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Nothing to disclose related 
to this presentation 



Case Presentation 

• A 74-year-old male, past-smoker and 6-month 

history of exertional dyspnea and left upper 

extremity paresthesia  

• The patient referred ongoing oppressive chest pain 

radiated to both upper extremities at rest with an 

intensity 9/10.  

• Severe hypertension (200/100 mmHg)  



Case Presentation 

Admission ECG revealed dynamic 
changes with ST depression on 
the anterior precordial leads  

IV nitroglycerin relieved 
symptoms and normalized ECG 



Angiography: Left Coronary Artery 



Angiography: Left Coronary Artery 



Angiography: Right Coronary Artery 



Angiography: Left Coronary Artery 

Severe obstruction of the OM 
branch of the CX artery. 
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Angiography: Right coronary artery 

Origin of a LAD artery from the 
RCA ostium 
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Angioplasty 



Angioplasty 



Is there any risk involved? 
May it explain any of the 

symptoms previously 
referred? 

Is there any treatment or any 
other complementary studies 

to perform? 

And what about this 
coronary anomaly? 



Computed Tomography Coronary Angiography  

CTCA confirmed the presence of a 

type IV dual LAD with a short 

LAD arising from the LMCA and a 
long LAD arising from the 

proximal segment of the RCA with 
an anterior course to the 
infundibulum of the right 

ventricle and through the anterior 
interventricular sulcus reaching 

the apex. 



Computed Tomography Coronary Angiography  
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Computed Tomography Coronary Angiography  

Short LAD 



Follow Up 

• Clinically uneventfull 
• Discharged on dual antiplatelet 

treatment 
• Asymptomatic at one year follow 

up 



Type IV dual left descending 
coronary artery 

• Congenital abnormalities of coronary arteries are found in less than 1% of 
the overall population and most of them have no clinical relevance therefore 
are considered benign; however there are some variations that imply 
greater risk and thus are capable of producing myocardial ischemia, syncope 
or even a high risk for sudden cardiac death.  

• When a coronary artery anomaly is found its origin and relation with other 
Cardiac structures must be described.  



Dual left descending coronary artery 

•Most frequent subtype (incidence 1%), consists on the proximal bifurcation of LAD. The short LAD runs along the 
anterior interventricular sulcus, giving off most of the septal branches. The long LAD descends parallel to the anterior 
interventricular sulcus on the left ventricular side reaching the cardiac appex and originating the diagonal branches 

Type I 

•Similar to type I, the long LAD runs parallel to the anterior interventricular sulcus on the right ventricle side, the short 
LAD originates septal branches. The diagonal branches are originated from the LAD prior its bifurcation. Type II 

•The long LAD has myocardial tunneling along the interventricular septum. Type III 

•The short LAD arises from the LMCA, giving off septal and diagonal branches. The long LAD has an anomalous origin 
from the RCA or the right sinus of Valsalva, it courses anteriorly to the infundibulum of the right ventricle to reach 
the anterior interventricular sulcus giving off also septal and diagonal branches.  

Type IV 

• There are 4 subtypes of dual LAD 



Type IV dual left descending 
coronary artery 

• We described the case of a patient admitted to the emergency department 
with an anterior non-ST segment elevation myocardial infarction (NSTEMI), 
performing an urgent coronary angiography that observed a type IV dual left 
LAD along with a non-occlusive atherothrombotic lesion of the CX.  

• The culprit vessel was treated and CTCA was performed in order to assess 
the risk of this extremely rare coronary abnormality.  



Knowledge and identification of these anatomic variants are essential in 

order to avoid any misinterpretation of the angiographic study.  

 

A short or hypoplasic LAD along with the lack of vascularization of the 

apex can be misinterpreted as total occlusion. 

 

So, whenever this is detected, dual LAD is a possible differential diagnosis 

and its recognition is vital for an appropriate revascularization planning. 
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