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patients should be closely followed-up by echocardiography
during and after the procedure. On echocardiography, detection
of thrombus formation on the implanted aortic valve is essential
after TAVI and interventional cardiologist should promptly start
antiplatelet and antithrombotic treatment after TAVI in those
patients.
In conclusion, it is very important to be aware of this
catastrophic event and all interventional cardiologists should take
all preventive actions such as placing a guiding catheter in the left
coronary ostium.
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Coronary Obstruction During Transcatheter
Aortic Valve Replacement: Related to
Calcification or Thrombus? Response
Obstrucción coronaria durante el implante percutáneo de
válvula aórtica: relacionada con calcificación o con trombo?
Respuesta
?

To the Editor,
We appreciate the comments of Ozturk et al on our publication
entitled, ‘‘Coronary Thromboembolism During Transcatheter
Aortic Valve Replacement’’.1
The case in question concerned a patient with high thromboembolic risk who received 2 drug-eluting stents in the anterior
descending artery during coronary angiography 1 month before
the valve replacement procedure. The patient received dual
antiplatelet therapy after the angioplasty and, later, unfractionated
heparin during the transcatheter aortic valve implantation to
maintain an activated clotting time between 200 and 250 s. Thus,
the patient received complete antithrombotic therapy despite a
high risk of bleeding (hypertension, diabetic nephropathy, and
chronic alcoholic liver disease). We do not know if there were
ﬂuctuations in the anticoagulation level during the procedure.
After the implant, the patient continued to receive dual antiplatelet
therapy. Although coronary thromboembolic complications during
aortic valve implantation are infrequent (around 1%2), they can be
catastrophic3 and thus require urgent treatment.
Calciﬁcations in the left ventricular outﬂow tract, the native
aortic valve itself, and the ascending aorta can lead to certain
complications.4–6 Another possible complication to bear in mind is
coronary embolism of calciﬁed material. In our patient, the
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presence of an intracoronary thrombus was revealed using a
thromboaspiration device. Because this device is designed to
remove intravascular thrombi, it helped to achieve optimal
myocardial perfusion.
Cases such as this one reinforce the need for adequate
procedure-related antithrombotic therapy, in addition to transesophageal echocardiography monitoring to permit early detection
of complications requiring urgent management, as well as for other
uses.
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Could Descending Septal Artery Be Another
Variant of the Dual Left Anterior Descending
Artery?

human heart; however, many anatomical variants have been
described in the literature.2–10
Such congenital coronary anomalies are rare. Their incidence is
between 0.64% and 1.3% but can reach almost 6%. Dual LAD
represents 1.2% to 6.1% of all coronary anomalies.3
Notably, the deﬁnition of the descending septal artery by
Montero-Cabezas et al1 has similarities to the updated classiﬁcation
of type IV dual LAD,3 except that it could be considered the opposite:
in the description by Montero-Cabezas et al, it is the short LAD
(in this case the descending septal artery) that originates from the
right coronary artery, or close to it, and the long LAD continues
normally as a branch of the left coronary artery (Figure 1).
In such cases, the descending septal artery could be considered
a new type of dual LAD, rather than an isolated variant of coronary
anomalies. The types proposed by Montero-Cabezas et al1 would
constitute its anatomical variants; therefore, the classiﬁcation of
dual LAD would remain as described in Figure 2.
The possibility of combining these types of anomaly of the
origin, course, and distribution of the LAD could have important
implications in clinical practice.

Podrı´a ser la arteria septal descendente otra variante de la
doble arteria descendente anterior?
?

To the Editor,
We read with great interest the article by Montero-Cabezas
et al,1 which prompted us to ask the question forming the title of
this letter.
Absence of the ﬁrst septal branch of the left anterior descending
artery (LAD) on left coronary angiography not only raises the
suspicion of the presence of a descending septal artery, or
Bonapace’s branch, as mentioned by the authors themselves
mention,1 but also clearly demonstrates the existence of a congenital
coronary anomaly of the LAD.
According to Spindola-Franco et al,2 the LAD is the coronary
artery with the most constant origin, course, and distribution in the
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Figure 1. Type V left anterior descending artery. Modiﬁed with permission from Moreno-Martı́nez et al,3 showing a graphical representation of the other types of
dual left anterior descending artery. Cx, circumﬂex artery; LAO, left anterior oblique; LCA, left coronary artery; L-LAD, long left anterior descending artery; RAO,
right anterior oblique; RCA, right coronary artery; RV, right ventricle; S-LAD, short left anterior descending artery.

