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67yo male, exsmoker, Obese, HTN & not DM
CCS, angina cl ass 2-3 for >1Y;

Echo through previous FU➔ LVEF 45% w ith inferior and posterior hypokinesia

Although refractory to medi cal Rx, but he wa s refusing iCAG

➔ On the  day of presentation = Acute NSTEMI, severe chest pain ➔ Pt a cce pted CAG

CAG ➔
* Acute culprit: Prox LAD thrombotic subtotal occlus ion, with T IMI I I flow

* !! Coll ateral from LCx – epicardial retro-atrial – tow ards RCA
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CAG ➔

* RCA: Upon engagement, catheter was sucked w ith da mpening but still  a cceptable wave form

Woven – Highly suggestive of healed SCAD

Negative contra st effect
“competition from Cx collatera l”



Direct PCI to prox LA D, then post dil…



Fully e xplained to the Pt that:
- Acute lesion is fixe d, [Easy fix]
- The long-lasting pri or complai nt is most-likely from the RCA

- That one is a much more complex PCI with succe ss ~90 % [not full y guaranteed]

- The PCI to the Woven/SCA D RCA was scheduled on 3rd day

Planned a  delicate attempt,  JR4 – Fine cross 135 - Suoh 0 3
Already enga ged and got a test shot,

- While delivering the w ire and MC,
- astoni shingly notice d the sudde n exce ssive dampe ning of the pressure wave

- Dis-engaged to get pulsatil e wave, took a tiny puff, BUT what has  happened has  happened

Suoh 03
Finecross



With hardly engaging JR, tried to track the true  l umen w ith the Suoh
Then, put a Sion blue  in the  conal to protection and guide-stabiliza tion, unfortunately sa me track
Unfortunately, it seemed as  if the arteriopathy/SCAD rendered the RCA very vulnera ble to dissect,



Shortly after, a retrograde access was a cquired for visualization



Escalated to Fielder XT-A, the n Ga ia-Next-2
we tracked differe nt channels  of the Woven except the needed

With the clock ticking,, switching to anothe r route w as mandated



A Sion ca utiousl y tra cked the epica rdial colla teral,

Then, fol lowe d by a  Corsair pro 150 MC



Switched to the Suo 03 for the  cha llengi ng convolution Then, w e were able to cross to the r-PDA Confirmed by retro



Changed to a  hook-shape d Sion Black However, at the neck of the  Woven, The Sion Black could not break into the  true prox RCA

Fixing the roadmap that shows the challe nging collateral-RCA connection



Trying to avoid upse tting the collateral, utilized the retro Sion Black “just a  marke r”
Tried to fish for a new  a ntegrade entry

Even with an anchor ba lloon in the conal to freely disengage the JR, but di dn’t work

However, wi th straightening the convoluted segment of the collate ra l resulted in ZERO visualiza ti on =  not a  single  septa l connection
With the resultant ischa emi a, Pt haemodynamics were  ge tting compromised



Whateve r i s nee ded, it was needed to be fast

advanced the Corsair retrogradel y i nto the RCA body
Escalated the retro Sion Bla ck to a  Gaia Next 2, and it reached the aorta

Eventually,  w e externa lized an RG3 al l the wa y into the JR hub



LAD

LCX

Retro-atrial collateral LCX-
to-mid RCA

Sharp angle of connection 
to RCA

1-Retrograde wiring Sion-
Black> Gaia 2

2- Advanced the  Corsair Pro
to externalize an RG3

3- Then, MC retreated
* to alleviate ischaemia
* & have working space

Dilated the  prox-mid RCA over the RG 3 to prepare for the next s te p



Twinpass DLMC
Antegrade ly over the RG3

Wire D s RCA from OTW



Twinpass DLMC Fielder XT-R

advanced seamlessly to RCA-PDA



Check-confirm distal true Remove DLMC With the help of DLMC, parked a  Si on distal ly



Further dila ted over the Sion, w ith bonus scoring by the RG3

However, the ante grade injection was a huge dissappointment



Stellate  dissection/hema toma

Remnants of the  woven channels

Osteo-proximal disease

Considere d IVUS to understand the mechanism



Realize d that antegrade flow  i s impeded by the Wove n/hematoma/dissection complex
So, utilized the DLM C to identi fy the sweet -spot to land distally



Before stenting,
withdrew  the retrograde ge ar stepw ise and confirmed the colla teral was safe and hea lthy



After 2 overla pping ste nts, and IVUS-guided optimizations



Lessons Learnt

Thank you, 
AhmAdSamir11@cu.edu.eg
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