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A-III

Saat Salon A Saat Salon B Saat Salon C Saat Salon D

13:00 - 14:15

EXPERT PANELİSTLER İLE OLGU TARTIŞMASI 
Oturum Başkanları: Fatih Uzun, Hamdi Püşüroğlu 
Panelistler: Bilal Çuğlan, Davran Çiçek, Hazar Harbalıoğlu, Firdovsi 
Mammadov, Cengiz Şabanoğlu

13:00 - 14:15

Sol Ana Koroner İşlemlerinde Zorlu Senaryoların 
Yönetimi 
Oturum Başkanları: Cevat Kırma, Bilgehan 
Karadağ 
Panelistler: Timor Omar, Murathan Küçük, Burak 
Acar, Adnan Kaya

13:00 - 14:15 SOL ATRİAL APENDİKS KAPAMA KURSU 
Kurs Eğitmenleri: Şükrü Akyüz, Levent Şahiner 13:00 - 14:15

Olgularla Koroner 
Bifürkasyon Lezyonlarına 
Yaklaşım Kursu 
Kurs Eğitmenleri: Korhan 
Soylu, Ali Nazmi Çalık

13:00 - 13:15
Olgu 1: Akciğer malignitesi nedenli ana koroner basısının ivus guided 
perkütan revaskülarizasyonu 
Ümit Öztürk

13:00 - 13:15

Ana koroner lezyonlarında kalsifikasyon 
yönetimi (Rotablation/ShochWave/Balon temelli 
malzemeler/Görüntüleme/Olası komplikayona 
hazırlık) 
Ali Buturak

13:00 - 13:15 Transeptal ponksiyon: Püf noktalar 
Levent Şahiner  

 
1. Oturum: Provizyonel 
stentleme stratejisi 
Öğrenim hedefleri: 
• Bifurkasyon anatomisini 
ve lezyon sınıflamalarını 
öğrenmek 
• Provizyonel stentlemenin 
adımlarını ve püf noktalarını 
anlamak 
• Çi@ stente ‘eskalasyon’ 
endikasyonlarını öğrenmek 
• Tekniğe özel sorunları ve 
çözümlerini anlamak

13:15 - 13:30
Olgu 2:  Düşük ejeksiyon fraksiyonlu bir hastada Ring içi Transkateter 
Mitral Kapak implantasyonu 
Emirhan Çakır

13:15 - 13:30

Ana koroner işlemlerinde DCB kullanımı (Ana 
koronerde DCB ye hazır mıyız?/hangi hastaya?/
hangi ilaç ve teknik?/ Lezyon hazırlığı/ Sonuçtan 
nasıl emin olabiliriz/ Görüntüleme/Literatür 
ne diyor 
Adnan Kaya

13:15 - 13:30 Cihazlar: Amulet vs LAmbre vs Watchman FLX 
Şükrü Akyüz  

13:30 - 13:45
Olgu 3: Aynı Seansta yapılan transkateter aort kapak ve  mitral kapak 
implantasyonu 
Enes Alıç

Tartışma

Spesifik durumlarda ana koroner müdahalesi 
(Anomali/Bası/PH basısı/Anevrizma/İatrojenik 
diseksiyon/SCAD) 
Umuttan Doğan

Tartışma Görüntüleme (TEE ve BT): Temel bilgiler 
Levent Şahiner  

13:45- 14:00
Olgu 4: LAD diffüz lezyonunu nasıl tedavi edelim: güncel 
yaklaşımımız.
Nebile Mehdi

13:45 - 14:00

Akut koroner sendrom ile prezente olan ana 
koroner darlığında girişimsel tedavi seçenekleri 
(Trombüs aspirasyonu/Çift stent vs Provizyonel/
IVUS vs OCT/Trombüs migrasyonu yönetimi/
Optimizasyon) 
Şaban Keleşoğlu

13:45 - 14:00 İmplantasyon teknikleri 
Şükrü Akyüz  

14:00 - 14:15 Olgu 5: IVUS aracılı modifiye balon jail teknigi ile LMCA stentleme 
Elif Ozhan Karacam 14:00 - 14:15 Tartışma 14:00 - 14:15 Komplikasyonlar ve yönetim 

