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Initial D]Qaénosis:
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e Mr. X-29 years old,ﬁﬁysmlan by profession

* Hypertensive, Sﬁ‘ong family history of IHD N
* NSTMI v\\«“f &
* ECG shoW”s Td in V1-Ve. &

a’o

. Echoﬁeveals no regional wall motion abnormality \w%h LVEF -60%.
- CAG was done three weeks after the NSTMI. f"’é
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ASC"' RCA : Non dominant and o{\\,@&

normal. R

LAD¥???.
LEX : Dominant & no significant stenosis.
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ACT Three days later PCl wag done in an another center--------
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Patient developed cardiac arrest ©

&
during PCl and revert by CPR 3%QO x 36 mm DES was deployed .
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After stenting : Failed to engaged the left mai%@ae to stent over hanging in the Aorta.
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 Check CAG was done @Q

AECT * After 6 months patient developed effort angina (CCS-Il1).

KO

Severe ISR in LMCA, Significant stenosis in LCX origin, S;;@nt over-hang in Aorta
CABG was done 10 days later. ;v°

* Grafts were- &
e LIMA to LAD. v\"
* Sequential SVG to diagonal and OM branch @



After 14 months-
Ascr « Patient again developed chest pain ar@"’dlagnosed as NSTMI with LVF,

« Patient was hospitalized and LVF w?as controlled.

« Again check CAG was done

N
« LMCA (significant ISR) & LAD (100% ISR). > _ _ .
_ _ _ _ . LIMAtga@EAD severe stenosis at the distal anastomotic site.
* Dominant LCX with 90% ostial stenosis. * SVG4® OM & Diagonal: Severe stenosis in proximal as

w&ﬁ’ as distal also.
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So, planned for Re-PCl ;

ACTr

* Plan -
* Fixing the LMCA & ostial LE:
* Opening up of the LAD @‘?O

§®

Wiring of the LCX. Pre-dilatation of LMCA with ostial k@’x 3.5 x 09 mm NC balloon at 20 ATM.
Pre-dilatation of LMCA: 4.0 x 09@5ﬁm NC balloon at 18 ATM.
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A!‘ T: LAD was wired with CTO wire (Pilot 50) @0 ¢
O

supported by micro catheter. &8

O
\(
. : Wtrast given through
After pre-dilatation %9 : .. :
. o . Mid LAD dilatation with small
Pre-dilatation in ISR with 3.0 x 12 mm NC balloon. - Picro catheter- Distal LAD
e-dilatatio th 3.0 C balloo Check anglographyg@ well visualized. size balloon at low pressure.
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IVUS done



S
Stenting of LMCA to LCX LAD Wasg\g§-W|red Aggressive instent balloon
with 4.5mm x 22 mm DES & dilatation done with NC balloon
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Final kissing done with 3.5 x 25 mm DEB O -
in LAD & 4.5 x 08 mm in LMCA to LCX IVUS gaéne from Left main to LCX.
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Take home rr;eQ§sage:

.00

* Any PCl or CABG is rwt free from life threatening complications.

* Before doing an QStIa| LMCA & proximal LAD in a left dominant gase
the pros and cghs should be carefully assessed. ®

* For the prqper assessment of lesion severity in ostial Left gﬁam &
prOX|maI£AD ----------- IVUS & FFR can be of immense va;me

. Propeﬁsmng of stent is mandatory. &

g

. Stefit should be properly placed to avoid over ha@glng in the aorta.

* Infact overhanging led to great difficulty in catlaeter engagement
during check CAG & redo PCI. S

Y

A chain reaction of coronary events ---goz@E"ndIess nightmares!
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NHFH Cathlab team
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