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Successful Transradial Coronary Angioplasty 
in a Patient with Dextrocardia

CASE REPORT
A 49-year-old male with known dextrocardia presented to casuality 
with severe retrosternal chest pain with sweating for last 2 hours. 
Pain was radiating to right arm. He was having Type 2 DM for last 
5 years. 

ECG showed acute anterior wall ST elevated myocardial 
infarction. He was thrombolysed with streptokinase. His chest 
pain was relieved. Chest X-Ray showed rightward displaced 
cardiac apex. His echocardiogram showed mirror image 
dextrocardia, regional wall motion abnormality in Left anterior 
descending artery territory with moderate Left ventricle 
dysfunction. Coronary angiogram was done from right radial 
approach. Left system was hooked with Tiger 5F catheter. Right 
coronary artery was hooked with JR 5 F diagnostic catheter. 
LAD and Left circumflex artery coronary arteries had separate 
origins. LAD showed long 80% stenotic lesion from proximal to 
distal segment. The dominant LCX and non-dominant RCA were 
normal [Table/Fig-1].

Percutaneous Transluminal Coronary Angioplasty (PTCA) with 
stenting to LAD was planned. Through right radial approach, 
LAD was hooked with EBU 3.0 5F guide catheter. The lesion 
was crossed with BMW guide wire. Then it was stented with 2 
overlapping sirolimus Drug Eluting Stents (DES) 2.25×24 mm 
proximally and 2.5×37 mm distally with good result. Patient was 
discharged on third post-procedure day without any complication 
[Table/Fig-2-4].
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ABSTRACT
Even though dextrocardia occurs rarely, these people have similar incidence of coronary artery disease like normal population. 
Because of unfamiliarity with the reverse anatomy transradial coronary angiography and angioplasty is seldom tried in these 
patients. Here the authors present a case report of successful transradial angiography and angioplasty in a patient with dextrocardia 
with myocardial infarction.

[Table/Fig-1]: Antero-posterior cranial view showing LAD with significant long 
 segment stenosis.

[Table/Fig-2]: Deployment of 2.25×24 mm sirolimus drug eluting stent in distal 
lad lesion.

[Table/Fig-3]: Deployment of 2nd sirolimus drug eluting stent 2.5×37 mm overlapping 
the distal stent.

DISCUSSION
According to a previous study, general population and dextrocardia 
patients share the same risk of cardiac disease [1]. Performing 
percutaneous coronary intervention in these patients presents 
multiple challenges to the interventional cardiologist because 
of abnormal anatomy and unfamiliar radiological orientation [2]. 
In a patient with dextrocardia, it is very challenging to perform 
interventional procedures and coronary angiography because of 
its anatomical variation in alteration of heart and vessels and of 
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coronary artery. In present case, despite separate origin of LAD and 
LCX, we could manage to hook the left system with EBU Left 3.0 5F 
guiding catheter and successfully completed the procedure.

Percutaneous coronary intervention could be accomplished 
through trans-femoral and trans-radial route in patients with 
dextrocardia [10]. Prior case reports of PCI in MI patient with 
typical mirror image dextrocardia have been described through 
femoral access [11]. The first reported case of trans-radial case 
in stable angina patient with dextrocardia has been reported by 
Mc Donald JE et al in 2004 [12]. This is one of the few cases 
of dextrocardia with Myocardial Infarction (MI) where transradial 
angiography and angioplasty was done successfully through 
trans-radial route.

CONCLUSION
As trans-radial route may be convenient for the patient, this approach 
could be viewed as the prime route for vascular access for a patient 
of dextrocardia for coronary intervention.
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rarity [3]. The portions of coronary ostia and vessels are mirror image 
of normal anatomy in situs inversus totalis dextrocardia. To avoid 
potential errors, selective cannulation of coronaries and interpreting 
properly along with modification in angiographic image acquisition, 
is necessary [4]. 

The first reported case of diagnostic cardiac catheterization in 
a patient with dextrocardia was done in 1973 by Hynes KM [5]. 
Moreyra AE et al., performed the first balloon angioplasty in a 
patient with dextrocardia and single-vessel CAD [6]. The first stent 
deployment in a patient with dextrocardia in situs inversus was 
performed by Patti G et al., in 1999 [7]. In 2005, Goel PK et al., 
described the advantage of the “double inversion technique” which 
could correct the unfamiliar angulated pictures of the coronary tree 
in dextrocardia into the familiar conventional angiographic pictures 
of a normally located heart [8].

Compared to normal heart, guide catheter, guide wire, balloon, 
including angiographic catheter, selection of interventional 
inventories and stent should be adjusted to the expected anatomy 
for Percutaneous transluminal coronary angioplasty in patients 
with mirror-image dextrocardia. In this case with some difficulty, 
multifunctional Tiger catheter could hook the left system for 
angiography but RCA was successfully hooked with Judkins Right 
5.0 catheter. For PTCA, EBU Left 3.0 5F guide catheter was used, 
successfully to hook the LAD. Previous case reports have shown 
successful hooking of left coronary system with Judkins left, XB and 
EBU [9]. Judkins right catheter, multifunctional guiding catheters and 
extra support guiding catheters have been used for hooking right 

[Table/Fig-4]: Final result after stent deployment.
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