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I OLGU SUNUMU CASE REPORT DOI: 10.5336/cardiosci.2020-73421

Acute Total LMCA Occlusion and Successful TAP Stenting:
Which Strategy Should We Follow in STEMI?

Akut Total LMCA Tikaniklig1 ve Basarili TAP Stentleme:
STEMI’da Hangi Stratejiyi Izlemeliyiz?
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ABSTRACT The incidence of acute total left main coronary artery ~OZET Akut total sol ana koroner arter (LMCA) okliizyon insidansi
(LMCA) occlusion cannot be fully determined precisely, given that  hastalarin ogunun hastaneye gelmeden 6nce 6lmesi sebebiyle tam ola-
most of patients die unfortunately before hospital arrival. This patient — rak belirlenememektedir. Bu hasta grubuna nadiren rastlanir, ancak
group is rarely encountered but mortality is very high due to endan-  genis bir miyokard alaninin tehlikeye girmesi kardiyojenik sok ve
gered a large area of myocardium and increases the risk of cardio-  6liimciil aritmi riskini artirarak mortaliteyi yiikseltir. Biz 40 yasinda,
genic shock and lethal arrhythmia quickly. We report a case of a  akut anterolateral miyokard infarktiisii ile acil servise bagvuran ve TAP
40-year-old woman presented with acute anterolateral myocardial in-  teknigi ile basarili perkiitan koroner girisim (PKG) yapilan olguyu su-
farction and was managed successful with percutaneous intervention  nuyoruz. Mevcut kilavuzlara gore ciddi LMCA hastaliginda koroner
with TAP (T-stenting And small Protrusion) technique stenting. Ac-  arter bypass greft (KABG) oncelikli olarak tercih edilen tedavi yonte-
cording to current guidelines in LMCA disease, coronary artery by-  midir, ancak hemodinamik agidan instabil olan acil vakalarda PKG
pass graft (CABG) is preferred, but percutaneous coronary hayat kurtarici tedavidir. Ote yandan, LMCA total tikanikligindan ge-
intervention (PCI) is life-saving treatment strategy in emergencies for  lisen STEMI tedavisi i¢in spesifik bir tavsiye verilmemistir. Ayrica bu
hemodynamic instability patient. On the other hand, there is no spe-  konuda randomize bir ¢alisma olmadigi igin optimal revaskiilarizasyon
cific recommendations given concerning treatment for STEMI due to  stratejisi hala belirsizdir. Primer anjiyoplasti ve stentleme, acil KABG,
LMCA and optimal revascularitazion strategy is still uncertain be-  primer anjiyoplasti ardindan acil KABG alternatif tedavi yontemleridir.
cause of absence of a randomized trial. Alternative treatments are;

primary angioplasty-stenting, emergency CABG, primary angioplasty

followed by emergency CABG.
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The incidence of acute total left main coronary report a case of a 40-year-old woman who was pre-
artery (LMCA) occlusion cannot be determined ex- sented with acute anterolateral myocardial infarction
actly because most of patients die before hospital ar- and managed successfully with percutaneous inter-
rival.! This patient group is rarely encountered but vention with TAP (T-stenting And small Protrusion)
mortality is very high due to being complicated by technique stenting.
cardiogenic shock and lethal arrhythmia quickly.? We
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I CASE REPORT

A 40-year-old woman presented to emergency de-
partment with chest pain, dyspnoea and cold sweat-
ing, state of consciousness was observed lethargic.
ECG showed ST segment elevation in anterolateral
(V2-V6-DI-aVL) leads (Figure 1A). Transthoracic
echocardiogram showed very low ejection fraction
25% (Simpson) accompanied by left ventricular api-
cal and anterolateral wall hypokinesia. Blood pres-
sure was 60/30 mmHg, pulse 120 /min, O2 saturation
68% without any support. The patient was intubated;
started fluids and inotropic agents immediately, first
antithrombotic and anticoagulant treatments were
given at emergency department. The patient was im-
mediately taken to the catheter lab and coronary an-
giography was performed via right femoral artery.
The left coronary ostium was selectively engaged
with a 7 Fr JL4 guiding catheter and cine showed us
that left main coronary artery (LMCA) was totally
occluded proximally (Figure 1B; Video 1). Immedi-
ately 0.014 floppy guidewires were advanced both
left anterior descending (LAD) and circumflex (CFX)

