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MOT TRUONG HQP TAI HEP TRONG STENT PUQC PIEU TRI
BANG IVUS VA HUT HUYET KHOI TRONG LONG MACH VANH
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Boi canh: Tai hep trong stent (IRS) 1a tinh trang tai hep tur tir cuia mgt doan stent xay ra
3-6 thang sau khi dat. Piéu tri IRS sau dit stent phu thudc (DES) van con 1a mot thach thirc
dang ké. Piéu tri tiéu chuan bao gém tai dat stent méi DES thé hé mé&i hon. Céac ky thuat khac
bao gdm nong bang béng, dat stent kim loai hodc bt xa tri liéu trong stent it dugc thuc hién
hon. Chung t6i trinh bay mot truong hgp bénh nhan duoc chan doan IRS nghi ngo huyét khbi
khang tri véi thude e ché GpllIb/Illa. Str dung siéu 4m ndi mach khi nghi ngd huyét khdi trong
mach vanh va sau d6 diéu tri bang hat huyét khoi.

Case 1am sang: Bénh nit 59 tudi tién cin dai thdo duong, ting huyét ap, va rdi loan
lipid mau, nhap vién vi khé thd ting dan va ting can trong 6 thang. Siéu am 2D phat hién
phén suat téng mau EF 33% véi réi loan van dong ving giita vach, thanh dudi, va day tim.
Bénh nhan dugc chup mach vanh va phat hién bénh da nhanh mach vanh véi hep than chung
mach vanh trai 70%. Vi tién cin bénh than, bénh nhan bi tri hodn can thi¢p mach vanh. Sau
khi diéu tri ndi khoa ti wu, bénh nhan dwoc can thi¢p than chung vanh tradi (LMCA), dong
mach gian that trudc (LAD), dong mach vanh phai (RCA) va nhanh chéo thir 2 thanh cong
bang stent phu Everolimus dudi huéng dan siéu am ndi mach ( IVUS. Siéu 4m sau d6 phat
hién EF cai thén dén 44%. Bénh nhan nhap vién sau d6 7 thang vi ngat khi gang strc. Vao thoi
diém nay, EF cua bénh nhan chi con 20%. Bénh nhan dugc chup mach vanh lai va phat hién
giam can quang dang ké trong stent LAD véi khuyét thude goi ¥ huyét khéi (Hinh 1, 2). Sau
khi duoc diéu tri v6i thude e ché GpllIb/IlIa, bénh nhan duwgc can thiép mach vanh do huyét
khéi khong duoc giai quyét. IVUS than chung va doan gan LAD dugc thyc hién. Cac dic
trung bat thuong trén IVUS cho thdy mét khdi trong mach vanh duogc diéu trj sau d6 bang
liéu phap hut (Hinh 3). Mot khdi tréng, dai 3cm, xo hdéa dugc xac dinh 1a tang sinh tin san
nd1 mac mach mau (Hinh 4). IVUS sau d6 dugc thuc hién nham danh gid do rong cua stent
(hinh 5, 6). Khong can dat thém bat ky stent nao.
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Ban luin: ISR 1a mot van dé thuong gip voi ty 16 mdi mic duoc bao cao giira 3-20%.
IRS stent phu thudc hiém gip hon do thude e ché ting sinh 16p tin ndi mac.

Piéu trj tiéu chuén cho IRS thuong 1a tai dat stent véi DES thé hé méi hon (Everolimus,
Zotarolimus). Viéc can thiép mach vanh st dung bong phu thudc (DEB), dugc sir dung tai cac
trung tim giau kinh nghiém hon 1a dit DES thé hé mdi. Cac thiét bi tai tuéi mau méi, nhu
khoan pha méang xo vira va can thiép mach vanh bang laser hiém khi dugc st dung trong diéu
tri IRS. Tai tudi mau bang phiu thuat bic cau mach vanh (CABG) c6 thé dugc can nhic voi
bénh nhan khong 13 img vién dé can thiép mach vanh qua da. T4t ca bénh nhan déu can dung
chbng két tap tiéu cau kép thoi gian dai.

