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Introduction

The pulmonary veins (PVs) are important blood vessels 
which transport oxygenated blood from the lungs to the left 
atrium of the heart. They open into the posterolateral surface 
of the left atrium more superiorly. The openings of PV are 
round to oval in shape and are usually four in number.

The PV anatomy and arrangement inside the left atrium 

can interfere with the direct access of the left atrium to prac-
ticing clinicians. Hence, prior knowledge of the PV anatomy 
can be helpful in the exposure of this cavity. The openings of 
right sided PVs are found beside the atrial septum and thus, 
care must be taken while working in this region.

The PVs contain myocardial sleeves which are thin exten-
sions of the atrial myocardium which cover their distal part. 
These myocardial sleeves play a major role in the develop-
ment of supraventricular arrhythmias, particularly atrial 
fibrillation [1]. The atrial-PV junction also contains substrate 
of chronic atrial fibrillation [2]. Hence, PVs are important 
sites of focus for interventional cardiologists and electro-
physiologists.

Variations are commonly found in PV anatomy. The 
variation in the pattern of pulmonary venous openings is 
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due to over or under absorption of the common PV during 
development. The possibility of developing atrial fibrillation 
might be affected by the different patterns of pulmonary ve-
nous openings [3].

The treatment of atrial fibrillation involves radiofrequen-
cy catheter ablation (RFCA) procedures like PV isolation 
[4]. It has been suggested that larger PV size is associated 
with more recurrent atrial fibrillation after PV isolation and 
hence prior determination of PV diameter before procedures 
may predict its success [5].

The venous ostium index or ovality index is used to de-
termine whether a PV opening is oval or circular. Circular 
catheter used for isolation of oval PV may result in unsuc-
cessful ablation due to its affected stability and position [6].

Detailed knowledge of PV anatomy guides the physicians 
in the selection of correct catheter size and ablating the cor-
rect ectopic points during RFCA procedure and helps im-
prove the procedural success rate and prevent complications 
[7].

Despite increased cases of atrial fibrillation, there hasn’t 
been much study on the PV morphology in the Indian popu-
lation. Hence, this study is aimed to provide crucial anatomi-
cal data to various practicing cardiac interventionalists and 
electrophysiologists.

Materials and Methods

This study was conducted in the Anatomy Dissection 
lab. In this study, total one hundred formalin fixed adult 
cadaveric heart specimens irrespective of age, sex, and race 
were collected from the Anatomy Department of various 
medical colleges in Central Gujarat region. Cadaveric hearts 
with anatomical damage or pathological conditions were ex-
cluded. The research protocol for conducting this study was 
approved by the Institutional Ethics Committee of GMERS 
Medical College and Civil Hospital, Sola, Ahmedabad (refer-
ence no. GMERSMCS/IEC/44/2022).

All the hearts were dissected from the thoracic cavity 
along with proximal parts of the great vessels like superior 
vena cava, inferior vena cava, pulmonary arteries, PVs and 
ascending aorta. The blood clots were removed, and the 
hearts were cleaned properly. Then, specimens were selected 
randomly.

The study took place by observing the left atrium grossly 
followed by internal examination. First, the left atrium was 
viewed from the posterior aspect and the pattern and num-

bers of PVs were noted. For internal examination, a hori-
zontal and two vertical incisions were made in the region 
between the left and right sided PV in the posterior wall of 
the left atrium. Then, this flap-like incision was turned infe-
riorly, and if blood clots present were removed.

The findings about pulmonary venous pattern obtained 
externally were confirmed by looking at the number and 
position of different pulmonary venous ostia from the inner 
aspect. The hearts were classified into various patterns on 
the basis of number of PV openings into the left atrium. It 
was followed by measurement of the transverse and vertical 
diameters of the PVs in anatomical position. All the diam-
eters were measured in same manner and plane to avoid 
errors. For measurement purpose Zhart digital caliper 150 
mm (Zhart) was used. This device has an accuracy of 0.02 
mm. The diameters were measured by placing the internal 
measuring jaws of the electronic caliper in between the two 
opposite sides of the opening at the veno-atrial junction. The 
ovality index was calculated by taking the ratio of maximum 
diameter and minimum diameter. Ovality index greater 
than 1.2 was considered to be oval and less than 1.2 was 
considered round [8]. The mean values along with standard 
deviation were determined using simple mathematical tools.

