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Left Main PCI in 

Acute Myocardial Infarction 



Acute left main occlusion occurs in 0.8% of STEMI 

 

ULMCA PCI in 
Myocardial Infarction 



 

ULMCA PCI in 
Myocardial Infarction 

68 y.o. male with chest pain, ST-elevation in V1-V6, shock on inotropes 



  

 

ULMCA PCI in 
Myocardial Infarction 

http://www3.interscience.wiley.com/journal/117934745/grouphome/home.html?CRETRY=1&SRETRY=0
http://www.scai.org/default.aspx


Overall Survival 

 

ULMCA PCI in 
Myocardial Infarction 

N=62 

Cardiogenic shock 24% 

All in-hospital deaths from cardiogenic shock 

Overall Survival STEMI vs. NSTEMI 



  

Minimum 1 hour 

 

ULMCA PCI in 
Myocardial Infarction 



5 minutes! 

 

ULMCA PCI in 
Myocardial Infarction 



 

Complex Coronary Anatomy 
Double Bifurcation 

72 y.o. male with chest pain, ST elevation in AVR, and shock on inotropes 



 

ULMCA PCI in 
Myocardial Infarction 

LM stent across LCX LAD stent across D1 



 

ULMCA PCI in 
Myocardial Infarction 

Provisional ballooning of LCX TAP of LAD/D1 



 

ULMCA PCI in 
Myocardial Infarction 

49 y.o. male with inferior ST-elevation and cardiac arrest in ED 



 

ULMCA PCI in 
Myocardial Infarction 

LM stent across LCX 

ECMO inserted 

Compromise of LCX 



 

ULMCA PCI in 
Myocardial Infarction 

Final angiography EKG shows VF 



  

“Absent a randomized trial, it is our 

belief that physicians and guidelines 

committees should recognize 

emergent PCI as the preferred 

reperfusion modality for selected 

patients with MI and LMCA occlusion.” 

 

ULMCA PCI in 
Myocardial Infarction 

http://interventions.onlinejacc.org/current_cover.dtl


 

Calcified ULMCA In Patient with  
MI and Cardiogenic Shock 

 

48 y.o. male with DM who presents with MI, 

cardiac arrest, cardiogenic shock, on ECMO 



Before OAS After OAS 

Crown will only sand 

the hard components 

of plaque 

Soft components 

(plaque/tissue) flex 

away from crown 

Centrifugal Force: 
• 360° crown contact designed to create a smooth, concentric lumen 

• Allows constant blood flow and particulate flushing during orbit 

• Increasing speed increases radius of orbit 

• Ability to treat multiple vessel diameters with one crown 

• Treat large vessels through small sheaths 

Differential Sanding: 
• 30 micron diamond coating 

• Bi-directional sanding, eccentric mounted crown 

• Healthy elastic tissue flexes away minimizing damage 
to the vessel 

 

1.25 Coronary Classic Crown orbiting in 
a 3mm glass tube  

 

Orbital Atherectomy 
Mechanism of Action 

 





 

ORBIT II Trial 
Left Main Subset 

 

Lee MS, et al. J Invasiv Cardiol 2016 



Unique MOA treats 360° of the vessel.The diamond coated crown sands away calcium 

and allows healthy elastic tissue to flex away minimizing injury to the vessel.    

Crown shown in illustration is Coronary 1.25mm classic crown 

 

Orbital Atherectomy 
Differential Sanding and Centrifugal Force 

 



After orbital atherectomy 2.75 x 38 mm EES 



Grade 3 perforation Persistent perforation 



LM stenting in LAO cranial Final angiography after  

covered stent 



  



Thank You! 


