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• 37 years old man 

• Underlying disease: Gout, RA, ESRD on dialysis, CAD 

• Present with angina off and on for 2 day 

• Physical examination 

• BP 124/85 mmHg, PR 100 bpm, RR 18/min 

• CVS : Normal S1,S2, no S3, no murmur 

• RS : Normal breath sound, no adventitious sound 

 

 



Previous history of PCI 8 months prior 

• CAG 4/2/2016 

– Right dominant 

– 50% stenosis distal LM, 90% stenosis of ostial LAD, 100% stenosis of 
proximal to mid LAD 

– 40% stenosis of mid RCA 

• PCI 

– PCI with 3 DES(sirolimus DES) at LAD to distal LM(2.25x24 mm at mid 
LAD, 2.79x19 mm at proximal LAD, 3.5x13 mm at proximal LAD to 
mid LM) 



First CAG LCA before intervention 



Final CAG  



Final CAG 

Proximal edge of LM-LAD DES (3.5x13mm) 

Distal edge of LAD DES (2.25x24mm, 2.75x19mm) 



• ECG : as shown 

• TTE : Normal LV systolic function; LVEF 55%, no RWMAs, 
Diastolic dysfunction grade 1 

• Cardiac enzyme rising 

• Dx : NSTEACS 



ECG 



Current medication 

• ASA 81 mg/d 

• Clopidogrel 75 mg/d 

• Rosuvastatin 40 mg/d  

• Enalapril 5 mg/d 

• Carverdilol 6.25 mg/d 



THIS ADMISSION CAG 



RCA 



LCA 



LCA 



HOW DID I TREAT? 



What should we concern first? 

• Possible lesion that we will encounter with… 

– New lesion at either LCX or RCA 

– ISR of LM 

– ISR of LAD 

• Access site  

– Femoral route 

– Radial route 

– Ulnar route 

 

 

Culprit lesion from ECG and CAG -> LM-LAD  



Access site  

TFA TRI TUI 

Access site bleeding risk Highest Lowest Lower 

Large bore catheter Suitable Limitation May be limitation 

Spasm  None More Less 

In this case, we make decision to proceed with TUI 
7 Fr Glidesheath Slender, 7 Fr EBU 3.5 guiding catheter 

Add on benefit of TUI : Safe radial a. for dialysis route 





Wiring to LAD and LCX 

• Plan :  

– Check IVUS at focal ISR at mid LAD 

– If Type I focal -> POBA  

– LM lesion check IVUS for expansion 
of previous stent 

 

– Add DES to LM and TAP at LCX(Due 
to plaque progression at LCX) 

– Final KBI at LM-LAD-LCX 

 

 



IVUS 
LM : Sirolimus biodegradable DES 3.5x13 mm 

Post dilated c NC 4.0x8 mm at 22 atm 

LAD : 2.75x19 mm(Post dilated c  
Balloon stent 16 atm) 
          2.25x24 mm 



Distribution of Morphological Patterns of 
Restenosis After BMS & DES 
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POBA to ISR LAD 
ADD another DES to LM  
TAP at ostial LCX lesion  



DES or DEB better than BA 

DES similar to DEB 



POBA to ISR LAD 

ADD another DES to LM  
TAP at ostial LCX lesion  



POBA LAD and LCX 

NC balloon 2.5x15 mm at 18-20 atm 



Stent LCX 

Anchoring with balloon inflate at LAD 

Everolimus DES 2.75x20mm at 12 atm 



Stent ostial LCX T stent 

 
Anchoring balloon at LCX assists Guidezilla inserted 

Everolimus DES 3.0x28 mm at 12-16 atm 



Add DES at ostial-body LM 

Predilated with scoring balloon 3.0x13 mm at 18-20 atm/ Everolimus DES 3.5x16 mm at 11 atm 



Final kissing LM-LAD-LCX, POT LM 

FKS LAD: NC balloon 4.0x15 mm, LCX: NC balloon 3.0x12 mm/ POT LM : NC balloon 4.0x15 mm at 18 atm  



Final angiogram 



Procedure 

• Total contrast 170 ml 

• Total procedure time 140 minutes 

• Flu time 40 minutes 

• DAP 101535 mGy cm2 

 



• Clinical follow up at 6 months 

• Patient did not develop either new chest pain or DOE. 

• Medications 

– ASA 81 mg/d 

– Clopidogrel 75 mg/d 

– Rosuvastatin 40 mg/d  

– Enalapril 5 mg/d 

– Carverdilol 6.25 mg/d 

 



Point of learning 

• In DES treatment failure, the pattern of restenosis is more often focal 

• Treatment 

• DM, smaller vessel size, long stenting, and small post-MLD are still 
significant predictors for ISR in DES era. 
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Thank you 

Thammasat heart center 