Trong ca bénh cila chtng t6i, sang thuong mach vanh duoc tim thiy giong nhu huyét khoi
(Hinh 1). IVUS phat hién mat long trong stent nghi ngd huyét khéi trong vanh (Hinh 3). Hat
huyét khdi ndi mach vanh dugce thuc hién va phat hién 1a tang sinh tan ndi mac (Hinh 4, 5). Do
da dat stent phu Everolimus trudc do, IVUS lap lai (Hinh 6) va dé nghi khong can dit lai stent
cho bénh nhan. Bénh nhan 6n dinh va xuat vién vé6i liéu phap chdng két tap tiéu cau kép. IRS
thudng gay ra boi su hinh thanh cdc mang, dit stent sai vi tri va khong nong day du. Viéc bénh
nhan déap tng kém véi thude e ché Gpllb/Illa goi ¥ khao sat thém bang IVUS.

IVUS c6 thé gitip phan biét cac ton thuong. N6 cho phép phat hién viéc nong khong du
cuia stent gbc. Nong bang bong ap luc cao s& duge sir dung dé dit stent thir 2. Trong trudng hop
nay, chiing toi stir dung IVUS trudc va sau khi hut huyét khdi dé dam bao 1ong stent rong va
khong can dit stent hoic nong bong tiép.

Két luan: Piéu trj IRS thudng bang can thiép mach vanh v6i diat DES thé hé moi hon.
Vi bénh nhan IRS dang st dung DES thé hé 2 va dudi 6 thang ké tir 1an dat stent gin nhat, cac
nguyén nhan khong dién hinh nhu ting sinh tin néi mac nén dugc nghi ngdy. IVUS ¢6 thé dugc
c4n nhac nhim danh gia xa hon cling nhu hut huyét khdi ndi mach néu can. Viée st dung IVUS
cling xac dinh liéu stent gdc di dugc nong di 16n va danh gia kich thude twong quan ctia mach
mau. Cac bac si 1am sang nén xem xét cac nguyén nhan khac néu IRS giai doan sém khang tri
v6i liéu phép tiéu chuan.
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Hinh 1: Stent LAD trudc do, nhin tr goc LAO.

Hinh 2: Tai hep doan gan LAD v&i khuyét dién thudc, nhin tir goc LAO
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Hinh 4: Hat ndi mach dé loai bo huyét khdi trong mach vanh doan gﬁn LAD
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Hinh 5: LAD rong rai sau khi hiit huyét khéi/ goc nhin LAO
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Hinh 6: IVUS doan gan LAD sau khi hit huyét khdi khoi stent LAD

45



7

9

r

Tap chi Khoa hoc va Kinh t€ phat trién so 15

O

NG DAIHOC NAM CAN TH

TRUO

A

an ndi mac

4y tang sinh t

01 mach cho th:

01 ni

~ r
A

Giai phau bénh kh

Hinh 7

46



TRUONG PAI HOC NAM CAN THO Tap chi Khoa hoc va Kinh té phat trién s 15

A CASE OF IN-STENT RESTENOSIS TREATED
BY INTRACORONARY ASPIRATION AND IVUS
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Background: In-stent restenosis(ISR) is a gradual re-narrowing of a stented segment that
can occur 3-6 months after placement. The treatment of ISR after drug-eluting stent (DES)
implantation remains a major challenge. Standard treatment includes repeat stenting with newer
generation DES. Other techniques such as balloon angioplasty, bare metal stent placement or
intracoronary radiation are less commonly performed. We present the case of a patient who
presents found to have ISR with suspected thrombus refractory to the use of a Gpllb/Illa
inhibtor. Use of intravascular ultrasound was suspicious for intracoronary mass which was then
treated with aspiration.

