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Percutaneous treatment of spontaneous coronary
artery dissection using bioresorbable magnesium
scaffolds

Tratamiento percutdneo de diseccion coronaria espontdnea
mediante dispositivos bioabsorbibles de magnesio

To the Editor,

Spontaneous coronary artery dissection (SCAD) is a rare cause
of acute coronary syndrome, the incidence of which is increasing,
probably due to increased diagnostic suspicion.'? The optimal
treatment remains under debate, although there is a consensus on
initial conservative treatment based on long-term prospective
series.'> However, in cases of persistent ischemia, percutaneous
coronary intervention is recommended, and in this situation the
use of bioresorbable scaffolds (BRS) can be beneficial.?

We present the case of a 47-year-old woman who presented
with a 24-hour history of persistent chest pain, with no significant

Figure 1. Findings on angiography (A) and optical coherence tomography (B-D)
before percutaneous coronary intervention. EP, entry port; IH, intramural
hematoma; TL, true lumen; *, guidewire artifact.

electrocardiographic changes. Blood tests showed elevated
markers of myocardial damage (cardiac troponin I, 3.5 pg/L),
and echocardiography ruled out regional wall motion abnormali-
ties. The patient’s symptoms resolved and she was admitted with
suspected acute myopericarditis. On day 5, she developed new
chest pain, this time with ST-segment depression of up to4 mm in
the anterior leads. Urgent transradial coronary angiography
showed a long, severe lesion in the mid segment of the left
anterior descending artery (figure 1 and video 1 of the
supplementary data). The patient did not improve with intracor-
onary glyceryl trinitrate, and given the high suspicion of SCAD,
optical coherence tomography (OCT) was performed. OCT
confirmed the diagnosis of SCAD and revealed an intimal flap
and a long (38 mm) segment of intramural hematoma that was
severely compressing the true lumen (minimal lumen area,
0.7 mm?) (figure 1B-D and video 2 of the supplementary data).
Due to the persistence of chest pain and poor hemodynamic
tolerance, it was decided to perform percutaneous coronary
intervention with fenestration with a scoring balloon catheter
(Angiosculpt, 2.5 x 15 mm) with OCT guidance to try to
decompress the false lumen. After several dilatations, the distal
flow improved, but the luminal compromise persisted, and
2 overlapping magnesium BRS were placed (Magmaris,
3.0 x 2.0 mm distally and 3.5 x 15 mm proximally), with a good
final result (figure 2A and video 3 of the supplementary data).
Follow-up OCT showed good apposition of the 2 BRS and good
compression of the intramural hematoma; an image of minimal
intimal rupture was seen proximal to the treated segment (figure
2B-D and video 4 of the supplementary data). Computed
tomography at 72 hours showed an excellent result with the
BRS and confirmed no progression of the SCAD (figure 2E). The
patient remained symptom-free and was discharged with clinical
and computed tomography follow-up at 6 months.

SCAD causes a not insignificant proportion of acute coronary
syndromes in women younger than 60 years; a high clinical
suspicion is essential for the diagnosis.!” There is consensus on
initial conservative treatment, given that in most cases, sponta-
neous resolution of the SCAD is observed on imaging after a
few months.!? For patients with refractory or recurrent ischemia,
percutaneous coronary intervention should be considered,
although the best revascularization strategy remains to be
established. Some authors advocate the use of scoring balloon

Figure 2. Findings on angiography (A), optical coherence tomography (B-D), and computed tomography (E) after percutaneous coronary intervention. The
2 overlapping bioresorbable scaffolds (C). IH, intramural hematoma; *guidewire artifact.
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catheters to fenestrate and decompress the subintimal hematoma
and thus improve the results of stenting.? There are some small
series of patients with SCAD treated with first-generation BRS
with good outcomes at follow-up. This strategy favors the
possibility of complete vascular recovery and avoids the problem
of late malapposition of the device after resorption of the
intramural hematoma and the risk of late thrombosis.> In
the present case, the use of a scoring balloon did not achieve
an adequate angiographic result, probably because we used an
under-sized device (to avoid excessive insult to the damaged
arterial wall), and ultimately we had to use a BRS. Due to the
withdrawal of the first-generation BRS, we opted for a magnesium
BRS and the choice of size was guided by OCT to accommodate
the lamina elastica externa distal to the affected segment.
After implanting the first BRS, we confirmed the persistence of
hematoma in the proximal uncovered section, so it was necessary
to overlap a second magnesium BRS.

