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A practical tip to engage the left main coronary artery in patients
presenting with aortic aneurysms
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Coronary angiography in patients presenting with ascending aortic aneurysms can be challenging since standard
cathetersmay fail to reach the leftmain coronary artery. Awidely accepted approach is themother-in-child cath-
eter technique whereby a catheter with a smaller diameter is telescoped through one with a bigger diameter, a
procedure that helps to lengthen the catheter. However, this technique is associated with several disadvantages
such as thrombus formation within the catheters, inadvertent damage to the left main ostium, and the necessity
ofmanipulation, which the operatormay not be familiarwith. Therefore, in our casewe present amethod, which
involves the application of a regular Judkins Right 4 catheter for left main engagement. We propose that this
method can be safely attempted prior to using telescoping techniques.
© 2017 The Society of Cardiovascular Academy. Production and hosting by Elsevier B.V. All rights reserved. This is

an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction

Although preshaped workhorse catheters have been successfully
used over the years to perform coronary angiography, in some situa-
tions, catheters of different sizes and shapesmay benecessary to engage
the coronary ostia. The choice of catheters used is based on the specific
anatomy of the aortic root and location of the coronary ostia to ensure a
safe procedure and avoid complications. Enlargement of the ascending
aorta is a situation in which even the largest catheter possible might
fail to reach the left main coronary artery. Therefore, difficulty with ac-
cess to the left main coronary artery continues to be a problem even
today.

Case

We present the case of a 60-year-old man whowas referred for cor-
onary angiography for the evaluation of stable angina. After achieving
right femoral access using a 6-Fr sheath, we could not engage the left
main (LM) using a 6-Fr Judkins Left 4 (JL) diagnostic catheter, which
fell short of the left sinus of valsalva. An aortagram revealed a giant aor-
tic aneurysm measuring 8 cm in diameter with heavy calcification and
moderate aortic regurgitation, findings that had not previously been re-
ported by the referring physician (Fig. 1A). Because the JL 4 catheter
failed to the reach the left sinus of valsalva, we re-tried catheterization

using JL 5–6, Amplatz Left 3, and Extra-backup 4.5 catheters (Medtronic,
MN) respectively; however, all these fell short of the LM ostium
(Fig. 1B). Since the manufacturing companies did not produce bigger
sizes and owing to the horizontal displacement of the enlarged ascend-
ing aorta, we decided to try 6-Fr Judkins Right (JR) catheter which had
better support from the outer curvature of the aorta and engaged the
left main ostiumwithoutmuch effort (Fig. 1C–D). The rest of the proce-
dure including the right coronary artery injections was completed
uneventfully.

Discussion

In patients presentingwith severe aortic enlargement, it may be dif-
ficult to advance catheters into the LM ostium. JL catheter which has
preshaped three curves is basically designed to engage the left main
without much manipulation. However in aortic enlargement, these
three curves make the catheter bend onto itself and lead to free floating
in the ascending aorta. Therefore in severe cases, it is almost impossible
to reach the left sinus of valsalva. JRwith its two shallow curves does not
bend too much and may allow for further manipulation. Previous case
reports described use of the mother-in-child method in which a cathe-
ter of a smaller diameter was telescoped through one with a larger
diameter.1,2 However, this technique is associated with a few draw-
backs: (i) Friction caused by this method can impede the advancement
of the inner catheter. (ii) Because the space between the catheters is
small, the likelihood of thrombus formation within the catheters is a
concern. (iii) Approaching the LM in a co-axial fashion may not be pos-
sible, which further jeopardizes the procedure.3 Roth GA et al.
attempted to overcome these drawbacks by applying the samemethod
with the use of a rapid-exchange guideliner catheter,2 which eliminates
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some of the concerns related to use of the conventional mother-in-child
technique. However, the soft tip of this monorail catheter is primarily
designed for intracoronary delivery, and therefore itmaynot be possible
to direct this catheter into the LM ostium through a catheter that is
hanging freely in the ascending aorta. Furthermore, these manipula-
tions require skill and experience and are associated with an increased
risk of complications if performed by relatively new and inexperienced
operators. We think that it is prudent to try JR-4 catheter prior to
attempting telescoping techniques. This catheter may successfully
reach the left sinus of valsalva in an elongated and horizontally
displaced aorta andwith its short tipmay co-alignwith the outer curva-
ture of the aortic wall and once it is within the vicinity of the LM, it can
be further manipulated. Therefore, in patients presenting with a giant
aortic aneurysm that precludes the use of left catheters, a JR-4 catheter
may offer a practical solution.
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Fig. 1. A: Marked ascending aortic aneurysm is seen. White dotted line depicts the diameter of ascending aorta which is 8 cm. B: Shows Amplatz left-3 catheter floating in the ascending
aorta. C: Judkins right catheter is seen in a horizontal position. White arrow points to the horizontal part. D: Left main coronary artery engaged by the Judkins right catheter.

63K. Keskin et al. / International Journal of the Cardiovascular Academy 3 (2017) 62–63

http://refhub.elsevier.com/S2405-8181(17)30055-7/rf0005
http://refhub.elsevier.com/S2405-8181(17)30055-7/rf0005
http://refhub.elsevier.com/S2405-8181(17)30055-7/rf0005
http://refhub.elsevier.com/S2405-8181(17)30055-7/rf0010
http://refhub.elsevier.com/S2405-8181(17)30055-7/rf0010
http://refhub.elsevier.com/S2405-8181(17)30055-7/rf0015
http://refhub.elsevier.com/S2405-8181(17)30055-7/rf0015
Image of Fig. 1



