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Aims An anomalous coronary artery originating from the opposite sinus of Valsalva (ACAOS) with an interarterial course can
be assessed using computed tomography angiography (CTA) for the presence of high-risk characteristics associated with
sudden cardiac death. These features include a slit-like ostium, acute angle take-off, proximal luminal narrowing, and an
intramural segment. To date, no robust CTA criteria exist to determine the presence of an intramural segment. We
aimed to deduct new CTA parameters to distinguish an intramural course of interarterial ACAOS.

Methods
and results

Twenty-five patients with an interarterial ACAOS (64% female, mean age 46 years, 88% right ACAOS) from two aca-
demic hospitals were evaluated. Inclusion criteria were the availability of a preoperative CTA scan (0.51 mm slice thick-
ness) and peroperative confirmation of the intramural segment. Using multiplanar reconstruction of the CTA, the
distance between the lumen of the aorta and the lumen of the ACAOS [defined as ‘interluminal space’ (ILS)] was assessed
at 2 mm intervals along the intramural segment. Analysis showed a mean ILS of 0.69+ 0.15 mm at 2 mm from the ost-
ium. At the end of the intramural segment where the ACAOS becomes non-intramural, the mean ILS was significantly
larger (1.27+ 0.29 mm, P, 0.001). Interobserver agreement evaluation showed good reproducibility (intraclass correl-
ation coefficient 0.77, P, 0.001). Receiver operator characteristic analysis demonstrated that at a cut-off ILS of
,0.95 mm, an intramural segment can be diagnosed with 100% sensitivity and 84% specificity.

Conclusion The ILS is introduced as a novel and robust CTA parameter to identify an intramural course of interarterial ACAOS. An
ILS of ,0.95 mm is indicative of an intramural segment.
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Graphical Abstract

The ILS is introduced as a novel CTA parameter to identify an intramural course of interarterial ACAOS. An ILS of,0.95 mm is indicative of an intra-
mural segment.

Keywords Anomalous coronary arteries originating from the opposite sinus of Valsalva (ACAOS) • Intramural course • CT
angiography (CTA)

Introduction
An anomalous coronary artery originating from the opposite sinus of
Valsalva (ACAOS) is a rare congenital anomaly. It has been estimated
that an ACAOS is present in ,1% of the population, with a predis-
position in patients with concomitant congenital heart disease,
though the true prevalence remains a point of debate.1,2 An
ACAOS commonly follows a retro-aortic, pre-pulmonary, septal,
or interarterial course. The first three variants are generally consid-
ered benign, whereas an interarterial course is associated with an in-
creased risk of sudden cardiac death in selected patients due to
ischaemia during or shortly after exercise. In studies looking into sud-
den cardiac death causes among the US athletes and military recruits,
14–33% of deaths were attributed to coronary anomalies.3–5

Although to date the true mechanism causing ischaemia is still not
fully elucidated,6 several high-risk anatomical characteristics of the
proximal ACAOS have been identified, such as a slit-like ostium, an
acute angle take-off (,45°), a high take-off (i.e. above the sinotubular
junction), proximal narrowing, and an intramural course.2,7 These
features increase the risk of ischaemia during exercise by compres-
sion of the ACAOS between the great vessels, further narrowing
of an already small or hypoplastic proximal anomalous coronary ar-
terial segment and/or a dynamic flaplike closure of the ACAOS lu-
men by the intramural segment. A longer intramural course
increases the risk of sudden cardiac death.7 Given the poor discrim-
inative value of thoracic complaints in patients with ACAOS, only
35% of patients display typical anginal complaints, and the increasingly
frequent identification of this anomaly as an incidental finding on a
computed tomography angiography (CTA), robust radiological cri-
teria for identifying an intramural segment are much needed.8

The histological definition of an intramural coronary course is the
presence of a shared tunica media (without interposing adventitia)
between the aorta and the coronary artery.6 In case of an intramural
segment, unroofing is the most used surgical technique. With this
technique, the intramural part of the coronary artery is re-
sected.1,2,6,9 Since the identification of an intramural segment has im-
portant consequences for the evaluation of the surgical indication
and technique, reliable diagnostic criteria are required for robust
identification and characterization of the intramural segment of the
ACAOS.8,9 To date, assessment of the presence of an intramural seg-
ment is done by using, separately or combined, the degree of prox-
imal narrowing, the coronary artery lumen shape, and the presence
of a slit-like orifice, acute angle take-off, or peri-coronary fat.6,10–16

Methods to adequately diagnose an intramural course on CTA
may omit the necessity for invasive haemodynamic evaluation and
improve the identification of patients who would benefit from surgi-
cal intervention. The aim of this study was to define newCTA criteria
that can assess the presence and length of an intramural coronary
segment using one parameter.

