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A disaster never comes alone: total ostial occlusion of the
left main coronary artery with an anomalous origin
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LCA: left coronary artery (left main artery); RCA: right coronary artery

A 68-year-old female presented with chest pain which had started
three hours previously, at her father’s funeral. The ECG showed ST
elevation in the anterior leads and she rapidly evolved into shock. The
coronary angiogram showed no lesions in the right coronary artery
(RCA) (Moving image 1). However, even after many attempts and
angiography of the ascending aorta (Moving image 2), the left coro-
nary artery (LCA) could not be identified. By then, she was in refrac-
tory cardiogenic shock and under mechanical ventilation. Finally, the
origin of the LCA could be seen rising from the RCA ostium, with
a very proximal total occlusion (Panel A, Moving image 3). A guide-
wire was passed through the lesion (Panel B, Moving image 4),
thrombectomy was performed and the LCA became patent (Panel C,
Moving image 5). However, massive thrombus and no-reflow then
occurred in the RCA (Moving image 6), followed by a total re-occlu-
sion of the LCA (Panel D, Moving image 7). Even after aspiration
thrombectomy and glycoprotein IIb/Illa inhibitor administration,

both arteries remained occluded (Moving image 8) and the patient
died. Difficulty in angiographic visualisation of the coronary cir-
culation should raise the suspicion of aberrant coronary anatomy.
Anomalous origin of the LCA, with a single right coronary ostium,
is extremely rare and has been associated with sudden death. Acute
total occlusion of an anomalous left coronary, in the context of car-
diogenic shock and a thrombogenic environment, turned this case
into a nightmare for any interventional cardiologist and a fatal out-

come was, unfortunately, not surprising.
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Supplementary data

Moving image 1. Right coronary artery (RCA), without any sig-
nificant stenosis.

Moving image 2. Angiography of the ascending aorta, attempting to
visualise the left main artery, which was still not clearly identified.
Moving image 3. Finally, the proximally occluded left coronary
artery (LCA) can be seen arising from the RCA ostium.

Moving image 4. A guidewire was inserted into the LCA, cross-
ing the obstruction and finally showing the trajectory of the artery.
Moving image 5. After aspiration thrombectomy, the anomalous
LCA became patent.

Total ostial occlusion of the left main coronary artery

Moving image 6. Thrombus started to form in the proximal RCA.
Moving image 7. Even after aspiration thrombectomy and injec-
tion of glycoprotein IIb/Il1a inhibitors, there was extensive throm-
bus and no-reflow in the RCA, followed by a total re-occlusion of
the proximal LCA.

Moving image 8. Last recorded moving image, with the patient in
cardiac arrest, showing total proximal occlusion of both coronary
artery trees.
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