Results

Classical PV pattern (having normal four PV openings) 
was observed in 62 hearts (62%) (Fig. 1). Variant patterns 

Fig. 1. Classical 4 PV pattern. PV, pulmonary vein; LS, left superior; 
LI, left inferior; RS, right superior; RI, right inferior. 
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(other than classical PV pattern) were observed in 38% 
hearts. Table 1 shows all the PV patterns observed in the 
study. The most common variant PV pattern was the pres-
ence of additional right middle PV along with classical four 
PV in 20% cases (Fig. 2). Common ostium for left superior 
and left inferior PV along with right superior and right infe-
rior PV was observed in 10% cases (Fig. 3). A separate vari-
ant PV pattern having additional right middle PV and left 
common PV together was identified in 6% cases. 2% hearts 
had additional middle PV on both right and left sides.

According to individual variations in PVs, additional 
right middle PV was seen 28% cases, left common PV in 16% 
cases and additional left middle PV in 2% cases. Right sided 
PV variations were more common than left sided PV varia-
tions.

In the classical PV pattern the mean diameters of right 
and left superior PV ostia were greater than right and left 
inferior PV ostia respectively. It was also observed that the 
mean diameters of the right superior and right inferior PV 
ostia were greater than the left superior and left inferior PV 

ostia respectively. In the additional middle PV pattern the 
mean diameters of both right superior and inferior PV ostia 
were found less than that of classical PV pattern. The addi-
tional right middle PV ostium had the smallest whereas the 
common left ostium had the greatest mean diameter in com-
parison to all PV ostia. Tables 2 and 3 show mean diameters 
of all PV ostia according to pattern.

In the classical pattern right sided PVs were more oval 
compared to left sided PVs and right inferior PV was the 
most oval vein. Variant PV like additional right middle PV 
and left common PV had greater ovality index and were 
more oval compared to the normal veins. Table 4 shows the 
mean ovality index and prevalence of oval PVs across differ-
ent patterns.

In classical pattern, 54.8% hearts had one or more oval PV 
where as 79% variant hearts had one or more oval PV (Table 
5).

Discussion

The anatomy of PV is important for planning various 
cardiac procedures because they act as an important source 
of ectopic beats and generates arrhythmia. Variations are 
frequently seen in the number and pattern of PV.

The classical PV pattern was seen in 62% of the total 
specimens. Previous studies have noted the prevalence of the 
classical PV pattern in 68%–77% cases [9-15]. Variant PV 
anatomy has greater prevalence in patients of atrial fibrilla-
tion [10, 16-18]. In our study variant PV anatomy was found 

Pulmonary
artery

Fig. 2. Additional middle right PV pattern. PV, pulmonary vein; RS, 
right superior; RM, right middle; RI, right inferior.

Fig. 3. Left common PV pattern. PV, pulmonary vein; LC, left 
common.

Table 1. Pulmonary vein variant patterns observed in the study

Group Hearts (%)
Classical four PV pattern 62 (62)
Additional right middle PV pattern 20 (20)
Left common PV pattern 10 (10)
Left common PV with additional right middle PV pattern 6 (6)
Two additional middle veins (left and right) pattern 2 (2)

PV, pulmonary vein.
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in a significant 38% cases.
The right middle PV is a commonly found variant and it 

contains additional myocardial sleeves. These sleeves play 
role in the development of atrial fibrillation. Hence, this 
variant has higher chances of occurrence of atrial fibrillation 
compared to others [10]. In our study this variant was found 
in 28% cases. Hence, clinicians must be familiar with this 
variant. Another variant found was the presence of a single 

common ostium on the left side (left common PV) in 16% 
cases. Studies have shown that during cryoablation proce-
dures patients with left common ostium variant have worse 
prognosis compared to normal PV anatomy [19, 20]. Thus, 
proper identification of this variant by imaging must be done 
prior to cryoablation and treated carefully.