Methods

Patient inclusion
This retrospective analysis was performed in two academic referral cen-
tres—the Leiden University Medical Center and the University Medical
Center Utrecht.

All adult (≥18 years) patients with an interarterial left or right ACAOS
who received care in either of the hospitals between January 2010 and
July 2019 were retrospectively evaluated for inclusion (n= 154).
Patients who underwent surgery for ACAOS and had a preoperative
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electrocardiogram-triggered CT scan (0.5–1 mm slice thickness) were
evaluated for final inclusion (n= 52). Of this cohort, all patients with
an intramural course in whom the length of the intramural segment
was measured peroperatively by the surgeon were included for final ana-
lysis (the flowchart describing patient inclusion can be found in
Supplementary material online, Figure S1). The length of the intramural
segment was measured directly during surgery using a probe. The probe
was positioned in the anomalous coronary ostium and the tip advanced
through the lumen up to the point where the ACAOS became extra-
mural (i.e. visually separated from the aortic vascular wall).
Subsequently, the distance from the coronary ostium to the tip of the
probe was measured.

Oral or written consent from eligible patients to use their data for re-
search purposes was obtained where feasible, in accordance with the
regulations of the local medical ethical committees. The informed con-
sent was registered in the patients’medical charts. Demographic, clinical,
and imaging patient data were collected from electronic medical file sys-
tems (EPD-Vision©, Leiden University Medical Center, Leiden, The
Netherlands, and HiX, Chipsoft, Amsterdam, The Netherlands). All pa-
tient information was coded and stored in the Castor electronic data
capture (EDC) platform (Castor EDC, Castor Electronic Data
Capture, Amsterdam, The Netherlands).

Computed tomography angiography image
analysis
Computed tomography angiography scan images were analysed inde-
pendently by two experienced researchers (C.J.K. and D.B.H.V.).

All ACAOSwere classified according to the Leiden Convention coronary
coding system17 (Figure 1A). Coronary artery dominance pattern was de-
termined based on the vessel giving rise to the ramus descendens
posterior.

Images were rotated to a view perpendicular to the horizontal plane of
the aortic valve annulus according to previously described methods.18 In
this view, the distance between the aortic lumen and coronary artery lu-
men [further referred to as ‘interluminal space’ (ILS)] was measured at
consecutive 2 mm intervals along the length of the intramural segment
that was measured peroperatively by the surgeon. The surgical measure-
ments were used as the reference to define the length of the intramural
segment (Figure 1B).

At the same 2 mm intervals where the ILS was measured, the di-
mensions (sphericity of the lumen) of the ACAOS were evaluated
in the axis perpendicular to the vessel course, by calculating the ratio
of the anteroposterior diameter and the transverse diameter (APTD
ratio) as previously described by Agrawal et al.,19 who established
ostium morphology classifications based on the APTD ratio: ,50%
is slit-like, 50–90% is oval, and .90% is round (Figure 1C). Although
the classification is designed for ostium morphology, the method
can be extrapolated to the entire length of the vessel, also beyond
the ostium, and was thus used to classify the vessel morphology in
this study.

Additionally, the following features of the ACAOS were evaluated:
acute angle take-off (,45° between the aorta and ACAOS), location
of take-off within the sinus, orifice shape, level of take-off from the aortic
root, and take-off level relative to the pulmonary valve (below, at, or
above) (Figure 1D–F).10,19

Figure 1 Applied methods for assessment of the computed tomography angiography images. Ao, aorta; APTD, anteroposterior–transverse
diameter ratio; ILS, interluminal space; LCx, left coronary artery and circumflex artery; LV, left ventricle; NF, non-facing sinus; PT, pulmonary
trunk; PV, pulmonary valve; RCA, right coronary artery; RV, right ventricle. The circular arrow indicates the clockwise rotation that must be followed
in order to annotate the coronary artery anatomy according to the Leiden Convention.17
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Statistical analysis
For statistical analysis, SPSS statistics (version 25, IBM Corp., Armonk,
NY, USA) was used. Normally distributed variables were reported as
mean with standard deviation (SD) and non-normally distributed vari-
ables as median with first–third interquartile ranges (1st IQR–3rd
IQR). To assess the distribution of the variables, the Shapiro–Wilk test
was used. A normal distribution of the data was assumed with a
P-value of ≥0.05. To analyse the difference between the ILS at 2 mm
from the ostium and at the end of the intramural segment (i.e. the site
where the intramural segment ends to become non-intramural), the
paired t-test was used. The Wilcoxon signed-rank test was performed
for analysis of the difference between the APTD ratio at 2 mm from
the ostium and at the end of the intramural segment. A P-value of
,0.05 was considered significant.

