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Abstract

Background: Anomalous origin of the left coronary artery from the pulmonary artery (ALCAPA) is a rare congenital
coronary anomaly. The enlarged right coronary artery provides retrograde collaterals to supply the left ventricle
then preferentially directs into the lower pressure pulmonary artery system causing coronary steal phenomenon.
Few patients who survive through adulthood without surgery must have abundant, well-formed functioning
collaterals with adequate perfusion of the left ventricle. We present the oldest reported patient with ALCAPA to
undergo corrective surgery.

Case presentation: A 79-year-old woman presented with a 3-months history of worsening shortness of breath
and orthopnea. Physical examination discovered a soft continuous murmur at the left upper chest. Transthoracic
echocardiography demonstrated an unusual, tubular-like structure inside the interventricular septum with a turbulent
flow from color Doppler. Moreover, there was a severe mitral regurgitation from posterior mitral leaflet restriction
associated with ventricular remodeling in combination with mitral annular dilatation. Coronary angiography and
coronary computed tomography angiography established the diagnostic hallmark of ALCAPA syndrome. Stress
cardiovascular magnetic resonance perfusion imaging demonstrated no myocardial ischemia suggesting adequate
collateral circulation. Remarkably, there was a left coronary ostial stenosis, which served as a protective mechanism
against myocardia ischemia by limiting the steal effect. The patient successfully underwent the ligation of anomalous
artery at its origin in combination with bioprosthetic mitral valve replacement. Her postoperative course was uneventful.

formulate therapeutic decision.
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Conclusions: This case utilized multimodality imaging for delineating the course of abnormal vessels and helping to
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Background

Anomalous origin of the left coronary artery from the pul-
monary artery (ALCAPA), known as Bland-White-Garland
syndrome, is a rare congenital coronary anomaly affecting
one of every 300,000 live births [1]. The enlarged, tortuous
right coronary artery (RCA) and its collaterals provide
retrograde course to supply the left ventricle (LV) then
preferentially direct into the lower pressure pulmonary
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artery system causing a coronary steal phenomenon. Pa-
tients without collateral vessels have the infant type, in
which global myocardial ischemia is a major cause of death
in early life. If the patient is left untreated, up to 90% die
within the first year of life [2]. Few patients who survive
through adulthood without surgery must have abundant,
well-formed inter-coronary collaterals with adequate perfu-
sion of the LV [3]. Symptomatic adult patients with
ALCAPA syndrome may present with myocardial infarc-
tion, LV dysfunction or mitral regurgitation (MR).

We present the oldest reported patient with ALCAPA
to undergo corrective surgery.
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Case presentation

A 79-year-old woman was referred for evaluation of ab-
normal murmur. She presented with a 3-months history
of worsening shortness of breath and orthopnea. Phys-
ical examination revealed a soft continuous murmur at
the left upper chest with basal crackles in both lungs.
Chest radiography showed mild cardiomegaly with mild
pulmonary congestion. The ECG showed regular sinus
rhythm without evidence of ischemia or prior myocar-
dial infarction.

Transthoracic echocardiography demonstrated a mildly
dilated LV with markedly dilated left atrium. The LV ejec-
tion fraction was 60% with no wall motion abnormality.
There was an unusual, tubular-like structure inside the in-
terventricular septum with a turbulent, predominantly dia-
stolic flow on color Doppler (Fig. 1la, arrows; Additional
file 1). Transesophageal echocardiography revealed a mark-
edly dilated RCA arising from the right aortic sinus (Fig.
1b, arrow; Additional file 1), while the origin of the left cor-
onary artery (LCA) could not be demonstrated. There was
a tortuous, abnormal vessel located adjacent to the main
pulmonary artery (MPA) emptying into the posteromedial
aspect of the MPA. There was an accelerated, continuous
flow across the stenotic ostium (asterisk, Fig. 1c, Additional
file 1). Moreover, there was severe MR from a restricted
posterior leaflet of the mitral valve (MV) associated with
ventricular remodeling in combination with mitral annular
dilatation (Fig. 1d, Additional file 1).
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Coronary angiography with a single RCA injection re-
vealed a markedly dilated RCA (Fig. 2a) providing multiple
intercoronary collaterals of various sizes communicating
with the left coronary system (Fig. 2b). The LCA later
opacified the MPA through a stenotic ostium (Fig. 2c¢, as-
terisk; Additional file 2), establishing the diagnostic hall-
mark of ALCAPA syndrome. The calculated ratio of
pulmonary-systemic blood flow was 1.4, confirming a
significant left-to-right shunt. Coronary computed tom-
ography angiography clearly identified the ALCAPA
with a retropulmonary ostium (Fig. 3a and b, asterisks).
Volume-rendered image depicted the course of the
anomalous coronary arteries and its inter-coronary col-
lateral pathways along the epicardial surface and where
the LCA connected to the MPA (Fig. 3c and d, open
arrow; Additional file 3). Stress cardiovascular magnetic
resonance perfusion imaging demonstrated no myocar-
dial ischemia, suggesting adequate collateral circulation
to the LV.