Şükrü Akyüz  

14:15 - 14:30 Kahve Arası

14:30 - 16:00

Complex Cases with the Masters 
Oturum Başkanları: Oğuz Yavuzgil, Ramazan Özdemir 
Panelistler: Emre Altekin, Hasan Arı, Mehmet Mustafa Can, Emir 
Kubilay Şahin, Mahmut Özdemir

14:30 - 16:00

KONJENİTAL KALP HASTALIKLARINDA GİRİŞİMSEL 
METODLAR 
Oturum Başkanları: Ahmet Çelebi, Ahmet 
Lütfullah Orhan 
Panelistler: Göktürk İpek, Atilla Bitigen, Ahmet 
Anıl Şahin, Onur Sinan Deveci

14:30 - 16:00 CTO Kursu 
Eğitmenler: Bülent Behlül Altunkeser, Ömer Göktekin 14:30 - 16:00

Koroner kalsifikasyon 
(görüntüleme, çözüm 
yolları-rota-cutting-
skoring-litotiripsi ve 
komplikasyonlar) 
Kurs Eğitmeni: Bilgehan 
Karadağ

 
Canlı Vaka - 1 (TAVI) - Boston Scientific 
Operatorler: İlker Gül, Murat Gök 
İstanbul Üniversitesi - Cerrahpaşa Kardiyoloji Enstitüsü

14:30 - 14:45 Kompleks ASD kapatma tekniği 
Levent Korkmaz  

Antegrad Teknikler Ömer Göktekin

Öğrenim Hedefi 
Anatomik Değerlendirme 
Lezyon tipine göre malzeme tercihi 
Geçiş teknikleri (Antegrad wire eskalasyon/
deeskalasyon, paralel wire, antegrad diseksiyon 
ve reentry, hidrolik diseksiyon ve reentry, diğer 
yöntemler) 
Ambigious proksimal kepte antegrad çözüm yolları 
(IVUS guided ponksiyon, BASE, side-BASE)

Retrograd Teknikler: Bülent Behlül Altunkeser, 
Nazif Aygül

Öğrenim Hedefi 
Kollateral değerlendirmesi 
Septal kollateral kullanımı (malzeme seçimi, geçiş 
teknikleri) 
Epikardiyal kollateral kullanımı (malzeme seçimi, 
geçiş teknikleri) 
Retrograd geçiş teknikleri ve eksternalizasyon

Kronik Total Oklüzyon Müdâhalesi Sonrası Kalp 
Yetmezliği ve Mortalite 
Mehmet Murat Yiğitbaşı

 

Kalsifik damar değerlendir-
mede intravasküler görün-
tülemenin önemi  
Bilgehan Karadağ

 
Canlı Vaka - 2 (TAVI) - Meril 
Operatorler: Ali Nazmi Çalık, Uğur Özkan 
Marmara Üniversitesi Pendik Eğitim ve Araştırma Hastanesi

14:45 - 15:00 Sinus venözus ASD 
Ahmet Çelebi    

Kalsifik lezyonlarda balon 
temelli tedavi yaklaşımları 
Hasan Ali Barman

 
TAVI de kapak seçimi 
Telat Keleş 
* Konuşma süresi 7 dakikadır.

15:00 - 15:15 Aort Koarktasyonu 
Ahmet Güler    

Kalsifik lezyonda debulking 
stratejileri 
Eser Durmaz

 

Boston Scientific 
Acurate Neo 2 
Huseyin Ayhan 
* Konuşma süresi 5 dakikadır.

15:15 - 15:30 PDA ve PFO 
Özlem Özcan Çelebi    

Kalsifik lezyon komlpikasyon 
yönetimi( stent sıyrılması, 
rüptür, stuck rota,..... ) 
Kurtuluş Karaüzüm

 

Meril 
Myval 
Kudret Keskin 
* Konuşma süresi 5 dakikadır.

