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Introduction

Intercoronary continuity is a congenital open-ended connection between two major epicardial cor-
onary arteries.[1,2] This connection can be between the left circumflex coronary artery and the right 
coronary artery or between the left anterior descending coronary artery and the posterior de-
scending coronary artery. The importance of intercoronary continuity is not fully understood due to 
very low incidence. This connection may play a protective role against possible obstructive coronary 
artery disease or may be related to the phenomenon of coronary steal.[3] In our case, we discuss 
intercoronary continuity between the right coronary artery and left anterior descending coronary 
artery in the acute coronary syndrome (namely unstable angina pectoris) via the anatomical view.

Intercoronary continuity, a rare variant of  the coronary circulation, is a congenital open-ended connection be-
tween two major epicardial coronary arteries. This connection may play a protective role against possible ob-
structive coronary artery disease or may be related to the phenomenon of  coronary steal. In this case, we 
discuss intercoronary continuity between the right coronary artery and the left anterior descending coronary 
artery in the acute coronary syndrome by the anatomical view.
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Özet

Koroner dolaşımın nadir görülen bir çeşidi olan interkoroner devamlılık, iki majör epikardiyal koroner arter arasında 
konjenital açık uçlu bir bağlantıdır. Bu bağlantı potansiyel obstrüktif  koroner arter hastalığına karşı koruyucu bir rol 
oynayabilir veya koroner çalma fenomeniyle ilişkili olabilir. Akut koroner sendromlu bir olgu nedeni ile sağ koroner 
arter ile sol ön inen koroner arter arasındaki interkoroner devamlılık anatomik bakış açısı ile tartışılmaktadır.

Anahtar sözcükler: Koroner anatomi; interkoroner devamlılık; stent.
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Case Report

A 62-year-old female admitted with a complaint of typical 
chest pain (acute coronary syndrome, namely unstable an-
gina pectoris). Physical examination and chest X-ray were 
normal. On blood test, troponin T was slightly high. Surface 
ECG showed sinus rhythm (heart rate 90/min) and minimal 
ST segment depression at DI, DII, avF, and V4-6 derivation. 
Transthoracic echocardiography was normal; ejection fraction 
was 53%. The patient was transferred to coronary angiogra-
phy. Written informed consent was obtained from the patient 
before the procedure. The patient was administered loading 
doses of acetylsalicylic acid 300 mg and clopidogrel 600 mg 
before intervention. During percutaneous intervention, 7500 
IU iv bolus was given followed by 1000 IU an hour later and 
then additional heparin to achieve an activated clotting time 
of 250–350 s. In coronary angiography, the right coronary ar-
tery was 95% occluded in the distal region and left anterior 
descending coronary artery was completely occluded in the 
proximal region. Left anterior descending coronary artery 
chronic total occlusion region was being filled with intercor-
onary continuity from right coronary artery. The right coro-
nary artery lesion was crossed with a floppy guidewire, and 
a 3.0×24 mm drug eluting stent was implanted (Fig. 1a). The 
patient, who described angina and detected anterior ischemia 
(>10%) in myocardial perfusion scintigraphy, underwent an in-
tervention for the left anterior descending coronary artery 
chronic total occlusion lesion 1 month later. The 7F Ebu cath-
eter was placed in the left main coronary artery and the left 
anterior descending coronary artery chronic total occlusion 
was crossed with a Fielder XT wire, accompanied by a mi-
crocatheter. Then, another Fielder XT wire was placed in the 
diagonal artery. The wire in the microcatheter was replaced 
with a floppy wire, and after subsequent balloons, a 3.0×32 
mm drug eluting stent was placed distally and a 3.0×18 mm 
drug eluting stent was placed proximally by overlap (Fig. 1b-
d). The left anterior descending coronary artery was opened 
successfully. After the procedure, acetylsalicylic acid and clopi-
dogrel was prescribed continuously for 1 year. During the fol-
low-ups, an increase in functional capacity was observed.

Discussion

Intercoronary continuity is a rare variant of the coronary 
circulation.[4] It is distinguished from collaterals that occur 
in occlusive coronary artery disease according to its angio-
graphic features and histological findings.[5] Collateral ves-
sels provide an alternative blood flow to the myocardium 
threatened by occlusive coronary artery disease and help 
preserve myocardial function.[6,7] Although it is thought to 
be frequently initiated by ischemia, it is stated that other 
factors such as genetics also play an important role in collat-
eral development.[8]

Although coronary artery variations are quite common, a 
very rare case with a direct link has been identified. In 2015, 
direct connection and continuity between the circumflex 
artery and the posterior descending artery were reported 
during postmortem dissection.[9]

The intercoronary communication is single, extramural, 
straight or slightly curved, and usually has a diameter of 
over 1 mm.[5] Histologically, while intercoronary commu-
nications are similar to an epicardial vessel, endothelium 
of collateral vessels consists of poorly organized collagen, 
elastic fibers, and muscle.[4,5] Intercoronary communications 
were usually diagnosed coronary angiography, cardiac mul-
tislice computed tomography, or postmortem study.[10] The 
importance of intercoronary continuity is not fully under-
stood due to very low incidence. However, this large anas-
tomotic connection (>1 mm) might have a potential role in 
protecting the myocardium in the presence of significant 
stenosis in main arteries.[1,3]

Conclusion

Supporting this hypothesis, our case showed that there 
was intercoronary continuity between the stenotic right 
coronary artery and the left anterior descending coronary 
artery in acute coronary syndrome, but it was hemodynam-
ically stable. However, it should not be ignored that this 
anomaly itself may trigger ischemia through the coronary 
steal phenomenon.

Figure 1. (a) Distal RCA lesion was crossed with a floppy guidewire and a 3.0×24 mm drug eluting stent was implanted. (b) İntercoronary continuity between PDA 
(branch of  RCA) and LAD. (b-d) The 7F Ebu catheter was placed in the LMCA and LAD chronic total occlusion was crossed with a fielder XT wire, accompanied by 
a microcatheter. Then, another Fielder XT wire was placed in the diagonal artery. After subsequent balloons, a 3.0×32 mm drug eluting stent was placed LAD. 

RCA: Right coronary artery; LAD: Left anterior descending coronary artery; PDA: Posterior descending coronary artery; LMCA: Left main coronary artery; GW: Guidewire.
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