Case: We present the case of a 59 year-old female with history of diabetes mellitus,
hypertension and hyperlipidemia who initially presented with a 6 week history of worsening
dyspnea and weight gain. She received a two-dimensional echocardiogram which revealed an
Ejection Fraction of 33% with regional wall motion abnormalities at mid septal , mid inferior,
basal septal, basal inferior wall. She received an angiogram where she was found to have
multivessel coronary disease including a 70% stenosis of the left main coronary artery. Because
of baseline kidney disease, her revascularization was delayed. After medical optimization, she
received a primarily Intravascular ultrasound guided (IVUS) percutaneous intervention of her
left main coronary artery (LMCA), left anterior descending (LAD) artery, right coronary artery
and second diagonal branch which was successful with Everolimus eluting stent. Subsequent
echocardiogram revealed an improved Ejection Fraction of 44%. She presented again later to
the hospital 7 months later on with exertional syncope. At this time, her ejection fraction was
found to be depressed at 20%. She received a repeat angiogram which revealed significant lack
of contrast in the LAD stent with filling defect suggestive of thrombus (Figure 1, 2). After
receiving treatment with a GplIb/IIla inhibitor, she came back to the cardiac catheterization lab
without resolution of this supposed thrombus. IVUS to LM and proximal LAD was then
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performed. Abnormal characteristics on IVUS revealed an intracoronary mass which was then
treated with aspiration (Figure 3). This revealed a 3 cm white, long fibrotic mass later identified
as neointimal hyperplasia (Figure 4). IVUS was then performed to reveal patency of the stent
and no further stenting was needed (Figure 5, 6).

Discussion: ISR remains a common problem with reported incidence of between 3 and
20 percent. ISR of DES is less common due to medication inhibiting the development of
neointimal hyperplasia.

The standard treatment for ISR is often repeat stenting with newer generation DES
(Everolimus, Zotarolimus). The use of drug-eluting balloon (DEB) angioplasty, rather than
placement of a newer generation DES is reasonable in available and experienced centers.
Specialized revascularization devices, such as rotational or directional atherectomy and laser
angioplasty are used infrequently to treat ISR. Revasculation with CABG could be considered
in patients who are not candidates for PCTA. All patients will need long term dual antiplatelet
therapy, however.

In our case, a coronary lesion was found resembling thrombus (Figure 1). IVUS then
revealed instent lumen loss with suspicion of intracoronary mass (Figure 3). Intracoronary
aspiration of the mass was performed which was discovered to be neointimal hyperplasia
(Figure 4, 5). Due to previous everolimus stent placement, found to be patent on repeat IVUS
(Figure 6), no further stenting was needed. The patient was stabilized for discharge on dual
antiplatelet therapy. ISR is more commonly caused by plaque formation, underexpansion,
malapposition of stent among others. The patient’s lack of improvement on Gpiib/iiia inhibitors
warranted further investigation with IVUS.

IVUS could help to stratification the lesion. It allows the detection of under-expansion of
the original stent. If under-expansion is found, high pressure balloon is performed to placement
of a seconds stent. In this case, we use IVUS before and after the aspiration to make sure that
the patent of lesion and no further stenting or ballooning needed.

Conclusion: Treatment of ISR is most often by angioplasty with new generation DES
placement. For patients of ISR with a second generation DES placement and less than 6 months
from prior placement, concern for atypical causes such as neointimal hyperplasia should be
suspected. IVUS may be considered for further characterization and intracoronary aspiration if
appropriate. The use of IVUS also to determine if the original stent is adequate expanded and
to further evaluate the size of reference vessel. Clinicians should consider other causes in cases
of early ISR that are refractory to standard therapy.
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Figure 1: Previous LAD stent, seen in LAO projection.

Figure 2: Proximal LAD in-stent restenosis with filling defect, seen in the LAO projection.
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Figure 3: IVUS of proximal LAD before aspiration is showing in-stent lumen loss. LAD — Left
Anterior Descending Artery.

Figure 4: Intracoronary mass removed from proximal LAD by intracoronary aspiration
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Figure 5: Patent LAD stent after intracoronary aspiration in LAO projection.
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Figure 6: IVUS of proximal LAD after aspiration showing patency of LAD stent
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Pathology of intracoronary mass revealed intimal hyperplasia

Figure 7
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