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LETTER TO THE EDITOR

CORONARY INTERVENTIONS

anatomy

Letter: Deciphering a “curious” coronary artery

Andreas Y. Andreou*, MD, FESC, FACC, FSCAI

Department of Cardiology, Limassol General Hospital, Kato Polemidia, Cyprus and University of Nicosia Medical School,

Nicosia, Cyprus

I enjoyed the contribution of Kharel et al' about a 74-year-old
male patient with anterior wall ST-segment elevation myocardial
infarction, in whom coronary angiography showed a bilaterally
arising (type IV) dual left anterior descending coronary artery
(LAD). A culprit diagonal artery was considered small in size;
therefore, the patient was managed medically for the infarction.
According to the authors, additional investigation with computed
tomography coronary angiography (CTCA) showed a long
LAD with a malignant interarterial course arising from the right
coronary artery (RCA).

In this letter, I comment on the course of the long LAD
connected to the RCA, which I believe is one that passes
through the superior aspect of the crista supraventricularis
in a subendocardial position and then intramyocardially
inside the upper interventricular septum to reach the anterior
interventricular sulcus, i.e., an intraseptal course. Previous
studies demonstrated that when the initial trajectory of a left
main coronary artery (LMCA) or LAD arising from the right
aortic sinus, forms a caudal anterior loop to the left in the right
anterior oblique (RAO) projection, it follows a subpulmonary
or intraseptal course?. This course can also be identified by
the presence of a septal perforator branch (SPB) that arises
from the proximal segment of the anomalous artery as its
first branch?3. Furthermore, the site of origin of such an SPB
typically indicates the passage of the anomalous artery through

the upper interventricular septum; therefore, this segment of
the anomalous vessel often shows angiographic "milking" like
a myocardial bridge. In contrast, the interarterial course, i.c.,
between the aortic root and pulmonary trunk, forms a cranial
posterior loop in the RAO projection without proximal
branching into an SPB and without phasic external muscular
compression. Indeed, in the article in question, the proximal
long LAD supplied an SPB as its first branch, which suggests
an intraseptal course. Furthermore, the angiographic picture of
the long LAD presented in an RAO cranial projection correlates
with an intraseptal course, which appears stretched and is longer,
more oblique and anterolateral in direction compared with an
interarterial course, which is short and curved and is directed
posteriorly between the aorta and the main pulmonary artery*.
In making the distinction between interarterial and intraseptal
courses, CTCA is of great value, as the interarterial proximal
course of the long LAD would have been depicted above the
pulmonary valve and, on coronal images, en face as a radiopaque
oval structure between the ascending aorta and pulmonary
trunk (Angelini/Cheong sign)*. However, it is unlikely that the
Angelini/Cheong sign was displayed in the article in question,
because the intraseptal proximal course of the long LAD was
caudal to the pulmonary valve.

An anomalous right-sided LMCA or LAD with an intraseptal

course generally has a benign clinical prognosis®’. However, in

*Corresponding author: Department of Cardiology, Limassol General Hospital, Nikaias Street, Kato Polemidia, 3304, PO Box

56060, Limassol, Cyprus. E-mail: y.andreas@yahoo.com

© Europa Digital & Publishing 2024. All rights reserved.

SUBMITTED ON 08/03/2024 - ACCEPTED ON 31/05/2024



view of previous reports describing cardiac events, such as stable
or unstable angina, malignant arrhythmias and sudden cardiac
death, in association with an intraseptal LMCA, this course should
be considered important in symptomatic patients®. Phasic muscular
compression and/or spasm of the intramyocardial ectopic segment
are likely mechanisms of ischaemia that can be tackled with
pharmacological treatment, although surgery may be required in

intractable cases.
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