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	The interventricular septum is the most important wall of the left ventricle. Infarction of lateral, apical or inferior segments usually leads to only limited compromise of LV function. Infarction of the septum usually leads to severe compromise of LV function and is not infrequently fatal. Isolated septal ischemia can be much more disabling than ischemia limited to any other single region.

The interventricular septum usually has a double blood supply with abundant collateral connections between septal branches of the LAD and the right (or left) posterior descending arteries. Thus, it is possible to loose one or the other of these arteries without serious compromise to septal blood supply.

In patients with chronic coronary artery disease, it is not unusual to have chronic total occlusion of either the LAD or right coronary artery with intact blood supply to the septum. When such patients develop disease in the contralateral vessel, severe septal ischemia ensues.

Coronary bypass surgery can create two problems that produce compromise to septal blood supply. When the LAD is bypassed, it is not uncommon to leave the first septal perforator “trapped” between severe stenoses in the proximal and mid LAD. This problem is further compounded if the posterior descending artery is not revascularized. Disease of the first septal perforator is usually ignored in patients undergoing coronary interventions and/or coronary bypass surgery (CABG). In a small but important minority of patients isolated septal perforator disease can be the cause of continuing angina pectoris and even left ventricular dysfunction, despite otherwise complete coronary revascularization. 

First septal perforator problems can be divided into three types: disease of the septal branch proper without concomitant LAD disease (category A); septal perforator disease with concomitant LAD disease (category B); and “trapped” septal perforator with significant stenotic or occlusive disease both proximal and distal to the septal perforator with or without patent bypass graft to the distal LAD (category C). The trapped septal perforator syndrome is the most common, but combined disease of the proximal LAD and origin of the septal perforator is not at all uncommon. The most common clinical presentation is in the post CABG patient with a patent graft to the distal LAD, occlusion of the LAD distal to the septal perforator and severe proximal LAD stenosis.

Fourteen patients with isolated septal perforator ischemia were treated with percutaneous coronary intervention and followed for at least six months. Six patients were in category A; two were in category B, six in category C.

All patients had angina pectoris with continuing symptoms despite medication. Some patients had positive stress tests in the LAD distribution, but often the stress tests were difficult to interpret in these complex patients. Patients with disease isolated to the ostium of the first septal perforator had appropriate nuclear findings of reversible ischemia in the distribution of this branch.

PCI was successful in all cases, and all but one patient had amelioration of symptoms following successful PCI. Because of the size and location of the disease, stenting was infrequent and recurrences were common. Rotablation and/or cutting balloon were used in the majority of patients. Restenosis was invariably accompanied by recurrent symptoms, and repeat PCI invariably resulted in relief of these symptoms. Some patients required three or more procedures before a good long-term result was possible.