15:30 - 15:45 Opere Fallot da transkatater tedaviler 
Ahmet Çelebi      

    15:45 - 16:00 Tartışma      

16:00 - 16:15 Kahve Arası

16:15 - 17:45

Complex Cases with the Masters 
Oturum Başkanları: Ramazan Akdemir, Sait Terzi 
Panelistler: Fatih Güngören, Fatih Kahraman, Kudret Keskin, 
Tayyar Akbulut,

16:15 - 17:30

TRANSKATETER AORT KAPAK 
İMPLANTASYONUNDA ZORLU SENARYOLAR 
Oturum Başkanları: Yılmaz Güneş, Emre Altekin 
Panelistler: Elnur Alizade, Cihan Altın, Salih 
Topal, Arafat Yıldırım, İdris Buğra Çelik, Samir 
Allahverdiyev

16:15 - 17:30
ANTİTROMBOTİK TEDAVİ OTURUMU 
Oturum Başkanları: Merih Kutlu, Cafer Zorkun 
Panelistler: Ferhat Kanbay, Şeyhmus Külahçıoğlu

16:15 - 17:30
Makale Yazma Kursu 
Kurs Eğitmenleri: Servet 
Altay,Ahmet Güner

 
Canlı Vaka - 1 (ASD Kapama) -Meta Medikal 
Operatorler: Hakan Erkan, Muhammer Karakayalı 
Marmara Üniversitesi Pendik Eğitim ve Araştırma Hastanesi

16:15 - 16:30 Aortic valve in valve islemlerinde püf noktalar 
Hüseyin Dursun 16:15 - 16:30 Akut koroner sendromda antitrombosit tedavi 

Aytül Belgi Yıldırım    

 
Canlı Vaka - 2 (Mitral Balon) - Meta Medikal 
Operatorler: Mustafa Yıldız,  Ramazan Düz 
İstanbul Üniversitesi - Cerrahpaşa Kardiyoloji Enstitüsü

16:30 - 16:45
Bikuspit aortlu hastaya TAVİ işleminde nelere 
dikkat etmeli 
Emrullah Kızıltunç

16:30 - 16:45 Antitrombotik tedavi alan hastalarda zorlu senaryolar 
Çağdaş Akgüllü    

 
Girişime göre Transeptal Ponksiyon 
Gökhay Taylan 
* Konuşma süresi 7 dakikadır.

16:45 - 17:00
TAVI sırasında  hangi durumlarda koroner tıkanıklık 
olabilir, önlemek için ne yapmalı 
Fatih Kardaş

16:45 - 17:00 Koroner dışı işlemlerde antitrombotik tedavi 
Hikmet Hamur    

 
Microport (TAVI) 
Vitaflow Liberty TAVR uygulamalarında yeni bir soluk 
Hakan Uçar

17:00 - 17:15
TAVI sırasında ciddi periferik komplikasyonlar 
ve yönetimi 
Murat Sünbül

17:00 - 17:15 Antitrombotik tedavide yeni ilaçlar ve yeni yaklaşımlar 
Enbiya Aksakal    

    17:15 - 17:30 Tartışma 17:15 - 17:30 Tartışma    

18:30 - 19:30 Asistan Yarışması            

19:30 - 20:00 Açılış Töreni - State of art (Dr. Ferhan Özmen)            
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[OP-01]

Successful Treatment of a Large Symptomatic Left 
Subclavian Artery Aneurysm Using Endovascular Plug 
Occlusion: A Case Report Highlighting Technical Challenges
Fuat Polat1, Osman Eren Karpuzoğlu2

1Department of  Cardiology, University of  Health Sciences Türkiye, Dr. Siyami Ersek 
Thoracic and Cardiovascular Surgery Training and Research Hospital, İstanbul
2Department of  Cardiolovascular Surgery, University of  Health Sciences Türkiye, Dr. 
Siyami Ersek Thoracic and Cardiovascular Surgery Training and Research Hospital, 
İstanbul

Aim: Subclavian artery aneurysms represent a rare but clinically significant 
vascular pathology, accounting for less than 1% of peripheral arterial 
aneurysms. These lesions carry substantial risks including thromboembolism, 
compression symptoms, and potential rupture, necessitating prompt 
intervention when symptomatic.

