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SYAVEaNS oldady, former smoker, accepted in January
POlST 0 Smaller hospital in western Bohemia with
ISTIENIES 5 ho- normal EF. Before MI AP Il CCS.

9 I<( \ﬂ*'fﬂ . rad. dx. LAD- sign. calcified stenoses in
j-part OMB- sign. stenoses, LCx- intermed.
--:-;_-;:ljg’r 105es. RCA- sign. stenoses in middle part

=0 *S__pasm of art. rad. not receding after i.v. Diazepam and
— ‘Fentanyl. Sheath was removed after short time general
- anesthesia.
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R(,I OFLAD was being performed via
;f]Jm gartery In the second stage.

- Djf,se f_:implantatlon of DES 2,75/28 to
=i wmal part of LAD was done. Since the

- ==

=== ent was insufficiently expanded in

_a-l—
—_—
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_'C‘a|CIerd artery, postdilatation by NC
- balloon was done and rupture (class I11)

of the artery follows.
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_JJJJ 10| cat. does not allow

er)lar Tlon of covered stent, therefore
VISC gua d stent was implanted with no

— r‘ﬂ fae t,@n perforation. Reversion of

== ticdagulatlon was achieved by Protamin.
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2 Ecrloes .;. graphy showed perlcardlal
it JL) WIth tamponade, fast

PETICel dlocente3|s was done. Balloon from
= Mc jUard stent was being inflated in LAD
__r:the whole time of the crises.

~ Technigue of dual guiding was used to
- implant covered stent (graft master) -

unsuccesstully.
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SciSEreport .

JOIIEI0f the patient was stahilized after
voli ng- pansmn while balloon was Inflated In
_.r\_) 110 _exacarbatlon of fluid In pericardium.

> Tre atlent was urgently transported to Prague
é:":andllz hours drive) for surgery. CABG on
== -LAD OMB and RCA was performed. The surgery

— and whole course was uneventful and she was
~ discharged 7 days after surgery.

® Postoperative echo showed hypokinesis of
anterior wall and EF of 50%o.
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BBIBMIUCEd CAP ~

IGBIUETCE: 0,1-0,6 % PCI
]\]ggn(lr S of the complication- guiding
Seltn., high balloon —vessel ratio, high
Jf].}: tat|on pressure, hydrophilic coated
,f = Wire, stiff wire, cutting balloon,

e —

~ atheroablative devices.

‘Risk factors- older age, female gender,
character of the vessel (calcium, tortuosity,
angulation, CTO...), ACS, venous grafts.
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g “focal extraltiminal crater without
/" atlon Risk of tamponade Is 5-

u. ss II with pericardial or myocardial

1-r— ---"

ushlng Risk of tamponade Is 10-20%.
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' *' Class I1l- contrast streaming or cavity
' spilling. Risk of tamponade is 50-70%.
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ll="prolonged balloon inflation, half

f anticoagulation by protamin sulfate.

tion on CCU for 48- 72 hours and
|aI echocardiography studies.

== ”‘ss_lll- Immediate prolonged ballon
——= -|ﬁflat|on(5 15 min.), complete reversal of

e

~ ~ anticoagulation by protamin, pericardiocentesis,

: covered stent, microcoils or gel foam

embolization. Emergency surgery.



* Prolonged inflations

* Echo
p—r, * |f no effusion—>reverse
e anticoagulation

ICU Admission

Prolonged inflations
Echo
Emergent pericardiocentesis

with catheter drainage

Reverse anticoagulation
after drain in place
Definitive treatment

 Covered stent

* Coil

* Bare metal stent



* Pericardial




Cook: Embolization microcoils

Platinum with syntetic fibers

Compatible infusion catheters:

Inner diameter does not exceed 0.027
inch and accept 0.018 inch wire guides

Coil pusher: 0.018 inch
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MICROCOIL™
Platinum with synthetic fibers
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Guide Wire
Diamater max
linchl

2.5mm 014"

(0.36 mm]

BGuiding Catheter
Inner Diamater min
{inch)

.056"

(1.42 mm)

Contents
Ipcsl

Caution: Federal (USA) law restricts this device 1o sale
by or on the erder of a physician.

25mm

JI]S

Compliance Data

Pressure Stent Inner
Diameter

q >

11 [1115) 2,59
12 11216) 2.64

14 11419)

16 (1621] RBP

=0.24 mm
(9.6%)

Guide Wire
Diameter max
linchl

4.5mm | o

[(0.36 mm]

Guiding Catheter

Innar Diameter min.

linchl

.056"

[1.42 mm)

Contants
[pcs)

Compliance Data

Pressure Stent Inner
Dlamnllar

<

4.5 mm

Caution: Federal [USA) law restricts this device to sale
by or on the order of a physician

11 (1115) 4.74
12 (1216) 486

14 (14191 RBP

=0.61 mm
(13.5%)
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LaPlace's Law

!

The larger the vessel radius, the larger the wall
tension required to withstand a given internal
fluid pressure.

Cylindrical Vessel Spherical Vessel
T=PR T= %
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In-hospital clinical outcomes
Coronary perforation
N=20

Death (%) 0 (0%)

F

Myocardial infarction (%) 12 (60%)

e Stroke (%) 1(5%)

- Target lesion revascularisation 1 (5%)

Acute stent thrombosis (%)

0 (0%)

Length of stay (days) 716

1 Mansour, Universite de Montreal, 2011



Target lesion revascularisation : 2 (10 %)
PCI
CABG

1 Mansour, Universite de Montreal, 2011
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no modern technigues (and SOmetimes
39 f CAP s a rare, but potentionally fatal
er)h,,r:: n of PCI. The in hospital rate of Ml is high but
i prognosis (if treated adequately) is good.

=" ,-\!ﬁ esé of risk factors and prompt dealing with the
— mplicatlon with measures taken according to

-::'r—-'—

= seriousness of the state are crucial. Awarness of
== ’pQSSIbIhty of delayed emergence of pericardial effusion Is

also Important.

® Deployment of covered stents Is prevailing
method of choice in dealing with CAP.
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