The ominous side of a coronary fistula
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DESCRIPTION

Coronary artery fistulas are rare and estimated to
occur in 0.002% of the overall population.! Most
patients remain asymptomatic, but angina, dys-
pnoea, arrhythmias or sudden death may arise.”

We report the case of a 65-year-old man with
previous hypertension, angina and obesity, who
presented to accident and emergency department
with oppressive central chest pain initiated whilst
driving. During initial observation he had a cardiac
arrest in ventricular fibrillation, which was
promptly treated. His cardiovascular physical
examination did not show any abnormal signs. The
12 lead ECG showed sinus rhythm, Q waves in III

Figure 1

Selective angiography of the left coronary
artery ((A) 45° LAQ, 25° cranial view; (B) 10° RAO, 40°
cranial view), showing a large fistula from the very initial
portion of the LAD artery to PA, and atrophy of mid and
distal segments of the LAD artery (LAD, left anterior
descending; LCX, left circumflex artery; LMS, left main
stem; PA, pulmonary artery).

Video 1 Coronary angiography showing no
atherosclerotic stenosis, but a large tortuous fistula
between proximal segment of left anterior descending
coronary artery and pulmonary artery.

and aVE, and T-wave inversion in I, aVL and V4-
V6 leads. Blood tests revealed mild raised troponin
I (4.2 ng/mL). Mild left ventricle dilation and apical
hypokinesis were observed in the transthoracic
echocardiogram. The patient was referred for an
urgent coronary angiogram, which showed a large
fistula between the very proximal segment of the
left anterior descending artery and the pulmonary
artery, with no significant coronary artery stenosis
(figure 1 and video 1). A CT coronary angiogram
confirmed this congenital tortuous vascular
anomaly measuring 5 mm in diameter and 7 cm in
length (figure 2). Cardiac MRI did not depict any

Figure 2 Coronary CT angiogram (A-D) confirming a
congenital tortuous vascular anomaly between the
proximal LAD artery and ascendant portion of the PA,
and atrophy of mid and distal segments of the LAD
artery (LAD, left anterior descending; LCX, left circumflex
artery; PA, pulmonary artery).
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areas of scar, late enhancement or oedema. Considering the clin-
ical context and the size of the fistula, with no other obvious
reason for the cardiac arrest, the symptoms were felt to be the
result of a steal phenomenon and the patient was submitted to
percutaneous closure of the fistula.

This case demonstrated how some coronary fistulas are not
benign conditions and can present with myocardial ischaemia
and malignant arrhythmias.

Learning points

» This case shows that the first serious manifestation of a
coronary artery fistula can be a life-threatening arrhythmia.

» Despite being rare, this entity should be considered when
dealing with patients who experience angina or sudden
cardiac arrest.

» It is commonly accepted that symptomatic patients and
those who have large fistulas should be treated.?
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