The interobserver agreement for the ILS was statistically evaluated by
calculating the intraclass correlation coefficient (ICC) in a two-way mixed
model assessing the consistency of individual independently performed
measurements between C.J.K. and D.B.H.V. The interobserver agree-
ment was considered good if the ICC was 0.75 or higher.20 To visually
analyse the interobserver agreement, a Bland–Altman plot was con-
structed by calculating the mean difference between measurements
and construction of the limits of agreement to include 95% of measure-
ments (+1.96 SD of the difference).21

A receiver operator characteristic (ROC) analysis was performed to
evaluate an ILS cut-off value for intramurality of the ACAOS. For this ana-
lysis, the ILS at 2 mm from the ostium was set as the variable for intra-
mural, and the ILS at the distal end of the intramural segment was set
as the variable for non-intramural.

Results

Patient and general anomalous coronary
arteries originating from the opposite
sinus of Valsalva characteristics
Twenty-five patients (64% female) met the inclusion criteria and
were included in the analyses. The mean age at diagnosis of the
ACAOS was 46.4+ 11.6 years. Eleven CTAs had a slice thickness
of 0.5 mm, and one CTA had a slice thickness of 1 mm.
Twenty-two patients presented with an interarterial anomalous right
coronary artery from sinus 2 (Leiden Convention coding: 2R*, LCx).
The other three patients presented with an anomalous left coronary
artery from sinus 1 (1R, LCx*).17,22 In 20 patients (80%), the ACAOS
was the dominant coronary artery. In 22 patients (88%), the ostium
of the anomalous artery had a slit-like morphology (2R*, LCx n= 20,
1R, LCx* n= 2). All studied ACAOS had an acute angle take-off of
,45°. The take-off level from the aorta was high, i.e. above the sino-
tubular junction, in six patients (24%). In relation to the pulmonary
valve, take-off was above the valvular level in 20 patients (80%), at
the level of the pulmonary valve in three patients (12%), and in
two patients (8%), the ACAOS coursed at a level below the pulmon-
ary valve/at the level of the right ventricular outflow tract.

Seventeen patients (68%) had undergone solitary unroofing sur-
gery, three patients (12%) had unroofing combined with ostioplasty,
one patient (4%) had unroofing and additional coronary bypass graft-
ing of the ACAOS, because only unroofing was deemed to give insuf-
ficient surgical result, and four patients (16%) underwent ostioplasty
only. A mean intramural length of 11.28+ 3.16 mmwas determined
during these surgeries. Findings are summarized in Table 1. The

results of the measurements of the intramural length done during
surgery per patient can be found in the Supplementary material
online, Table S1.

Computed tomography angiography
evaluation of the intramural segment
Retrospective assessment of the preoperativeCTAs showed amean ILS
along the intramural segment of 0.87+ 0.2 mm. Proximally, at 2 mm
from the ostium, the mean ILS was 0.69+ 0.15 mm. At the distal
end of the intramural segment (i.e. the site where the intramural
segment ends to become non-intramural), the mean ILS measured
1.27+ 0.29 mm. The ILS was significantly smaller at 2 mm from the ost-
ium than at the end of the intramural segment (P, 0.001) (Figure 2A).

