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abnormal origin of the coronary artery from the
pulmonary artery, then reimplantation into the
aorta with the aid of a venous graft must be
considered. One of the above described patients
had such an anomaly. As we described, this fistula
was abolished by closure of the orifice in the pul-
monary artery. However, re-implantation into the
aorta is probably to be preferred for subsequent
cases.

In some patients it is impossible to operate on
a coronary artery fistula immediately. These are
patients who owe their lives to the presence of
this fistula, e.g., our patient no. 8. In this patient
the entire pulmonary circulation was supplied with
blood by the coronary artery fistula, and conse-
quently this fistula could not be closed imme-
diately. Instead we had to combine the fistula
operation with reconstruction of the pulmonary
artery trunk to the right ventricle; and in addi-
tion a ventricular septal defect was closed. Only
then was it possible to close the fistula.

SUMMARY

Nine cases of coronary artery fistula are presented,
with special emphasis on the importance of phono-
cardiographic findings as an aid in differentiation
from other anomalies accompanied by a systolic-
diastolic murmur. At least in our series it was
evident that, independent of concomitant cardiac
anomalies, coronary artery fistula is always asso-
ciated with a systolic-diastolic murmur localized
along the left sternal border and at the apex.
The presence of this murmur at the apex must
be regarded as an important characteristic of a
coronary ar,tery fistula, especially when the maxi-
mum diastolic murmur is found at the apex.
Haemodynamically, a coronary artery fistula is

to be regarded as a left-to-right shunt or, if the
coronary artery communicates with the left atrium
or left ventricle, as a left-to-left shunt, the size
of which determines the symptoms produced.

The electrocardiogram is normal in the majority
of cases. Coronary artery fistula requires opera-
tion under extracorporeal circulation; this makes
it possible to locate the fistula orifice from the
outside. It can then be closed either from the
inside or from the outside.
When the fistula results from an abnormal

origin of the coronary artery in the pulmonary
artery, re-implantation must be considered.

In some patients immediate closure of the
coronary artery fistula is impossible because it
is the fistula that keeps them alive. In such cases,
closure of the fistula must be preceded by exten-
sive reconstructive surgery.
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Norman R. Barrett
Regular readers will notice that the name of
Norman Barrett no longer appears on the outside
cover of Thorax, though we are fortunate that it
is still to be found among the Editorial Committee.
This will be the first such occasion since the birth
of the Journal nearly 25 years ago, during which
time 'Pastey' has read and edited every surgical
paper Thorax has published as well as nearly
twice as many that were not accepted. He has
always refused to compromise with unsatisfactory
standards, though when the Journal started it was
not always easy to find good material. He has

stimulated countless colleagues to think, to write,
and to experiment, and by his personality and
example has added greatly to the stature of the
Journal both in the United Kingdom and abroad.
At a lunch given by the Journal Committee of the
British Medical Association, at a dinner of the
Council of the Thoracic Society, and at another
of the whole Thoracic Society, all combined to
wish him every happiness in his retirement and
to thank him for his tremendous contribution to
thoracic surgery and its literature.

A. JOHN ROBERTSON.
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