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PERSISTENT LEFT SUPERIOR VENA CAVA IN PATIENT WITH PAROXYSMAL ATRIOVENTRICULAR NODAL

REENTRANT TACHYCARDIA

Agnieszka Kuczaj1, Piotr J. Stryjewskiz, Andrzej R. Tomasik1, Ewa Nowalany-Kozielska1, Jadwiga Nessler’

Persistent left superior vena cava (PLSVC) is a rarely occurring congenital anomaly
with the incidence of 0.3% in general population. This anomaly results from the
persistence of the left anterior cardinal vein. In 90% of cases blood from PLSVC
flows into the coronary sinus and then to the right atrium. It may complicate the
placement of central vein catheters in the jugular and subclavian veins and, as such,
cardiologists should be aware of the existence of this anatomic variant. Here we
describe an adult patient with persistence of the left superior vena cava identified
during made echocardiography test in a 57-year-old male patient with paroxysmal
atrioventricular nodal reentrant tachycardia (AVNRT) who was admitted to a cardiac
ward on a regular basis for ablation procedure.
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CTOWKAS IEBAS BEPXHSAS NMOJIAA BEHA Y NALUMUEHTA C NAPOKCU3MAJIbHOMN
ATPUOBEHTPUKYJIIPHOW Y3JI0BON PEEHTEPABE/IbHOU TAXUKAPOUEN

Agnieszka Kuczaj1, Piotr J. Stryjewskiz, Andrzej R. Tomasik1, Ewa Nowalany-Kozielska1, Jadwiga Nessler’

Croiikas nesasi BepxHss nonas seHa (PLSVC) sBnseTca penko BCTpevaiolencs
BPOX/AEHHOM aHomanweii ¢ yactoToin 0,3% B obLieit nonynsuun. 3To NpuBOAUT
K aHOManuu ¢ CoxpaHeHeM NIeBO NepeaHet kapavHanbHoli BeHbl. B 90% cnyyaes
kpoBb 13 PLSVC BnapaeT B KOPOHaPHbI CUHYC 1 3aTeM B NpaBoe npeacepave. 1o
MOXET OCNOXHWUTb Pa3MELLEHNs LIEHTPaNIbHbIX BEHO3HbIX KATETEPOB B SPEMHO
1 NOAKIIOYNYHOM BeHax 1, 06 9TOM aHaTOMUYECKOM BapuaHTe Kapanonory JOMKHbI
6bITb OCBEIOMIEHBI. 3AECh Mbl OMULLEM B3POC/IONO NaLMEHTa C COXPaHHOM NeBOi
BEPXHel NOJION BEHON, BbIABIEHHON B XOAE 3xokapanorpaduu, coenaHHomn 57-net-
HEMY MauyeHTy MyXCKOro nona ¢ Napokcu3manbHOW aTpUOBEHTPUKYASPHON y310-
BOVi BO3BpaTHOW Taxvkapauei (AVNRT), KOTopblii Bbii rocnMTanuanpoBaH B kapam-
0/10rN4eCKoe OTAENEHVE Ha PEryNfPHO OCHOBE 1t NPOBEAEHUS UCCNEeL0BaHNS.

A 57-year-old male patient with paroxysmal atrio-
ventricular nodal reentrant tachycardia (AVNRT) was
admitted to a cardiac ward on a regular basis for abla-
tion procedure. The patient’s history revealed fast heart
rate episodes for several years, arterial hypertension
treated for five years, hyperlipidemia and peptic ulcer
disease. Physical examination showed a regular heart
rate of 70bpm, quiet systolic murmur over the mitral
valve and normal breath sounds. Resting ECG showed
no abnormalities. A routine transthoracic echocardiog-
raphy revealed concentric left ventricular wall thicken-
ing and moderate mitral valve regurgitation. Special
attention was paid to an untypical accessory structure
detected in the left atrium area (Figure 1). Transtho-
racic echocardiography was performed in order to
expand the diagnostic process. The investigation showed
the vessel directly adjacent to the left atrium. The dop-
pler examination showed flow inside the structure, yet
without a visible connection with the left atrial cavity
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KniouyeBble cnioBa: CTOVKas 1eBasi BEPXHSAS Nosiasi BeHa, NapoKcuamasibHas atpu-
OBEHTPUKYNsSIPHas y3noBasi peeHTepabenbHas Taxmkapams.
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(Figure 2). A congenital venous anomaly was suspected
in the form of persistent left superior vena cava. X-ray
fluoroscopy was done to confirm the type of the anom-
aly. Administration of contrast into the peripheral vein
of the left superior limb resulted in visualization of the
investigated structure followed by visualization of the
coronary sinus. Electrophysiological examination was
done due to AVNRT previously documented in ambula-
tory ECG investigations. Programmed atrial stimula-
tion repetitively induced nodal reentrant tachycardia
with a ventricular rate of 140bpm. Radiofrequency
ablation of slow pathway modified the conduction and
caused a lack of inducibility of the tachycardia in con-
trol programmed stimulation.

Persistent left superior vena cava (PLSVC) is a rarely
occurring congenital anomaly with the incidence of 0.3%
in general population [1]. In the majority of cases the
anomaly is asymptomatic, but it is frequently (12%)
accompanied by other malformations such as atrial septal
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Figure 1. Transthoracic examination, four-chamber view. Persistent left superior
vena cava (PLSVC) visible as an untypical accessory structure in the left atrium area.

defect, ventricular septal defect, aortic coarctation, trans-
position of the great vessels, tetralogy of Fallot, anomalous
connections of the pulmonary veins or single atrium [1, 2,
3]. In 90% of cases blood from PLSVC flows into the cor-
onary sinus and then to the right atrium. In the remaining
10% of cases, the PLSVC is directly connected to the left
atrium. Superior vena cava mostly occurs in the hypoplas-
tic form (82-90%) [1]. In the presented case, PLSVC
coexisted with the anomaly in the heart conduction sys-

References

1. Povoski SP, Khabiri H. Persistent left superior vena cava: review of the literature, clinical
implications, and relevance of alterations in thoracic central venous anatomy as pertaining
to the general principles of central venous access device placement and venography in
cancer patients (Review). World J Surg Oncol 2011; 9:173.

Figure 2.Transesophageal echocardiography, mid esophageal view 55°. Accessory
structure between left atrial appendage and left upper pulmonary vein.

tem — an accessory pathway in atrioventricular node caus-
ing AVNRT.

Summarizing, attention should be paid to this rare
developmental anomaly due to a possible difficulty in
superior vena cava access in the case of medical proce-
dures and a possibility of the coexistence of other car-
diac pathologies. In the presented case, PLSVC was
accompanied by an accessory pathway in atrioventricu-
lar node.
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