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Case Report
Prevalence of anomalous coronary arteries is 1% during elective 

coronary angiography. An anomalous origin of the Right Coronary 
Artery (RCA) from the left coronary cusp is even rare (8%-16% of all 
coronary anomalies) [1], usually from the orifice anterior to the left 
main coronary ostium and courses inter-arterially [1].The anomalous 
origin of RCA from the left coronary sinus is found in some necropsy 
studies of young individuals with sudden, unexplained death [2]. The 
risk is not as much as with an anomalous left coronary artery from the 
right sinus with an inter-arterial course. This anomaly may coexist with 
atherosclerotic disease. Percutaneous Coronary Intervention (PCI) of 
anomalous RCA is challenging because of cannulation difficulties and 
suboptimal guide catheter support due to anterior and noncircular 
orifice. We are reporting a case of an acute ST-segment elevated 
inferior wall myocardial infarction (thrombolysed with streptokinase 
elsewhere) caused by atherosclerotic disease of an anomalous right 
coronary artery from the left coronary cusp. Coronary angiogram was 
performed through the right radial route with Tiger 3.5 catheter (5 Fr), 
revealing insignificant disease in left system. Cannulation of the RCA 
was achieved with difficulty by same catheter and revealed a 90% lesion 
in the mid-portion of the right coronary artery. Subsequently, PCI 
was performed with use of a 6 Fr Judkins left 3.0 cm guiding catheter 
(Figures 1-3), which provided excellent support through right radial 
route. 

Discussion
PCI of anomalous right coronary artery is challenging because 

of unusual location of the ostium [3] and suboptimal guide catheter 
support, for which several strategies have been described [4]. Charney 
R et al. [4] and Yip H et al. [5] used Amplatz left guiding catheter , 
while Praharaj TK used Voda guiding catheter [6] for cannulation of 
anomalous RCA (ARCA ). Use of oversized [7,8] as well as undersized 
Judkins left guide catheters for this anomaly through femoral route has 
been well described. We used undersized Judkinleft catheter through 
trans-radial route and found this approach to be particularly useful. 
The undersized Judkins catheter tip could be directed easily in a coaxial 
manner to the ostium of the anomalous right coronary artery which 
provided good support for the procedure. The purpose of the case 
report is to show that anomalous RCA angioplasty can be done easily 

Abstract
Coronaries with anomalous origin are difficult to visualize on coronary angiography. Percutaneous coronary 

intervention (PCI) is a difficult procedure in these vessels because of difficulty in cannulation and poor guide support. 
The case of a 54-year-old gentleman who presented with an acute inferior wall myocardial infarction from occlusion 
of an anomalous right coronary artery arising from the left coronary cusp is described.

Figure 1: PCI of RCA: two wires parked in RCA distally with JL 3 guiding 
catheter support through trans-radial route.

Figure 2: Stent implantation: Anomalous RCA hooked with JL 3 guiding 
catheter through trans-radial route.
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through trans-radial route as this route is having distinct advantages 
over trans-femoral route [9]. Right radial approach has been described 
to be successful in accessing anomalous left sinus of valsalva origin 
right coronary artery [10]..By traversing a shorter segment of aorta, 
using trans radial route , the effects of the distal anatomy on proximal 
catheter behavior are decreased. This is especially noticeable in right 
coronary interventions. The right coronary catheters when placed from 
right radial access, provide superior back-up support, as opposed to 
the support provided by the same catheter from femoral approach, in 
view of the fact that transradial placement allows for these catheters to 
obtain added support from the contralateral aortic wall, similar to the 
behavior of the extra-backup series guide catheters for the left coronary 
artery. 
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Figure 3: After stent implantation in RCA.
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