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Coronary calcification is associated with poor outcomes

Coronary perforation



Assessment of calcification



Lesion preparation

• Balloon-based techniques
• NC balloons, super-high-pressure balloons, cutting balloons, scoring balloons.

• Intravascular lithotripsy

• Atherectomy devices
• Rotational atherectomy

• Orbital atherectomy

• Laser atherectomy



Balloon-based techniques



Rotational and Orbital Atherectomy





Orbital Atherectomy



Patience is key to success



Mechanism of action Bi-directional sanding

Pulsatile force

Uni-directional treatment

Device size One size 1.25mm (6Fr) Multiple sizes (6-8Fr)

Speed 2 speeds (80,000 & 120,000rpm) Usually 140,000-200,000rpm

Motion Slow (1mm/sec) Pecking motion

Blood flow Continuous flow during OA No continuous flow during RA

During atherectomy Pitch change Deceleration

Wire 0.012”, easier to manipulate 0.009”, difficult to manipulate

Presence of stent Not recommended Feasible and reported

No/ slow flow Less common More common



Case 1
85/M, Multiple CV risk factors. Eccentric calcification



OCT assessment
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Case 2
80/F, NSTEMI, APO. Diffuse calcification



Low speed



Crown jump



IVUS



Undilatable with NC balloon, IVL 3.0mm done



DES x 2 implanted LM-LAD, pLCX DCB



Final angiogram



IVUS



Case 3
66/F, DM, ESRF, PVD, AKA. Recurrent ACS. Coro 3 months prior:



Case 3
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Case 3
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Inferior STEMI



Wiring with microcatheter



POBA 0.85mm and 1.0mm



IVUS cannot pass mRCA



Crossed with Turnpike LP



OAS to mRCA



Sanding to ostial RCA in retrograde fashion



IVUS post OA



DES x 3



High pressure post-dilatation



OPN to ostial RCA



Final angiogram



Conclusion

• Orbital atherectomy is a safe and effective option for lesion preparation for 
severely calcified disease

• Advantages in large vessel, calcified nodule, eccentric lesion, aorto-ostial 
lesion.

• Combination therapy with other modalities may be necessary in the most 
challenging cases

• Do not consider OA in the following: presence of stent, thrombus, 
significant dissection and microcatheter non-crossable lesions.


	슬라이드 1: Unmet Needs in Contemporary Practice in Calcified Complex PCI
	슬라이드 2: Disclosure
	슬라이드 3: Coronary calcification is associated with poor outcomes
	슬라이드 4: Assessment of calcification
	슬라이드 5: Lesion preparation
	슬라이드 6: Balloon-based techniques
	슬라이드 7: Rotational and Orbital Atherectomy
	슬라이드 8
	슬라이드 9: Orbital Atherectomy
	슬라이드 10: Patience is key to success
	슬라이드 11
	슬라이드 12: Case 1
	슬라이드 13: OCT assessment
	슬라이드 14
	슬라이드 15
	슬라이드 16
	슬라이드 17
	슬라이드 18: Case 2
	슬라이드 19: Low speed
	슬라이드 20: Crown jump
	슬라이드 21: IVUS
	슬라이드 22: Undilatable with NC balloon, IVL 3.0mm done
	슬라이드 23: DES x 2 implanted LM-LAD, pLCX DCB
	슬라이드 24: Final angiogram
	슬라이드 25: IVUS
	슬라이드 26: Case 3
	슬라이드 27: Case 3
	슬라이드 28: Case 3
	슬라이드 29: Inferior STEMI
	슬라이드 30: Wiring with microcatheter
	슬라이드 31: POBA 0.85mm and 1.0mm
	슬라이드 32: IVUS cannot pass mRCA
	슬라이드 33: Crossed with Turnpike LP
	슬라이드 34: OAS to mRCA
	슬라이드 35: Sanding to ostial RCA in retrograde fashion
	슬라이드 36: IVUS post OA
	슬라이드 37: DES x 3
	슬라이드 38: High pressure post-dilatation
	슬라이드 39: OPN to ostial RCA
	슬라이드 40: Final angiogram
	슬라이드 41: Conclusion

