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Coronary artery fistula in a 70 year−old woman
with myocardial infarction
Przetoka tętnicy wieńcowej u 70-letniej kobiety z zawałem serca
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A b s t r a c t

Coronary artery fistulas are infrequent congenital malformations. We present the case of a patient with acute coronary
syndrome and fistula between the proximal left anterior descending artery (LAD) and the pulmonary artery. The fistula was
diagnosed during coronary angiography. Its presence and morphology was confirmed by a 64-slice computer tomography
scan. The patient underwent a successful coronary artery bypass grafting procedure with surgical closure of the fistula.
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CASE REPORT
A 70 year-old woman with hypertension, diabetes mellitus,
hyperlipidaemia and a history of angina on exertion was ad-
mitted to our hospital due to acute coronary syndrome (ACS)
with ST segment elevation in I and aVL leads on ECG. Selec-
tive coronary artery angiography revealed 80% proximal ste-
nosis in the right coronary artery (RCA) and long 80% stenosis
in the left anterior descending artery (LAD) spreading into the
second diagonal branch. The first diagonal branch was totally
occluded. Angiography also showed a fistula between the pro-
ximal LAD and the pulmonary artery. A transthoracic, two-
-dimensional echocardiogram revealed normal diameters of
cardiac chambers without abnormalities in ventricular con-
tractility. The pulmonary trunk was engorged. Colour flow
suggested the presence of a coronary artery fistula. Right ven-
tricular systolic pressure was moderately increased to the va-
lue of 37 mm Hg. The cardiac 64-slice computer tomogra-
phy scan (MSCT) showed the presence of a coronary artery
fistula originating from the proximal part of the LAD and le-
ading in a winding fashion to the pulmonary trunk (Fig. 1).

The patient was qualified to coronary artery bypass gra-
fting (CABG) and surgical closure of the fistula. On a beating
heart, a triple vessel revascularisation was performed by se-
quential venous anastomosis to the RCA and circumflex arte-
ry, and left internal mammary artery to LAD. The fistulous
tract (Fig. 2) was secured with three hemoclips and with Te-
flon-pledgeted 4-0 polypropylene suture. In addition, during
the operation, a small aneurysm at the lateral wall was found
and secured with Gore-Tex patch fixed with cyanoacrylic glue.
The patient was discharged from hospital in good clinical con-
dition.

DISCUSSION
Congenital coronary artery anomalies occur in 1.2% of the
population and are defined as inappropriate congenital
communication of a coronary vessel with a great vessel or
heart chamber without first passing through the myocar-
dial capillary bed [1]. Yamanaka and Hobbs [2] found small
coronary artery fistulas in 0.18% of 126,595 patients who
underwent cardiac catheterisation. Usually, fistulas of this

Address for correspondence:Address for correspondence:Address for correspondence:Address for correspondence:Address for correspondence:
dr n. med. Anna Konopka, Institute of Cardiology, Intensive Cardiac Therapy Clinic, ul. Alpejska 42, 04–628 Warszawa, Poland, tel: +48 22 34 34 301,
fax: +48 22 815 42 67, e-mail: akonopka@ptkardio.pl
Received:Received:Received:Received:Received: 07.07.2010 Accepted:Accepted:Accepted:Accepted:Accepted: 28.07.2010

Copyright © Polskie Towarzystwo Kardiologiczne



www.kardiologiapolska.pl

941Coronary artery fistula

type arise from a single branch of coronary artery and dra-
in into a single recipient chamber or vessel and they are
not usually associated with clinical signs [2, 3]. Large fistu-
las with significant shunts cause symptoms like continu-
ous murmurs, dyspnea on exertion, exercise intolerance
or congestive heart failure, and they should be corrected
surgically [2, 4]. Our patient did not complain of symp-
toms that would have suggested the presence of a fistula
before admission due to ACS.

The incidence of coronary artery fistulas can be unde-
restimated, due to their spontaneous closure throughout the

course of life [5]. A link between coronary artery fistulas and
premature atherosclerosis as the mechanism of its closure
has been suggested [4]. Additionally, single cases of coinci-
dent coronary artery fistula and endocarditis have been re-
ported [6]. In our patient, the CABG procedure provided
a good opportunity to close the fistula and avoid future en-
docarditis.

Vitarelli et al. [7] found transoesophageal echocardiogra-
phy to be a more precise method of diagnosing fistulas than
transthoracic echocardiography, especially in showing the site
of termination. The development of more sensitive colour
Doppler flow mapping has caused more frequent diagnosis
of small coronary artery fistulas [8].

In particular, three-dimensional colour Doppler imaging
seems to be superior to standard mode due to the unrestric-
ted viewing plane manipulation [9]. In our case, optimal visu-
alisation of the anatomy of the fistula, especially localisation
of the drainage site, was performed via MSCT before the ope-
ration [3, 10]. Neither the echocardiography nor MSCT reve-
aled the presence of a small left ventricular wall aneurysm
which was only found during the operation. On this occa-
sion, surgery provided the final diagnosis.
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Figure 2.Figure 2.Figure 2.Figure 2.Figure 2. Intraoperative view of the fistula

Figure 1.Figure 1.Figure 1.Figure 1.Figure 1. 64-slice computer tomography scan. Arrow shows fistula