Discussion

ALCAPA syndrome is one of the leading etiologies of
myocardial infarction in children. The enlarged, tortu-
ous RCA and its collaterals provide a retrograde
course to supply the LV and then preferentially empty
into the lower pressure pulmonary artery system
causing a coronary steal phenomenon. The few pa-
tients who survive through adulthood without surgery

Fig. 1 a Transthoracic echocardiography on short-axis view demonstrates an unusual, tubular-like structure inside the interventricular septum
(arrows). b to d Transesophageal echocardiography reveals markedly dilated right coronary artery (RCA) arising from the right aortic sinus (arrow,
b). There was a tortuous, abnormal vessel located adjacent to main pulmonary artery (MPA) emptying into the posteromedial aspect of the MPA
with accelerated flow across the stenotic ostium (asterisk, €). Severe mitral regurgitation from posterior mitral leaflet restriction in combination
with mitral annular dilatation is observed (d). LV; left ventricle, RV; right ventricle, LA; left atrium, Ao; ascending aorta
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Fig. 2 a Coronary angiography reveals a markedly dilated, tortuous right coronary artery (RCA) with multiple inter-coronary collaterals of various
sizes communicating with the left coronary artery (LCA) (b). The LCA later opacified the MPA through a stenotic ostium (asterisk, c)

must have abundant, well-formed inter-coronary col-
laterals with retrograde perfusion to the LV from the
RCA. Some of the late-presenting patients have a nar-
rowing of the LCA ostium, as demonstrated in our
case, which served as a protective mechanism against
myocardia ischemia by limiting the steal effect and
increasing myocardial perfusion pressure [4]. Symp-
tomatic adult patients with ALCAPA syndrome may
present with myocardial infarction, left ventricular
dysfunction or significant MR.

Concomitant advanced degree of MR in adult patient
with ALCAPA is not uncommon. The majority of severe
MR is secondary to ischemic papillary muscle dysfunc-
tion or mitral annular dilatation from LV enlargement
leads to heart failure symptoms [5, 6]. However, the

combined degenerative change of MV can be found
in older patients. As demonstrated in this case, severe
MR due to annular dilatation associated with poster-
ior leaflet restriction accounted for her heart failure
symptoms.

Direct re-implantation of the LCA into the aorta is the
most physiological corrective surgery in order to restore a
dual-coronary-artery system [7]. However, LCA ligation at
its origin with or without coronary artery bypass grafting,
can be an alternative when re-implantation is technically
impossible. Since there was an extensive collateral supply
from the RCA, the surgical team deemed the ligation of
the anomalous LCA at its origin in combination with bio-
prosthetic MV replacement the most suitable treatment
considering her status. Her postoperative course was

-

open arrow, d). Abbreviation as Figs. 1 and 2

Fig. 3 Coronary computed tomography angiography clearly identifies the ALCAPA with a retropulmonary ostium (asterisks, a and b). Volume-
rendered image shows the course of the anomalous coronary arteries along the epicardial surface and where the LCA connects to the MPA (c,
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uneventful with no residual significant MR demonstrated
on serial echocardiographic follow-up.

Conclusions

This case utilized multimodality imaging for delineating
the course of abnormal vessels before contemplating the
therapeutic decision. To our knowledge, this is the old-
est reported patient with ALCAPA to undergo corrective
surgery.

