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Brief

e 70-year old rr;ﬁfe
* Post CAB@‘Status 10 years back (3 SVG grafts with

a smglemrlgm — 2 more SVG grafts were \@@é.
anaswmosed end to side to main graft and was
squplymg to LAD, OM and PDA) @@Q
OO@T\I ormal LVEF
o oo Currently, admitted with ACS, LVF and Qa°r&d|ogen|c
’ shock

e Stabilised initially and then takemup for CAG
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A!G'rCAG showed sev\gﬁé native TVD with one unsupportd LPLV
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The SVG grafts were cr/i\ti@%lly
occluded at the bifu&e‘%tion and
the common ostiLyﬁ



Management

A strategy of &"omplete revascularisation was chosen

* |ABP was epTaced &
* APA g«é%heter was also in place Q@&@Q@
. Pla‘h of LM to LCX and SVG graft bifurcation stenting wés
of)lanned &o&"\\o
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* DES 3.5 x 28 mm implantedfrom LM to LCx;
e Post dilated from 4.0 rﬁr\gﬁ balloon at high pressure
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* Guide: Multipurpose
* Wire BMW



Entry of wire in
branch via deflection
from balloon in main
branch

Pre-dilated both
branches



Mini Crush with 2.5
mm balloon
Another DES 3.0 x
23 from ostium to
main branch



Simultaneous
kissing
balloon inflation

Final result



< Learning points

e Bifurcation stt;éategles are used in the same way as they are
used in nal;we vessels

% Complefe revascularisation is the key to improve the &
prog@foss &

. Pﬁor treating such grafts through which large myocaﬁﬁlum
& Sis at jeopardy, we should try to fix any one natlve mssel as
-~ fast as possible o
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¥« JABP is must during such procedures &
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