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Abstract

INTRODUCTION

Coronary stents are devices capable of reducing the rate of
restenosis after percutaneous transluminal coronary
angioplasty (PTCA), and salvaging a failed PTCA, which
means successfully managing a threatened closure after an
unsuccessful balloon angioplasty. The basic principal is to
avoid complications by pressing the intimal and medial flaps
of the coronary artery against the vessel wall. This
mechanism reduces the risk of thrombus formation and thus
reduces the risk of acute closure and emergency bypass
surgery 1. Although a series of benefits may be pointed out,

there are some complications with this procedure such as
femoral artery bleeding and/or formation of a
pseudoaneuryms, stent malposition, migration and
thrombosis 2. We report a clinical case of unsuccessful

balloon expandable stent deployment with the risk of
endangering the normal circumflex artery and of systemic
embolization; the patient had also a femoral artery
pseudoaneurysm and extensive hematoma due to aggressive
anticoagulation therapy.

MATERIAL AND METHOD

A 49-year-old man was admitted to the hospital for elective
angioplasty of the left anterior descending artery (LAD)
(2.8mm caliber). The stenotic lesion was localized on the
proximal third of the LAD and compromised 85% of the
artery’s diameter (TIMI 3). After initial balloon dilatation, it

was decided to insert a stent to reduce the risk of restenosis.
A balloon-expandable stent, AngioStentTM (E-Z-EM, Inc,
Queensburry, NY), 15mm in length, already mounted on a
3mm/20mm balloon, was unsuccessfully deployed at the site
of the lesion due to the fact that it was not completely
expanded. All attempts to reposition the stent failed and the
stent became dislodge from the balloon. The stent migrated
during balloon removal. The expanded distal part migrated

to the left main coronary artery (LMCA) and the non-
expanded part to the aorta were it was left floating in the
aortic lumen. The patient was hemodynamically stable and
any attempts to retrieve the stent without surgery were
considered dangerous due to the fact that they could
compromise the LMCA’s intima and occlude the normal
circumflex artery. The patient was fully heparinized, and the
case discussed with the patient and his family. Four later he
agreed to coronary bypass surgery. The operation was
performed using a membrane oxygenator, a roller pump and
mild to moderate systemic hypothermia (32ºC). After the
heart was arrested with anterograde cold potassium
cardioplegia, a transverse aortotomy was performed and the
ostium of the LMCA identified. The stent was partially
visualized and removed with forceps. The aortic valve was
examined and a calcified stenotic commissur between the
left and the right coronary cusps was found. A
comissurotomy was performed and the lump of calcium
excised. A saphenous vein was used for grafting the LAD
lesion (TIMI 3). The post operative course was uneventful,
except for an episode of atrial tachycardia managed with
amiodarone and electric cardioversion. The patient was
discharged routinely on the 7th postoperative day requiring
only aspirin and amiodarone.

COMMENTS

Although the increased use of balloon expandable stents is a
valuable contribution for diminishing the restenosis rate after
PTCA 3, a number of papers reporting several severe
complications have been published. The complications can
be related to the site of percutaneous insertion (15% of all
cases, 50% of which need surgical treatment 3,4 ) or the site

of the coronary stent deployment, such as subacute stent
thrombosis ( 3-5% in elective and 10-20% in emergency
cases 4). In our case two complications were described: a
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peripheral one, a pseudoaneurysm, and a coronary one, an
unsuccessful deployment of a balloon extended stent. The
use of stents for lesions located in the proximal third of the
LAD is a routine procedure. We also decided to use a stent
in order to reduce the risk of restenosis. This type of stent is
advanced across the lesion without a protective sheath. After
placing the stent in the correct position, the balloon was
expanded and unsuccessfully deployed, due to the fact that it
wasn’t completely expanded. When the deflated balloon was
pulled back and the stent was dislodged from its original
position. One part remained in the LMCA and the
unexpanded part ended floating inside the aortic lumen. It
was decided not to try any type of maneuvers with guide-
wires or another balloon in order to retrieve the stent because
it may lead to a lesion in the circumflex artery or to the
LMCA. As the patient did not accept an emergency bypass
surgery and was angina free and hemodinamically stable,
full heparinization was initiated. This procedure gave time
for a favorable decision by the patient. An elective coronary
artery bypass surgery was accepted; an aortotomy was
performed and the partially expanded stent easily retrieved
from the LMCA. A stenotic and calcified aortic valve was
found and a valvoloplasty performed. The decision to work
on this valve was related to the patients age. The major
decision to graft only the LAD with a saphenous vein and
not an arterial conduit was made regarding the fact that the
lesion was already dilated impending the use of a radial
artery, and that the patient had an important pulmonary
obstructive airway disease, being therefore unsuitable for the
use of an internal mammary artery 5. The only possibility

was the use of a vein graft. The decision to only graft the
LAD was made on the assumption that the LMCA was not
traumatized when the stent was retrieved. The peripheral
vascular complication was simultaneously surgically treated

by direct suture. The atrial tachycardia was not attributed to
an ischemic lesion, due to the fact that there were no changes
in the patients electrocardiogram. The patient was
discharged on aspirin and amiodarone and was angina free
one month after being discharged. A new coronary
angiography was performed after 18 months of follow-up. It
showed a total obstruction of the initial part of the LAD and
a previous by-pass to the same artery.
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