Case Report: A 71-year-old female with a history of hypertension presented 
with progressive left upper extremity symptoms including pain, numbness, 
and weakness. Physical examination revealed differential blood pressures 
between arms (right: 130/70 mmHg, left: 105/65 mmHg) and a weak left 
radial pulse. Initial chest radiography demonstrated a well-circumscribed 
round mass in the left hemithorax. Subsequent computed tomographic 
angiography revealed a large 65x55 mm left subclavian artery aneurysm 
positioned distal to the vertebral artery origin, complicated by a 2.5 cm 
thrombotic occlusion. Notably, collateral circulation had developed to 
maintain left axillary artery perfusion, with preserved flow in both the left 
vertebral artery and left internal mammary artery. Endovascular repair was 
planned using a dual-access approach through the right femoral and left 
radial arteries. After unsuccessful attempts to reach the aneurysm via the 
radial approach due to anatomical challenges, the intervention strategy 
was modified. A 10 mm vascular plug was successfully deployed in the 
left subclavian artery adjacent to the aneurysm via femoral access. Post-
intervention angiography confirmed complete cessation of aneurysmal 
flow while maintaining critical vessel patency. At one-month follow-up, 
the patient reported significant improvement in her left upper extremity 
symptoms. Follow-up imaging demonstrated complete thrombosis of the 
aneurysm sac with continued preservation of flow in critical vessels. Cardiac 
function remained stable with preserved left ventricular ejection fraction of 
60% and no new cardiovascular complications. This case illustrates several 
important aspects of managing complex subclavian artery aneurysms. First, it 
demonstrates the effectiveness of endovascular techniques in treating these 
challenging lesions while minimizing procedural risks. Second, it highlights 
the importance of maintaining procedural flexibility and having alternative 
approaches when initial strategies prove unsuccessful. Finally, it shows the 
possibility of achieving complete aneurysm occlusion while preserving critical 
vessel flow through careful device selection and positioning.

Conclusion: Endovascular plug occlusion represents an effective treatment 
option for subclavian artery aneurysms, even in cases complicated by 
thrombosis and challenging anatomy. Success depends on thorough pre-
operative planning, technical flexibility, and careful attention to preserving 
critical vessel flow. Long-term follow-up remains essential to monitor for 
potential complications and ensure sustained clinical improvement.

Keywords:  Subclavian artery aneurysm, endovascular repair, thrombosis, 
upper extremity ischemia

Figure 1. Computed tomography angiography of the thoracic aorta and upper 
extremities shows a left subclavian artery aneurysm distal to the origin of the 
vertebral artery

Figure 2. A destination sheath and vertebral catheter were positioned in the 
proximal subclavian artery via the femoral artery, while a right Judkins catheter was 
advanced into the distal subclavian artery through the radial approach (top left). 
Despite using stiff guidewires, access to the aneurysmal region from the distal end 
was unsuccessful (bottom left). A 10 mm vascular plug was placed proximal to the 
aneurysm sac through the vertebral catheter via the femoral route (top right). Post-
procedural cine angiography confirmed preserved flow in both the left vertebral 
artery and the left internal mammarian artery, with near-complete occlusion of 
flow within the aneurysm sac (bottom right)
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[OP-02]

Coil Embolization for LAD Aneurysm a New Approach to 
Coronary Artery Aneurysm Treatment
Cuma Süleymanoğlu1, Şaban Keleşoğlu2, Nihat Kalay2

1Clinic of  Cardiology, Osmaniye State Hospital, Osmaniye
2Department of  Cardiology, Erciyes University Faculty of  Medicine, Kayseri 

Aim: Coronary artery aneurysm is an uncommon disease, whose natural 
history and therapeutic approach still controversial, medical therapy, surgical 
revascularization with or without ligation or exclusion and endovascular 
exclusion with membrane covered stents are all accepted and viable options. 
Here we report a new approach of a coronary aneurysm treated with stent 
assisted coil embolization.

Case Report: A hypertensive, diabetic, dyslipidemic, 67 years old lady with 
history of serebrovascular disease was admitted to our outpatient clinic with 
efor angina and proven ischemia on MPS performed in other clinic. Coronary 
angiography revealed a chronic total occlusion of the root cause analysis and 
retrograde filling from the left circumflex coronary artery (LCX), insignificant 
LCX lesion amd mid leukocyte adhesion deficiency (LAD) severe stenosis 
compined by large coronary aneurysm. Multidisciplinary team discussion 
reffered for coronary artery bypass graft surgery, the patient refused the 
surgery option at all. We decided to treat the more critically acute LAD lesion, 
we managed to pass LAD lesion by finecross microcatheter and Fielder® XT, 
with the predilatation and after that parking the coil microcatheter inside the 
aneurysmatic sac and employ the LAD stent in luminal size, then coil the sac 
then postdilate the stent, confirming the size by intravascular ultrasound and 
good final result was obtained.

