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A 20-year old female with a rare anomaly of aortocaval tunnel to superior vena cava is 
presented. Rare cases of congenital communications between aorta and right sided of the 
heart has been reported previously. The patient underwent surgical repair and had 
uneventful recovery. 
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Case Report 
 

A 20-years old female presented with dyspnea on 
excertion of the New York Heart Association (NYHA) 
functional class II for the past 2 years. On physical 
examination a transthoracic two-dimensional 
echocardiography (2-D) and color Doppler revealed an 
enlarged left atrium and left ventricule, global left 
ventricular ejection fraction (LVEF) was about 45-50 
percent, less than moderate mitral regurgitation (MR) 
with continuous flow in left atrium apart from MR jet.  

 

 

 
Contrast injection for ruling out of common pulmonary 
vein was performed which showed no right sided 
chambers visualization. On transesophageal 
echocardiography ostium of left coronary artery and right 
coronary artery were seen with an isolated large duct 
(with width of 3×5 cm) which extended from left 
coronary sinus to the left atrium. The patient was 
scheduled for cardiac catheterization. Oximetry during 
cardiac catheterization revealed an increased oxygen 
saturation of 88% at right atrial level. Injections in left 
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ventricle and aortic root clarified the proximal and distal 
ending of the fistula compatible with a large size fistula 
of ascending aorta to left atrium. Normal coronary 
arteries and intact inter ventricular septum were also 
noted. The patient was scheduled for surgery. During 
surgery a large size duct extending from left coronary 
sinus to posterior of aorta was identified with a large size 
pouch (2×5 cm2) at top of left atrium with another orifice 
(5 mm) to SVC. Closure of fistula was performed via left 
coronary sinus with a 4×5 mm2 Gortex patch and mitral 
valve was also repaired. 
 
Discussion 
 

Communication between aorta and right side of 
the heart includes coronary artery fistula, ruptured 
sinus of valsalva, congenital tunnel to right 
ventricle or right atrium, aortocaval fistula, rupture 
of dissecting aneurysm of ascending aorta,1 and 
pseudoaneurysm of the right coronary artery 
followed by formation of fistula between the 
aneurysm and right atrium. Aneurysmal aorto right 
atrial communication has been reported 
previously.2,3 Patients with this communication 
were asymptomatic. CT angiography and three-
dimensional echocardiography now are key part in 
preoperative diagnosis. A congenital coronary 
artery fistula is abnormal direct communication 
between any coronary arteries and any cardiac 
chambers, as well as SVC, pulmonary artery, 
coronary sinus, and pulmonary veins.4 Although 
coronary artery fistulas commonly involve right 
heart chambers, drainage to SVC is rare. 
Congenital fistula with large aneurismal sacculation 
draining in to the SVC from both coronary arteries 
has been reported.5,6 Selective coronary 
angiography has been defined the diagnosis. 
Surgical or trans catheter closure are therapeutic 
options.7 Aortocaval fistula is uncommon and can 
drain in to SVC or inferior vena cava. The other 

causes of aorto caval fistula include dissecting 
aneurysm in Marfan syndrome1 and trauma.8      
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