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the patient had no chest pain, his blood pressure 
was 139/76 mm Hg, and heart and lung ausculta‑
tion was normal. Electrocardiography did not re‑
veal any abnormalities. Lateral and inferior wall 
hypokinesis of the left ventricle with preserved 
ejection fraction were observed on the echocar‑
diographic examination. Coronary artery angi‑
ography revealed no significant atherosclerot‑
ic stenoses in the right or left coronary arteries 
(FIGURE 1A and 1B). Lack of Cx led to the suspicion 
of coronary anomaly. Therefore, computed tomog‑
raphy of the coronary arteries (angio ‑CT) was per‑
formed and exposed Cx originating in the right si‑
nus of Valsalva with a possible narrowing within 
(FIGURE 1C and 1D). The second coronary angiogra‑
phy confirmed ectopic Cx with significant steno‑
sis, and percutaneous coronary angioplasty with 
drug eluting stent implantation was performed 

Coronary artery anomalies are rare findings with 
an incidence of 0.3% to 1.5%.1 The circumflex 
branch of the left coronary artery (Cx) arising 
from the right coronary artery or from the right 
Valsalva sinus is the most common type of such 
malformations.1 They are considered to be as‑
ymptomatic, although cases of exertional pain, 
myocardial infarction, or even sudden cardiac 
death have been reported.2,3 We present a case 
of a patient with non–ST ‑elevated myocardial 
infarction caused by critical stenosis of the ec‑
topic Cx.

A 48 ‑years ‑old man was admitted to the emer‑
gency department with acute onset of typical an‑
gina. He did not have any risk factors for athero‑
sclerosis except for being a heavy smoker for 30 
years. After the confirmation of non–ST ‑elevated 
myocardial infarction, the patient was redirected 
to the catheterization laboratory. On admission, 
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FIGURE 1  A, B – initial coronary angiogram: no significant narrowing and lack of the circumflex branch are noticeable.
 Abbrevietions: see FIGURE 1 on the next page
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may completely change the diagnosis, and may 
save lives by using proper treatment.
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(FIGURE 1E and 1F). After a few days of recovery, 
the patient was discharged home.

The  current follow ‑up is 4 months from 
the time of percutaneous coronary intervention 
and none of the coronary artery disease symp‑
toms were reported. An electrocardiographic ex‑
ercise treadmill test was negative with 14.2 met‑
abolic equivalents achieved.

Although anomalies of the coronary arteries 
are usually accidentally found on coronary angi‑
ography or autopsy, they may be the cause of se‑
rious medical conditions. Also in cases of anom‑
alous Cx, which is considered a benign malforma‑
tion, life ‑threatening cardiac events may occur 
due to the compression of the ectopic artery by 
the great vessels. Another possible pathophysio‑
logical mechanism is accelerated atherosclerosis in 
the anomalous artery as in the presented patient.4

Ectopic coronary arteries may cause numer‑
ous technical problems even for greatly experi‑
enced operators. They may depart not only from 
different parts of the aortic bulb and ascending 
aorta but also from the pulmonary trunk.5 In 
these situations, additional imaging techniques 
such as angio ‑CT or magnetic resonance scans 
are valuable diagnostic methods. When abnor‑
mal artery origination is suspected, we should 
strive for its visualization at all costs because it 

FIGURE 1  C – angio -CT 
showing abnormal origin 
of the circumflex branch 
from the right Valsalva 
sinus with possible 
narrowing in the proximal 
segment; D – critical 
lesion in the proximal 
segment of ectopic 
circumflex branch 
originating from the right 
Valsalva sinus (a); E – 
final coronary angiogram 
with the circumflex 
branch successfully 
treated by drug eluting 
stent implantation 
Abbreviations: Cx, 
circumflex coronary 
artery; Dg, diagonal 
artery; LAD, left anterior 
descending artery; RC, 
right coronary artery
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