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CLINICAL 
HISTORY

Male 71 y.o.

CV Risk Factors: 
Hypertension, 

NIDDM , 
dyslipidemia

polydistrict arthrosis; 
previous endoscopic 
removal of intestinal 

polyp, benign prostatic
hypertrophy



ED:

-Flectadol

250 mg, 

- plavix 600 

mg,

- venitrin, 



CAD 1 VD: Reo-pro 8,8 ml bolo+infusion 17 ml/h, UFH 5000+2500 UI

CORONARY ANGIOGRAPHY



INTERVENTIONAL APPROACH

✓ Femoral Access 7 Fr GC XB 3,5, BMW wire

After wiring TIMI 2, the lesion at the mid-LAD was noted to have severe calcification

and superimposed thrombus.



Maverick 2,5x9mm, Quantum 2,5x15 mm 2,5x8mm @ 22 atm

PCI



UNDILATABLE LESION

These demonstrated complete “dogboning” with no plaque fracture

If dog-bone effect of the 

balloon:

• Do not oversize 

balloons

• Avoid dissections

with balloon 

inflation



HOW TO 
TREAT?



MANAGEMENT 

UP FRONT ROTATIONAL ATHERECTOMY
(ROTABLATOR, BOSTON SCIENTIFIC

CORP., MA) TO DEBULK THE CALCIFED
LESION IN LAD.

HOWEVER ROTATIONAL ATHERECTOMY IN ST-
ELEVATION MYOCARDIAL INFARCTION (STEMI) IS 

TRADITIONALLY AVOIDED GIVEN THE CONCERN FOR 
SLOW OR NO REFLOW AND CONSIDERED AS A 

CONTRAINDICATION BY ITS MANUFACTURER IN A 
LESION WITH A VISIBLE THROMBUS. 



STEMI ROTABLATOR

Rotawire extra support,

1.5-mm burr at 160k 

rpm.



ROTA: BURR MOTION AND ROTATION SPEED

• PECKING MOVEMENT BETTER THAN PUSH-PULL

• SHORT DURATION OF INDIVIDUAL RUNS (<30 SEC)

• INTERVALS BETWEEN RUNS

• AVOID DECELERATION > 5000 RPM

• SPEED BETWEEN 135.000-180.000 RPM

Rotablator Consensus Document 

EuroIntervention 2015;11:30-36 



AFTER 
ROTABLATOR 

• A 2.5-MM BALLOON WAS USED TO PREDILATE AND 2 TAXUS ELEMENT 

3,0X20 MM+3,0X28 MM DES WERE DEPLOYED AT MID-LAD.  

• A 3.5-MM NONCOMPLIANT BALLOON WAS USED TO POSTDILATE THE 

STENTS, ESTABLISHING TIMI 3 flOW AND EXCELLENT 

ANGIOGRAPHIC RESULT. 



CLINICAL 
COURSE

1

There was no 
peri- or 
postprocedur
al 
complication. 
The ST-
segments 
resolved.

2

Echocardiogr
am showed a 
non-dilated or 
hypertrophic
left ventricle
with apex , 
2/3 of the 
anterior wall 
and  2/3 of the 
interventricul
ar septum
akinesia. LVEF 
40-45%.

3

Troponin T 
peak: 4.53 ng
/ ml in the 
first day (peak
CK 971 U / l, CK 
MB 62.57). 
total
cholesterol
141, LDL 74, HDL 
28, 
Triglycerides
196 mg / dl. 
10% glycated
HB.

4

Patient was 
discharged 
after 4 days 
on 
METFORMINA 
850MGx3,  
SELOKEN 100 
MG , PEPTAZOL 
40 MG, 
DAPAROX 20 
MG  AVODART 
0.5 MG 
SOLOSA 2 MG 
COVERSYL 
10MG  
CARDIOASPIRI
N 100MG  
PLAVIX 75MG 
TORVAST 
80MG 
PRADIF 0.4 MG



FOLLOW-UP

15-02-2011 ... VISIT OF 
CONTROL: ASYMPTOMATIC 

ECHO CONCENTRIC SYMMETRIC 
HYPERTROPHY  PARIETAL 

THICKNESS; HYPOKINESIA OF THE 
APEX AND OF THE DISTAL SEGMENT 

OF THE ANTERIOR WALL; GLOBAL 
SYSTOLIC FUNCTION PRESERVED 

(EF 50%).

1-12-2018 ASYMPTOMATIC 
FOR ANGINA 

ED ACCESS FOR ACUTE 
CHOLECYSTITIS  



EKG 1/12/18



UNDERLYING PLAQUE MORPHOLOGIES IN STEMI

Plaque Rupture 64%Plaque Erosion 27%

Higuma et al. JACC Interv, 9 , 2 0 1 5

Calcified Nodules 8%







CLOSING 
REMARKS

Often in a STEMI, the interventionalist is faced with 
challenging circumstances that require uncustomary 
solutions. 

The concomitant existence of an acute ST elevation 
myocardial infarction (STEMI) and a truly undilatable 
lesion is not a common occurrence, although STEMI 
lesions can be calcified and sometimes difficult to 
fracture.

Rotational atherectomy is relatively contraindicated 
in the setting of acute coronary thrombosis such as 
STEMI because of the risk of potential platelet 
activation by the rotablator

This case demonstrates the successful use of 
rotational atherectomy to facilitate dilation and 
revascularization of the culprit lesion in a patient with 
acute anterior STEMI with ongoing chest pain and 
heavily calcified culprit lesion.



HAVE ALL 
THE TOOLS 
THAT CAN 

SERVE YOU 
READY ...



Thanks for the attention !!!!!!!!!!!


