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Summary

A two-month-old boy with anomalous origin of the left anterior descending coronary artery
(AOLAD), aortic stenosis (AS), coarctation of the aorta (CoA) and patent ductus arteriosus (PDA) is
reported. Tachypnea was observed since birth. When he arrived at our hospital, congestive heart failure,
cyanosis of his lower extremities and weak femoral pulses were observed. Radiography revealed car-
diomegaly and pulmonary congestion. ECG showed low voltage in all leads, ST elevation in leads
I, aVg, Vs and abnormal Q waves in Vs The tentative diagnosis by two-dimensional echocardio-
graphy (2DE) was AS, CoA, PDA, pulmonary hypertension and pericardial effusion. The abnormal
coronary artery was visualized as originating from the left anterior wall of the pulmonary artery, cours-
ing between the pulmonary artery and left atrial appendage. A definitive diagnosis of AOLAD were
made by angiography. Aortic reconstruction using an artificial graft for CoA and PDA ligation was
performed first. He died of myocardial infarction while waiting for his second operation for AOLAD
and AS. Autopsy confirmed the aforementioned diagnoses as well as old and recent infarction of the
myocardium.

AOLAD is a rare congenital malformation, only six cases of which have been reported. Moreover,
AOLAD complicated by other anomalies had not been previously reported. This is the first such re-
ported case.
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Fig. 1. Electrocardiogram on admission.
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ECG shows low voltage in limb leads, ST elevation in II, aVy, V;,6 and abnormal Q waves in V; .
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Fig. 2. M-mode echocardiogram.
Reduced and pendular left ventricular wall motion
and pericardial effusion are shown.
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Table 1. Reports of anomalous origin of the left anterior descending coronary artery

from the pulmonary artery

Case Author(s) Age Clinical findings ECG Complicated Surgery Outcome
anomalies for LAD
1 Liebman et al. 2y Heart murmur, chest pain N — L A
2 Schwartz et al. 3y Stridor, tachypnea AB — — D
3 Probst et al. 35y Heart murmur, chest pain N — — A
4 Tamer et al. 14y CHF AB — L A
5 v 8y CHF AB — L A
6 ’s 19y Heart murmur N — T A
7 Our case 2m Heart murmur, tachypnea AB + — D

CHF =congestive heart failure; LAD =left anterior descending artery; N=normal; AB=abnormal; L =ligation;

T =translocation; D=died; A=alive.
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Fig. 3. Two-dimensional echocardiogram showing an abnormal echo-free space origi-
nating from the left anterior wall of the main pulmonary artery.

RV =right ventricle; PA=pulmonary artery; LAD =left anterior descending coronary artery; Ao
=aorta.
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Fig. 4. Two-dimensional echocardiogram showing an the LAD abnormal echo-free space
between the pulmonary artery and the left atrial appendage.
Lt. App=left atrial appendage.
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Fig. 5. Two-dimensional echocardiogram showing left and right coronary arteries origi-
nating from the aorta.

Fig. 6. Frontal view of the aortogram showing
anomalous origin of the left anterior descending

coronary artery from the pulmonary artery. Fig. 7. Frontal view of the aortogram showing
The left anterior descending coronary artery courses preductal type coarctation of the aorta.

from the aorta to the pulmonary artery via the ductus

arteriosus.
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Fig. 9. Post-mortem angiogram showing the
left anterior descending coronary artery (ar-
Fig. 8. Lateral view of the aortogram demon- rows) originating from the pulmonary artery.
strating the right coronary artery and left cir-

cumflex artery (arrows) originating normally

from the right and left coronary sinuses, respe-

ctively.

Fig. 10. Microscopic findings in the myocardium.
Pathological examination reveals contraction band necrosis in the myocardium.
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