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Coronary-Pulmonary Artery Fistula

Fistula coronaria-pulmonar
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We describe the case of a 37-year-old male patient hos-
pitalized due to progressive angina with T-wave inver-
sion in the inferior wall and positive enzyme mark-
ers. Coronary angiography showed the presence of a
fistula from the proximal right coronary artery to the
pulmonary circulation.

Coronary fistulas are rare anomalies, character-
ized by abnormal communication between a coronary
artery and other vessels or a heart chamber. They are
usually congenital, but they can also be secondary to
inflammatory processes, traumas, or percutaneous or
surgical procedures. (1, 2) Their course may be asymp-
tomatic and sometimes the result of a finding in a
coronary angiography or pathological anatomy study;
they may also present symptoms consistent with is-
chemic heart disease, as in our case, whose clinic de-
pends on the caliber and magnitude of the abnormal
communication. (3)

The most common origin is from the right coro-
nary artery (50% of cases) and drainage into the right
cavities is the observed destination in more than 90%
of cases, while 15% communicate with the pulmonary
circulation. Depending on the drainage site, they are
classified into 5 types: type I, drainage into the right
atrium; type II, drainage into the right ventricle; type
III, connection with the pulmonary circulation; type
IV, communication with the left atrium; and type V,
drainage into the left ventricle. (4)

Large fistulas can develop various complications,
such as thrombosis, rupture, arrhythmias, pulmonary
hypertension, heart failure or myocardial ischemia
secondary to coronary steal. There is no definite con-
sensus regarding its treatment, although in sympto-
matic patients, the fistula can be resolved by either
surgical or percutaneous closure with occluding or
spiral devices, an option chosen for our patient. The
patient remained asymptomatic one year after the
procedure. (5)
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