artery. From LAD to LMCA multiple percutaneous
transluminal coronary angioplasty (PTCA) was per-
formed with 2.0x20 mm semi-compliant (SC) bal-
loon and TIMI (Thrombolysis In Myocardial
Infarction) 2 flow was achieved (Figure 1C, 1D).
Then PTCA was performed in CFX proximal with
2.0x20 mm SC balloon but no TIMI flow was provi-
ded. Kissing balloon was performed with 2.0x20 mm
1.5%20 mm SC balloons from LMCA to CFX and
LAD (Figure 1E). After kissing balloon cine showed
us that LAD flow was TIMI 2 but still CFX flow was
TIMI 0 (Figure 1F). We had to implant a 3.5x18 mm
Zotarolimus-Eluting Stent (DES) from LMCA to
LAD due to the cardiogenic shock and ventricular
fibrillation (Figure 2A). After stent implantation
LAD flow was TIMI 3 (Figure 2B). Then we rewired
CFX through stent struts with hi torque pilot 150 wire
because of we could not rewire with 0.014 inch
floppy guidewire. First, we performed PTCA with
2.5%x20 mm SC balloon and we adjusted stents’ prox-
imal location with minimal protrusion to LMCA then
we implanted a 2.75x22 mm mm Zotarolimus-Elu-
ting Stent (DES) with TAP technique at CFX prox-
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FIGURE 1: A) ECG showed ST segment elevation in anterolateral (V2-V6-DI-aVL) leads. B) Cine showed left main coronary artery (LMCA) was totally occlu-
ded proximally. C) PTCA was performed with 2.0x20 mm Invader balloon from LAD to LMCA. D) TIMI 2 flow was achieved in LAD. E) Kissing balloon was per-
formed with 2.0x20 mm 1.5x20 mm balloons. F) After kissing balloon, LAD flow was TIMI 2 but CFX flow was TIMI 0.
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imal (Figure 2C, 2D). After stenting, kissing balloon
was performed with 3.0x15 and 2.5x12 NC balloons
and the last cine was excellent (Figure 2E, 2F; Video
2). We could not perform proximal optimisation tech-
nique (POT) to main vessel’s proximal because
LMCA was very short. But we oversized to ostium
with main vessel’s balloon. We inserted the intra-aor-
tic balloon pump to the patient and the patient was
monitored in coronary care unit. One day later, the
patient was extubated and hemodynamic state was
stable. In her first month follow-up; control angiog-
raphy was very good (Figure 3A, 3B; Video 3). In-
formed consent was taken from the patient.

I DISCUSSION

STEMI clinical cases due to the acute LMCA
occlusion are very rare but unfortunately it often ends
fatally.® There is limited data regarding this group in
literature for percutaneous intervention (PCI) and
most of patients have been case series."** Mortality
rate of this clinical presentation is very high despite
advancement reperfusion treatments.' This clinical

entity is known as left main shock syndrome.’
According to current guidelines in LMCA disease
coronary artery bypass graft is (CABG) is preferred,
PCI is performed usually feasible anatomy and low
SNYTAX score.®” However no specific recom-
mendations are given concerning treatment for
STEMI due to LMCA occlusion and optimal
revascularization strategy is still uncertain due to
absence of a randomized trial. Alternative treatments
are; primary angioplasty-stenting, emergency CABG,
primary angioplasty plus then emergency CABG.
PCI has advantage rapid reperfusion with acceptable
short and long term outcomes.? Primary angioplasty
can be used as a bridge to CABG. Grundeken et al.
reported a staged hybrid approach of initial
revascularization that hemodynamic stabilization of
patient in cath. lab with angioplasty and after providing
TIMI 2-3 flow, performed same day CABG.? But in
the drug eluting stent era with lower stent restenosis
and target vessel revascularization, primary stenting
especially in those whom cardiogenic shock, TIMI 0
flow and high surgical risk is very important.?
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FIGURE 2: A) We implanted a 3.5x18 mm Resolute Integrity (Medtronic) drug eluting stent (DES) from LMCA to LAD. B) After stent implantation LAD flow was
TIMI 3. C) We performed PTCA with 2.5x20 mm balloon at CFX proximal. D) We implanted a 2.75x22 mm mm Resolute Integrity DES with TAP technique at
CFX proximal. E) Kissing balloon was performed with 3.0x15 and 2.5x12 NC balloons. F) Last cine was excellent.
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FIGURE 3: A) In first month follow-up control angiography was very good on spider view. B) Control angiography was very good on RAO caudal view.

Delays to reperfusion with CABG which may
take an hour or longer to establish cardiopulmonary
bypass can be catastrophic in this situation.
Additionally surgeons commonly use the saphenous
vein graft rather than LIMA to anastomose LAD in
emergency patients. So in long term outcome,
primary stenting with DES may be more superior
than CABG. Our patient was in cardiogenic shock
and had TIMI 0 flow so after primer angioplasty we
implanted bifurcation stents quickly with TAP
technique. We did not try thrombus aspiration in our
case because routine thrombus aspiration is no longer
recommended in the last guidelines, since it increases
the risk of long-term stroke.®’ In the “2018 ESC/
EACTS Guidelines on myocardial revascularitazion”,
double kissing crush technique is now recommended
for true left main coronary bifurcation lesions.®
However, our patient was in the cardiogenic shock
clinic and CFX flow could not be achieved despite
successful balloon angioplasty, these reasons caused
us to choose the strategy to relieve the patient by
providing the LAD flow first. Pappalardo et al.
reported most of bifurcation lesions treated with
provisional techniques, only %8 of cases treated with
bifurcation stenting and T-stenting was performed
only 1 patient.> Additionally Saed et al. reported
intraaortic balloon pump is necessary to provide
hemodynamical stabilization and we inserted to our
patient TABP at the beginning of procedure.” Without
randomize trial, to say that recommendation PCI or
CABG first is difficult but we believe that in the DES
era physicians should be perform PCI as a first line
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treatment especially in hemodynamically unstable
patients. The optimal revascularization technique
(PCI or Surgery) for patients with acute total
occlusion of the LMCA is still unknown. First of all,
rapid revascularization is very important and PCI is
more rapid and practical than emergency surgery. It
is our opinion that rapid reperfusion advantage and
considering long term DES outcomes of PCI rather
than saphenous vein grafts, catastrophic effect of
delay surgery; PCI should be performed as first line
therapy especially in experienced centers.
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