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Single coronary artery with high aortic take-off-a rare
coronary anomaly

Arvind Kandoria, Kunal Mahajan, Neeraj Ganju, Sachin Sondhi

DESCRIPTION sinotubular junction.! Its prevalence in general
High take-off of coronary arteries refers to the population is estimated to be 0.20%.' Some
origin of coronary arteries >1cm above the consider it to be benign, while others have
reported it to be associated with ischaemia,
myocardial infarction, syncope and sudden
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Figure 1  Coronary angiogram, left anterior oblique
view, showing an abnormally high take-off of coronary
artery from the aorta, 21 mm above the left coronary
sinus.

Figure 3  Coronary angiogram, left anterior oblique
view, showing an anomalously originating right coronary
artery (RCA) from the left main coronary artery (LMCA).

Figure 2 Coronary angiogram, right anterior oblique
caudal view, showing a single coronary artery. Note Figure 4 Coronary angiogram, left anterior oblique
that right coronary artery (RCA) courses medially and caudal view, showing an anomalously originating right
downwards. Left anterior descending (LAD) artery shows coronary artery (RCA) from the left main coronary artery
diffuse disease, while left circumflex (LCX) coronary artery ~ (LMCA). Left anterior descending (LAD) artery and left
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doi:10.1136/br-2017- shows severe stenosis in its distal segment and in the circumflex (LCX) coronary artery are seen following their
223165 mid-segment of its major obtuse marginal branch. normal course and branching.
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cardiac death.! Similarly, single coronary artery is a rare coro-
nary anomaly, where only one coronary artery originates from
the single ostium from the aorta and supplies the entire heart.
Its incidence varies between 0.0024% and 0.066% in those
undergoing coronary angiography.” It is extremely rare to find
a single coronary artery with a high aortic take-off from the
aorta, with only a few case reports available previously.’®

A 65-year-old man with diabetes presented with a history
of chronic stable angina and a positive exercise stress test at
low threshold. During his diagnostic coronary angiography,
repeated attempts at cannulating either of the two coronary
artery ostia were unsuccessful. Then, with the help of a right
judkins catheter, we attempted a large non-specific injection
to visualise the coronary arteries. During this, we accidently
cannulated a single coronary artery with its ostium arising
from the ascending aorta, 21 mm above the left coronary
sinus (online supplementary video 1 and figure 1). Right
coronary artery was dominant vessel and was visualised as
anomalously originating from the left main coronary artery
and turning downwards and medially to follow its familiar
course and branching (figures 2-4). It was diffusely diseased
starting from the mid-segment with severe stenosis in its distal
part (online supplementary video 1 and figure 3). Left ante-
rior descending artery was also diffusely diseased while left

circumflex artery showed severe stenosis in its distal segment
and in the mid-segment of major obtuse marginal branch
(figures 2 and 3). In view of multivessel disease and abnormal
anatomy, the patient was advised surgical intervention, but he
refused. So, it was decided to follow the patient with optimal
medical therapy and no progression of symptoms was recorded
at 6-month follow-up.

Contributors AK and NG did the coronary angiography and made the diagnosis.
KM wrote the manuscript. SS performed the literature search. All authors read and
approved the final version of the manuscript.
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