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Clinical	
  History	
  

•  53	
  yr-­‐old	
  male	
  
•  CV	
  risk	
  factors:	
  	
  

–  Obesity	
  (130kg,	
  BMI=40)	
  
–  Hypertension	
  
–  Type	
  2	
  Diabetes	
  on	
  oral	
  hypoglycemics	
  

•  Known	
  with	
  CAD	
  
–  1999:	
  PCI	
  of	
  OM	
  with	
  BMS	
  à	
  occlusive	
  ISR	
  

•  Presents	
  with:	
  
–  Effort-­‐induced	
  angina	
  (CCS	
  3)	
  
–  Stress	
  test	
  posi(ve	
  



Baseline	
  Angiogram	
  

➜ provisional	
  single-­‐sten(ng	
  strategy?	




1.  Pre-­‐dila(on	
  with	
  a	
  3.0mm	
  NC	
  balloon	
  on	
  LAD	
  	
  

2.  Pre-­‐dila(on	
  with	
  a	
  3.0mm	
  NC	
  balloon	
  on	
  diagonal	
  	
  



BVS	
  sten(ng	
  on	
  LAD	
  

BVS	
  3.5	
  x	
  18mm	




SB	
  dilata(on	
  through	
  MB-­‐BVS	
  

Effect	
  of	
  SB	
  dilata(on	
  on	
  a	
  3x28mm	
  BVS	
  

SB	
  dilata(on	
  with	
  2.5mm	
  balloon	
  
	
  

SB	
  dilata(on	
  with	
  3.0mm	
  balloon	
  
	
  

Images	
  courtesy	
  of	
  Dr	
  John	
  Ormiston	
  	
  



Side	
  Branch	
  Dilata(on	


Ormiston	
  JA.	
  et	
  al.	
  EuroInterven(on	
  2015	


In	
  3.0mm	
  Absorb	
  BRS,	
  the	
  safe	
  threshold	
  without	
  fracture	
  was	
  10	
  
atm	
  for	
  side	
  branch	
  dilata(on	
  with	
  a	
  3.0mm	
  NC	
  balloon.	




Post-­‐dilata(on	
  on	
  LAD	
  followed	
  by	
  KBI	
  

1.  Post-­‐dila(on	
  with	
  a	
  3.5mm	
  NC	
  balloon	
  on	
  LAD	
  (24atm.)	
  	
  

2.  KBI	
  with	
  3.5/3.0mm	
  balloons	
  (small	
  protrusion	
  of	
  SB-­‐balloon)	
  	
  

3.  Despite	
  KBI,	
  significant	
  stenosis	
  at	
  diagonal	
  os(um	
  remains	
  



“Hug-­‐Snug”	
  Kissing	
  Balloon	
  Infla(on	
  



Kissing	
  Balloon	
  Infla(on	


Ormiston	
  JA.	
  et	
  al.	
  EuroInterven(on	
  2015	


The	
  safe	
  threshold	
  for	
  mini-­‐KBT	
  in	
  3.0mm	
  Absorb	
  BRS	
  with	
  3.0mm	
  
NC	
  balloons	
  was	
  5atm.	




Mini-­‐KBPD:	
  3.0mm	
  NC	
  in	
  3.0mm	
  Absorb	
  

5atm	
   15atm	
  

Ormiston	
  J	
  et	
  al,	
  EuroInterven(on	
  2014	
  



Mini-­‐KBPD:	
  3.0mm	
  NC	
  in	
  3.0mm	
  Absorb	
  

Ormiston	
  J	
  et	
  al,	
  EuroInterven(on	
  2014	
  



Provisional	
  Approach	
  
-­‐requiring	
  a	
  2nd	
  stent	
  in	
  the	
  SB	
  

TAP	
   CuloVe	
  	
  Reverse	
  Crush	
  

Advantages 

Disadvantages 

Easy to perform 
No recrossing 

Struts protruding into 
MB 

Complete coverage of 
ostium 
Any anatomy 

Recrossing into SB 
3 layers of struts 
 

Complete coverage of 
ostium 

More labourious 
Rewiring both branches 
Double stent layer 



BVS	
  in	
  Bifurca(ons	
  –	
  Milan	
  Experience	


*	

Dilate	
  MB	
  BVS	
  struts	
  toward	
  SB	
  
(total	
  n=36,	
  27.3%)	
  (≤8	
  atm.	
  in	
  SB)	
  	
  
	
  
	
  
	
  
	
  
	
  
	
  

132	
  bifurca(ons	
  
(SB	
  ≥	
  2.25mm)	


Provisional	
  	
  
single-­‐sten(ng	
  	
  