The diameters of the PV are important to physicians to 
select the correct catheter size for ablation. Both large and 

Table 2. Mean and standard deviation of horizontal diameters of pulmonary vein ostia

Group PV
Horizontal ostium diameter (mm)

Mean SD Minimum Maximum
Classical 4 PV pattern Left superior 14.41 1.40 10.39 17.10

Left inferior 13.03 1.54 9.70 16.66
Right superior 15.73 2.48 7.98 20.21
Right inferior 14.64 2.64 9.47 22.49

Additional middle right PV pattern Left superior 14.99 3.10 10.47 19.02
Left inferior 13.55 1.82 11.07 16.80
Right superior 12.65 1.63 9.89 15.94
Right inferior 12.79 2.20 10.17 17.74
Additional right middle 7.95 1.69 5.29 10.01

Left common PV pattern Common left 18.63 3.76 15.69 25.61
Right superior 16.02 1.03 14.97 17.24
Right inferior 13.56 2.02 10.39 15.52

Left common PV with additional right 
middle PV pattern

Common left 17.63 0.23 17.35 17.91
Right superior 13.06 0.65 12.59 13.90
Right inferior 12.15 0.88 11.17 13.18
Additional right middle 6.08 0.75 5.18 6.89

PV, pulmonary vein.

Table 3. Mean and standard deviation of vertical diameters of pulmonary vein ostia

Group PV
Vertical ostium diameter (mm)

Mean SD Minimum Maximum
Classical 4 PV pattern Left superior 14.98 1.54 10.59 18.84

Left inferior 13.92 1.94 10.06 19.14
Right superior 17.08 3.64 8.27 26.90
Right inferior 16.54 2.83 9.98 26.01

Additional middle right PV pattern Left superior 14.20 2.74 9.96 19.21
Left inferior 13.83 2.19 10.76 17.40
Right superior 13.60 2.01 11.25 16.63
Right inferior 14.61 3.10 10.49 22.04
Additional right middle 9.51 2.49 6.80 13.41

Left common PV pattern Common left 20.21 2.63 17.76 24.90
Right superior 16.67 1.04 15.79 18.58
Right inferior 13.41 2.05 10.90 16.81

Left common PV with additional right 
middle PV pattern

Common left 22.40 2.99 18.99 25.73
Right superior 13.65 0.67 12.76 14.21
Right inferior 14.05 0.71 13.36 14.94
Additional right middle 7.72 2.36 4.85 10.10

PV, pulmonary vein.
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small PV diameters are frequently associated with difficult 
ablation and unsuccessful procedures. PVs having larger di-
ameters have larger circumference with higher electrophysi-
ological abnormalities [5]. In the present study in classical 
pattern superior PVs had greater diameters than inferior PVs 
and also right sided PVs had greater diameters than left sided 
PVs. Larger PV size is associated with increased recurrence 
of atrial fibrillation [15, 21]. Various studies have found that 
large PVs have increased risk and incidence of stenosis dur-
ing cryoballoon ablation [22-24]. In our study the left com-
mon PV had the largest diameter among all the PVs. Clini-
cians should focus on these larger PVs to achieve their proper 
isolation. We also found that when an additional middle vein 
was present on the right side the diameters of right superior 
and right inferior PVs decreased compared to the classical 
pattern. This was also observed in study by Piotrowska et 
al. [11]. Smaller PVs are also associated with stenosis during 
RFCA procedure [25]. We observed that the additional right 
middle PV had the smallest diameter and such small sized 

veins can be missed out during imaging. PVs having smaller 
diameters cannot be occluded using the standard 28 mm 
cryoballoon and require additional smaller 23 mm cryobal-
loon for proper ablation. This leads to increase in procedure 
time [26].

PV ostia do not have uniform shape. They may be circular 
or oval. The PV ovality index is frequently used to assess the 
shape of the PV ostium. In our study most PVs were oval in 
shape and had greater vertical diameters compared to their 
horizontal diameters. Previous studies have showed that left 
sided PVs are more oval than right sided PVs [7, 27-29]. Con-
trary to this in our study in classical pattern right sided PVs 
were more oval than the left sided PVs. During cryoablation 
procedure the right inferior PV is the most difficult vein to 
isolate due to its position relative to the catheter [30, 31]. In 
our study this vein had the maximum ovality index. This 
may make the complete isolation of right inferior PV more 
difficult in the Indian population. We also found that the 
variant PVs like additional middle right PV and left common 
PV had a higher ovality index compared to the normal veins 
and similar results were seen in previous study [7]. Oval 
veins were more prevalent in variant pattern hearts (79%) 
compared to classical pattern hearts (54.8%). Increased oval-
ity leads to incomplete ablation using circular catheter and 
cryoballoon because of their insufficient contact with the 
PVs [6]. Hence the physician must take care when working 
with such variant oval PVs.

