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YNPABJEHUE HA 0BOWHWSA PUCK: MEPKYTAHHA KOPOHAPHA PEBACKYNAPU3ALIUA
NP1 BPOOAEH AEPULIUT HA PAKTOP VII

I. NopaHoe™?, B. Jokmopoea*®, B. lopaHoea-MapuHosa*

"Cekyusi rno kapouornoeus, lTbpea kamedpa no ebmpewHuU bonecmu, MeduyuHcku yHusepcumem — [1roedus
20OmodeneHue no uHeasusHa kapouosnoausi, YMBAII ,,Cs. leopau”— [1nosdus
3Kamedpa ro cbpdeyHo-cbOo8a xupypaus, MeduyuHcku yHueepcumem — [1nosdus
“Cekyusi no xemamornoeus, lTbpea kamedpa rno ebmpewHu 6onecmu, MeduyuHcku yHueepcumem — [1nosdus

Abstract. Factor VII deficiency is a rare inherited coagulation disorder characterized by decreased activity of factor VII, leading to
variable bleeding tendencies that may not correlate with measured FVII levels. While many patients remain asymptomatic,
others can experience severe spontaneous hemorrhages. The condition poses significant challenges during surgical or
invasive procedures due to the potential for uncontrollable bleeding. Data regarding percutaneous coronary intervention
(PCI) in such patients are extremely limited, mostly confined to isolated case reports. PCI requires anticoagulation during
the procedure and dual antiplatelet therapy afterward, both of which elevate bleeding risk. Conversely, administering FVII
concentrate may increase the chance of thromboembolic events. Therefore, individualized planning and a multidisciplinary
approach are crucial to balance these opposing risks. We present the case of a 75-year-old Bulgarian woman with congenital
FVII deficiency and severe three-vessel coronary artery disease who underwent successful transradial PCI without FVII
replacement. Drug-eluting stents were implanted in the left anterior descending and circumflex arteries, enabling short-term
dual antiplatelet therapy. No bleeding complications occurred peri-procedurally, and only one minor episode of epistaxis
was observed during follow-up. This case illustrates that, with meticulous preparation and procedural care, PCI can be a
safe and effective revascularization strategy in patients with congenital FVII deficiency.
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Pestome. OeduumtsT Ha baktop VIl e pagko HacnencTBEHO HapyLUeHWe Ha koarynauusita, XapakTepusupallo ce C HamaneHa
aKTMBHOCT Ha dhakTop VII, koeTo BoAK A0 pa3nnyHa CTeneH Ha KbpBEHE, He BUHAru CbOTBETCTBALLA Ha MU3MEPEHNTE HUBA Ha
thakTopa. [lokaTo yacT oT naLpeHTUTe octaBaT 6e3CMMMTOMHM, NpU APYTU ce HabnoaaBaT TEXKM COHTaHHM Xemoparuu.
CbCTOSHMETO NPeAcTaBnsaBa CEPUO3HO NPEAN3BUKATENCTBO MPU XMPYPrUYHW 1 MHBA3UBHW NPoLieAypy Nopaau pucka ot
HEKOHTPONUpYeMo KbpBeHe. [laHHUTe OTHOCHO NepkyTaHHaTa kopoHapHa WHTepseHuus (PCl) npu TakmBa naumeHTn ca
W3KIHYNTENHO OrPaHUYEHN 1 ce BasmpaT OCHOBHO Ha eauHUYHN KMHUYHK CbobLueHus. MposexaaHeTo Ha PCl nsnckea
MHTpaonepaTiBHa aHTuUKoarynaums 1 nocredsalia BOVHA aHTMArperaHTHa Tepanus, KOUTO NoBMLI@BaT pucka OT
KbpBEHE, JOKATO NPUIMOXEHNETO Ha KOHLEHTpaT oT chaktop VIl MoxXe aa yBenuun BeposiTHOCTTa OT TPOMBOEMOONMYHM
YCNOXHeHus. llopagn ToBa, UHOMBMAYANU3MPAHOTO MiaHMpaHe U MyNTUAMCLMNIMHAPHUAT NOAXOA Ca OT peLlaBallo
3HayeHue 3a banaHcypaHe Ha Te3w NPOTMBONONOXHM puckose. [peacTasamMe cnyyait Ha 75-roguiiHa 6bnrapka ¢ BpogeH
Aeduunt Ha aktop VI 1 TexKa TPUKNOHOBA kopoHapHa 6onecT, Npu KOATO YCneLHO e NPOBeAeHa TpaHcpagnanHa
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PCI 6e3 3amecTtutenta Tepanus ¢ daktop VII. AMnnaHTupaHu ca meankamMeHT-0TAENSLLM CTEHTOBE B NsiBaTa NpegHa
HM3X0ZALLa M NABaTa LMpKkymdriekcHa apTepus, KoeTo No3BorsBa KpaTkoTpaiiHa ABOMHa aHTuarperaHTHa Tepanus. He ca
HabnoaBaHn KpbBOWU3NMBHM YCNOXHEHUS B NEPUNPOLIELYPHUS Nepuog, a No BpeMe Ha NpoCneasBaHeTo € perncTpupaH
€[VH NeK enn30f Ha enucTakcuc, OBnafsH KOHCepBaTUBHO. To3u Crydaii nokassa, Ye NpW BHUMATENHa MoaroToBka w
npeunsHo npoeexaaHe Ha npouepypata PCl moxe fa 6bae 6e3onacHa u edekTUBHa CTpaTervs 3a pesackynapusauuns

Mpu NaLMeHTW ¢ BpogeH aeduumt Ha daktop VII.