(n=99)	


Systema(c	
  
double-­‐sten(ng	
  

(n=23)	


BVS	
  only	
  at	
  
SB-­‐os(um	
  (n=9)	
  
MB-­‐os(um	
  (n=1)	


BVS	
  on	
  both	
  MB	
  	
  
and	
  SB	
  (n=13)	
  

•  T-­‐sten(ng	
  (n=9)	
  
•  Mini-­‐crush	
  (n=3)	
  
•  V-­‐sten(ng	
  (n=1)	


BVS	
  on	
  MB	
  and	
  DES	
  on	
  
SB	
  (n=10)	
  

•  T-­‐sten(ng	
  (n=2)	
  
•  Mini-­‐crush	
  (n=7)	
  
•  Crush	
  (n=1)	


Final	
  kissing	
  infla(on	
  
(n=8)	


Finish	
  
procedure	
  	
  
(n=71)	


T-­‐sten(ng	
  with	
  
minimal	
  protrusion	
  
(2	
  BVS	
  or	
  5	
  DES	
  on	
  SB)	
  

(n=7)	


Kissing	
  infla(on	
  with	
  
minimal	
  protrusion	
  of	
  SB	
  

balloon	
  
(n=14)	


Dilata(on	
  at	
  
SB-­‐os(um	
  

(n=7)	




TAP	
  technique	
  

BVS	
  3.0x12mm	
  	


1.  BVS	
  3.0	
  x	
  12mm	
  on	
  diagonal	
  

2.  KBI	
  with	
  3.5/3.0mm	
  balloons	
  (small	
  protrusion	
  of	
  SB-­‐balloon)	
  

3.  Sequen(al	
  defla(on	
  of	
  balloons	
  à	
  deflate	
  MB	
  always	
  first	
  



Importance	
  of	
  Sequen(al	
  Defla(on	
  with	
  the	
  TAP	
  technique	
  

A	
 B	


C’	


C	


SB	
  stent	
  implanta(on	
  

Don’t	
  deflate	
  SB	
  balloon	
  first	
  or	
  both	
  
balloons	
  together	
  

Deflate	
  MB	
  balloon	
  first	
  

✓	
  

✗	
  



Importance	
  of	
  Sequen(al	
  Defla(on	
  with	
  the	
  TAP	
  technique	
  
Baseline	
  

Follow-­‐up	
  showing	
  focal	
  
restenosis	
  at	
  os(um	
  

IVUS	
  showing	
  nega(ve	
  effect	
  of	
  not	
  
defla(ng	
  MB	
  balloon	
  first	
  	
  

Dg.	


EES	


EES	

BVS	


BVS	


Final	
  result	
  aher	
  TAP	
  



Ini(al	
  and	
  final	
  angiograms	
  



Final	
  IVUS	
  images	
  

Diagonal	


Neo-­‐carina	


A	


B	


C	


E	


D	


A	

B	

C	


D	
 E	


MSA	
  on	
  LAD:	
  9.6mm2	


MSA	
  on	
  diagonal:	
  6.2mm2	


LAD	




Bench	
  Tes(ng	
  of	
  TAP	
  technique	
  	
  

Dzavik	
  &	
  Colombo:	
  J	
  Am	
  Coll	
  Cardiol	
  Intv.	
  2014;7(1):81-­‐88	
  

T-­‐sten(ng	
  aher	
  deployment	
  of	
  a	
  2.5x18	
  mm	
  BVS	
  and	
  at	
  12	
  atm	
  through	
  the	
  dilated	
  main	
  vessel	
  BVS	
  
struts,	
  and	
  aher	
  a	
  FKB	
  with	
  3.0x20	
  and	
  2.5x20	
  mm	
  balloons,	
  both	
  inflated	
  to	
  8	
  atms	
  	
  



Conclusions	
  

•  TAP	
  is	
  the	
  preferred	
  and	
  easiest	
  to	
  perform	
  
technique	
  to	
  implant	
  a	
  stent	
  in	
  the	
  SB	
  aher	
  
provisional	
  	
  

•  True	
  for	
  DES	
  and	
  BRS	
  
•  Current	
  BRS	
  may	
  be	
  difficult	
  to	
  pass	
  through	
  MB	
  
BRS	
  struts	
  and	
  we	
  currently	
  more	
  ohen	
  perform	
  
TAP	
  with	
  DES	
  in	
  SB	
  

•  Sequen(al	
  defla(on	
  of	
  balloons	
  when	
  performing	
  
FKBI	
  is	
  essen(al	
  to	
  maintain	
  op(mal	
  final	
  result	
  


