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Clinical information 

• A 70-year-old female 

 

• Chief complaint : Typical chest pain 

  for several day  

 

• Past medical history : DM 

 



Lab. Finding 

• EKG : ST elevation on II, III, avF lead 

 

• Cardiac enzyme(CK-MB 222ng/mL,TnT  20.5ng/dL) 

 

•  TTE : Lower normal LV ejection fraction  

  (52%), Hypokinesia of LV mid to basal inferior wall 

 

• Clinical Dx: STEMI  

 



                             Mid RCA nearly total occlusion 

Initial CAG 



Significant stenosis LAD, LCX 

Initial CAG 



6Fr JR 4.0 catheter + a 0.014 Runthrough wire 

PCI for RCA 



pre-dilated the RCA using a Ryujin 2.0x15mm 

Ballooning 



pre-dilated the RCA using Ryujin 2.5x20mm 

Re-ballooning 



overlapping stenting in RCA (Biomatrix stent 2.75x28 mm and 3.0x28 mm) 

2 consecutive stents 



Final CAG 

successful revascularization of RCA lesion 



6Fr XB 3.5 catheter + 0.014 Runthrough wire + IVUS 

PCI for LCX 



pre-dilated the LCX using a Ryujin 2.0x15mm & Biomatrix stent 3.5 x 14mm 

Ballooning 



A Biomatrix stent 3.5x14 mm was located at the edge of the XB guiding catheter 

Stent dislodgement  



 

Case Report 



 



 



Prior to transfer to the operating room a short bare 

metal stent, Vision 3.5×12 mm was deployed to 

cover the proximal left circumflex dissection flap 

restoring. The patient was reviewed by the on-call 

cardiothoracic surgical consultant. Emergency 

CABG was agreed to be the best management 

strategy with the insertion of an intra-aortic balloon 

pump  

The patient was transferred to the operating room 

for urgent single-vessel CABG (saphenous vein 

graft to LAD) and surgical removal of the dislodged 

coronary stent from the right groin.  

She was discharged home seven days later. On 

subsequent review seven months later she remains 

asymptomatic with a negative stress myocardial 

perfusion scan for ischaemia.  



Two additional wires were inserted and 
a knot was made in the distal LAD with 
counter-clocking of the distal wires 
upon each other. Forceful pullback of 
the knotted wires enabled removal of 
the stent from the LMCA. However, the 
dislodged stent was too large to pass 
through a right groin 6 Fr sheath . The 
left groin was punctured with an 8 Fr 
sheath to retrieve the dislodged stent 
from the contralateral groin.  Further 
angiography showed acute occlusion of 
the proximal LAD. The patient became 
symptomatic with chest pain, further 
ST-segment elevation on ECG and 
rapidly developed cardiogenic shock  



Surgical removal of the dislodged coronary stent from the right groin.  



Two 0.014 guidewire  



Two 0.014 guidewire  



1.25 X 6 mm balloon betweend the dislodgement stent 

Small Balloon 



2.0 X 15 mm, 2.5 X 20 mm balloon betweend the dislodgement stent  

Balloon 



Right common femoral artery  

But the dislodgement stent could not be entered into the guiding catheter.  



using the Biopsy forcep ( 1.2mm FB-56D-1, Olympus) that was available at 
6F guiding catheter. 

Biopsy forcep  



using the Biopsy forcep ( 1.2mm FB-56D-1, Olympus) that was available at 
6F guiding catheter. 

Biopsy forcep  



Biopsy forcep could not be catched complete the dislodgement stent. 

Failure 



A dislodgement stent was remained Rt. femoral artery 

1st day final CAG 



2nd day PCI for LAD 

pre-dilated the LCX using a Ryujin 2.0x15mm and Biomatrix stent 2.5x14 mm 
 



2nd day PCI for LCX 

Biomatrix stent 3.5x14 mm 



Successful revascularization of LAD and LCX lesion 

2nd day final CAG 



 

Case Report 





 

 

 

• The snare and stent could not be withdrawn into 
the guide catheter, and consequently, the snared 
stent with the guide catheter was removed from 
the femoral artery sheath  

• Close examination of the retrieved stent revealed 
severe distortion, which could explain the 
difficulty encountered while attempting to 
retrieve it into the guide catheter  

 



Shape deformation and  
Structural distortion 



 

Cordis VISTA BRITE TIP® 



Cut GC technique 



Cut GC technique 



Multi-snare Set 10mm (pfm medical)  was successful advanced into 
the 7 Fr XB guiding catheter 

Retrograde approach  



Snare-catheter 

The dislodgement stent was successful retrieved using Multi-snare Set 10mm 



Retieved Stent 

The dislodgement stent was successful retrieved using Multi-snare Set 10mm 



 We could treat the dislogement stent 
using Cut GC technique without 
complication 

 

Summary 



ThankYou 