The use of magnesium BRS has been described in 1 patient with
SCAD, with a good outcome at 12 months on angiography and
OCT follow-up.” The rapid resorption time of this device (an
estimated 12 months) makes it a particularly attractive option in
this context. To the best of our knowledge, this is the first described
case that shows the value of a combined strategy (fenestration
and magnesium BRS) with a good final result confirmed on
angiography, OCT, and computed tomography. Use of computed
tomography avoids the need for further invasive procedures in
these patients who have increased susceptibility to vascular
complications. Furthermore, magnesium does not produce imag-
ing artifacts on computed tomography, so this technique allows
optimal visualization of the vascular lumen.

APPENDIX. SUPPLEMENTARY DATA

Supplementary data associated with this article can be found in
the online version, at https://doi.org/10.1016/j.rec.2019.06.015
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Feasibility of a subcutaneous implantable cardioverter- R

defibrillator in a patient with pectus excavatum ot

Viabilidad del desfibrilador automdtico implantable subcutdneo
en un paciente con pectum excavatum

To the Editor,

The subcutaneous implantable cardioverter-defibrillator (S-
ICD) was introduced to reduce complications related to the
transvenous leads used with conventional defibrillators. The
device has proven to be a safe and effective system for both
primary and secondary prevention of sudden cardiac death.'?

The S-ICD creates an extrathoracic defibrillation system by
means of subcutaneous defibrillation leads placed along the
sternum and tunneled through the subcutaneous inframammary
line to a generator located in the chest wall. However, in patients
with pectus excavatum, it may be difficult to position the lead
around the convexity formed by the left chest and the concavity
located around the sternum.

We describe a 41-year-old man who was resuscitated following
cardiac arrest due to ventricular fibrillation during physical
exercise. The patient had no relevant history, although pectus
excavatum (Figure 1A) was observed during the physical
examination. In the cardiac study performed, no significant
abnormalities were found in either the electrocardiogram or

echocardiogram. Coronary angiography showed no coronary
abnormalities. Cardiac magnetic resonance imaging revealed
fibrosis in the septal segments of the left ventricle, as well as
severe pectus excavatum (Haller index, 9.5) (Figure 1B).

In view of the diagnosis of recovered ventricular fibrillation and
the possibility of arrhythmogenic cardiomyopathy, ICD therapy
was indicated for secondary prevention of sudden cardiac death.

An S-ICD was initially considered because pacing was not
required and there was no indication for cardiac resynchroniza-
tion, based on the patient’s age and clinical arrhythmia (lower
probability of requiring antitachycardia pacing).

Electrocardiographic screening was positive for the 3 vectors in
the left parasternal position. Because screening was successful, the
risks of a subcutaneous vs conventional device were evaluated,
with assessment of the impact of the chest deformity on
subcutaneous lead insertion, detection of ventricular electrical
activity, and defibrillation efficacy. Finally, a decision was made to
implant an S-ICD (Emblem MRI S-ICD A219).

Implantation was carried out under local anesthesia with
conscious sedation. Even though a 2-incision technique with no
cranial incision was used, the single-coil defibrillation lead was
successfully placed in a conventional position. The generator was
positioned laterally between the anterior surface of the serratus
muscle and the latissimus dorsi, behind the anterior axillary line.
After implantation, ventricular fibrillation was induced and
successfully reverted by the S-ICD with a shock of 65] (safety


http://dx.doi.org/10.1016/j.rec.2019.06.015
mailto:falf@hotmail.com
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0030
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0030
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0030
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0035
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0035
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0035
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0040
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0040
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0040
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0045
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0045
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0045
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0050
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0050
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0050
http://refhub.elsevier.com/S1885-5857(19)30296-8/sbref0050
https://doi.org/10.1016/j.rec.2019.06.015
http://crossmark.crossref.org/dialog/?doi=10.1016/j.rec.2019.06.015&domain=pdf

	Raphe in bicuspid aortic valve without significant aortic valve disease is unrelated to aortic hemodynamics and stiffness
	FUNDING
	Acknowledgements
	References

	Percutaneous treatment of spontaneous coronary artery dissection using bioresorbable magnesium scaffolds
	APPENDIX. SUPPLEMENTARY DATA
	References

	Feasibility of a subcutaneous implantable cardioverter-defibrillator in a patient with pectus excavatum
	References

	Feasibility of absolute coronary blood flow and microvascular resistance quantification in tako-tsubo cardiomyopathy
	FUNDING
	References

	Long-term outcomes of aortic valve reimplantation in™Marfan syndrome
	References

	Noninvasive ablation of ventricular tachycardia with stereotactic radiotherapy in a patient with arrhythmogenic right ventricular cardiomyopathy
	Acknowledgements
	References