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 1 Baseline characteristics of patients with
an intramural course

Patient characteristics All patients
(n=25)

Female, n (%) 16 (64)

Age at diagnosis, years, mean+ SD 46.4+ 11.6

Coronary anatomy

2R*, LCx, n (%) 22 (88)

1R, LCx*, n (%) 3 (12)

Type of surgery 25 (100)

Unroofing, n (%) 17 (68)

Unroofing and ostioplasty, n (%) 3 (12)

Unroofing and CABG, n (%) 1 (4)

Ostioplasty, n (%) 4 (16)

CT angiography parameters

ACAOS dominant, n (%) 20 (80)

Sinus position ostium in horizontal plane

Middle of sinus 1, n (%) 2 (8)

Sinus 1 near commissure with sinus 2, n (%) 1 (4)

Sinus 2 near commissure with sinus 1, n (%) 22 (88)

Orifice shape

Slit-like, n (%) 22 (88)

Oval, n (%) 3 (12)

Acute angle take-off

Yes, n (%) 25 (100)

Take-off in relation to pulmonary valve

Above, n (%) 20 (80)

At the same level, n (%) 3 (12)

Take-off level from aortic root

Sinus, n (%) 7 (25)

ST-junction, n (%) 12 (48)

Above ST-junction, n (%) 6 (24)

Proximal narrowing

Yes, n (%) 25 (100)

Surgical findings

Length of intramural course (mean+ SD) 11.28+ 3.16

ACAOS, anomalous coronary artery originating from the opposite sinus of
Valsalva; CABG, coronary artery bypass grafting; SD, standard deviation; ST,
sinotubular.
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Along the entire intramural segment, the APTD ratio had a mean
of 0.64+ 0.10, indicating an average oval vessel shape along the
intramural course of the ACAOS. The median APTD ratio of the
ACAOS at 2 mm from the ostium was 0.37 (IQR 0.35–0.44). At
the end of the intramural segment, the median APTD ratio was
0.93 (IQR 0.86–0.97). The median vessel’s APTD ratio was signifi-
cantly smaller at 2 mm from the ostium vs. at the end of the intra-
mural course (P, 0.011) (Figure 2B).

These results indicate that the ILS and APTD ratio can be used as
variables to differentiate between intramural and extramural seg-

ments of a coronary artery.

Interobserver variability of the
interluminal space
The ICC was 0.77 (P, 0.001) for single measurements per-

formed by the two observers (n= 144 in 25 patients). This indi-

cates good reproducibility of the method to measure the ILS.

The Bland–Altman plot (see Supplementary material online,

Figure S2) visually confirms that the limits of agreement are ac-

ceptable, especially for the smaller ILS measurements. At larger

ILS measurements .1 mm, the difference between observers

increases.

Figure 2 (A) At 2 mm from the ostium, the mean interluminal space was significantly smaller than at the distal end of the intramural segment. (B)
At 2 mm from the ostium, the median anteroposterior–transverse diameter ratio was significantly smaller than at the distal end of the intramural
segment. These results indicate that the interluminal space and anteroposterior–transverse diameter ratio can be used as variables to differentiate
between intramural and extramural segments of a coronary artery.
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Receiver operator characteristic analysis
Receiver operator characteristic analysis showed an area under the
curve of 0.978 (P, 0.001), indicating that the ILS is an excellent pre-
dictor for the detection of an intramural course (Figure 3). At an ILS
value of 0.95 mm, the Youden index was optimal at 0.84 with a sen-
sitivity of 100% and specificity of 84% for the diagnosis of an intra-
mural segment (coordinates of the curve can be found in
Supplementary material online, Table S2).

Discussion
Key findings in this study are (i) an ILS of,0.95 mm on CTA is indi-
cative of an intramural segment with a sensitivity of 100% and speci-
ficity of 84%, (ii) in patients with an intramural segment, the ILS was
significantly smaller at 2 mm from the ostium than at the end of the
intramural segment, and (iii) the method to measure the ILS is repro-
ducible as illustrated by an ICC of 0.77 for interobserver agreement.

Previous studies evaluating methods to determine the presence of
an intramural segment of an interarterial ACAOS on CT scan used
morphological vessel characteristics, such as the degree of proximal
narrowing, presence of a slit-like ostium, acute angle take-off, or peri-
coronary fat to extrapolate the presence of an intramural
course.6,10–16We introduce a new parameter that directly measures
the interarterial area, which was designated as the interluminal space,
abbreviated as ILS. This is the distance between the aorta and coron-
ary artery lumina (as shown in Figure 1B). From a histological point of
view, the area represented by the ILS is expected to contain either
the shared media of the aortic and coronary vessel wall (in case of
an intramural course) or (in case of a non-intramural course) also
an additional layer of adventitia. To our knowledge, we are the first

