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Bilateral Coronary 
Artery Fistulae to 
Main Pulmonary Artery
Discovered Incidentally upon 
Multidetector-Row Computed Tomography

A 72-year-old woman was admitted to our hospital with mild chest discom-
fort. She had no respiratory symptoms. Clinical examination and cardiac 
auscultation revealed nothing unusual. A 12-lead electrocardiogram showed 

sinus rhythm of 64 beats/min and occasional premature ventricular complexes. A 
chest radiograph showed a cardiothoracic ratio of 0.5 and no evidence of increased 
pulmonary blood flow. A transthoracic echocardiogram revealed normal-sized cardi-
ac chambers and normal left ventricular systolic function.
 Electrocardiographically-gated, 64-slice multidetector-row computed tomogra-
phy (MDCT) showed 2 large, tortuous, abnormal vessels that arose from the conal 
branch of the proximal right coronary artery and the left anterior descending cor-
onary artery and drained into the main pulmonary artery (Fig. 1). The abnormal 
vessels had multiple aneurysmal dilations along their course. Bilateral coronary ar-
tery-to-main pulmonary artery f istulae were suspected, and coronary angiography 
confirmed this diagnosis (Fig. 2). No signif icant stenosis was detected in any cor-
onary vessel. The patient responded well to a medical regimen of nitrates, aspirin, 
and -blockers.

Comment

Coronary artery fistulae communicate directly between a coronary artery and a car-
diac chamber or a vessel around the heart. They are rare abnormalities (whether con-
genital or acquired), with an estimated incidence of 0.002% in the general population; 
however, they are found in 0.05% to 0.25% of patients who undergo coronary angi-
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radkwon@dreamwiz.com Fig. 1  Three-dimensional, volume-rendered multidetector-row computed tomographic images 

show bilateral coronary artery fistulae with multiple aneurysmal dilations. The fistulae arise from 
A) the conal branch of the proximal right coronary artery (arrows) and B) the proximal left anterior 
descending coronary artery (arrows).
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ography.1,2 The most common sites of drainage are the 
right ventricle (41%), the right atrium (26%), and the 
pulmonary artery (17%).3 Bilateral f istulae that origi-
nate from the coronary system account for 5% of all 
coronary artery f istulae. Bilateral f istulae terminate 
more often into the pulmonary artery (56%) than do 
unilateral fistulae (17%).3,4 Fistulae are usually discov-
ered incidentally upon coronary angiography. Although 
advances in MDCT technology and its use continue, 
the method remains inferior to coronary angiography 

in the detection of arrhythmias, in temporal resolution, 
and as a tool for use in performing intervention. Re-
gardless, MDCT is an emerging option for noninvasive-
ly evaluating the anatomy of coronary artery fistulae, 
and it provides good noninvasive anatomic correlation 
with coronary angiography and surgery.5
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Fig. 2  Coronary angiography confirms that bilateral coronary 
artery fistulae arise from A) the conal branch of the proximal 
right coronary artery (arrows) and B) the proximal left anterior 
descending coronary artery (arrows), with drainage into the main 
pulmonary artery.

Real-time motion images are available at www.texasheart.org/
journal.
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