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COMPLEXE REVASCULARISATION, TEHNIQUE AND IMAGING... UNEXPECTED RESULT
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Rational: In a high risk NSTEMI revascularization possibilities and case management may 
differ widely between different operators. Ostial lesion may often imply difficult teqniques 
and the ,, keep it simple’’ motto may be difficult to apply. Multimodality imaging and 
hemodinamic assessment plays a cornerstone role in the management of such patients.

Technical resolution: What is the best management of a severe ostial lesión of circumflex 
artery and moderate paraostial LAD lesión in a patient with NSTEMI and repetitive episodes 
of ventricular tachycardia? In this very case the operator chose what it seemed at that very 
moment the simplest tehnique in order to obtain hemodynamic and electrical stabilisation 
of the patient. It was decided from the begining of the procedure to perform provisional 
stenting from the left main to the circumlex artery, followed by opening of the stents cells 
towards the LAD and final POT in the left main and if needed implantation of a second stent 
in the LAD using either Cullote or TAP tehnique. The predilatation of tha ostial circumflex 
artery was difficult due to the severe recoil of the plaque and ,,watermelon seeding’’ 
requiring a longer balloon for stabilisation. A 3.5 x 23 mm DES at 16 atm was implanted 
from the left main to the circumflex artery, followed by POT in the left main with 4.5 NC 
balloon; gentle opening of the stent cells was performed in the ostial LAD ( 3 x 15 mm SC 
balloon at 12 atm)- we did not use a larger balloon in this setting according to the diameter 
of the LAD in order to avoid the destabilisation of the proximal LAD plaque. A final kissing 
balloon was performed, followed by final POT in the left main. IVUS evaluation showed good 
aposition and expansión of the stent in the left main and circumflex artery and satisfactory 
opening of stent cells towards the LAD. In a second procedure performed 1 week later 
we evaluated with FFR the LAD lesión with a 0.74 result. Also OCT performed in the LM, 
LAD and circumflex artery shows multiple stent struts ,,floating’’ in the LAD ostium and a 
severe lesión in the proximal LAD. We performed kissing balloon with 3.5 NC balloons left 
main- LAD, left main-Cx, followed by implantation of a stent in the ostial LAD ( TAP tehniqe), 
final kissing ballon. Final OCT evaluation with very good result but final FFR of 0.80 after 
excluding all false positive causes.

Clinical implications: After revascularisation, stabilisation from the hemodynamic and 
electrical point of view was obtained. In our case there are multiple factors with clinical 
implications mostly longterm: the type of bifurcation tehnique used and also the borderline 
final FFR.

Perspectives: In Medina 0-0-1 lesions ( with offlable reclassification to Medina 0-1-1 after 
FFR evaluation) there is no standardized management so multiple possible techniques can 
be performed. It is still debatable if a upfront 2 stents technique is indicated (preferably DK 
crush) or a ,,keep it simple’’ method should be pursued followed by a bailout second stent 
implantation in case of need.

  
 