to quantify the distance between the aortic and coronary arterial lu-
mina on CTA and report a significant difference between the prox-
imal start and the distal end of the intramural segment of the
interarterial ACAOS. Other indications of an intramural course,
such as an elliptical vessel shape, slit-like ostium morphology, and
acute angle take-off,6,10–13 were found to be associated with an intra-
mural course in this study as well (Table 1).
The amount of proximal narrowing as related to an intramural

course has been previously described by Miller et al.12 On CTA, it
was shown that a ratio of .1.3 in vessel height/width (APTD ratio
equivalent of 0.77) of the proximal part of the anomalous vessel is
indicative of an intramural course, when compared with surgical find-
ings in the same patients. Our findings confirm this with an even smal-
ler mean APTD ratio of 0.64 along the entire intramural segment.
We prefer the use of the APTD ratio above the height/width ratio
because the Texas Children’s Hospital adhered clear ostium morph-
ology classifications to these different ratios19 and the method extra-
polates, as previously mentioned, to the entire vessel’s length beyond
the ostium. In their study, Miller et al.12 do not clarify at what point from
the ostium the proximal narrowing was assessed and whether it was
measured at one location or multiple locations and at the same distance
from the ostium for each patient. Also, a method to assess the length of
the intramural segmentwas not described. In the current study, we con-
sistently measured all coronary arteries at the same distance from the
ostium along the intramural segment and could define criteria, not
only to assess the presence of an intramural course, but also to deter-
mine the probable end of the intramural course, thus providing informa-
tion on the length of the actual intramural segment.
Another method to assess the presence and length of an intramural

segment is the evaluation of the presence of peri-coronary fat.15 In their
study, Krishnamurthy et al. found a sensitivity of 96% and a specificity of
94.7% when averaging the results of their analysts. The ICC for deter-
mination of the intramural length using the peri-coronary fat ranged
from 0.67 to 0.84 (average 0.74). These results indicate that peri-
coronary fat is a good predictor of interarterial ACAOS intramurality.
Though the ILS has a lower specificity, the sensitivity and ICC are higher.
These results suggest that the risk of missing a diagnosis is lower and
using the ILS might be easier for less experienced physicians.
An intramural course is histologically defined by a shared tunica

media (without interposing adventitia) of the aorta and the coronary
artery (Figure 4). We have used the ILS to determine the thickness of
the space between the aortic and ACAOS lumina, in order to asso-
ciate this with the presence of an intramural coronary artery seg-
ment. Of note, Angelini and Flamm23 and Angelini24 state that
measuring the distance between the aorta and ACAOS cannot be
adequately done on CTA due to limited spatial resolution.
However, CTA quality has much improved over the last 14 years
and is expected to improve even further in the future, expanding
the possibilities for coronary artery assessment.25 Marano et al.13

did not measure the ILS because they argued that the spatial reso-
lution was insufficient to visualize the shared tunica media. We agree
that differentiation between layers is not possible with contempor-
ary CTA quality. However, using the ILS, it is not necessary to visu-
alize the different layers, as ROC analysis showed that the ILS is an
excellent predictor of an intramural course based on the area under
the curve. If the different vessel layers need to be evaluated, intravas-
cular ultrasound has a better spatial resolution than CTA.24

Figure 3 Receiver operator characteristic curve showing an area
under the curve of 0.978 (P, 0.001), indicating that the interlum-
inal space is an excellent predictor of intramurality of the anomal-
ous coronary artery origination from the opposite sinus. At
0.95 mm, the sensitivity was 100% and specificity 84% for the diag-
nosis of an intramural segment.
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However, also on intravascular ultrasound, in our experience, the
layers between the aortic and coronary artery are not easily recog-
nizable in each patient. It is also not possible to evaluate the full area
between the coronary artery lumen and aortic lumen along the intra-
mural segment to assess the interposing layers and distance with
intravascular ultrasound.26 In the majority of the included patients
in our study, a CTA slice thickness of 0.5 mm was used, with a max-
imum of 1 mm (one patient). It was possible to assess the ILS on
these scans as demonstrated in the current study. On CTA imaging
with larger slice thickness, we agree with Angelini24 and Marano
et al.13 that the spatial resolution is not adequate for this measure-
ment. CTA imaging can be expected to improve over the years re-
garding spatial resolution, rendering it possible that in the future
visualization of the different vessel layers will be feasible. For now,
using the ILS, we have shown that this is a reliable tool to distinguish
between an intramural and non-intramural course of an interarterial
ACAOS on CTAwithout the necessity of distinguishing vessel layers.
Prognostically, it is more important not to miss the diagnosis of an
intramural segment than it is to further examine a patient with a false
positive diagnosis based on the measured ILS. Based on the Youden
index and a sensitivity of 100% and specificity of 84%, the cut-off va-
lue of 0.95 mm was determined for the diagnosis of an intramural
segment. This cut-off value can be further appreciated when compar-
ing it to the native aortic wall thickness. The native ascending aortic
wall has a median thickness of 1.46 mm for females and 1.56 mm for
males in the general population based on magnetic resonance im-
aging data.27 Because in the case of an intramural course, the aortic
wall shares its tunica media with the ACAOS and lacks an adventitial
layer, it can be expected that the ILS is thinner than the native aortic
wall in patients with an intramural course.
An advantage of our method is the ease of application. In clinical