Conclusion: Coronary artery aneurysms are infrequent malformations 
with yet unclear standert of treatment, the choice depends on clinical and 
anatomical carachteristic, the stent-assisted coil embolization as we describe 
may be a valuable option to manage patients presententing with such a 
coronary aneurysm.

Keywords: Coronary artery aneurysm, coil, atherosclerotic heart disease

Figure 1. Diagnostic angiography

Figure 2. Final view
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[OP-03]

Management of Guidewire Entrapment and Fracture During 
LMCA Percutaneous Coronary Intervention 
Cuma Süleymanoğlu

Clinic of  Cardiology, Osmaniye State Hospital, Osmaniye

A 53-year old male patient was referred to our center with the diagnosis of 
non-ST elevated myocardial infarction. He had a history of chest pain which 
lasted for approximately six hours. He had chronic coronary artery disease 
and had been using acetylsalicylic acid and metoprolol for seven years. 
Coronary angiography and percutaneous coronary intervention (PCI) were 
planned for the patient after primary evaluation in the emergency room. 
There was no sign of myocardial ischemia in the electrocardiogram. The left 
ventricular ejection fraction was 60% and concentric left ventricle hypertrophy 
was observed by echocardiography. A diagnostic coronary angiography 
revealed a sever stenosis at the osteal segment of the left anterior descending 
artery. A 0.014” floppy guidewire was introduced into the leukocyte adhesion 
deficiency (LAD) artery and another guidewire was introduced into the 
left cicrumflex artery for prevention of the plaque shift A coronary stent 
was implanted into the lesion in the ostal segment of the LAD artery at 16 
atmospheric pressure pressure as crosover LAD-left main coronary artery 
disease approach. After stent employment 4.5x12 NC balloon was used for post 
dilatation and a Thrombolysis In Myocardial Infarction 3 flow was obtained. 
The left circumflex coronary artery osteal was acceptable and no plaque shift 
seen. Unfortunately, at that time we were not be able to pull the wire in the 
LAD part back and it was obvious that it was entrapped in the distal part of 
the coronary artery. By using low profile coronary balloon we were be able 
to deliver the very distal part of the LAD then after forced pulling back, the 
system of both the wire and the balloon together were completly back. After 
that control angiography showed type 2 coronary perforation at the distal LAD 
segment. The patient hemodinamy was very good. Rewire the LAD again and 
long ballon inflation to occlude the vessel was performed, after 3 min of this 
manevure the control angiography reveled normal flow of the LAD without 
any contrast extavastion or myocardial blush. The patient then went on dual 
antiaggregant. After the procedure bedisde echocardiogram (ECHO) reveled 
no pericadiyal effusion. After 24 hour control ECHO was normal without 
any pericardial effusion. Guidewire entrapment and fracture is a rare but 
potentially life-threatening complication of percutaneous revascularization. 
Initial steps to retrieve an entrapped guidewire fragment may include 
administering intracoronary vasodilators with gentle attempts to release 
the fragment, but more complex percutaneous retrieval techniques should 
be attempted if the initial approach fails. Retained guidewire fragments in 
the coronary tree can lead to life-threatening complications. Percutaneous 
removal should be attempted first; although percutaneous removal is the 
preferred option, extensive manipulation within the coronary tree can lead 
to catastrophic complications, including coronary dissection, thrombosis, or 
embolization of the guidewire fragment. Therefore, prolonged attempts at 
percutaneous retrieval should be avoided. In the normal PCI procedures, the 
distal part of the guide wire should be always in mind and excessive pushing 
forward or deep distaly advancement should be avoided. Balloon tracking 
technique is cheep and safe enough to be the first maneuver to try.

Keywords:  Guidewire entrapment, guidewire fracture, balloon tracking 
technique

Figure 1. 

