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Case Report
A 49-year-old man with hypertension presented with epigastric
abdominal pain. Using magnetic resonance angiography (MRA),
he was found to have a type B aortic dissecting aneurysm (marked
* in Figure 1, video) with extension from the aortic isthmus to
juxtarenal aorta and contained rupture at the thoracic level.
Incidentally, MRA also revealed a scimitar vein (marked + in
Figure 1), an anomalous right inferior pulmonary vein draining
into the inferior vena cava, without associated congenital
anomalies. Further investigation demonstrated preserved
ventricular function, normal-sized cardiac chambers, and Qp:Qs of
1.2 without evidence of pulmonary hypertension. He underwent a
successful repair of the dissection without surgical intervention for
the incidental scimitar vein.
Scimitar syndrome, a congenital developmental failure of
connecting right pulmonary veins to the left atrium, can be
found in an isolated form or in association with other anomalies
including right lung hypoplasia, dextroposition of the heart,
and atrial septal defect. Diagnosis is made by demonstration
of the scimitar vein through cardiac catheterization, computed
tomography, or magnetic resonance angiography. Isolated scimitar
vein is associated with a benign clinical course and requires no
surgical intervention.1 Surgical repair is indicated in symptomatic
cases or in those with pulmonary hypertension, increased
pulmonary blood flow (Qp:Qs > 1.5), enlargement of the right
cardiac chambers, stenosis of the scimitar vein, or associated
anomalies that indicate surgery by themselves.2 The aim of the
surgery is for physiological correction and not just simply ligating
the scimitar vein to decrease the risk of pulmonary congestion
or infarction. Current commonly performed surgical approaches
include reimplantation of the scimitar vein into the left atrium and
creation of intra-atrial baffle to direct blood flow to the left atrium.
Both techniques have been shown to have comparable long-term
results.3
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Figure 1. Magnetic resonance angiography imaging of a Type B aortic
dissecting aneurysm (*) and a Scimitar vein (+). Ant: anterior view; Post:
posterior view; Rt: right lateral view; Lt: left lateral view.
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