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A 65 year-old woman was admitted to our hospital, because of unconsciousness after chest and
back pain. Echocar diography showed pericardial effusion. She suffered from pre-shock dueto
cardiac tamponade.

Although a cause of cardiac tamponade was unclear, we performed emergency surgical treat-
ment without coronary angiography. In operation, we found a rupture of coronary arterio-
venousfistula and repaired it. The patient recovered from the surgery uneventfully.

Coronary artery fistulaisan abnormal communication between a coronary artery and a car-
diac chamber or major vessdl. It isthe most common congenital anomalies of the coronary
artries. Many patients with these anomalies remain asymptomatic, but some patients develop
symptoms of congestive heart failure, infective endocar ditis, myocar dial ischemia, arrhythmia,
or rupture of an aneurismal fistula. Usually, the dilatation of fistulais common, and although
19% of this may become aneurysmal, therupture of theaneurysmisvery rare.

Wereport a case of ruptured coronary arteriovenous fistula who underwent successful emer-
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gent surgery. (Ann Thorac Cardiovasc Surg 2005; 11: 190-3)
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I ntroduction

A coronary artery fistulais the most common congenital
anomaly of the coronary artries and is an abnormal com-
munication between an epicardial coronary artery and a
cardiac chamber or major vessel. Althogh some patients
develop symptoms of congenital heart failure, infective
endocarditis, myocardial ischemia, arrhythmia, or rup-
ture of an aneurysmal fistula, many patients with these
anomalies remain asymptomatic. Rupture of an aneu-
rysmal fistulaisavery rare. We report here a case of rup-
tured coronary fistulawho became unconscious after chest
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and back pain. This patient developed cardiac tampon-
ade and emergent surgical treatment was successfully
performed.

Case Report

A 65 year-old woman was admitted to intensive care unit
in our hospital, because of unconsciousness after chest
and back pain. Her past medical history includes hyper-
tension and hyperlipidemia. On arrival, her conscious-
ness was clear and she did not feel pain, but she was pre-
shock. Her blood pressure was 76/40 mmHg and pulse
rate was 90/min. A dilated neck vein was observed.
Echocardiography performed on admission showed peri-
cardial effusion and cardiac tamponade. Electrocardio-
graph (ECG) was normal sinus rhythm and indicated no
change of ST-T wave. Computerized tomography (CT)
showed no dissection of aorta, only pericardial effusion
(Fig. 1). All other laboratory tests were normal.
Although a cause of cardiac tamponade was unclear,
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Fig. 1. Chest CT showed pericardial effusion (an arrow), but no aortic dissection.

we performed emergent surgical treatment without coro-
nary angiography because she was pre-shock.

In operation, pericardial effusion was bloody and we
found a hematoma and a dilated coronary arteriovenous
fistulain area of left circumflex artery (LCx). The shape
of thisfistulawas saccular, and it measured about 10 by
30 mm (Fig. 2). At thisfistula, a bleeding point was iden-
tified. We put this fistulain between the felt strips like a
sandwich and ligated on a beating heart.

On postoperative day one, coronary angiography
showed the occlusion of abranch of LCx (Fig. 3), but the
left ventricular wall motion and ECG was normal. She
recovered uneventfully, and was discharged on the post-
operative day 10.

Discussion

Coronary artery fistulais an abnormal communication
between an epicardial coronary artery and acardiac cham-
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ber or major vessel (vena cava, pulmonary artery etc.)?
and the most common congenital anomalies of the coro-
nary artries. Sometimes we find small coronary arterio-
venous fistulain coronary angiography. Many patients
with these anomalies remain asymptomatic, but some
patients develop symptoms of congestive heart failure,
infective endocarditis, myocardial ischemia, arrhythmia,
or rupture of an aneurysmal fistula. Coronary steal, vol-
ume overload or an infection are the causes of these clini-
cal manifestations.

Usually, the dilatation of fistulais common, and al-
though 19% of this may become aneurysmal,? the rup-
ture of the aneurysmisvery rare.

To the best of our knowledge, there are 12 cases of
ruptured coronary arteriovenous fistula,>'¥ excluding our
case(Table1). Surgical treatment was performedin twelve
patients including ours. The prognosis was good in sur-
gically treated patients.

In this case, we took acute aortic dissection (Stanford
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Fig. 2. In operation, adilated coronary arteriovenous fistula that
was saccular type, and measured about 10 by 30 mm was found
in the area of the left circumflex artery (an arrow).

A type) into consideration, because of unconsciousness
after chest and back pain, and cardiac tamponade at
echocardiography on her arrival. Aortic dissection was
not revealed at chest CT. Although the cause of cardiac
tamponade was unclear, we performed emergency surgi-
cal treatment without coronary angiography because she
was in a state of pre-shock. It is recommended to per-
form coronary angiography prior to surgery if patient is
hemodynamically stable.

In order to permanently close the coronary fistula, sur-
gica ligation and percutaneous closure are the currently
available options. Transcatheter embolic occlusion of a
coronary fistula have been successfully reported with a
variety of materials, such as a covered stent, platinum
coils, detachable balloons, double-umbrella devices and
thrombogenic foams.’>1" Although transcatheter em-
bolic occluson iseader than surgica trestment, in acase of
acute manifestation like this patient, we think it is neces-
sary to perform an emergency surgical treatment.

Fig. 3. Coronary angiography showed total occlusion of a branch of the left circumflex artery (an arrow).
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Table 1. Thereportsof ruptured coronary arteriovenousfistura

Author (year) Age Sex Chief complaints Surgical treatment Prognosis
1. Habermann® (1963) 52 M Epigastralgia, chest pain ) Sudden death
2. Shichijo® (1993) 65 F Chest, back pain +) Alive
3. Koyama® (1993) 72 F Abnormal shadow (chest X-P) +) Alive
4. Yamaki® (1993) 63 F Acute heart failure (+) Alive
5. Bauer” (1996) 82 F Epigastralgia, chest pain (+) Alive
6. Rhu® (1997) 52 F Chest pain +) Alive
7. Koshika® (1999) 57 F Chest pain +) Alive
8. Sakao'® (2000) 59 F Unconsciousness ) Alive
9. Ito™ (2000) 58 F Chest pain +) Alive
10. Misumi®? (2001) 63 F Unconsciousness (+) Alive
11. Akashi®® (2003) 69 F Unconsciousness +) Alive
12. Ozeki¥ (2002) 75 F Chronic cardic tamponade ) Alive
13. Ours 65 F Chest, back pain, unconsciousness +) Alive
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