KnrouoBu gymm:
YeH crnyyait

nepkyTaHHa KopoHapHa MHTEpBEHLMS; AeduumT Ha thakTop VII; KpaTKoTpaiiHa [JBOHA aHTUarperaHTHa Tepanis; KuHI-
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INTRODUCTION

Factor VIl deficiency is an uncommon autoso-
mal recessive coagulation disorder resulting in de-
creased activity of factor VII (FVII) within the coag-
ulation cascade [1]. The clinical spectrum is highly
variable and often does not correlate with measured
FVII activity, ranging from asymptomatic individuals
to cases of spontaneous bleeding in vital organs [1-
4]. This condition may cause severe, uncontrolled
bleeding in patients undergoing surgical interventions
[5, 6], yet data concerning percutaneous coronary
intervention (PCI) remain extremely limited, mostly
restricted to single case reports [7-9]. On one hand,
intraprocedural anticoagulation and subsequent dual
antiplatelet therapy significantly elevate the bleeding
risk; on the other, FVII supplementation in the form of
recombinant factor VII, plasma, or prothrombin com-
plex concentrate may predispose to thromboembolic
complications during the procedure [5, 8]. Therefore,
such clinical scenarios necessitate a multidisciplinary
approach, meticulous pre-procedural planning, and
individualized management strategies. We present
a case of a patient with chronic coronary syndrome,
three-vessel coronary artery disease, and congenital
FVII deficiency who successfully underwent percu-
taneous coronary revascularization with drug-eluting
stent implantation.

CASE PRESENTATION

A 75-year-old white Caucasian Bulgarian woman
with a history of hypertension, type 2 diabetes mellitus,
and dyslipidemia presented with substernal chest pain
provoked by mild exertion. The symptoms had begun
approximately four months before presentation, lasted
several minutes, and resolved with rest. The patient
had been diagnosed with congenital factor VII deficien-
cy in early childhood following recurrent spontaneous
epistaxis. Apart from occasional nosebleeds and mild
perimenstrual bleeding, there was no history of other
spontaneous or provoked hemorrhagic events. One

month before admission, she underwent surgical ex-
traction of a biliary concrement, during which recombi-
nant factor VII was administered perioperatively.

Physical examination revealed no pathological find-
ings. Careful inspection of the skin and visible mucosa
showed no petechiae, bruising, or active bleeding. Vital
signs were within normal limits. A resting electrocardio-
gram (ECG) demonstrated normal sinus rhythm with
pathological Q waves and inverted T waves in leads I,
Ill, and aVF, consistent with an old inferior myocardi-
al infarction. Transthoracic echocardiography showed
mild left atrial enlargement (LA diameter 4.0 cm), left
ventricular hypertrophy (interventricular septum 1.4
cm; posterior wall 1.51 cm), preserved left ventricular
ejection fraction (51%), and mild mitral regurgitation.
Laboratory investigations revealed coagulation abnor-
malities typical of FVII deficiency (Table 1).

Coronary angiography demonstrated three-vessel
coronary disease with critical stenosis in the mid seg-
ment of the left anterior descending artery (LAD) (Fig-
ure 1), high-grade significant stenosis of proximal left
circumflex artery (LCX) (Figure 2), and a chronic total
occlusion of the right coronary artery.

The Heart Team — consisting of a cardiologist,
interventional cardiologist, cardiothoracic surgeon,
and hematologist — evaluated the case and conclud-
ed that the patient was an appropriate candidate for
coronary artery bypass grafting. However, the patient
declined surgical treatment, and percutaneous coro-
nary revascularization was subsequently undertaken.
The procedure was performed via a transradial ap-
proach using a 5 French introducer sheath. The inter-
vention on the LAD artery involved balloon pre-dila-
tation followed by implantation of a drug-eluting stent
(DES — BioFreedom, Biosensors) at the site of the mid-
LAD stenosis (Figure 3). The lesion in the LCX artery
was similarly managed with balloon pre-dilatation and
DES (BioFreedom, Biosensors) implantation (Figure
4). Final angiography demonstrated thrombolysis in
myocardial infarction grade IIl flow and excellent im-
mediate procedural results.
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Table 1. The patient’s laboratory test results at initial presentation, at the time of PCI, at admission for epistaxis during
follow-up. Units are given in brackets after the name of the laboratory assay

Laboratory assay At initial presentation At the time of PCI At admission for epistaxis (17