Additional files

Additional file 1: Transthoracic echocardiograhy. (MP4 3235 kb)
Additional file 2: Coronary angiography. (AVI 1512 kb)

Additional file 3: Contrast-enhanced coronary computed tomography
volume rendered image. (MP4 616 kb)

Abbreviations

ALCAPA: Anomalous origin of the left coronary artery from the pulmonary
artery; LCA: Left coronary artery; LV: Left ventricle; MPA: Main pulmonary
artery; MR: Mitral regurgitation; MV: Mitral valve; RCA: Right coronary artery

Availability of data and materials
Please contact author for data requests.

Authors’ contributions

PC and MT; drafted the manuscript and collected materials. SS, SP, YV and
JIN; helped to draft the manuscript and participated in its design. SB; has
made substantial contributions to conception. All authors read and approved
the final manuscript.

Ethics approval and consent to participate
Ethics approval (#124/2018) and written informed consent for participation
were obtained.

Consent for publication

Written informed consent was obtained from the patient for publication of
this Case Report and any accompanying images. A copy of the written
consent is available for review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details

'Division of Cardiovascular Medicine, Department of Medicine, Faculty of
Medicine, Chulalongkorn University, Cardiac Center, King Chulalongkorn
Memorial Hospital, Bangkok 10330, Thailand. °Division of Cardiovascular and
Thoracic Surgery, Department of Surgery, Faculty of Medicine, Chulalongkorn
University, Cardiac Center, King Chulalongkorn Memorial Hospital, Bangkok,
Thailand. *Department of Radiology, Faculty of Medicine, Chulalongkorn
University, King Chulalongkorn Memorial Hospital, Bangkok, Thailand.
“Division of Hospital and Ambulatory Medicine, Department of Medicine,
Faculty of Medicine, Chulalongkorn University, King Chulalongkorn Memorial
Hospital, Bangkok, Thailand.

Page 4 of 4

Received: 15 March 2018 Accepted: 31 May 2018
Published online: 18 June 2018

References

1. Dodge-Khatami A, Mavroudis C, Backer CL. Anomalous origin of the left
coronary artery from the pulmonary artery: collective review of surgical
therapy. Ann Thorac Surg. 2002;74:946-55.

2. Wesselhoeft H, Fawcett JS, Johnson AL. Anomalous origin of the left
coronary artery from the pulmonary trunk: its clinical spectrum, pathology,
and pathophysiology, based on a review of 140 cases with seven further
cases. Circulation. 1968;38:403-25.

3. Pena E Nguyen ET, Merchant N, Dennie G. ALCAPA syndrome: not just a
pediatric disease. Radiographics. 2009,29:553-65.

4. Schwerzmann M, Salehian O, Elliot T, Merchant N, Siu SC, Webb GD.
Anomalous origin of the left coronary artery from the main pulmonary
artery in adults: coronary collateralization at its best. Circulation. 2004;110:
e511-3.

5. Kudumula V, Mehta C, Stumper O, Desai T, Chikermane A, Miller P, et al.
Twenty-year outcome of anomalous origin of left coronary artery from
pulmonary artery: management of mitral regurgitation. Ann Thorac Surg.
2014,97:938-44.

6. Yau JM, Singh R, Halpern EJ, Fischman D. Anomalous origin of the left
coronary artery from the pulmonary artery in adults: a comprehensive
review of 151 adult cases and a new diagnosis in a 53-year-old woman. Clin
Cardiol. 2011,34:204-10.

7. Dionne PO, Poirier N, Forcillo J, Stevens LM, Chartrand-Lefebvre C, Mansour
S, et al. A rare case of anomalous origin of the left main coronary artery in
an adult patient. J Cardiothorac Surg. 2013;8:15.

Ready to submit your research? Choose BMC and benefit from:

o fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://doi.org/10.1186/s13019-018-0751-4
https://doi.org/10.1186/s13019-018-0751-4
https://doi.org/10.1186/s13019-018-0751-4

	Abstract
	Background
	Case presentation
	Conclusions

	Background
	Case presentation
	Discussion
	Conclusions
	Additional files
	Abbreviations
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

