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ABSTRACT

Coronary arteriosystemic fistula which drains into the left ventricular
cavityisarare congenital anomaly. A case of double fistulae between the left
anterior descending and left circumflex coronary arteries and left ventricular
cavity is presented. The patient’s chief complaint, chest pain, was attribut-
able to the “steal phenomenon.”
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INTRODUCTION

Congenital coronary arterial fistulae are the most
prevalent hemodynamically significant congenital
malformations of the coronary artery.'

Left coronary arterial fistulae are less common than
right? and drainage into the left ventricular (LV) cavity
composes only three percent of the cases.? This case,
who was admitted for evaluation of chest pain, re-
vealed ischemia during **' thallium-exercise testing,
and in coronary angiography double fistulae between
the left anterior descending (LAD) and left circumflex
(LCX) coronary arteries and the LV cavity were
detected.

CASE REPORT
A 47 year old man was referred for evaluation of Ly 25t
chest pain and palpitation on moderate to severe I
exertion. These symptoms had begun from five years bkl "

ago with no significant progression or deterioration.
No history of trauma was elucidated.

There were no risk factors for coronary artery
disease (CAD). On physical examination, no abnor-
mal finding was seen and no murmur was detected on
cardiac auscultation. The electrocardiogram showed
right bundlé branch block (RBBB), and the chest
roentgenogram was normal. The echocardiogram (M-

Figure 1. 2! Thallium-exercise test shows hypoperfusion of the
anterolateral LV wall.
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Figure 2. LV angiogram demonstrates mitral valve prolapse.

lapse (posterior leaflet) withnoevidence of LV volume
overload pattern. No abnormal flow velocity was de-
tected by Doppler. The?”! thallium-stress test showed
no S-T segment depression, but did reveal hypoperfu-
sion of the anterolateral LV wall with redistribution
four hours later (Figure 1).

LV angiographyrevealed normal LV size with good
contractility. Prolapse of the posterior mitral leaflet
was again obviousin RAO injection ofthe LV (Figure
2).

Selective coronary angiography showed fistulous
drainage of the LAD and LCX into the LV cavity. As
depicted in Figure 3, there is opacification of the LAD
and LCX regions during left coronary injection. Right
coronary artery (RCA) and aortic root injection re-
vealed no abnormality.

DISCUSSION

Approximately half of coronary arterial fistulae
(CAF) arise fromthe right coronary artery,' somewhat
less than half from the left coronary artery,* and a
distinct minority (five percent) from both coronary
arteries.” More than 90 percent of CAF drain into the
rightside ofthe heart.® A substantialmajorityenter the
right ventricle (40 percent) or right atrium (25
percent),”andlesscommonly, the pulmonary trunk (15
percent)® or the coronary sinus (7 percent),” and most
rarely the superior vena cava (one percent).® The
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relatively few that do not communicate with the right
side of the heart drain into the left atrium (5 percent)'’
or LV (3 percent).*'? .

There are CAF that exist without clinical evidence
of their presence and that are incidentally discovered
during diagnostic coronary angiography.'!

A number of reports call attention to myocardial
ischemia as a sequel to CAF.*'%!* The fistula is
believed to act as a low-resistance pathway diverting
blood from other coronary arteries into the fistulous
channel, and the termcoronarysteal has been applied.
Our patient characteristically showed this ischemia on
the 2! thallium-stress test with redistribution of the low
perfused anterolateral LV wall after four hours. A
continuous murmur that is distinctly louder in either
systole or diastole brings the patient to medical atten-
tionin half of the cases. When the communication joins
the LV, a diastolic decrescendo murmur may occur
alone.' In this situation, the pulse pressure may
increase and the LV is the only palpable precordial
impulse. CAF without murmurs may occur under one
of these situations:

- Firstly, with Thebesian venous connections (intramy-
ocardial The besian venous channels that arise in the

muscularwallsofthe heart).'2''5 The lack of murmurin
our patient is probably due to this condition.

- Secondly, when there is multiple small or plexiform
connections with the pulmonary arterial system.

- Thirdly, after spontaneous closure of the fistula.
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Figure 3. Left coronary angiography in the LAO position shows
fistulous drainage of the LAD and LCX into the LV cavity.
Because of RBBB, a pacemaker was inserted during LV and

coronary angiography.
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