In conclusion, only 62% of hearts had the classical four 

Table 4. Prevalence of oval veins in different patterns with mean ovality index

Group PV Percentage of specimens with oval veins (≥1.2) Mean ovality index
Classical 4 PV pattern Left superior 16.13 1.11

Left inferior 12.90 1.12
Right superior 25.81 1.12
Right inferior 25.81 1.14

Additional middle right PV pattern Left superior 40.00 1.20
Left inferior 0 1.07
Right superior 10.00 1.10
Right inferior 30.00 1.16
Additional right middle 40.00 1.19

Left common PV pattern Common left 60.00 1.22
Right superior 0 1.10
Right inferior 40.00 1.15

Left common PV with additional right 
middle PV pattern

Common left 66.00 1.27
Right superior 0 1.05
Right inferior 33.00 1.16
Additional right middle 33.00 1.30

PV, pulmonary vein.

Table 5. Hearts with one or more oval pulmonary vein according to pattern

PV pattern
Hearts with 1 or 

more oval PVs (%)
Classical 4 PV pattern 54.8
Additional right middle PV pattern 70.0
Left common PV pattern 100.0
Left common PV with additional right middle PV pattern 67.0
Two additional middle veins (left and right) pattern 100.0

PV, pulmonary vein.
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PV pattern and the remaining 38% hearts had variant PV 
anatomy. The additional right middle PV was the most com-
mon variant followed by the left common PV. Among all the 
PV the additional middle right vein had the smallest diam-
eter and left common vein had the largest diameter. In all 
the PVs vertical diameters were greater than the horizontal 
diameters. Also, the variant PVs were more oval in compari-
son to the classical PVs. The given data can help clinicians 
for planning and execution of various interventional and 
electrophysiological procedures.

ORCID

Harshal Oza: https://orcid.org/0009-0008-2438-894X
Bhavik Doshi: https://orcid.org/0009-0008-1379-0079

Author Contributions

Conceptualization: HO, BD. Data acquisition: HO, BD. 
Data analysis or interpretation: HO, BD. Drafting of the 
manuscript: HO, BD. Critical revision of the manuscript: 
HO, BD. Approval of the final version of the manuscript: all 
authors.

Conflicts of Interest

No potential conflict of interest relevant to this article was 
reported.

Funding

None.

Acknowledgements

The authors acknowledge all the anonymous donors of 
the cadaveric hearts used for this study.

References

1. Dudkiewicz D, Słodowska K, Jasińska KA, Dobrzynski H, Hołda 
MK. The clinical anatomy of the left atrial structures used as 
landmarks in ablation of arrhythmogenic substrates and cardiac 
invasive procedures. Transl Res Anat 2021;23:100102.

2. Cho KH, Kim JH, Murakami G, Abe H, Rodríguez-Vázquez 
JF, Chai OH. Nerve distribution in myocardium including the 
atrial and ventricular septa in late stage human fetuses. Anat 

Cell Biol 2019;52:48-56.
3. Belley-Cote EP, Connolly SJ, Whitlock RP. Left atrial append-

age occlusion during cardiac surgery to prevent stroke. Reply. 
N Engl J Med 2021;385:1054-55.

4. Ciuk S, Janas P, Klimek-Piotrowska W. Clinical anatomy of hu-
man heart atria and interatrial septum - anatomical basis for 
interventional cardiologists and electrocardiologists. Part 2: 
left atrium. Kardiol Pol 2018;76:510-9.

5. Hauser TH, Essebag V, Baldessin F, McClennen S, Yeon SB, 
Manning WJ, Josephson ME. Prognostic value of pulmonary 
vein size in prediction of atrial fibrillation recurrence after 
pulmonary vein isolation: a cardiovascular magnetic resonance 
study. J Cardiovasc Magn Reson 2015;17:49.

