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from the mid‑LAD to the PA. After emboliza‑
tion, the hemodynamics improved (Qp/Qs, 1.1; 
PA pressure, 31/13/19 mm Hg). In the long‑term 
follow‑up, 9 years after the procedure, the patient 
remained asymptomatic, while follow‑up cardi‑
ac computed tomography angiography and coro‑
nary angiography revealed a near‑complete ob‑
struction of the RCA ostium and the mid‑LAD 
fistulas to the main PA, with a remaining small 
AV fistula from the left main coronary artery to 
the main PA. However, shunt flow was decreased 
(reduced contrast density in the PA as depicted in 
FIGURE 1C and 1D and in the Supplementary material, 
Figure S1E and S1F, Videos S5 and S6) compared 
with that observed in the previous evaulation.

In most patients, transcatheter coil emboliza‑
tion of coronary AV fistulas is an acceptable alter‑
native to surgery.1-4 Our case demonstrated that 
it is feasible, reduces shunt flow, and improves 
symptoms in multiple coronary AV fistulas that 
significantly affect hemodynamics. To our knowl‑
edge, this is the first report of long‑term follow

‑up in a patient with coronary AV fistulas. Al‑
though small AV fistulas remained,5 reducing 
shunt flow could prevent their sequelae during 
long‑term follow‑up without complications.

SUPPLEMENTARY MATERIAL

Supplementary material is available at www.mp.pl/kardiologiapolska.
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A 52‑year‑old woman was admitted to the hospi‑
tal due to dyspnea on exertion and abnormalities 
seen on electrocardiography, namely, the T‑wave 
inversion in leads V2–V6. Cardiac computed to‑
mography angiography showed multiple coro‑
nary arteriovenous (AV) fistulas communicating 
the left main coronary artery, mid‑left anterior 
descending artery (LAD), and right coronary ar‑
tery (RCA) ostium with the main pulmonary ar‑
tery (PA) (FIGURE 1A and 1B). The patient was further 
examined by coronary angiography (Supplemen‑
tary material, Figure S1A and S1B, Videos S1 and S2).

During cardiac catheterization, the  left
‑to‑right shunt was moderate (Qp/Qs, 1.72), 
and pulmonary vascular resistance and PA 
pressure increased to 402.2 (dyn·s)/cm5 and 
49/17/28 mm Hg, respectively. As the patient 
refused surgery, we performed transcatheter coil 
embolization in the AV fistulas from the RCA 
ostium and the mid‑LAD to the PA (Supple‑
mentary material, Figure S1C and S1D, Videos 
S3 and S4), except for the left main AV fistula 
(Supplementary material, Figure S1D) due to its 
small size and technical difficulty in managing 
it. Multiple different coils were embolized with 
the Finecross microcatheter (Terumo Co., Tokyo, 
Japan): 2 Tornado fibered coils of 6 mm × 2 mm 
(Cook Medical, Bloomington, Indiana, Unit‑
ed States), 1 Tornado coil of 7 mm × 2 mm, and 
2 VortX fibered coils of 5 mm × 2 mm (Boston 
Scientific, Marlborough, Massachusetts, Unites 
States) from the RCA to the PA; 1 Tornado coil of 
4 mm × 2 mm and 3 VortX coils of 4 mm × 2 mm 
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FIGURE 1  Cardiac computed tomography angiography showing: A – coronary arteriovenous 
(AV) fistulas from the right coronary artery ostium; B – multiple coronary AV fistulas 
communicating the left main coronary artery and the mid‑left anterior descending artery with 
the main pulmonary artery (PA). After 9‑year follow‑up: C – no significant shunt flow from 
the right coronary artery to the PA; D – no significant shunt flow from the mid‑left anterior 
descending artery to the PA and reduced shunt flow in the remaining small AV fistula from 
the left main coronary artery to the main PA
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