(17 days prior to PCI) days after PCI)
Haemoglobin (g/L) 136.0 133.0 88.0
RBC (1012/1) 4.1 42 2.96
HCT (LIL) 0.407 0.407 0.274
PLT (109/] 187 185 226.0
Prothrombin time (%) No coagulation No coagulation No coagulation
Activated partial thromboplastin time (s) 242 24.4 234
Factor VII plasma activity (%) 0% - -
Troponin | (ng/ml) 0.04 0.01 0.01
Creatin kinase MB (U/L) 12 14 33

Figure 1 Figure 2

Figure 3 Figure 4
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During the intervention, unfractionated heparin
was administered at a dose of 100 U/kg. Activated clot-
ting time (ACT) was measured — 372. Local haemo-
stasis at the puncture site was successfully achieved
through bandage compression. Recombinant factor
VII and fresh frozen plasma were kept available for
immediate use if required, but neither was ultimate-
ly administered. No bleeding complications occurred
during hospitalization.

At discharge, the patient was prescribed dual an-
tiplatelet therapy (DAPT) for 28 days — aspirin 75 mg
once daily and clopidogrel 75 mg once daily. In addi-
tion, a statin, ezetimibe, angiotensin receptor blocker,
diuretic, and beta-blocker were initiated as part of sec-
ondary prevention.

Seventeen days post-discharge, the patient was
readmitted with persistent epistaxis that had continued
for several days without prior treatment, resulting in a
decrease in haemoglobin levels (Table 1). Manage-
ment included transfusion of two units of plasma and
two units of packed red blood cells, along with local
haemostatic measures, which successfully controlled
the bleeding. The patient was subsequently discharged
on single antiplatelet therapy with clopidogrel 75 mg
daily for one week.

No further bleeding events have been document-
ed to date. At six-month follow-up, the patient remains
clinically stable and free of symptoms.

DISCUSSION AND CONCLUSIONS

We describe the case of a patient with congenital
factor VIl deficiency and severe three-vessel coronary
artery disease who underwent successful percutane-
ous coronary revascularization. To our knowledge, only
a few similar cases have been reported in the literature
to date, and none involved patients with FVII activity
below 3%, a level considered to confer a high risk of
bleeding complications [7-9].

Due to the rarity of this condition, there are current-
ly no evidence-based recommendations regarding the
optimal management of such patients, making an indi-
vidualized, multidisciplinary approach essential.

Several challenges arose in determining the ther-
apeutic strategy. Firstly, percutaneous coronary inter-
vention, unlike surgical revascularization, carries a
dual risk—coronary and arterial thrombosis in addition
to the inherent bleeding tendency associated with co-
agulopathies [8]. To minimize the risk of local bleeding
and hematoma formation, a transradial approach was
selected. Similar reasoning guided other published re-
ports, where radial access was favoured for its safety
[9], or vascular closure devices were employed follow-
ing femoral access [7].

Unfractionated heparin was used as the intrapro-
cedural anticoagulant because its anticoagulant effect
can be monitored via activated clotting time (ACT)
and promptly reversed if necessary. Heparin was ad-
ministered at the standard dose of 100 U/kg. Given
that recombinant FVII replacement carries a potential
thrombotic risk [2, 8], periprocedural supplementation
was withheld. The intervention was thus performed at
0% factor VIl activity, with recombinant FVII and plas-
ma readily available in case of bleeding. In previously
published cases, peri-procedural factor replacement
was administered without reported thromboembolic
events [7, 9].

Another consideration in patients with coagulation
disorders undergoing PCl is the requirement for DAPT.
To reduce DAPT duration, both LAD and LCX lesions
were treated within a single procedure — representing,
to our knowledge, the first such report in a patient with
congenital FVII deficiency. To reduce the bleeding risk,
new-generation drug-eluting stents permitting short-
term DAPT (only 28 days) were implanted, and the
patient was discharged on aspirin 75 mg and clopido-
grel 75 mg daily for one month. Earlier case reports
describe the use of bare-metal stents with DAPT dura-
tions of at least one month [7, 9].

Since the long-term prognosis in such patients
depends primarily on the progression of ischemic
heart disease, ongoing management should focus
on optimal medical therapy for ischemia, excluding
prolonged antiplatelet or anticoagulant use where
possible.

Although one bleeding episode occurred during
follow-up, the need for transfusion was likely due to
persistent bleeding and delayed haemostatic inter-
vention. Following in-hospital management, haemo-
stasis was achieved, and no further adverse events
were recorded during the six-month post-procedur-
al period.

This report has several important limitations that
should be considered when interpreting the findings.
It describes a single clinical case, which limits the gen-
eralizability of the findings. Genetic characterization of
factor VII deficiency and global coagulation assess-
ment using viscoelastic methods were not performed,
which may have restricted a more detailed evaluation
of the patient’s hemostatic profile. In addition, the rela-
tively short follow-up period does not allow firm conclu-
sions regarding late thrombotic or hemorrhagic compli-
cations.

No conflict of interest was declared
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