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Case

Introduction

A 65 year old male presented with chest pain, sweating and
uneasiness for four hours and diagnosed as unstable angina. There was
no history of hypertension diabetes mellitus or dyslipidemia.

Significant unprotected left main coronary artery (ULMCA) disease
occurs in 5-7% of patients undergoing coronary angiography [1,2] and
patients with ULMCA disease treated medically have a three years
mortality rate of 50% [3,4]. Advances in percutaneous intervention
techniques and stent technology have allowed evolution of the role of
percutaneous coronary intervention (PCI) for left main disease. Left
main angioplasty is usually preferred through femoral route because of
the larger diameter of the vessel and ease of maneuverability. In recent
studies radial route has also been used consistently with better results.
Left main coronary angioplasty through ulnar artery route is unheard
off. In this case report ulnar access has been used to opine that it is also
an alternative, safe, feasible and an additive access to femoral route.

On general physical examination, pulse rate was 102 per minute, BP
140/86 mm of Hg, respiratory rate 18 per minute jugular venous pulse
was normal.
Auscultation of the heart and lung was unremarkable.
Electrocardiogram showed ST segment depression of 2 mm in leads I,
II, aVL, aVF and V3 to V6 with ST segment elevation in lead aVR. Two
dimensional echocardiography revealed concentric left ventricular
hypertrophy, normal left ventricular function, no regional wall motion
abnormality, mild mitral and tricuspid regurgitation and normal
chamber dimension. Hematological investigation and routine biochemistry were also normal.

Figure 1: LAO caudal view depicting 70% proximal left main lesion. 1b: lesion being crossed by a PTCA wire. 1c: stent is implanted across the
lesion. 1d: after.
Coronary angiography was done through right ulnar artery route
which revealed ostial left main stenosis of 70%. Elective angioplasty
was planned after two days via same ulnar access. Extra backup 3.0-6F
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guiding catheter through a .014 inch guide wire was passed across the
ostial lesion. After stabilizing the guide wire in the correct position, a
balloon of size 2.5 × 20 mm (Boston Scientific Maverick) was
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introduced over it and the lesion was predilated thrice at 9
atmospheric pressure for 10 seconds each time. A bare metal stent of
3.5 × 20 mm (Boston Scientific REBEL) was implanted in the ostial left
main coronary artery with 2-3 mm of stent protruding in the aorta.
Subsequently ostial flaring was done. Post dilatation was done twice at
9 atmospheric pressure for 20 and 15 seconds respectively (Figure 1).
The final result was satisfactory with TIMI III flow, total pain relief
and normalization of ST segment. Total procedure time was 30 minute
with fluoroscopy time being 14 minutes. As there was a very short
procedure time, there was no spasm in the ulnar artery. After the
procedure ended, the introducer sheath was left in situ for four hours
initially and it was later removed and hemostasis achieved by using a
compressive dressing with a porous elastic adhesive bandage
(dynaplast).
Forty eight hours after the procedure, examination of the wrist
revealed a 3+/4+ ulnar artery pulse, positive modified and reverse
Allen”s test, and absence of hematoma, murmur, or thrill (Figure 2).

and effective alternative to trans radial access in terms of feasibility and
safety, institutions that perform radial access left main angioplasty
routinely, when faced with the need to switch the transfemoral
approach, may also switch ulnar access safely and effectively.
Case series with varying number of patients [6-9] followed up with
ultrasound examinations, the largest of which involved 172 patients
[10] have shown that the Trans ulnar approach is an additional option
when the radial artery access is not available. This technique is
associated with low incidence of major vascular complications.
Hematomas are usually minor, affecting only subcutaneous tissue, the
ulnar nerve is not injured, and asymptomatic occlusion of the ulnar
artery is less than 5%. There is no hand ischemia, and caeses of
arteriovenous fistula and pseudo aneurysm are rare. Similar findings
were reported for transulnar primary angioplasty [11]. In a
randomized study comparing both routes in patients undergoing
coronary angioplasty, no differences were found regarding access
related complications, success rate, procedure time, and fluoroscopy
time [12]. Although most published studies are not randomized trials
but rather case report, the available evidence suggests that trans ulnar
approach is feasible, effective and probably as a safe the Trans radial
approach for coronary interventions.

