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Brief History



06

(\‘0

Unexpa c¢ted event happened
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* [VUS out %Qﬁlscuss strategy and tools preparation
- pressure low - guiding seems to deep >
mampwl%te the guiding = see the flow = flow |
good§9 sudden ecg changes (LBBB), chest pain |(; #)

éo%ee the flow &
e,o°?5redllate with 2.5 x 15 mm balloon mid LAD@to
\%@V\O distal LM - flow resumed o
* * Wiring LCX &
* Intracoronary tirofiban 10ml, contu@‘ued with
maintenance gv"

* Check ACT = 480 s c?



 Stenting & Bi)st Dilatation
* [VUS Evafuatlon
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Discussion
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* No dissection
by IVUS



Procedure
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Resume
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* A case of P(;f compllcated with acute left main
thrombosﬁs due to plagque rupture as most possible

. \\@)

cause. @‘“ &
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. We;s‘ﬁould look for all potential sources of the Q\QQ
ttﬁ'ombus &0
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& #Restore flow with balloon (or thrombus a§@|rat|on)

¢ in combination with intracoronary tlroflb%m may be
effective approach 4

* IVUS imaging can help us understa,ﬁd more what
happen to the patient and gwde?treatment
strategy. &
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Intracoronary macrothrombus formation duging percutaneous coronary intervention despite

optimal activated clotting time using bi\égilrudin--a case report.
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Abstract &
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The occurrenre nf intrarnranarv thrnmhl{@éllrinn nerrlitananiis eornnary intarvantinn (PCI is a well-known cnmnlicatinn 1t has hean

estimated t Am J Ther. 2014 Ju|-Aug;21(4)@$’?Bo-5_ doi: 10.1097/MJT.0b0136318249a0b8.

?Sl;t:)'fg;e Extensive fata<l<’-|bntracoronary thrombosis during percutaneous coronary intervention with
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therapies s sharma s?, Pﬁl S, Behl A, Singh S, Sandhu R, Bhambi N, Sharma R, Bhambi B.
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@%e authors describe 2 cases of extensive intracoronary thrombus formation leading to acute closure of the left m 'uﬁ\vhere bivalirudin

PMID: 163¢00" (Angiomax) was used as the anticoagulant during percutaneous coronary intervention leading to mortality. Both §8ses had similarity in the

[IrWdexgﬂ%r N cascade of complications of coronary dissection leading to slow flow and prolonged procedure time with com,&)ﬁ%mise of antegrade flow in the

©‘?‘ coronary artery and a final catastrophic development of extensive intracoronary thrombosis extending into,?l’% left main and nonintervened

Q'\Cb vessel (left anterior descending or circumflex) followed by ventricular fibrillation and death. Bivalirudin reversible anticoagulant
pharmacodynamics because the bivalirudin molecule is cleaved by the thrombin molecule. In situag&ls when the antegrade flow is
compromised, delivery of fresh circulating bivalirudin to replenish the catalysis of bivalirudin by &mbin is diminished, allowing thrombin
activity to regenerate, thereby creating a prothrombotic milieu in these coronary segments. '(kr@ can lead to extensive intracoronary thrombus
formation in situations of slow flow precipitated by coronary dissection and prolonged dw%lﬁime with intracoronary hardware (wires, balloons,
and stents). Interventionalists should be aware of the potential risk of this fatal complisl/@tf\lon and should be proactive in recognizing the
scenarios where this is likely to occur. In such anticipated circumstances, the inter\éeﬁtionalist may judiciously switch the anticoagulant to
heparin and/or use additional glycoprotein lIb/llla inhibitor because freshly formg@mtracoronary thrombus is susceptible to lysis by

glycoprotein llb/llla inhibitors. &O
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