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Letters to the Editor

Conservative Management of lIatrogenic Subclavian Artery
Dissection During a Percutaneous Coronary Interventional
Procedure

Manejo conservador de una diseccion yatrogénica de la arteria
subclavia durante un intervencionismo coronario

To the Editor,

latrogenic dissection of the subclavian artery during cardiac
catheterization is a subject that is seldom referred to in the
literature, probably because of the low incidence and the possible
existence of publication bias due to the fact that it concerns a
complication.

Our patient is a 75-year-old woman with hypercholesterolemia,
hypertension, and a history of heart disease affecting the left main
coronary artery and 3 coronary vessels. In 2002, she had undergone
surgical treatment with triple bypass, from saphenous vein to
obtuse marginal branch, saphenous vein to posterolateral branch
of circumflex artery (left dominance), and left internal mammary
artery to anterior descending artery. Asymptomatic from the
cardiovascular point of view, she was admitted to the hospital in
June 2010 due to prolonged angina at rest, with a high troponin
level. She underwent coronary angiography via left radial artery,
which revealed occlusion of proximal anterior descending,
circumflex, and right coronary arteries, with patency of the grafts
but severe lesion in the anastomosis between mammary coronary
and anterior descending arteries. After consultation with the
attending physician and the patient, the decision was made to
perform a percutaneous interventional procedure in said lesion.
The intervention was carried out via a left radial approach using a
6-FrJudkins Right 4 guiding catheter. After balloon dilatation of the
anastomotic stricture, during a follow-up injection we observed
spiral dissection of the subclavian artery (Fig. 1A) that affected the
origins of the vertebral artery and the thyrocervical trunk,
with contrast retention under vacuum conditions (Fig. 1B). The
patient reported mild pain in the left clavicular region, with no
other symptoms. Angioplasty was completed by implantation of a

drug-eluting stent within the anastomosis, with no additional
complications. At the end of the procedure, we verified the
persistence of the image showing the dissection, with no
deterioration of the blood flow in the subclavian artery or in any
ofits branches. The absence of symptoms and the preservation of the
blood flow led to the decision to initiate conservative medical
management with dual antiplatelet therapy and other drugs for the
treatment of the patient’s ischemic heart disease and other diseases.

Three months later, the patient, who had remained asympto-
matic until then, was readmitted because of a new episode of chest
pain at rest, with no electrocardiographic or enzymatic changes.
Coronary angiography was repeated and demonstrated the
absence of restenosis or new coronary artery lesions and the
disappearance of the evidence of dissection at the level of the
subclavian artery and its branches (Fig. 1C).

There are only 5 cases of iatrogenic subclavian artery dissection
in the literature.!> In one of them, the authors reported the use of
conservative management' and did not perform angiographic
follow-up to ensure the complete resolution of the complication. In
the remainder, invasive approaches were employed. In all the
published cases, the dissection occurred during catheterization of
the mammary artery via femoral artery.

Catheterization of internal mammary artery in patients in
whom this vessel has been employed as an arterial graft is a
common practice in catheterization laboratories. Although cathe-
terization is possible and safe using the femoral approach, this
frequently cannot be achieved in a selective manner and requires
more manipulation of the catheters than that necessary in native
coronary arteries. Access via left radial or brachial artery has been
proposed as a method to facilitate mammary artery catheteriza-
tion, reducing the risk of damaging the subclavian artery.” The left
radial approach facilitates left mammary artery catheterization
but, as illustrated by the case reported here, it does not avoid the
possibility of subclavian artery dissection. In contrast to the
published cases, in our patient the dissection was not accompanied
by a deterioration of the blood flow. Since the radial approach was
employed, the origin of the dissection (from distal to proximal)
probably favored its lack of progression, its spontaneous sealing,
and the success of its conservative management.

Figure 1. A: spiral dissection produced in the first procedure. B: image under vacuum. C: complete sealing 3 months later.

1885-5857/$ - see front matter © 2010 Sociedad Espafiola de Cardiologia. Published by Elsevier Espafia, S.L. All rights reserved.


http://dx.doi.org/10.1016/j.rec.2010.11.016

834 Letters to the Editor/Rev Esp Cardiol. 2011;64(9):833-841

There is no solidly indicated treatment for an uncommon
complication of this type. In those cases in which the blood flow is
maintained and there are no signs of arterial ischemia or
neurological distress, conservative management may be an
effective strategy that avoids more serious complications.
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An Unusual Case of Transmural Calcifying Inflammatory
Pseudotumor of the Heart

Un caso excepcional de seudotumor inflamatorio calcificado
transmural cardiaco

To the Editor,

The inflammatory pseudotumor is an expansile lesion char-
acterized by an infiltrate of inflammatory cells and myofibroblasts,
of unknown etiology, that affects lung tissue in children and young
adults and very rarely in adults. The prognosis is usually favorable,
since distant spread is uncommon. A number of cases of
inflammatory pseudotumor of the heart have been reported in
children and young adults, and only 15 cases in adults,’” in whom
it is confined to the endocardium or to the valves.! In adults, it has

been described in any cavity, resembling myxoma or well-defined
fibroelastoma, and it can generate a number of symptoms.*
Although treatment consists of excision of the tumor whenever
possible,! regression of the lesion with corticosteroid therapy has
been reported in certain cases.® Recurrence is not uncommon (13%
to 37%), although the prognosis is usually favorable. There is a
subtype of inflammatory pseudotumor, the calcifying lesion, which
could correspond to a more advanced stage in the evolution of the
inflammatory pseudotumor, with abundant collagen fibers,
dystrophic calcifications,? and a characteristic immunohistochem-
ical pattern (positivity for muscle-specific actin, FXIIla, CD68 and
vimentin and negativity for CD34). Although the inflammatory
pseudotumor can occasionally exhibit mitosis, the absence of
atypia differentiates it from a true sarcoma.> In the literature, we
have found no descriptions of primary calcifying inflammatory
pseudotumor of the heart in adults, and only two cases in
children,?” nor has transmural involvement been reported to date.

Figure 1. A and B: tomographic images of the calcified mass in the atrioventricular groove. C: an aspect of the calcification of the pseudotumor during surgery
(arrow). D: protrusion of the lesion into tricuspid annulus (arrow). Ao, aorta; RA, right atrium; RV, right ventricle.
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