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Successful Primary Percutaneous Intervention to the Circumflex
Artery Originating From Right Coronary Artery

Sag Koroner Arterden Cikan Sirktimfleks Artere Basarili
Primer Perkiitan Koroner Girisim
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The incidence of coronary artery anomalies are reported in 1% to 2% of the population. Although their frequency is rare, these
congenital anomalies are important due to their relation with myocardial infarction and sudden cardiac death. Inthis case, we presented
a 56 years old male patient who has been admitted to our emergency service with acute posterior myocardial infarction and transferred
to the catheterisation laboratory for the purpose of primary percutaneous coronary intervention. Coronary angiography revealed culprit
lesion in anomalous circumflex artery originating from the proximal part of the right coronary artery and the patient was treated with
successful primary angioplasty and stent implantation. ( Sakarya Med J 2015, 5(4):236-239 )
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Koroner arter anomalilerin sikligi toplumda % 1-2 olarak bildiriimektedir. Sikligi nadir olsa da bu tdr konjenital anomaliler miyokard
iskemisi ve ani 6lim ile iliskili bulundugundan énem arz etmektedir. Biz bu vakada acil servisimize akut posterior miyokard enfarktisu
ile gelen, primer perk(itan koroner girisim amaciyla kateter laboratuarina alinan ve koroner anjiyografide sag koroner arterden kéken
alan sirkimflex arterde total tikaniklik saptanan, basarili primer anjiyoplasti ve stent uyguladigimiz 56 yasinda bir erkek hastayr sunduk.
( Sakarya Med J 2015, 5(4):236-239 )
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INTRODUCTION

The incidence of coronary artery anomalies have been vastly
increased in the last decade due to the extensive use of coro-
nary angiography as a diagnostic procedure. Some of these
anomalies have been proven to be related with sudden car-
diac death, angina pectoris, acute myocardial infarction and
syncope’?. Because of the difficulties encountered during the
catheter cannulation , this kind of anomalies create a chal-
lenge for the clinicians even during elective coronary angiog-
raphy (CAG) procedures. In this case report, we presented a
56 years-old male patient with the diagnosis of acute posteri-
or myocardial infarction (Ml), who has underwent successful
primary percutaneous coronary intervention (PCl) of the culp-
rit lesion in circumflex (Cx) artery which has been originating
from the right coronary artery (RCA).

CASE REPORT

A 56 years old male patient admitted to our emergency room
with the symptoms of chest pain localised in retrosternal area
lasting for 2 hours and accompanied by nausea and vomiting.
Medical history was unremarkable except for smoking history.
Physical examination was normal. Electrocardiogram revealed
2 mm ST segment elevation in leads V1, V2, V3 and 2 mm ST
segment depression in posterior derivations (Figure 1). Trans-
thoracic echocardiography showed akinesis of the posterior
wall and hypokinesis of the mid and basal segments of lateral
wall and depressed left ventricular ejection fraction (45%).
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Figure 1. Electrocardiogram showing ST segment elevation in V1-3
derivations

Patient was taken to the cardiac catheterization laboratory
with the diagnosis of acute posterior Ml for primary PCl. CAG
showed normal left main coronary artery 80% stenosis at the
level of diagonal (D) 1 and 30% stenosis at the level of D2
branches of left anterior descending artery together with ab-
sent Cx artery (Figure 2A). Right coronary angiography sho-
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wed the presence of multiple significant lesions in the RCA
and its branches (Figure 2B) in addition to the anomalous ori-
gin of Cx artery from the proximal part of the RCA (Figure
2Q). Primary PCl was planned to the culprit lesion in Cx artery.
After the cannulation of Cx artery with right Amplatz 1 (AR1)
guiding catheter , lesion was passed with 0.014 inch floppy
guiding wire. After we pass through the lesion with a 2.0*15
mm Simpass balloon, a 90% obstruction was detected just
after the culprit lesion (Figure 2D). Predilatations were per-
formed to the distal and culprit lesions respectively with the
same balloon. After that, 3 in number drug eluting stents (one
2.5x18 mm and two 2.75x18 mm) were implanted starting
from the distal lesion and proceeding to the proximal lesion.
The procedure was ended after showing the complete filling
of the distal vessel and TIMI-3 flow was maintained (Figure

2E). Then, the patient was transfered to the coronary intensi-
ve care unit. After 3 days of hospitalization, the patient was
discharged from the hospital without any complications. (In-
formed consent was obtained from the patient.)
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Figure 2. Figure 2. Coronary angiography
images. A. Left anterior descending (LAD)
artery B. Right coronary artery (RCA).
Note: Pay attention to the lesions in RCA
and Cx artery originating from the proxi-
mal part of it. C. Ectopic Cx artery and
the total occlusion in the mid-segment
of it. D. 90% stenosis on the distal part
of the Cx artery after the passage of the
culprit lesion with the balloon through
the floopy guide-wire E. TIMI-3 flow in Cx
artery after successful percutaneous coro-
nary intervention
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DISCUSSION

The frequency of coronary artery anomalies in population is
0.6% to 1.3%?3 and have a tendency to increase with the wi-
despread use of coronary angiography. Cx artery origin ano-
maly is a well defined entity and also one of the most com-
mon type of coronary anomalies seen in 0.37% to 0.7% of
the patients. Cx artery typically originates from a separate os-
tium inside the RCA or as in this case from a proximal branch
of the RCA“ In a study handled by Mavi et al and included
over 10.042 patients, Cx artery origin anomaly was detected
in 0.3% of patients undergoing CAG®. In this study, Cx artery
has been shown to originate from left coronary sinus, right
coronary sinus and proximal segment of the RCA in respecti-
vely 55.5%,25.9% and 29.6% of these patients.

Although Cx artery origin anomaly is a safe and often asym-
ptomatic coronary anomaly, sudden cardiac death, acute
myocardial infarction and angina pectoris can be seen in small
number of patients without any atheroslerotic lesions®. There
is a limited technical experience in coronary angioplasty of
this kind of patients anomaly especially when they present
with acute MI. Balloon angioplasty and stent implantation is
a convenient revascularization strategy in these patients and
determinants of a succesfull primary coronary intervention are
anatomic and angiographic knowledge of these anomalies,
proper guiding catheter selection and successfull crossing of
the balloon through the vessel with anomaly”=.

In our patient circumflex artery was originating from the pro-
ximal segment of the RCA and was totally occluded in the
mid-segment. As the CAG revealed obstructive lesions in each
of the three coronary arteries, primer PCl of the Cx artery was
vital for the patient. As cannulation of the coronary anomalies
is a challenging issue in clinical practice it is crucial for clinici-
ans to know what to do especially in such a patient presented
with acute myocardial infarction. In this case we cannulated
the Cx artery with AR-1 guiding catheter and performed suc-
cessful PCl saving the patient from increased risk of mortality
in the early period after the acute M.

CONCLUSION
After the origin and tract of the coronary anomaly was de-
termined in a patient presenting with acute M, therapeutic

BASTUG et al. / Successful Primary Percutaneous Intervention to the Circumflex Artery Originating From Right Coronary Artery

strategies should be regarded. For this reason anatomical va-
riations of the coronary anomalies should be well known and
taken into consideration during the CAG of the patients ad-
mitted with acute M. In this case report we wanted to remind
that if culprit lesion can not be detected in patients with acute
MI, possibility of coronary anomaly existence should be kept
in mind and primary PCl is feasible in patients with Cx artery
originating from the right coronary artery.
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