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A Case of Anomalous Origin of the Left Coronary Artery from the Pulmonary
Artery Developed Acute Heart Failure by Transcatheter Ductus Arteriosus Closure
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A 12-month-old boy who was diagnosed with a large patent ductus arteriosus (PDA) and pulmonary hyperten-
sion (PH) in another hospital was admitted to Chukyo Children Heart Center for catheter intervention. After
transcatheter PDA closure, he developed myocardial dysfunction accompanied by elevated cardiac enzyme lev-
els and an abnormal Q-wave on electrocardiography. Anomalous origin of the left coronary artery from the pul-
monary artery (ALCAPA) was detected on follow-up transthoracic echocardiography, and open chest surgery
was performed. ALCAPA typically manifests in infancy with signs and symptoms of heart failure that are sec-
ondary to ischemic cardiomyopathy. However, it is very difficult to diagnose when additional congenital heart
disease, for example, PDA, is present, because left coronary perfusion is maintained by PH. If PDA is treated
without the diagnosis of ALCAPA, sudden deterioration may occur. We concluded that we should confirm the
origin of the coronary artery using left ventriculography or aortography before transcatheter PDA closure if we
cannot rule out the possibility of coronary artery anomalies by careful transthoracic echocardiography.

Keywords: anomalous origin of the left coronary artery from the pulmonary artery, patent ductus
arteriosus, acute myocardial infarction, catheter intervention, preoperative diagnosis
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Fig. 1 Chest X-ray (A) and electrocardiogram (B) on admission
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Tey, BE QU ST ZMtidah - fe.

DI E AR A © PDA (357 4.3 mm - (Fig. 2A).
Z DD R OREZ R Lsin o T, ROk
K7z (Fig. 2B), A=A 42mm (159%
of normal), fEEEKHHR 63% Th -7 (Fig. 3A). Hit
DI NI R ZRS . LEHROFHE
XD PH &zl L7z (Fig. 20).

MEE L4 E - WBC 7,600/uL, AST 56 1U/L, ALT
22TU/L, LD 4401U/L, CK 3441U/L, BNP 116.5pg/mL
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Fig. 2 Echocardiographic image on admission (A-C)
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ABREBIRIE © WA T — T IVRE L K OREINRE S
7 — 7 )VEIIRE PRS2 1T L7z, KEHIRIE 90/47
(68)mmHg, Aili#) ik T 63/37(49)mmHg, Aili tA ifiL i
bk 2.77, WfAIELE0.72. T17KREIRE R (Fig. 4A)
IC T PDA i Krichenko 7781 C Y, &I 3.5mm &
FHL, TFTREIARMT N A% 8mm, HliBIARMAI7
INA AP 6mm O AMPLATZER™ Duct Occluder (St.
Jude Medical, Plymouth, MN) Z##&L, #ib & <A

and after PDA closure (D)

A: Ductal view. B: Apical four-chamber view. C: Left ventricular short-axis view. D: Left coronary artery arising from the

pulmonary artery.

LvDd 42.1mm LvDd 35.5mm LvDd 28.0mm
EF 62.5% EF 50.6% EF 64.2%
FS 33.5% FS 25.1% FS 33.6%

Fig. 3 Change in M-mode echocardiography

A: On admission. B: After PDA occlusion. C: Two weeks after ALCAPA surgery.
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Fig. 4 Catheter angiography before PDA occlusion

A: Descending aortography. B: Main pulmonary arteriography.

(A)

Fig. 5 Electrocardiogram

(B)

A: After PDA occlusion. B: Two weeks after ALCAPA surgery.
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Tee A, THBIIRICHRA S 2 e BhilRsk o i s H i
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Fig. 6 Ascending aortography
A: Before surgery. B: Three months after surgery.
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P> TN IR A IS TAYREERED ALCAPA 7 7ft
HizWrd 51, Bk & KREIROZGEZDE DD
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O, FksEASEINTETO ALCAPA ZIih b T HEND
Wi TH 2T LIZHWTH %, BIIRE PASHM OiERE
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