6. Pappone C, Rosanio S, Oreto G, Tocchi M, Gugliotta F, Vice-
domini G, Salvati A, Dicandia C, Mazzone P, Santinelli V, Gul-
letta S, Chierchia S. Circumferential radiofrequency ablation 
of pulmonary vein ostia: a new anatomic approach for curing 
atrial fibrillation. Circulation 2000;102:2619-28.

7. Shi Y, Mi S, Shi Y, Wang H, Li J, Yu B, Liu F, Ma H, Wang B. 
Evaluation of pulmonary vein anatomy using 256-slice com-
puted tomography. Turk J Med Sci 2017;47:1526-34.

8. Mulder BA, Al-Jazairi MIH, Arends BKO, Bax N, Dijkshoorn 
LA, Sheikh U, Tan ES, Wiesfeld ACP, Tieleman RG, Vliegent-
hart R, Rienstra M, van Gelder IC, Blaauw Y. Pulmonary vein 
anatomy addressed by computed tomography and relation to 
success of second-generation cryoballoon ablation in paroxys-
mal atrial fibrillation. Clin Cardiol 2019;42:438-43.

9. Ho SY, Anderson RH, Sánchez-Quintana D. Atrial structure 
and fibres: morphologic bases of atrial conduction. Cardiovasc 
Res 2002;54:325-36.

10. Marom EM, Herndon JE, Kim YH, McAdams HP. Variations 
in pulmonary venous drainage to the left atrium: implications 
for radiofrequency ablation. Radiology 2004;230:824-9.

11. Klimek-Piotrowska W, Hołda MK, Piątek K, Koziej M, Hołda J. 
Normal distal pulmonary vein anatomy. PeerJ 2016;4:e1579.

12. Kaseno K, Tada H, Koyama K, Jingu M, Hiramatsu S, Yokoka-
wa M, Goto K, Naito S, Oshima S, Taniguchi K. Prevalence and 
characterization of pulmonary vein variants in patients with 
atrial fibrillation determined using 3-dimensional computed 
tomography. Am J Cardiol 2008;101:1638-42. Erratum in: Am J 
Cardiol 2008;102:508.

13. Aktan İkiz ZA, Üçerler H, Özgür T. Anatomic characteris-
tics of left atrium and openings of pulmonary veins. Anadolu 
Kardiyol Derg 2014;14:674-8.

14. L C P, R P, D’Souza AS, Bhat KM. Variations in the pulmonary 
venous ostium in the left atrium and its clinical importance. J 
Clin Diagn Res 2014;8:10-1.

15. Wei W, Ge JB, Zou Y, Lin L, Cai Y, Liu XB, Zhu WQ. Anatomi-
cal characteristics of pulmonary veins for the prediction of 
postoperative recurrence after radiofrequency catheter ablation 
of atrial fibrillation. PLoS One 2014;9:e93817.

16. Gebhard C, Krasniqi N, Stähli BE, Klaeser B, Fuchs TA, Ghadri 
JR, Haegeli L, Lüscher TF, Kaufmann PA, Duru F. Character-
ization of pulmonary vein dimensions using high-definition 

https://orcid.org/0009-0008-2438-894X
https://orcid.org/0009-0008-1379-0079


Anat Cell Biol 2023;56:428-434  Harshal Oza and Bhavik Doshi434

www.acbjournal.orghttps://doi.org/10.5115/acb.23.141

64-slice computed tomography prior to radiofrequency cath-
eter ablation for atrial fibrillation. Cardiol Res Pract 2014;2014: 
179632.

17. Scharf C, Sneider M, Case I, Chugh A, Lai SW, Pelosi F Jr, 
Knight BP, Kazerooni E, Morady F, Oral H. Anatomy of the 
pulmonary veins in patients with atrial fibrillation and effects 
of segmental ostial ablation analyzed by computed tomogra-
phy. J Cardiovasc Electrophysiol 2003;14:150-5.

18. Bittner A, Mönnig G, Vagt AJ, Zellerhoff S, Wasmer K, Köbe 
J, Pott C, Milberg P, Sauerland C, Wessling J, Eckardt L. Pul-
monary vein variants predispose to atrial fibrillation: a case-
control study using multislice contrast-enhanced computed 
tomography. Europace 2011;13:1394-400.

