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= Abstract =
A Case of Scimitar Syndrome (Adult Form)

Woo Gyu Kim, M.D., Jeong Kyung Kim, M.D., Seong Hee Jeon, M.D.,
Dal Soo Lim, M.D., Cheol Hong Min, M.D., Hun Sik Park, M.D., Byung Sung Lim, M.D.,
Suk Keun Hong, M.D., Hweung Kon Hwang, M.D., Mi Young Kim, M.D".

Department of Internal Medicine, Department of Diagnostic Radiology®,
Sejong General Hospital, Puchun, Korea

The scimitar syndrome, a rare complex anomaly, is defined as an anomalous right pulmonary venous drainage,
partial or complete, to the inferior vena cava. The shape of the Turkish curved sword (scimitar) has provided
the name of this syndrome. Additional characteristics of this syndrome such as hypoplasia of the right lung and
of the right pulmonary arterial tree, anomalous arterial supply of the right lung from the aorta, dextrocardia
and bronchial anomalies are common. Recently we experienced a case of scimitar syndrome (adult form) in a
19-year-old woman patient, so we report the case with a brief review of the literature. (Tuberculosis and
Respiratory Diseases 1999, 47 : 259-264)
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Fig. 1. Chest radiograph shows decreased lung
volume and shift to mediastinal struc-
ture with heart into right side, represent-
ing hypoplasia of the right lung. Note
nodular shadow in right hilar area, rep-
resenting end on of the pulmonary
artery (arrow). Note tubular shadow in
Right lower lung zone, representing
scimitar vein {arrowheads).
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Fig. 2. Transthoracic Echocardiography (subcos-
tal view) demonstrates anomalous pulmo-
nary venous return to inferior vena cava

(IVC).
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Fig. 3. Transesophageal Echocardiography dem-
onstrates right pulmonary venous (RPV)
return to inferior vena cava (IVC). Note
that turbulent flow originates from with-
in lung, terminating in distal portion of
inferior vena cava.
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Fig. 4. Post contrast CT scan shows right de-
scending pulmonary artery(arrow), is lo-
cated to posterior aspect of the right
main bronchus. (B,C) Dilated two partial
anomalous pulmonary veins (arro-
wheads) are drained into the inferior
vena cava (star).
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Fig. 5. Shaded surface display coronal scan shows
general contour of the hypoplastic right
pulmonary artery (arrowhead) and scimi-
tar vein (arrows).

Fig. 8. Multiplana reformation coronal scan shows
relationship of the partial anomalous pul-
monary venous return. Note supradiaphra-
gmatic inferior vena cava (star) and scimi-
tar vein (arrows).
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Fig. 7. Minimal intensity projection coronal scan
shows agenesis of the bronchus interme-
dius with agenesis of right middle lobe
and lower lobe. Note only one lobar bron-
chus in right, representing upper lobar
bronchus (arrow).
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