Figure 2. 
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[OP-04]

Intervention in LIMA-LAD Lesion with Drug-coated Balloon 
from Native LAD
Fatih Öztürk1, Mehmet Yaman2

1Department of  Cardiology, Zonguldak Bülent Ecevit University Faculty of  Medicine, 
Zonguldak
2Department of  First and Emergency Aid, Kocaeli Health and Technology University, 
Kocaeli

Aim: Drug-coated balloon (DCB) is a new device for percutaneous coronary 
intervention and has shown favorable outcomes due to its unique feature 
of delivering a high concentration of antirestenotic drug locally and rapidly 
without the use of a durable polymer or metal stent. Currently, many DCBs 
are coated with paclitaxel or sirolimus. DCB provides intervention without 
disrupting the vessel’s natural position and without leaving permanent 
material inside the artery. It also reduces the need for long-term dual 
antiplatelet therapy.

Case Report: In our case, a 62-year-old male patient was referred to us with 
a diagnosis of non-ST-elevation myocardial infarction. Laboratory findings 
revealed elevated troponin levels, and there were no other laboratory findings 
to explain the condition. Electrocardiogram showed sinus rhythm with no 
elevation. Angiography showed a total occlusion in the saphenous vein graft 
to circumflex artery (Cx) and a severe lesion after left internal mammarian 
artery (LIMA)-left anterior descending artery (LAD) anastomosis. A 0.014 
guidewire was advanced through LIMA to LAD, but balloon advancement was 
not possible due to tortuosity in LIMA. Then, using a 0.014 guidewire through 
native LAD, predilation was performed with a 1.5x15 balloon, followed by 
further predilation distally with a 2.5x15 NC balloon. After lesion preparation, 
a 2.5x20 DCB was applied for 3 minutes at 8 atmosphere. A type A dissection 
was observed, and patency was achieved. For the Cx lesion, predilation was 
performed with a 2.5x20 NC balloon, and a 2.5x30 DCB was applied for 3 
minutes at 8 atm for drug absorption, resulting in patency. Both lesions were 
treated successfully with DCB.

Conclusion: Although DCB is more commonly used in small or in-stent 
restenotic lesions, as in our case, it can also be successfully used in difficult-
to-access distal lesions.

Keywords: Drug-coated balloon, drug-eluting stent, coronary artery disease

Figure 1. LIMA-LAD. Performing DCB on the distal LIMA-LAD lesion by crossing 
through the native LAD
DCB: Drug-coated balloon, LIMA: Left internal mammarian artery, LAD: Left anterior 
descending artery

Figure 2. Opening of the Cx lesion. Before and after DCB intervention in the native Cx
DCB: Drug-coated balloon, Cx: Circumflex artery 
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[OP-05] 

A Case of Fracture of a Surgically Implanted Bioprosthetic 
Valve
Fatih Aytemiz1, Dayimi Kaya2

1Clinic of  Cardiology, Manisa City Hospital, Manisa
2Independent Physician, İzmir

Transcatheter aortic valve implantation is a treatment method that can 
be safely applied in patients who have previously received a surgically or 
percutaneously implanted bioprosthetic valve. In patients treated with 
the valve-in-valve transcatheter aortic valve implantation technique, the 
new valve cannot fully expand because it remains within the frame of the 
previously implanted bioprosthetic valve. In such cases, patient-prosthesis 
mismatch, high residual gradients, and an ineffective orifice area may occur. 
Bioprosthetic valve fracture is a procedure performed by inflating an ultra 
non-compliant balloon at the sewing ring of the previously implanted valve. 
This allows the newly implanted valve to expand fully, thereby achieving an 
effective and maximum orifice area.

Keywords:   Transcatheter aortic valve implantation, valve-in-valve, 
bioprosthetic valve fracture

[OP-06]

The Role of Interventional Cardiology in the Treatment of 
Arterial Diabetic Foot Disease
Cuma Süleymanoğlu1, Adem Kıdık2, Zeynettin Kaya3, Volkan Çamkıran4

1Clinic of  Cardiology, Osmaniye State Hospital, Osmaniye
2Clinic of  Internal Medicine, Osmaniye State Hospital, Osmaniye
3Clinic of  Cardiology, Anatolia Hospital, Antalya
4Clinic of  Cardiology, Bahçeşehir University; Medical Park Göztepe Hospital, İstanbul

Aim: Peripheral arterial disease (PAD) is a term used to refer to occlusive 
atherosclerotic disease of the leg arteries. The incidence of PAD in diabetics is 
2-4 times increased. Diabetes mellitus is the leading cause of non-traumatic 
lower extremity amputations, with rates of major amputations 5-10 times 
higher in non-diabetics. In our study, patients with diabetic PAD who 
underwent percutaneous revascularization were examined. The group that 
had to undergo amputation during follow-up was compared with the group 
that did not undergo amputation in terms of clinical parameters.

