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Coronary Artery Fistula*
(Report of 2 Cases)

Sung Bo Sim, M.D.**, Young Pil Wang, M.D.**, Se Wha Kim, M.D.**,
Hong Kyun Lee, M.D.**, Chang Kyu Oh, M.D.***, Jae Hyung Kim, M.D.****

Congenital coronary artery fistula is a rare condition, and with widespread use of cardiac catheterization,

angiography and selective coronary arteriography are being recognized with increasing frequency.

Fistula originating from the right coronary artery are more common then those from the left coronary artery.

The fistula empties into the right side of the heart in 90% of the cases with the right ventricle being the most

common recipient chamber followed by the right atrium and the pulmonary artery.

Recently we experienced two cases of congenital coronary artery fistula which originated from the left cor-

onary artery each other.

The first case was 17 moth-old-male, who have had the symptoms of frequent URI, dyspnea and continuous

munmur in physical examination. The fistulous communication was noted between the left circumflex coronary

artery and the right ventricle with aneurysmal dilation of RV wall. The proximal opening of the fistulous tract

was directly close with partial aneurysmorrhaphy of RV wall. Also the termination site of fistulous tract in RV

chamber was closed.

The second case was 35-year-old female, who have had the symptom of exertional dyspnea and continuous

murmur in physical examination. The tortuous and dilated fistulous tract was noted between the left anterior

descending coronary artery and the pulmonary artery. The proximal opening of the fistula was ligated near

the left anterior descending coronary artery with preservation of normal continuity of coronary artery. And the

dilated tortuous vessel was excised. Also the terminal site in pulmonary artery was directly closed just above

the pulmonic valve.

Postoperative hospital courses of two patients were uneventful without any specific complications and

discharged without problems.
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Fig. 1. Case I: Pre-operative chest AP shows moderate
cardiomegaly with prominent L cardiac border
and prominant pulmonic conus and smaller aor-
tic knob in size. The vascular markings are ac-
centuated with centralization.
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Fig. II. Aortogram of Ist case revealed large fistulous
tract between the left coronary artevy and right
ventricle.

Fig. I11. Selective left coronary angiorgam (RAO view)
showed fistulous tract : aneurysmal dilation

Fig. V. Case I: Post-operative chest AP.
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Fig. IV.

Case I: Schematic picture of
coronary artery fistula (Lt.
circumflex 4.—RV)

LAD coronary .

fistula.
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Fig. VI. Case II: Pre-operative chest PA shows no abnor-
malities except for focal calcific scars on L apex
and R hilar region. R breast shadow is apparent-
ly absent.
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Fig. VII. Case II: Selective left coronary angiorgam (RAO
view).
F: fistula
LAD: left anterior descending coronary artery

Fig. VIII. Case II: Selective left coronary angiogram
(LAQ view).
F: fistula
PA: Pulmonary artery
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Fig. IX. Case II: Operation field shows tortuous and
dilated coronary vessels.
PA: Pulmonary artery
«—: Tortuous dialtled coronary vessels

---Tortuous,
coronary vessels
----LAD

Fig. X. Case II: Schematic picture of coronary artery

fistula (LADCA-PA).
PA: Pulmonary artery
LAD: Left anterior descending coronary artery

dilated

\

Fig. XI.Case II: This operation field shows direct closure
state of terminal site of fistulous tract in pulmonary
artery.

O: Pulmonary artery orifice.

Fig. XII. Case II: Excised dilated coronary vessels
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Fig. XIII. Case II: Post-operative chest PA
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