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Abstract

Coronary artery fistulas are relatively rare congenital or iatrogenic heart defects that can present
with or without symptoms. Symptomatic patients manifest as myocardial ischaemia, arrhyth-
mia, or heart failure. We present a asymptomatic child with a large left anterior descending
coronary artery to right ventricular fistula.

A 7-year-old child was referred to our paediatric cardiology clinic because of heart murmur. She
had no history of cardiac or chronic diseases. Initial vital signs were body temperature 36.6 °C,
systolic blood pressure 100 mmHg, heart rate 117 beats/min, respiratory rate 21 breaths/min,
and 98% oxygen saturation in room air. Echocardiography revealed a larger fistula from the
dilated left anterior descending coronary artery with communications to the right ventricle
through multiple outlets (Fig 1a and b, Supplementary videos 1 and 2). The cardiac chambers

Figure 1. (a) Transthoracic short-axis view of two-dimensional transthoracic echocardiography shows a dilated left main
coronary artery (white arrows, Ao= aorta). (b) Right ventricular view of echocardiogram shows a right ventricle of normal
size and colour Doppler shows forward flow into the apical region of right ventricle (white arrows, RV = right ventricle;
LV= left ventricle).

Figure 2. (a and b) Coronary computed tomography showed a significant dilation of the left anterior descending artery
(white arrows) and a large fistula from the end of the coronary artery emptying into the apical region of the right ventricular
chamber with a diverticular dilation (black arrow).
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were normal dimensions and not dilated. Coronary computed
tomography showed a significant dilation of the left anterior
descending artery and a large fistula from the end of the coronary
artery emptying into the apical region of the right ventricular cham-
ber with a diverticular dilation (Fig 2a and b). Percutaneous closure
was the suggested treatment of choice for coronary artery fistulas1

and the medical team elected to initially place a closure device into
the largest orifice.However, the process was not successful due to the
multiple narrow and closely related orifices. So, surgical treatment
was found to be optimal treatment option for the case. The closure
was performed without cardiopulmonary bypass and a thick suture
placed below the left anterior descending artery to close the fistulous
trajectories near the apex of right ventricle (Fig 3a and b). The
patient was discharged 8 days after surgery. During the follow-up
period of 6 months after surgical closure, no residual fistulas were
showed by echocardiography.
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Figure 3. (a) Surgical view of dilated left anterior descending artery
(white arrows) and (b) placement of a thick suture (black arrow) below
the left anterior descending artery (white arrows) to close the fistulous
trajectories near the apex of right ventricle.
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