practice, it can be done with basic radiology multiplanar reconstruc-
tion experience. A methodical approach using 2 mm intervals start-
ing at the ostium as done in this study can be recommended, but is
not imperative. The interobserver agreement evaluation showed a
good ICC of 0.77, indicating that the method is reliably reproducible
between observers.With regard to future directions, the possibilities
of using machine learning and artificial intelligence to automate the
measurements might be worthwhile to explore.

Study limitations
The inclusion criteria of this study forestalled the creation of a control
group because the surgeon’s assessment of the presence of an intramural
segment was used as a gold standard for measurement of the ILS on
CTA. Unoperated patients do not necessarily lack an intramural course
and were thus not considered to be an appropriate control group.
In order to evaluate the potential of the ILS as a new parameter for

the assessment of an intramural course and determine a cut-off value
for its length, the preoperative CT scan was correlated to the mea-
surements performed during surgery. Due to this study design, the
ILS measurements could not be performed in a blinded fashion for
the surgical results and will require future prospective validation.
The accuracy of the ILS may be limited by the spatial resolution of the

CTA. In the current study, a spatial resolution of 0.5–1 mm slice thick-
ness of theCTAswas used for inclusion. Coronary arterymotion during
the CTA produces temporal and spatial blurring that can effectively

Figure 4 Haematoxylin and eosin staining of an intramural
anomalous coronary artery. (A and B) The anomalous coronary ar-
tery originating from the opposite sinus of Valsalva and aorta share
the tunica media. (C ) The beginning of an interposing adventitia
layer between the anomalous coronary artery originating from
the opposite sinus of Valsalva and aorta (arrows). In (D), the anom-
alous coronary artery originating from the opposite sinus of
Valsalva is entirely extramural (the arrows indicate the adventitial
layers of both vessels). Consent was obtained for anonymous use
of the tissues for research purposes. Courtesy of the
Department of Pathology LUMC.
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result in a lower spatial resolution than intended.18 Thus, it would be ad-
visable to use a slice thickness of 0.5 mm on CTA in all cases for the
evaluation of the ILS to obtain the most reliable results. In the current
study, CTAs were performed in the different referring hospitals follow-
ing local protocols; therefore, not all scans included in this study were
performed according to the same scanning protocol.

This study presents the ILS as a potentially useful and powerful
tool to diagnose an intramural course and to give an indication of
the length. However, it would be valuable to validate the ILS further
in a prospective study setting in a larger patient group, following the
same scanning protocol for each patient and in a blinded setting for
the surgical results during CTA evaluation. Preferably also including a
sufficiently large control group of patients surgically confirmed with-
out an intramural course. This is currently being undertaken with the
prospective MuSCAT study that started patient inclusion in 2021.28

Additionally, it would be worthwhile to use a combination of pre-
viously demonstrated methods6,10–16 and the ILS compared with the
surgical assessment to evaluate the presence and length of an intra-
mural segment. Moreover, this can be used to determine which
method or combination of methods provides the highest sensitivity
and specificity to diagnose an intramural course using CTA.

Conclusions
An intramural course is considered an important risk factor for sud-
den cardiac death; therefore, correct identification is essential for
further SCD risk stratification and consecutive management. Our re-
sults show that an ILS, 0.95 mm (sensitivity 100%, specificity 84%)
on CTA is indicative of an intramural segment.

Clinical implications
Because non-invasive imaging has preference over invasive imaging, es-
pecially in the early diagnostic stages, it is important to correctly identify
an intramural course and its length on CTA. The ILS presented in the
current study can support the diagnosis of an intramural course of an
interarterial ACAOS and is shown to be reliably applicable.
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