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Case report

Abstract

A 74-year-old female presented with mild exertional shortness
of breath and pain between her shoulder blades on a background
of chronic cough and occasional haemoptysis. Chest radiography
demonstrated an abnormal bulge over the left heart border and
subsequent dedicated cardiac computed tomography confirmed the
presence of a 35 mm aneurysmal fistula between a high septal branch
of the left anterior descending coronary artery and the root of the
main pulmonary artery. The patient underwent surgery, during which
the aneurysm was opened and obliterated with a double layer of 4-0
prolene. The procedure was uneventful, and the patient recovered
well. She was discharged home on the sixth post-operative day and
remains alive and well at the time of writing. Coronary artery to
pulmonary artery fistula aneurysm is a rare pathology. Diagnosis can
be difficult due to the varying possibilities of presentation. These
include as an incidental finding, presenting with mild symptoms or with
cardiovascular collapse due to rupture. Symptom burden is associated
with aneurysm size and degree of shunt. Given the risk of rupture,
surgery is recommended for all aneurysms, especially those large in
size and presenting with symptoms.

Keywords: Coronary artery; Pulmonary artery; Fistula; Aneurysm;
Cardiopulmonary bypass.

artery and the main Pulmonary Artery (PA). A subsequent dedi-
cated cardiac CT confirmed the presence of a 35 mm aneurys-

A 74-year-old female presented with mild exertional short-
ness of breath and pain between her shoulder blades on a
background of chronic cough and occasional haemoptysis. Past
medical history included previous smoking history, hyperten-
sion, insulin dependent diabetes mellitus, raised body mass in-
dex and mild bronchiectasis. Chest radiography demonstrated
an abnormal bulge over the left heart border. Computed To-
mography (CT) of the thorax showed no suspicious parenchy-
mal pathology but raised the possibility of a fistulous commu-
nication between the Left Anterior Descending (LAD) coronary

mal fistula between a high septal branch of the LAD and the
root of the main PA (draining into the left lateral side) as shown
in (Figure 1). The main PA was not dilated. Coronary angiog-
raphy showed significant flow-limiting lesions in the LAD and
Circumflex (Cx) coronary arteries.

After discussion at a multidisciplinary team meeting, the pa-
tient was referred for surgical intervention and latterly under-
went surgery via median sternotomy with the use of Cardiopul-
monary Bypass (CPB) (CPB time 100 minutes and cross-clamp
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Figure 1: Three-dimensional computed tomography imaging
demonstrating coronary artery to pulmonary artery fistula
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Figure 2: Intra-operative opening of fistula aneurysm. /

time 82 minutes). The aneurysm was calcified on the medial
and lateral walls but had a very thin anterior wall. The feeding
vessel from the LAD and the point of drainage into the PA were
both double ligated. The aneurysm was opened (Figure 2), the
walls were partially excised, and the aneurysm sac was obliter-
ated with a double layer of 4-0 prolene. Concomitant coronary
artery bypass grafting to the LAD and Cx arteries was also per-
formed. The procedure was uneventful, and the patient recov-
ered well. She was discharged home on the sixth post-operative
day and remains alive and well at the time of writing.

Discussion/conclusion

Coronary Artery to Pulmonary Artery (CAPA) fistulae are rare,
with an incidence of less than 0.5% in the general population.
Whilst aneurysm formation is present in approximately 25% of
cases, aneurysm size exceeding 30 mm (as seen in this case) has
seldom been reported [1]. The majority (>80%) of CAPA fistu-
lae drain into the left lateral side of the main PA [2]. However,
origination of the fistula from a septal branch rather than the
LAD proper (as seen in this case) is not well described in the
literature. Although small aneurysms are usually asymptomatic
and detected incidentally, larger aneurysms can present with

chest pain or shortness of breath, with severity of symptoms
associated with increased volume of shunt or the presence of
coronary steal. Alternatively, patients can present with collapse
or cardiovascular compromise secondary to leak or rupture
of the aneurysm [3]. Due to the risk of rupture, surgical treat-
ment is usually recommended, especially for large aneurysms.
However, some studies do report success with a conservative
approach [4]. This case report details efficient multidisciplinary
working to facilitate prompt diagnosis and management of an
exceptionally large CAPA fistula aneurysm after presentation
with non-specific symptoms [5]. Surgery can be safely under-
taken and should be considered for all patients with acceptable
surgical risk in order to mitigate the life-threatening conse-
guences associated with aneurysm rupture.
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