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ABSTRACT

Aims: Coronary artery anomalies are rare diseases among the population. These anomalies, which are usually noticed by chan-
ce, can remain silent for many years without symptoms. We aimed to present a patient with a coronary artery anomaly without
having any symptoms for many years. Case Report: A 73-year-old female patient presented to the Department of Cardiology
of the Trakya University School of Medicine. The patient stated that she had chest pain that decreased with rest and increased
with exercise for the last 2 months. After the cardiac examination of the patient, imaging procedures were deemed necessary.
After imaging, the patient was diagnosed with a single coronary artery anomaly. The patient was recommended to have surgery,
but she refused. Upon this, the patient was discharged on condition that she was kept under frequent follow-up. Conclusion:
Coronary artery anomalies have reached higher rates of diagnosis thanks to increased imaging technologies in recent years. If
these congenital diseases that can even cause death are noticed early, there are various treatment options. First of all, medical
treatment is preferred, and surgery is recommended in patients with no response to the medical treatment. This disease, which
is closely related to the patient's life, should be carefully evaluated by the doctors. Keywords: Coronary arteries, cardiac anomaly,
angiography

INTRODUCTION

mptoms, whereas some of them do start with cardiac
symptoms and may lead to death.

Abnormal development of the coronary vessels in
the embryonic period causes coronary anomalies. The-
se anomalies can often remain silent for many years
without any symptoms, and can sometimes be detected
incidentally while investigating for other diseases (2).

According to the current data, the frequency of co-
ronary artery anomalies vary between 0.6-1.6% (3).
This wide range between the values is due to the lack of
a general definition that includes the variations of the

Coronary arteries are the vessels that nourish the
heart and provide oxygen for its function. In a normal
person, the coronary vessels originate from 2 main
sources, right and left, and branch through the entire
heart. If coronary arteries are anatomically different
from normal population, it is called coronary artery
anomaly. In single coronary artery cases, the right and
left coronary arteries emerge from a single origin and
then divide into two as of right and left, unlike the nor-

mal anatomical structure (1).

Coronary artery anomalies (CAA) are congenital
defects. They are usually silent but with the develop-
ment of technology, the use of coronary angiography
has increased significantly. Therefore, coronary artery
anomalies became more diagnosable (2).

Coronary artery anomalies are seen rarely in the
population. Some of them may not cause clinical sy-
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coronary artery anomalies (3). Single coronary artery
anomaly is the rarest one of these anomalies and its in-
cidence decreases to 0.024-0.44% (4).

CAA can be classified into several parameters. The-
se are listed as the location of the right or left sinus ori-
ginates from Valsalva, the anatomical distribution on
the surface of the ventricle, and its relationship with the
aorta and pulmonary arteries. One of the methods used
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in the angiographic classification of CAA is Modified
Lipton Classification (5).

Approximately 40% of the single coronary artery
anomaly (SCAA) cases are seen with other cardiac ano-
malies. The most common of these have been reported
as congenital heart diseases such as Fallot tetralogy,
pulmonary atresia, persistent truncus arteriosus and
transposition of the great arteries (4).

SCAA rarely presents with symmptoms such as
myocardial ischemia, angina, syncope, and myocardial
infarction. These symptoms may not be diagnostic for
SCAA, but they direct us towards SCAA (6).

Apart from the anomaly, the patient’s concomitant
cardiac and non-cardiac diseases, lifestyle and daily ac-
tivities shape the clinical course and prognosis of CAA.

We aim to present a case report regarding a patient
with a coronary artery anomaly and contribute to the
literature because of its rareness and potential death
risk.

CASE REPORT

A 73-year-old female patient applied to the cardio-
logy department of Trakya University School of Medi-
cine with the complaint of chest pain that appears with
effort and decreases while resting for the last 2 months.
The first medical approach was electrocardiography
(ECG) to determine our patient’s medical condition.
No abnormalities were detected on ECG. Additionally,
the patient was evaluated by using an echocardiogram.
In the echocardiogram, the ejection fraction value of
the patient was 62%. In addition, the inferior wall was
detected mildly hypokinetic. After these findings, it
was necessary to perform coronary angiography. In the
imaging, it was seen that the entire coronary system of
the patient's heart was originated from the right coro-
nary artery. However, no stenosis was observed in the
vessels. For further examination, the patient also had a
computerized tomography coronary angiogram. In the
imaging, the left main coronary artery was seen betwe-
en the aorta and the right ventricular outflow tract (Fi-
gure 1, 2).

After the evaluation, the option to have surgery was
offered to the patient, but she did not accept the sur-
gery. Upon this, the patient was prescribed 50 mg of
metoprolol, 20 mg of atorvastatin, 20 mg of acetylsali-
cylic acid. After the treatment, doctors decided to keep
the patient under supervision with regular visits. Last-
ly, the patient was informed about the risks and she was
discharged.

Figure 1: Coronary angiography view: Right oblique
window (RCA: Right coronary artery, LAD: Left ar-
tery descending, CX: Circumflex).

Figure 2: Coronary angiography view: Left oblique
window (RCA: Right coronary artery, LAD: Left artery
descending, CX: Circumflex).




DISCUSSION

The incidence of CAA varies depending on the
sources. Cayhan et al. (7) stated the range is between
0.2-1.2 . Although these anomalies are seen rarely, the-
re are cases in the literature that cause myocardial dys-
function, infarction, syncope, angina and sudden death
(7, 8).

Patients with CAA are generally detected inci-
dentally and do not differ significantly from normal
hemodynamic parameters. However, CAA with an
ectopic origin and passing through the aorta and pul-
monary arteries have a higher potential to cause myo-
cardial ischemia and even sudden death (2).

Coronary artery anomalies can basically be divided
into 3 main categories. These are exit anomalies, cruise
anomalies, and termination anomalies. It is possible to
divide these 3 types into subtypes. There is not a certain
classification in the literature thus there are different
perspectives in many articles (2, 3). Our case falls un-
der the coronary exit anomaly category because of its
anatomical structure. It is possible to classify the coro-
nary artery exit anomalies into 3 groups according to
the osteal location and the number of ostia (2, 3).

In our case, the entire coronary system originates
from the right coronary artery. In other words, the left
main coronary artery originates from the sinus of Val-
salva.

Usually, many types of CAA’s do not have life-threa-
tening complications. They may remain silent for many
years and even may not cause symptoms until the end
of life. The fourth type, unlike the others, has a risk of
angina, myocardial infarction and sudden cardiac de-
ath. Due to these risks, surgical treatment is recom-
mended for type 4 patients (5).

Arrhythmogenic right ventricular dysplasia and hy-
pertrophic cardiomyopathy are accepted as the most
common causes of sudden cardiac death and coronary
artery anomalies are the third right after them (3). Alt-
hough Giiven et al. (4) indicate that the coronary artery
anomalies are one of the reasons for sudden cardiac de-
ath at a young age, our case is 73 years old and has not
shown any life-threatening symptoms like angina or
dyspnea until this time.

Early diagnosis and drawing a road map according
to the anatomical structure of the anomaly are the gol-
den steps in the treatment process. In diagnosis, con-
ventional cardiac angiography is accepted as the gold
standard. However, in recent years, computerized to-
mography coronary angiogram has been the most used
and recommended method due to its definitive diag-
nostic ability (3).

Symptomatic patients are mostly related to the size
of myocardial tissue at risk and the character of the
anatomy (4-6).

As a conclusion, CAA can be very serious and re-
main silent for years. These congenital anomalies, whi-
ch can affect the patients' quality of life and cause them
to die at a younger age, should not be overlooked in
patients with compatible cardiac symptoms.
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