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Introduction

Coronary-pulmonary artery fistulas are rare con-
genital or acquired coronary anomalies that are 
reported in 0.1–0.2% of patients undergoing coro-
nary angiography [1, 2]. The clinical presentation 
of affected patients is variable, including asympto-
matic as well as symptomatic patients (e.g., chest 
pain or dyspnea), and the most common finding 
on physical examination is a murmur [3]. A coro-
nary artery aneurysm is another coronary anomaly 
indicating a greater than 1.5-fold localized dilata-
tion of the coronary artery diameter compared with 
an adjacent normal segment. Very large coronary 

aneurysms with a diameter greater than 2 cm are 
rare, and are also referred to as “giant” aneurysms.

Case Description

A 71-year-old woman was referred to our institu-
tion for workup of unclear mediastinal masses with 
peripheral calcifications incidentally noticed on 
a thoracic computed tomography (CT) scan that 
was performed for a prolonged respiratory tract 
infection (Figure 1A, white arrows). At the time of 
admission, the patient was asymptomatic and her 
vital parameters were stable (heart rate 73 bpm, 
blood pressure 140/75 mmHg). There was no his-
tory of coronary artery disease or structural heart 
disease despite a diastolic murmur loudest in the 
right parasternal area (second intercostal space), 
which had been known for more than 20 years 
although routine transthoracic echocardiography 
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Abstract

A coronary-pulmonary artery fistula with giant aneurysmal dilatation is an extremely rare clinical constellation. The 
natural course of this disease and the incidence of complications are unknown. Hence, optimal treatment, particularly 
in asymptomatic patients, is still a matter of debate. Here we report a case of a 71-year-old asymptomatic woman with 
a diastolic murmur. Comprehensive cardiovascular assessments including cardiac computed tomography and invasive 
coronary angiography revealed a coronary-pulmonary artery fistula with giant aneurysmal dilatation. The patient was 
managed conservatively and has now been followed up for 5 years without any events.
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(the latest performed 2 months before the CT scan) 
findings were normal. The cardiovascular risk pro-
file comprised a history of essential arterial hyper-
tension without pharmacological treatment and 
high blood cholesterol concentrations (total choles-
terol 338 mg/dL, LDL cholesterol 231 mg/dL). For 
further evaluation of the mediastinal masses, coro-
nary CT angiography was performed and revealed 
a tortuous fistula from the left anterior descending 
coronary artery to the main pulmonary artery feed-
ing two large and peripherally calcified aneurysms 
(13 mm and 28 mm in diameter; Figure 1B–D; the 
arrow in Figure 1D shows drainage into the pulmo-
nary artery). Invasive coronary angiography con-
firmed the findings and further  demonstrated diffuse 
 coronary artery ectasia and plaques without signifi-
cant epicardial coronary artery  stenoses (Figure 1E 
and F and Online Resources 1 and 2).

Discussion and Follow-up

A recently published review of 103 patients with 
coronary-pulmonary artery fistula found coexist-
ing aneurysms of the fistula itself or its feeding 
coronary artery in almost 20% of these patients 
[3]. However, giant aneurysmal dilatation (>2 cm) 
of the fistula is extremely rare [4–7]. Most of the 
previously reported cases of coronary-pulmonary 
artery fistulas with aneurysmal dilatation under-
went surgical resection/ligation or transcatheter 
closure because of clinical symptoms or the risk of 
future complications such as rupture and/or throm-
boembolic events [8]. However, the natural course 
of the disease and the true incidence of complica-
tions remain unclear. Hence, optimal treatment of 
aneurysmal coronary-pulmonary artery fistulas in 
asymptomatic patients is still a matter of debate [5, 

Figure 1: Thoracic computed tomography revealed peripherally calcified mediastinal masses close to the pulmonary artery 
(PA) trunk (A). Coronary computed tomography angiography depicted a tortuous fistula from the left anterior descending coro-
nary artery (LAD) to the main PA feeding two large aneurysms (B–D; the arrow in D shows drainage into the PA). The findings 
were confirmed by invasive coronary angiography, which in addition demonstrated a diffuse coronary artery ectasia without 
significant epicardial stenosis (E and F; see also Online Resources 1 and 2). Ao. asc. ascending aorta; LA, left atrium; LCx, left 
circumflex artery; LV, left ventricle; RCA, right coronary artery.
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9, 10]. Here we reported the incidental finding of 
a coronary-pulmonary fistula with giant aneurys-
mal dilatation in an asymptomatic patient where no 
surgical or interventional treatment was pursued. 
Conservative management with aspirin and sta-
tin treatment was favored because of the lack of 
symptoms and the almost circumferential calcifi-
cations of the aneurysms suggesting long-standing 
presence and stability. At the 5-year follow-up, the 
patient was asymptomatic.
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