Treatmént of secondary cause of hypertens@n with
@é’theter intervention in a case with c@mplex

coronary artery dlsease o
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Hypertension
Dyslipidaemia e
Chronic kidney disease stage 3 @

History of CVA with right hemgp“are&s
(ADL independent) &
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= History of acute pulmonary oedema secondary to

hypertensmg emergency
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= He Wa;s*%also treated for NSTEMI
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e Coronary angiogr@ﬁé\ showed 3 vessels and distal LM disease
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* Referred fgf CABG but declined due to resistant
1yperteﬁ5|on (SBP > 200 mmHg despite on 7 antgo
1ype,4°fen5|ve medications) &
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‘§uspected renal artery stenosis due to Ewesence of
q)@
s abdominal bruit &



 CTA - complete tQtaI occlusion of
abdominal aorlaa below superior
mesenterlcartery with collaterals to
both extﬁmal iliac arteries
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» Refused by vascular surgeon for
bilateral aorto-iliac bypass




PTA Aorto-lliac
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* Proceeded W|tt,}@PTA hoping that this
might help L@ obrmg down his blood
pressure@e
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e 3 apterial access:
-left brachial artery 6F sheath
-right femoral artery 6F sheath
-left femoral artery 6F sheath




* Attempted to, @‘?oss with
antegrade aﬁproach Terumo stiff
wire W|t1:¢)R 3.5 6F support
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* fals& lumen
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PTA Aorto-lliac (cont L
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* Changed to retrqgrade approach &
via right femorcﬁl access and crossed
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- Cgmo?nand 0.014 wire &
©\?§O '?@
*- Subintimal Arterial Flossing
with Antegrade-Retrograde &

Intervention (SAFARI) technique o



* Predilated with 4. Q/%Omm
then 5. O/20mmj€hen
7.0/60mm baﬂoons
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* Wire externallzed to right
fe m@‘*’ral artery




* Stented with DES
7.0/60, 7. O@SOmm and
/. O/GOmQEﬁ
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. Posf%lilated with
7.0/60mm balloon




PTA Aorto-lliac (cont. ) \Oo
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e Good flow in rlght
femoral artery@
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* BP 150/%@ mmHg right
after tsﬁe procedure

* Developed contrast
induced nephropathy but
improved without dialysis




.&"’6‘
N
o
R
<
.009’4
c}}
«06\)
&@Q
.
<
@%@é
&
‘b'vx\ﬁ\
(]/0'\
9
& * Failed to cross into left
O . .
& common iliac artery
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* Developed NSTEMfI’ |n the ward
* ECG showed a@ferlor ischaemia with raised cardiac enyzmes
* Repeat ech&cardlography EF dropped from 53% toé’%%

. Dlscussgﬂ with patient and agreed for high risk PQT to
LIVI/L,«A‘D/LCX and medical therapy to PL branch of RCA.
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PCI to LCx
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RRA approach §®E°§heath, EBU 3.5 6F
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Runthrou@ghvfloppy wire to LCx
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PregﬁEted with 2.5/15mm balloon
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Stented with DES 3.0/18mm

Postdilated with NC balloon
3.0/12mm 8




PCl to LM - LAD &

* Provisional single steﬁt technlque

* Predilated W|th<"-l\|C 3.0/12mm then
NSE cuttm%balloon 3.5/13mm

. UnabLe to deliver long DES

3. 5ﬁl6mm due to calcified and
tortuous proximal LAD

 Decided to use 2 shorter stents
instead, DES 3.5/18mm and
3.5/26mm
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PCl to LM - LAD

* Postdilated wigtﬁ(lc
4.0/8mm balon
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* TIMI Ilifiow

©
&
N

. IVGS showed stents
well apposed







Qﬁtcome
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* BP was&better controlled and antlhypertenswe

medﬁfatlons were reduced from 7 to 4.
se He was angina free and discharged WQH after 3 days
post angioplasty 5



. Successf@l treatment of resistant hypertension ttwough
catheﬁer intervention
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. Perlpheral intervention was important mc‘c’)rder to bring
down the blood pressure prior to cor@@hary intervention



gegrning Points (2)
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. Correctly L&ofentlfymg the clinical features was cruuaql to
direct t@r relevant investigations and revasculau@atlon
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%Fbod pressure control was essential to reﬁhce the risk of
v haemorrhaglc stroke during angloplasty@
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