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Aortocoronary Dissection Compli-
cated With Percutaneous Coronary
Intervention: A Case Report
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A 74-year-old female developed aortocoronary dissection during percutaneous coronary intervention.
The forceful manipulation of the guide catheter and contrast medium injection seemed to be the cause of
the aortocoronary dissection involving the coronary sinus of Valsalva. The entry of the dissection was
closed with subsequent obliteration of the false lumen by coronary stenting under the guidance of intra-

coronary ultrasonography and angiography.
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INTRODUCTION

Coronary artery dissection is a well-recognized
complication of coronary angiography and percuta-
neous coronary intervention] PCIC". However, aor-
tocoronary dissection is rare and a few cases have
been reported®”’". The incidence of aortocoronary
dissection is[J 0.010 0.02% for diagnostic cardiac
catheterization and 0.0200 0.15% for PCI proce-
dures™*? " Aortocoronary dissection usually results
from coronary dissection which extends retrograde-
ly and involves the coronary sinus of Valsalva. We
report a case of a coronary dissection extending
into the coronary sinus of Valsalva as a complica-
tion of PCIL.

CASE REPORT

A T4-year-old female was admitted for recurrent
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inferior acute myocardial infarction. Four years
ago, she had inferior myocardial infarction and had
undergone PCI. Stents were implanted to the mid-
portion of the right coronary artery] RCALhnd mid-
portion of the left circumflex artery] LCXU This
time, emergent coronary angiography revealed total
occlusion of the proximal RCA and in-stent total
occlusion of the mid-LCXJ Fig. 10 AlThe left
anterior descending artery] LADCbupplied collater-
al flow to the area distal to the occluded RCA and
LCX. Direct PCI of the culprit lesion of the RCA
was performed and recanalization of the RCA was
attained. Peak creatine kinase was 1,1501U/].
Transthoracic echocardiography revealed inferior
asynergy and ejection fraction of 40%. The lateral
wall motion was preserved and the lateral wall was
thought to be viable. Therefore, we decided to per-
form PCI for in-stent total occlusion of the mid-
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Fig. 1 Left coronary angiograms

A In-stent total occlusion of the left circumflex artery.
B: Aortocoronary dissection is clearly shown by contrast medium at the coronary sinus of Valsalva, left
main coronary artery and proximal left anterior descending artery.

C': Stenting to close the entry.
D: After stenting.

LCX. After eleven days of cardiac rehabilitation,
PCI of the LCX lesion was planned.

The catheter was inserted from the right radial
artery. The Ikari-left 3.5 6F catheter was engaged in
the ostium of the left coronary artery and a
guidewire was crossed through the in-stent occlu-
sion of the LCX. Because the in-stent occlusion
was very hard and required some force to cross the
guidewire, the tip of the guide catheter was
advanced into the left main coronary artery

U LMCAU Then, the contrast medium was injected.

Immediately after the injection, the patient com-
plained of pain in the anterior chest and back.
Electrocardiography documented ST-segment ele-
vation in the precordial leads. Coronary angiogra-
phy revealed a large dissection starting from the
site of contact of the tip of the guide catheter. The

dissection extended to the coronary sinus of
Valsalva proximally and to the mid-portion of LAD
distally] Fig. 10 B[l Her blood pressure fell and
intra-aortic balloon pump support was inserted
immediately to stabilize the hemodynamics.
Intracoronary ultrasound] ICUS[khowed a large
dissection in the proximal LMCA extending to the
LAD and coronary sinus of Valsalvh] Fig. 20 Al A
stent was implanted in the LMCA lesion. Blood
flow in the LAD recovered after implantation of
five stents.

After the stenting, coronary angiography showed
reduced false lumen and the patent LAIDI Fig. 100
DO ICUS revealed that the stents were well dilated
with less false lumenf] Fig. 20 Bl Computed
tomography immediately after the PCI showed a
dissection of the coronary sinus of Valsalva with

J Cardiol 2006 Mar; 47) 3[1 143146



Aortocoronary Dissection During Percutaneous Coronary Intervention 145

Fig. 2 Intracoronary ultrasound findings
A: At the entry point of dissection in the left main coronary artery.
B: Stent is covering the dissected flap at the entry.

contrast medium pooling] Fig. 301 The patient had
no complaints after stenting and was discharged 18
days later. The clinical course was uneventful. Four
months later, follow-up coronary angiography
showed no significant stenosis in the LMCA and
LAD and computed tomography detected no dis-
section of the coronary sinus of Valsalva.

DISCUSSION

If the aortocoronary dissection is limited in the
aortic sinus of Valsalva, it will resolve sponta-
neouslySD, whereas aortic dissection extending more
than 40 mm up the aorta from the coronary ostium
is thought to require surgical intervention®". In this
case, stent implantation was used to close the entry
point of the aortocoronary dissection as previously
described*®"".

ICUS control is useful to implant stents for aor-
tocoronary dissection’”. ICUS showed the details of
the aortocoronary dissection in our case, including
the position of the entry point and the size of the
dissected vessel. We could implant stents appropri-
ately to secure the dissected layer and diminish
blood flow into the false lumen.

In the present case, the trigger for the aortocoro-
nary dissection was thought to be direct catheter
trauma caused by forceful manipulation of the
guide catheter and forceful contrast medium injec-
tion into the subintimal space using a power injec-
tor. The use of guide catheters for PCI procedures
may become a cause of catheter complications.
However, only catheter trauma seemed unlikely to
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Fig. 3 Computer tomogram after the percutaneous
coronary intervention showing the dissection of
the coronary sinus of Valsalva with contrast
medium pooling

cause the aortocoronary dissection because the dis-
sections developed after the contrast medium injec-
tion. Such a mechanism has already been report-
ed***". We performed PCI using a power injector in
this case. Excessively powerful contrast medium
injection may be a precipitating cause of aortocoro-
nary dissection. Power injection of contrast me-
dium is used to provide optimal visualization of the
coronary artery and is usually safe®’”. Although
injection into the subintimal layer is rare, we need
more attention to optimize the position of the guide
catheter during PCI using a power injector.
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