stenosis of right coronary artery.6
Surgery is the treatment of choice in cases with left main

disease as collaterals cannot be relied upon. Main problem in
surgery is visualization of distal left coronary arteries and to
decide whether these vessels are graftable and where the distal
insertion should be sited.7
This case is unusual in a way that he had no prior history
of ischaemic heart disease and had recent onset of symptoms
which are attributed to mitral regurgitation. On pre surgical
evaluation of coronary artery disease, his angiogramme showed
chronic total occlusion of left main coronary artery. Such a
situation was made possible because of the development of
natural collateral circulation joining the right coronary artery
with the left system.
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Case Report
Coeliac Artery Aneurysm
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Abstract
Aneurysms of coeliac artery are extremely rare and
account for less than 4% of all splanchnic aneurysms. The
detection of such aneurysms, which are often asymptomatic, is
mostly occasional. Approximately 15% to 20% of the cases
may get complicated by rupture with a mortality rate of around
80%. A reported case of a 55 year old male, who presented with
pain and palpable mass in left upper abdomen was diagnosed to
Vol. 59, No. 1, January 2009

have coeliac artery aneurysm. Diagnosis was made on CT scan
with selective visceral angiography. Simple ligation with partial
excision of the coeliac artery aneurysm was performed.

Introduction
Aneurysms of coeliac artery are extremely rare and
account for less than 4% of all splanchnic aneurysms.1 Since
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