
Case report

Coronary pulmonary �stula: presentation of a rare case 
with successful endovascular resolution

Fístula coronario pulmonar: presentación de un caso poco frecuente 
con resolución endovascular exitosa
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ABSTRACT
Introduction. 58-year-old female patient with dyspnea NY functional class III of 2 
months of evolution. Echocardiogram showed no pathological �ndings. Echo stress 
with exercise showed inferior ischemia. Strati�cation was decided with coronary an-
giography in which a coronary pulmonary �stula was observed. The �stula was em-
bolized with coils. After two months of follow-up, the patient presented clinical im-
provement and was asymptomatic.
Conclusion. Coronary pulmonary �stulas are a rare entity, present in 0.1% of coronary 
angiograms according to di�erent series. A case with endovascular resolution is pre-
sented.
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RESUMEN
Introducción. Paciente de sexo femenino de 58 años que consulta por disnea clase 
funcional III de 2 meses de evolución. El ecocardiograma no mostró hallazgos patoló-
gicos. El ecoestrés con ejercicio evidenció isquemia inferior. Se decide estrati�cación 
con coronarariografía en la que se observa fístula coronario pulmonar. Se realizó em-
bolización de la fístula con coils. Luego de un mes de seguimiento la paciente pre-
senta mejoría clínica y se encuentra asintomática.
Conclusión. La fístulas coronario pulmonares son una entidad poco frecuente, pre-
sente en el 0,1% de las coronariografías según distintas series. Se presenta un caso 
con resolución endovascular.

Palabras claves: fístula coronario pulmonar, embolización, anomalías congénitas de 
arterias coronarias, coils. 
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INTRODUCTION

Coronary �stulas are rare anomalies that amount to 0.3% 
of congenital heart diseases (1-3). To this day, the inciden-
ce rate of coronary-pulmonary �stulas (CPF) has increased 
due to the widespread use of cardiac computed tomography 
and represents 15% to 30% of all coronary �stulas reported 
(4) In the last clinical practice guidelines published by the 
American College of Cardiology on congenital heart disea-
ses (2018) no consensus has been achieved on the manage-
ment of this condition (5). For some authors the therapeutic 
approach should be based on the size of the �stula, presence 
of symptoms, anatomy of the �stula, age of the patient, and 
presence of associated heart diseases (6).

CLINICAL CASE

We present the case of a 58-year-old woman (former smoker) 
with cardiovascular risk factors and no signi�cant past me-
dical history and NYHA functional class III dyspnea of 
2-month clinical evolution.

Previous studies:
ECG: sinus rhythm, 80 bpm, no pathological �ndings.
Echocardiogram: no pathological �ndings.

Exercise echocardiography: positive for myocardial ischemia 
due to hypermotility of inferomedial and apical segments on 
maximum workload (900 kgm/min). During the exercise 
the patient showed signs of dyspnea.
It was decided to perform a coronary angiography:
Coronary angiography (Figure 1). Le� main coronary ar-
tery: le� main coronary artery of good caliber without an-
giographically signi�cant stenosis. Le� anterior descending 
coronary artery: of good caliber, reaches the apex, and the-
re are not traces of angiographically signi�cant stenosis. �e 
coronary-pulmonary �stula (CPF)—of signi�cant blood 
�ow—originates in its proximal segment. Its �rst segment 
has a linear course of approximately 3 mm in diameter and 
5 cm in length. Also, it shows another sinuous segment that 
runs into the pulmonary artery trunk. Circum�ex artery: 
non-dominant, of good caliber with no signs of signi�cant 
stenosis on the angiography performed. Right coronary ar-
tery: dominant, of good caliber and without angiographica-
lly signi�cant stenosis.
A�er diagnosing CPF a cardiac computed tomography is 
performed to complete de anatomical assessment.
Tomography (Figure 2)
�e case was studied by the hospital heart team. Since it 
was a high-�ow large-caliber CPF, it was decided to proceed 
with its endovascular closure.
�e right radial access was used. A total of 7000 IU of so-
dium heparin were administered. �e le� main coronary ar-
tery was selectively catheterized using a 6-Fr extra-backup 
guide catheter. �e Progreat microcatheter (Terumo) was 
placed at distal level with respect to the linear trajectory of 
the CPF. Embolization was attempted through the contro-
lled release of two 3 mm x 5 cm detachable coils (AZUR 
detachable coil system, Terumo, United States). Fi�een mi-
nutes later, the coronary angiography performed reveals the 
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partial closure of the CPF that remains patent with blood 
�ow through the a�erent branch not seen on the diagnostic 
study and that originates proximal to the coils recently im-
planted. It was decided to complete the embolization with 
a 3 mm x 2 cm �ber coil (AZUR, Terumo, United States). 
Ten minutes later the angiography performed reveals the 
total closure of the �stula (Figure 3). A�er completing the 
procedure, the patient remained in the coronary unit for 24 
hours. At the 1-month follow-up the patient’s symptoms im-
proved with no signs of dyspnea while performing activities 
of daily living.

DISCUSSION

Coronary �stulas are rare anomalies that amount to 0.3% 
of all congenital heart disease (1-3). To this date, the inci-
dence rate of CPF has increased thanks to the widespread 
use of cardiac computed tomography and represents 15% to 
30% of all coronary �stulas (4). Although former studies 
have reported that the most common origin of CPFs is the 
right coronary artery, a recent systematic review con�rmed 
that the most common origin of CPFs is the le� main coro-
nary artery (84% of the cases), most of them draining into 
the pulmonary artery trunk (89%) (7). Two di�erent types 
of CPF have been reported, one of them is a large sized sin-
gle �stula; the other a small sized �stula multiple connec-
tions (7). It is more likely that large sized single �stulas are 
associated with the generation of hemodynamic changes 

and symptom onset. �e therapeutic approach should be 
based on the size of the �stula, the presence of symptoms, 
the anatomy of the �stula, age of the patient, and presen-
ce of associated heart diseases (6). Asymptomatic patients 
with small sized �stulas are o�en treated with antiplate-
let therapy and antibiotic prophylaxis. and disease progres-
sion monitoring. According to the clinical practice guideli-
nes published by the American College of Cardiology—re-
gardless of symptoms—the corrective treatment of large si-
zed CPFs and small and medium sized �stulas in sympto-
matic patients (including myocardial ischemia, arrythmias, 
ventricular dysfunction, and endarteritis) has a class IC in-
dication.5 Treatment options are surgical ligation and en-
dovascular treatment. �e most adequate therapeutic op-
tion will depend on the characteristics of each particular 
case (Table 1) (7).

CONCLUSION

�e scienti�c literature available on coronary-pulmonary 
�stulas is scarce. We presented the case of an asymptomatic 
APF successfully treated with endovascular treatment.

TABLE 1.

Surgical ligation
Large sized high-�ow �stulas.
Multiple communication and drainage sites. 
Tortuous aneurysmatic �stulas.
Need for bypass surgery.
Branches that can be accidentally embolized..

Cierre percutáneo
Proximal origin of the �stula.
Single drainage site.
Non-tortuous �stula with an accessible distal area. 
End of the �stula far from the coronary arteries.
Older patients of high surgical risk.

Figure 2. AP: pulmonary artery. DA: Left anterior descending coronary artery

Figure 1.

Figure 3.
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