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• 64 y/o male

• Risk factor: HTN, Hyperli
pidemia, smoker

• TTE:

- LVEF:62%
• Indication of PCI: acute 

posterior wall STEMI, Kil
lip 1 without RV infarctio
n

• Creatinine: 0.81 mg/dL

Basic data



Primary PCI



Puncture site: R’t radial artery
Diagnostic catheter: 
• LCA: 6F Kimny
• RCA: 6Fr AL1
Guiding catheter:
• 6F Kimny

Guidewire: 0.014” Runthrough NS
Pre-dilatation: Compliance balloon 2.0 x 20 
mm → 3.5 x 20 mm (14 atm)

Stent: DES 4.0 x 26 mm
Post-dilatation: NC balloon 4.0 x 15mm 
(14 atm)
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LCx TIMI 2 flow → Pulseless VT s/p CPCR with cardioversion

➢ IABP 
Medication: 
• Amiodarone, Epinephrine
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RCA angiography → Bradycardia

➢ TPM
Medication: 
• Atropine



2 days later…



Stage PCI to LAD

• Puncture site: R’t radial artery

• Guiding catheter: 6F Kimny



• Double wire distal reentry 
using non-hydrophilic 
guidewire



Hemodynamic unstable
→ Moderate pericardial effusion with 

tamponade sign
→ Pericardiocentesis with pigtail 

drainage (200ml)
→ stabilized

Guidewire: 
• 0.014” Runthrough NS to distal LCx
• 0.014” Runthrough NS to distal LAD

IVUS

Manually from p-LAD to LM ostial  



DES 3.0 x 38mm 
at p-m-LAD

DES 4.0 x 22mm 
at LM to p-LAD

DES 5.0 x 12mm 
at os-LM



Final angiogram 

• CONTRAST: 180 ML

• PROCEDURE TIME: 72 MINS

• FLUOROSCOPY TIME: 26 MINS

• FRONTAL: 3111 MGY | LATERAL : 1474 MGY

• FINAL AORTIC BP: 114/67



2 hours after transferring to CCU

Chest tube amount 
(ml/day): 1500 → 450 
→ 350(c/s cvs) →
380 → 230 → 50 
(removed at 6th day)



5 days later 14 days later

• 2nd day after dissection: IABP removed
• 6th day after dissection: chest tube removed
• 9th day after dissection: Extubation
• 20th day : discharge uneventful



Discussion Points

• What is fact?

• Outcome of double wire distal reentry technique

• Catheter-induced aorto-ostial IMH progressed to 
massive hemothorax and unstable vital sign. Surgery 
or wait and see?



• IATROGENIC AORTIC DISSECTIONS 

OCCURRED DURING INTERVENTIONS TO 

THE RCA IN 66 PATIENTS (76.7%), THE LAD 

IN 10 (11.6%), THE LCX IN 6 (7%), THE 

LMCA IN 3 (3.6%)

• 54% OF CASES WAS ASSOCIATED WITH 

CATHETER TRAUMA

• OVERALL MORTALITY RATE WAS 7.1%



• Eighteen of the 23 occurrences involved sizes larger than 6F (8F=6 and 
7F=12), and the remaining 5 occurred in association with the 6F size.

• The catheter types reported most often as causes of dissection were the 
Amplatz left (in 11 cases) and the JR (in 9).

• Stenting as sole treatment for aortic dissection was performed in 46 pati
ents (53.5%).

• Dunning and colleagues proposed surgical intervention if a dissection ex
tended more than 4 cm into the ascending aorta. However, patients 
whose dissections extended even to the aortic arch have been successf
ully treated conservatively, or nonsurgically by means of stenting.



Utilization of a Double-Wire Technique to Treat Long Extended Spiral Dissection of the Right Coronary Artery

Int Heart J January 2005





Baseline characteristics and presentation of acute aortic 
syndrome patients

European Heart Journal (2019) 40, 2727–2736
oi:10.1093/eurheartj/ehz153



In-hospital mortality (A) and long-term outcomes (B) ac
cording to location and disease entity of acute aortic sy

ndrome.



66.4% 33.6%

38.9% 27.3% 13.6% 20%

83.3%

24.3% 
timed surgery



Take Home Message

• Prevent complication by gently injection test and coaxial engagement

• Multiple wire distal reentry is an old fashion but effective strategy

• IVUS examination is important

• Catheter-induced aorto-ostial intramural hematoma with contrast exte
nds > 40 mm up the aortic wall and even with hemothorax can be tre
ated by stenting and conservative treatment.


