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89 y/o woman , ICU nurse ‘s mother

chest pain and dyspnea for 1 day
BP150/90 , RR 26 , HR 86
BW 45 kg

Recurrent CHF 4 times in 6 month
ESRD on regular HD 3/week
COPD,DM,HT
DCM/ ICM EF = 22 % with global
hypokinesia , Mild MR ,TR and AR
previously refused to CAG
and only medical Rx @CHF clinic




ECG and Echo
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Coronary Angiogram



Coronary angiogram



Coronary angiogram

LM : calcification ,90 % distal LM stenosis (medina 1,1,1)

LAD : calcification , 80 % ostial LAD,70 %mid LAD stenosis

LCX : calcification , 100 % ostial LCX minimal bridging collateral
RCA : non significant stenosis

LVEDP = 30 mmHg




High SYNTAX and High STS score
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Complex Higher-Risk (and Indicated) Patients

Patient
Co-Morbidities

EF <30% '
EDP >25



Heart team conference
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« octogenarian , 89 year old , frailty
multiple underlying disease ( DM,HT,COPD , ESRD )
VIP (our ICU nurse ‘ s mother )
poor LVEF
Complex LM bifurcation
- calcified lesion
- CTO ostial LCX with ambiguous

- Surgical turndown
- very high risk to PCI

- refused to Sx and PCIl by daughter



2 weeks later

 Re admission again with NSTEMI and CHF

« Patient ‘s daughter changed decision to angioplasty

e cardiac MRI show LVEF = 21.4 % , viable all myocardial segment ( 7/7
segmemnt )



plan

« PCl+ LM , LAD +/- LCX (if fail LCX -> sacrifice of LCX )

 Heavy calcified : Atherectomy or cutting or scoring balloon ? - may be

« Hemodynamic support ? Low LVEF + CHF
only IABP available



Case Planning: Hemodynamic support?
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Protected PCIl Algorithm

LVEF <50%: Evaluate Algorithm | Unlikely to Need
Support

LVEF <40%: Recommend RHC prior to PCl SCO re: 6

Cardiac Index < 2.0 or PA sat < 55%
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Courtesy of Dr. Jame M.McCabe

McCabe, J. CTO PCI in patients with low EF: When to Consider Hemodynamic Support. Presented at CRF CTO Conference, February 2018.
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PCl to LM-LAD-LCX

« hyper K + bradycardia @ ICU - off BB, Temp pacemaker +extra
hemodialysis one day before PCI

Day of PCI
« premed with heparin 100 U/kg
RFA . 7F EBU 3.5 side hole GD
LVEDP = 32 mmHg
IABP via LFA , for hemodynamic supported
Sion to LAD and DG to LAD and DG



Predilated with small balloon 2.0 x15
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Plague modification

exchange to rota floppy
Rotablator 1.5 burr 180,000 rpm x 3 run

follow by NSE alpha scoring balloon
3.0x 13 @ l4atm




NSE 3.0 x 13 @ 14atm



Try to open LCX

Pilot 50 + Finecross—> failed

Pilot 200 + Crusade type R double lumen MC

Stump ???



Try to open LCX

Injection from MC

Seqgential dilated with

Balloon SC 1.5x 15
Balloon SC 2.0x 15
Balloon NC 2.5x 15



After dilated LCX + IVUS




Patient was dysnea with agitation

50 minutes passed
 crepitation both lung
*on ET tube

 Lasix 80 mg V

« dye 70 ml



/ Stent mid LAD ZES 3.0 x 18 overlapped position
> with ZES 3.5 x 24




Position LCX stent and deployed
mini crush technique @

position LCX stent with
ZES 3.0x 14
( with Guidezilla guide extension )



=2"Mini crush with LM-LAD stent , rewire and kissing

Cardinnssrisr XS



POT NC with NC 4.0 x 8 and final angiogram\
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IVUS LM-LAD
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After procedure

» contrast 100 ml

* 80 minutes procedure time

« off IABP 6 hr after PCI

« Off ET tube 24 hr later

 D/C 3 days after PCI

* Improve symptoms , No cheat pain

* Follow up regular at CHF clinic without readmission
for 6 months
Improve LVEF to 42 %



Conclusion

A
[ |

Comorbidities,
SYNTAX, STS,
institutional
success rates, and
patient preference -

Approch to CHIP case in my center







