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A 40-year-oldmanwas hospitalized in the coronary care unit with chest pain and abnormal electrocardiogram. Twenty days earlier,
the patient underwent laparoscopic gallbladder surgery. Due to chest pain and ischemic ECG changes, patient was subjected to
coronary angiography. The selective coronary angiography revealed multiple multilateral fistulae arising from the left anterior
descending artery, circumflex artery, and the right coronary artery draining to the left ventricle. Multislice computed tomography
showed hypoplastic coronary sinus and minor cardiac venous system.

1. Introduction

Coronary-cameral fistulae are rare congenital or acquired
malformation with a direct connection between the coronary
arteries and heart chambers. The incidence of coronary
artery ventricular fistulae was about 0.1% of congenital
cardiac malformation and patients undergoing the coronary
angiography [1, 2].Most of themarise from the right coronary
artery and drainage to the right side of the heart [3].
Multiple coronary artery fistulae originating from both the
left and right coronary arteries are very rare [4]. Coronary-
cameral fistulae mostly present as angina pectoris, syncope,
myocardial infarction, heart failure, and cardiac arrhythmia.

2. Case Report

A 40-year-oldman was hospitalized in the coronary care unit
with left sided chest pain and an abnormal electrocardiogram
(T wave inversion in precordial leads) (Figure 1). The previ-
ous personal and family history of cardiovascular disease was
empty. Twenty days prior to the admission, the patient was
subjected to laparoscopic gallbladder surgery. The physical
examination was normal. Echocardiography did not show

any abnormality. All laboratory tests including troponin were
within the reference range. Due to chest pain and ischemic
ECG changes patient was subjected to invasive cardiology
investigation. The selective coronary angiography revealed
multilateral multiple fistulae arising from the left anterior
descending artery, circumflex artery, and the right coronary
artery draining to the left ventricle. There was no significant
atherosclerotic lesion in the coronary arteries (Figures 2,
3, 4, and 5). Right heart catheterization showed normal
pressure and oxygen partial pressure in the right atrium,
right ventricle, and pulmonary arteries. With the right heart
catheterization coronary sinus did not show. Multislice com-
puted tomography showed hypoplastic coronary sinus and
minor cardiac venous system (Figure 6).

3. Discussion

Multiple coronary cameral fistulae terminating in the left ven-
tricle are uncommon, and only a few reports are presented in
the literature [5]. Small coronary-cameral fistulae usually did
not induce significant cardiac disturbances. Large and multi-
ple coronary-cameral fistulae can induce steal phenomenon,
cardiac ischemia, angina pectoris, arrhythmias, and heart
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Figure 1: The electrocardiogram at the admission.

(a)

(b)

Figure 2: ((a), (b)) Selective coronary angiography shows multiple
fistulae from the distal left anterior descending coronary artery and
diagonal braches to the left ventricle (arrows).

Figure 3: Selective coronary angiography shows multiple fistulae
from the artery circumflex to the left ventricle (arrows).

Figure 4: Selective coronary angiography (spider view) shows a large
mass of contrast in the left ventricle (arrows).

failure. The coronary-cameral fistulae are mostly associated
with hypertrophic cardiomyopathy or abnormal cardiac vein
system [6], as in this case. Cardiac surgery, percutaneous
transcatheter embolic occlusion, and conservative therapy
are choices in managing coronary fistulae [7, 8]. Due to the
minor venous system and multiple fistulae in our patient
cardiac surgery and embolisation were not a therapeutic
option. Our choice of treatment was bisoprolol, without
nitrates and calcium antagonists that can deteriorate steal
syndrome. The patient was asymptomatic at the discharge.
A control subsequent exercise test did show no abnormality.
Over the next six months the patient was hospitalized due to
the chest pain twice.
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Figure 5: Selective coronary angiography shows multiple fistulae
from the middle and distal right coronary artery to the left ventricle
(arrows).

 

Figure 6: Multislice computed tomography of heart shows minor
cardiac venous system (arrows).
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