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A curly case: dissecting giant arteriovenous anomaly - left
main coronary artery shunting to superior vena cava
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A 52-year-old female patient with an unremarkable history was
admitted to our institution with a non-ST-elevation myocardial
infarction (NSTEMI) and underwent coronary angiography (CAG)
the following day.

The right coronary artery (RCA) was normal. The left main
coronary artery (LMCA) was very large, had a tortuous course
and seemed to fistulise to the right atrium (RA). The left ante-
rior descending (LAD) and circumflex (Cx) also originated from
this LMCA and had only minor wall irregularities. During the
procedure, a dissection emerged proximal in this arteriovenous
fistula, large ST elevations appeared, the patient developed ven-
tricular fibrillation and was resuscitated (Figure 1A). As regular
coronary stents were too small, the dissection was covered with
an Express™ 6.0x18 mm stent (Boston Scientific, Marlborough,
MA, USA) provided by the interventional radiologist, after which
the patient stabilised. Several days later, the patient was extubated
and a coronary CT scan demonstrated that the LMCA anomaly
had a maximum diameter of 14 mm and shunts to the superior
vena cava (SVC), approximately 3 cm above the RA (Figure 1B).
The chest pain at presentation was probably the first symptom of
a spontaneous dissection. In the absence of a trigger, the “steal
phenomenon” appears less likely. In order to avoid recurrence,
on day 12 the patient underwent a thoracotomy where the fistula
was closed (Figure 1C). Thirty-four days after initial admission the
patient was discharged in a good condition.

Coronary fistulas are rare and may be prone to dissection due to
their ectatic course. In this case close cooperation between cardi-
ologist, radiologist and cardiac surgeon was essential.
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Supplementary data

Moving image 1. Coronary angiogram demonstrating the arteri-
ovenous fistula with blushing of contrast into the superior vena
cava and right atrium, catheter tip into the left main coronary
artery with dissection flap, and left anterior descending and cir-
cumflex coronary artery.

Figure 1. Visualisation of the arteriovenous anomaly. A) Angiogram
demonstrating the arteriovenous fistula with blushing of contrast into
the superior vena cava and right atrium (AVF-RA), catheter into the
left main coronary artery with dissection flap (Dis), and left anterior
descending (LAD), and circumflex (Cx) coronary artery (Moving
image 1). B) CT angiography with the arteriovenous fistula (AVF)
with stent (S), superior vena cava (SVC) and aorta (Ao).

C) Perioperative view of the aorta (Ao), the arteriovenous fistula
(AVF) and superior vena cava (SVC).
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