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=Abstract=
Single Coronary Artery Associated with
Bicuspid Aortic Valvular Stenosis
-1 Case Report-

Woo Chan Kim, M.D.*, Ung Jin, M.D.*, Jeong-Seob Yoon, M.D.*, Jae Kil Park, M.D.*,
Sun Hee Lee, M.D.*, Moon Sub Kwack, M.D.*, Se Wha Kim, M.D.*

The incidence of single coronary artery is extremely rare in a review of congenital anomalies of the
coronary arteries. This 27-year-old male patient was referred for the evaluation of cardiac condition
showing exertional dyspnea (NYHA class II-11I) and chest discomfort for about 1 year. A complete
catheterization study including angiogram disclosed large single coronary artery arising from left
aortic sinus(Ogden classification L-4) associated with bicuspid aortic valvular stenosis and low grade
supravalvular aortic stenosis. Calcified stenotic aortic valve was fully removed with caution and the
19mm St. Jude Medical valve was then implanted in the small aortic annulus. The patient had an
uneventful recovery and was discharged on 13th postoperative day.

(Korean J Thoracic Cardiovas Surg 1994;27:472-6)
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Fig. 1. Preoperative chest simple X-ray
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Fig. 2. Preoperative electrocardiogram. T-wave inversion in
lead II, I and aVF.S-T elevation in VI-3:incomplete right bu-
ndle branch block in VI

Fig. 3. Preoperative transesophagealsechocardiogram. RCC,
right coronary cusp: LCC, left coronary cusp

z = FA SR sl elo]
3 A A ok A A5 A 2 205

HoF T SRAFENY QT A8 bbb el
sty A ZA R e SH0T SRE] o T
alelisd o) Hae $AAGEZe) AL Fal S

] )
ATE Sol HW crux HE71A sl ooy, Fsla) )
ot d7o] ek (Ogden 59 L-48). = s}la)

18}a0 %] 1=



AJMMF_JMP_JMMM XN

Fig. 4. Preoperative pressure tracings of left ventricle &

ascending aorta. LV, left ventricle: AO, ascending aorta

Preoperative aortic angiogram. Arrow, supravalvular

Fig. 5.
aortic stenosis(low grade):RAS, right aortic sinus;LAS, left
aortic sinus
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Fig. 6.
ght anterior oblique projection. B. Left anterior oblique projec-

Preoperative selective coronary arteriogram. A. Ri-

tion. LCA, large single left coroary artery arising from left aortic
sinus of Valsalva:LAD, left anterior descending branch:CX, cir-
cumflex artery:RC. right coronary artery from proximal portion
of LAD:PD. posterior descending branch.
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Fig. 7. Operative view of ascending aorta and aortic valve. A. Supravalvular aortic stenosis (arrow). B. Bicuspid aortic
valvular stenosis. RCC, right coronary cusp; LCC, left coronary cusp.
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SINGLLE CORONARY ARTERY
BASIC DISTRIBUTION PATTERNS
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Fig. 8. Basic anatomical distribution patterns of the single
coronary artery by Ogden®
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