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cessful coil embolization of a large coronary artery fistula
in a patient with congestive heart failure

: énjestif kalp yetersizligi olan bir hastada genis koroner arter fistiilinin
coil embolizasyon yéntemiyle kapatiimasi
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Koroner arter fistili az sayida hastada kiclk caph ve
yasam boyu asemptomatik olsa da, gelisen semptom-
lar nedeniyle birgok hastada transkateter veya cerrahi
yolla kapatma gerektirir. Bu yazida, konjestif kalp yeter-
sizligine bagl semptomlari bulunan 70 yasindaki kadin
hastada saptanan koroner arter fistiliinin coil emboli-
zasyon ydntemiyle basarili sekilde kapatilimasi sunul-
du. Bagvuru sirasinda hastada, nefes darligi, garpinti,
g6gus agrisi, NYHA sinif 3 fonksiyonel kapasite, sag
parasternal alanda duyulan 3/6 derecesinde pansistolik
uflirim ve ikinci sol interkostal bosluk ve kalp tabanin-
da isitilen 2-3/6 derecesinde surekli bir ifiirim vard.
Selektif koroner anjiyografide, proksimal sol én inen ko-
roner arterden koken alan ve ana pulmoner artere bo-
salan koroner arter fistiili saptandi. Distal kismina bir,
proksimal kismina iki coil yerlestiriimesiyle fistiil basa-
rili sekilde kapatildi. islemden sonra sirekli Gfirim
kayboldu. Ikinci aydaki kontroli sirasinda hasta
asemptomatikti ve fonksiyonel kapasitesi belirgin dere-
cede artmisti.
Anahtar sézcikler: Arteriyovensz fistliltedavi; koroner anjiyo-

grafi; koroner damar anomalisi; embolizasyon, terapétik; kalp
kateterizasyonu.

congestive heart failure, myocardial infarction,
arrhythmias, infectious endocarditis, aneurysm forma-
tion, rupture, and death are more likely to arise in older
patients.”“Most lesions enlarge progressively and
warrant repair either by transcatheter or surgical tech-
niques. We report successful coil embolization of a
large coronary artery fistula that was associated with
congestive heart failure.
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CASE REPORT

A 70-year-old female patient was admitted with dys-
pnea, palpitation, and chest pain which had progres-
sively increased in severity over the last three years.
On admission, her functional capacity was NYHA
class III. She had a history of hypertension which had
been stable under medication. Physical examination
revealed a pansystolic murmur of grade 3/6 in the
right parasternal region and a continuous murmur of
grade 2-3/6 in the second left intercostal space and at
the base of the heart. The pulmonic component of the
second heart sound was increased. Electrocardiography
showed atrial fibrillation and horizontal ST-segment
depression of 0.5 mm on derivations V3-6. Mild car-
diomegaly and a prominent pulmonary conus were
noted on a chest radiograph. Biochemical parameters
and the hemogram were normal. Transthoracic
echocardiography demonstrated biatrial enlargement,
turbulent flow inside the main pulmonary artery,
grade 3 tricuspid regurgitation, and pulmonary artery
pressure of 40 mmHg. The main pulmonary artery
was enlarged to a size of 2.6 cm. The left ventricular
systolic function was subnormal due to atrial fibrilla-
tion with rapid ventricular response.

In the light of clinical, electrocardiographic, and
echocardiographic findings, the patient underwent
cardiac catheterization, which showed elevated sys-
tolic pulmonary artery pressure (49 mmHg) and an
oxygen step-up between the right ventricle and the
main pulmonary artery from 78% to 90%. There was
no difference in oxygen saturation between the right
and left pulmonary arteries. Right and left ventricu-
lographies did not to show atrial and ventricular sep-
tal defects, respectively. However, selective coronary
angiography showed a large coronary artery fistula,
originating from the proximal left anterior descend-
ing (LAD) coronary artery and draining into the main
pulmonary artery (Fig. la). The left-to-right shunt
ratio (Qp/Qs) was calculated as 1.6.

As the coronary fistula originated from the proxi-
mal LAD artery and was in close contact with the
first diagonal branch, coil embolization was planned.
Intravenous heparin (5,000 U) was administered after
insertion of an 8 F sheath. A standard 8 F guiding
catheter was inserted into the left coronary artery. A
floppy guidewire was placed into the fistula and a
microcatheter (RapidTransit; Cordis, Miami, FL:
USA) was advanced over the guidewire. The
guidewire was withdrawn and a 4x3-mm mini-com-
plex DCS Orbit detachable coil (Cordis, USA) was
placed into the distal part of the fistula (Fig. 1b). The
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Fig. 1. (A) On coronary angiography, a right anterior obiig
caudal projection demonstrates a large coronary arte
nous fistula (arrows) originating from the proximal left an
descending (LAD) artery and draining into the main pulm
artery (PA, arrow heads). (LCx, left circumflex coronary artéf
(B) The same angiographic view showing incomplete OG
sion of the fistula after coil placement to the distal part (af
(C) Following the second coil embolization to the prO

part, the fistula completely disappeared (arrow). i
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ty €nsue. Mortality has been reported to
%.[14“5]
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Patients with a large fistula, multiple openings,
significant aneurysmal dilatation, or associated
cardiac lesions may not be optimal candidates for
transcatheter closure.””’ In these circumstances.
surgical closure of the fistula is performed either
by epicardial ligation or by endocardial patching of
the orifice. However, surgery represents inherent
risks of cardiopulmonary bypass and median ster-
notomy. Mortality related to surgical repair of fis-
tulae ranges from 2% to 4%."® Variations that may
contribute to surgical risks include the presence of
a giant aneurysm or a fistula from the right coro-
nary artery to the left ventricle.

In our patient, covered stent implantation was
not preferred because of the proximity of the fistu-
la to the large diagonal branch of the LAD artery
and the absence of coronary artery disease.
Treatment with coil embolization enabled a satis-
factory result.
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