Conclusion
The use of the Trans ulnar approach emerges as a safe and feasible
alternative for coronary intervention even in ULMCA interventions.

References
1.
2.
3.
4.
5.

6.

7.
Figure 2: TIMI III flow achieved after stent deployment.
8.

Discussion
Compared to radial artery, ulnar artery is relatively large, less
tortuous and less prone to spasm [5]. However, it is deeper and
therefore less palpable than the radial artery. In addition, since the
ulnar artery runs parallel to the corresponding nerve and vein, its use
has been very rare for percutaneous interventions. As the feasibility of
ulnar artery for cardiac catheterization has already been stabilized by
AJmer ULnar ARtery (AJULAR) catheterization study which
concluded that for an experienced operator, trans ulnar access is a safe

J Clin Exp Cardiolog, an open access journal
ISSN:2155-9880

9.

10.
11.

Stone P, Goldschlager N (1979) Left main coronary artery disease: review
and appraisal. Cardiovascular Med 4: 165-177.
DeMots H, Rösch J, McAnulty JH, Rahimtoola SH (1977) Left main
coronary artery disease. Cardiovasc Clin 8: 201-211.
Taylor H, Deumite N, Chaitman, Devis K, Killip J (1989) Asymtomatic
left main coronary artery disease in the Coronary Artery Surgery Study
(CASS) registry. Circulation 79: 1171-1179.
Cohen MV, Gorlin R (1975) Main left coronary artery disease. Clinical
experience from 1964-1974. Circulation 52: 275-285.
Dashkoff N, Dashkoff PB, Zizzi JA, Wadhwani J (2002) Ulnar artery
cannulation for coronary angiography and percutaneous coronary
intervention: case reports and anatomic considerations. Catheter
Cardiovascular Interv. 55: 93-96.
Rajendra Gokhroo DM, Devendra Bisht DM, Deepak Padmanabhan DM,
Sajal Gupta DM, Kamal Kishor DM, et al. (2015) Feasibility of ulnar
artery for cardiac catheterization: AJmer ULnar ARtery (AJULAR)
catheterization study 86: 42-48.
Terashima M, Meguro T, Takeda H, Endoh N, Ito Y, et al. (2001)
Percutaneous ulnar artery approach for coronary angiography: a
preliminary report in nine patients. Catheter Cardiovasc Interv 53:
410-414.
Lanspa TJ, Reyes AP, Oldemeyer JB, Williams MA (2004) Ulnar artery
catheterization with occlusion of corresponding radial artery. Catheter
Cardiovasc Interv 61: 211-213.
Mangin L, Bertrand OF, De La Rochelliere R, Proulx G, Lemay R, et al.
(2005) The transulnar approach for coronary intervention: a safe
alternative to trans radial approach in selected patients. J Invasive Cardiol
17: 77-79.
Aptecar E, Dupouy P, Chabane-Chaouch M, Bussy N, Catarino G, et al.
(2005) Percutaneous transulnar artery approach for diagnostic and
therapeutic coronary intervention. J Invasive Cardiol 17: 312-317.
Limbruno, Rossini, De Carlo M, Amoroso G, Ciabatti N, et al. (2004)
Percutaneous ulnar artery approach for primary coronary angioplasty:
safety and feasibility. Cathet Cardiovasc Interv 61: 56-59.

Volume 8 • Issue 6 • 1000526

Citation:

Gokhroo RK, Pandey SK, Avinash A, Ramsagar, Kailash (2017) Trans Ulnar Approach for Unprotected Left Main Coronary Artery
Disease. J Clin Exp Cardiolog 8: 526. doi:10.4172/2155-9880.1000526

Page 3 of 3
12.

Aptecar E, Pernes JM, Chabane-Chaouch M, Catarino G, Shahmir A, et
al. (2006) Transulnar versus transradial artery approach for coronary

J Clin Exp Cardiolog, an open access journal
ISSN:2155-9880

angioplasty: the PCVI-CUBA Study. Cathet Cardiovasc Interv 67:
711-720.

Volume 8 • Issue 6 • 1000526