19. Kubala M, Hermida JS, Nadji G, Quenum S, Traulle S, Jarry 
G. Normal pulmonary veins anatomy is associated with bet-
ter AF-free survival after cryoablation as compared to atypical 
anatomy with common left pulmonary vein. Pacing Clin Elec-
trophysiol 2011;34:837-43.

20. Ronsoni RM, Silvestrini TL, Saffi MAL, Leiria TLL. Impact of 
the left common ostium following pulmonary vein isolation in 
AF: systematic review and meta-analysis. J Arrhythm 2022;38: 
287-98.

21. Güler E, Güler GB, Demir GG, Kizilirmak F, Güneş HM, Ba-
rutçu I, Kiliçaslan F. Effect of pulmonary vein anatomy and 
pulmonary vein diameters on outcome of cryoballoon catheter 
ablation for atrial fibrillation. Pacing Clin Electrophysiol 2015; 
38:989-96.

22. Baran J, Piotrowski R, Sikorska A, Kowalik I, Kryński T, Sebas-
tian S, Kułakowski P. Impact of pulmonary vein ostia anatomy 
on efficacy of cryoballoon ablation for atrial fibrillation. Heart 
Beat J 2016;1:65-70.

23. Coutiño HE, Takarada K, Sieira J, Abugattas JP, Salghetti F, De 
Regibus V, Ströker E, Brugada P, Iacopino S, de Asmundis C, 
Chierchia GB. Anatomical and procedural predictors of pulmo-
nary vein stenosis in the setting of second-generation cryobal-
loon ablation. J Cardiovasc Med (Hagerstown) 2018;19:290-6.

24. Narui R, Tokuda M, Matsushima M, Isogai R, Tokutake K, Yo-
koyama K, Hioki M, Ito K, Tanigawa SI, Yamashita S, Inada K, 
Shibayama K, Matsuo S, Miyanaga S, Sugimoto K, Yoshimura 
M, Yamane T. Incidence and factors associated with the occur-
rence of pulmonary vein narrowing after cryoballoon ablation. 
Circ Arrhythm Electrophysiol 2017;10:e004588.

25. Arentz T, Jander N, von Rosenthal J, Blum T, Fürmaier R, Gör-
nandt L, Josef Neumann F, Kalusche D. Incidence of pulmo-
nary vein stenosis 2 years after radiofrequency catheter abla-
tion of refractory atrial fibrillation. Eur Heart J 2003;24:963-9.

26. Takami M, Lehmann HI, Misiri J, Parker KD, Sarmiento RI, 
Johnson SB, Packer DL. Impact of freezing time and balloon 
size on the thermodynamics and isolation efficacy during 
pulmonary vein isolation using the second generation cryobal-
loon. Circ Arrhythm Electrophysiol 2015;8:836-45.

27. Schmidt M, Dorwarth U, Straube F, Daccarett M, Rieber J, 
Wankerl M, Krieg J, Leber AW, Ebersberger U, Huber A, Rum-
meny E, Hoffmann E. Cryoballoon in AF ablation: impact of 
PV ovality on AF recurrence. Int J Cardiol 2013;167:114-20.

28. Skowerski M, Wozniak-Skowerska I, Hoffmann A, Nowak S, 
Skowerski T, Sosnowski M, Wnuk-Wojnar AM, Mizia-Stec 
K. Pulmonary vein anatomy variants as a biomarker of atrial 
fibrillation - CT angiography evaluation. BMC Cardiovasc Dis-
ord 2018;18:146.

29. Chen J, Yang ZG, Xu HY, Shi K, Long QH, Guo YK. Assess-
ments of pulmonary vein and left atrial anatomical variants in 
atrial fibrillation patients for catheter ablation with cardiac CT. 
Eur Radiol 2017;27:660-70.

30. Yokoyama K, Tokuda M, Matsuo S, Isogai R, Tokutake K, Kato 
M, Narui R, Tanigawa S, Yamashita S, Inada K, Yoshimura M, 
Yamane T. Pulmonary vein re-mapping after cryoballoon abla-
tion for atrial fibrillation. Europace 2018;20:943-8.

31. Chierchia GB, Sorgente A, Sarkozy A, de Asmundis C, Brugada 
P. The use of cryoballoon ablation in atrial fibrillation: simpli-
fying pulmonary vein isolation? J Atr Fibrillation 2010;3:294.