Methods: Our study is a retrospective, observational study. The study was 
conducted between March 2023 and April 2024. In our study, 100 patients with 
diabetic PAD and who underwent endovascular procedures were included. 
The results of patients who underwent amputation and those who did not 
undergo amputation during the follow-up were compared in two groups. 
The PAD severity of the patients was evaluated with current clinical scoring 
systems. Fasting blood sugar, Hba1c levels and renal functions of all patients 
were compared at baseline and at 6 months.

Results: A total of 100 patients (62 male and 38 female) were evaluated, 15 of 
whom underwent amputation during follow-up. Demographic characteristics 
and comorbidities of these two groups were found to be similar. When 
only the duration of diabetes was compared, it was found to be statistically 
significantly longer in the amputation group. In addition, HbA1c value, which 
is an indicator of poor blood sugar control, was statistically significantly higher 
(mean HbA1c 8.8 vs. 10.5 p<0.001) in the amputation group. In addition, it 
was determined that creatinine values (mean creatinine 0.89 vs. 1.52 p<0.001) 
were higher and glomerular filtration rate (mean GFR; 89 vs. 47 p<0.001) 
decreased statistically significantly in the amputation group. All parameters 

indicating anatomical and clinical severity in PAD patients were worse in the 
amputation group. Rutherford grade 3 / category 5 and grade 3 / category 6 
(p<0.001) percentages were significantly higher in the amputated group than 
in the other patients. Fontaine grade 4 (p<0.001), Wagner’s grade 4 (p<0.001), 
Wound, Ischemia, and foot Infection grade 3 (p<0.001) and TransAtlantic 
Inter-Society Consensus II type D (p<0.001) percentages were significantly 
higher in the amputated group than in the other patients.

Conclusion: When these results are evaluated in general, it is important for 
physicians to question PAD symptoms. In particular, patients with PAD risk 
factors, especially diabetic patients, should be given special attention. Early 
diagnosis and treatment (medical/interventional) are very important in these 
patients to reduce the risk of amputation.

Keywords:  Peripheral artery disease, diabetes, diabetic foot, below-knee 
interventional interventions

Figure 1. ROC curves of the classification systems to predict amputation
ROC: Receiver Operating Characteristic

Figure 2. ROC curves of the baseline laboratory measurements to predict 
amputation
ROC: Receiver operating characteristic
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Table 2. Performance of classifications to predict amputation, ROC curve analysis

Classification Rutherford Fontaine Wagner’s WIfI TASC 2

Cut-off Grade 3 Grade 4 Grade 4 Grade 3 Type D

Sensitivity 100.00% 100.00% 100.00% 80.00% 73.33%

Specificity 65.88% 65.88% 96.47% 84.71% 84.71%

Accuracy 71.00% 71.00% 97.00% 84.00% 83.00%

PPV 34.09% 34.09% 83.33% 48.00% 45.83%

NPV 100.00% 100.00% 100.00% 96.00% 94.74%

AUC (95% CI) 0.856 (0.780-0.931) 0.829 (0.749-0.910) 0.982 (0.959-1.000) 0.872 (0.793-0.950) 0.865 (0.789-0.942)

p <0.001 <0.001 <0.001 <0.001 <0.001

ROC: Receiver operating characteristic, PPV: Positive predictive value, NPV: Negative predictive value, AUC: Area under ROC curve, CI: Confidence interval
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[OP-07]

Case Report and Literature Review: Treatment of Severely 
Calcified de novo Coronary Lesion with Intravascular 
Lithotripsy Followed by Stent-free drug-coated Balloon 
Therapy
Ayşegül Karahan

Clinic of  Cardiology, Liv Hospital, İstanbul

Aim: Calcified coronary lesions (CCL) remain a great challenge for percutaneous 
coronary intervention (PCI) despite improvements in interventional 
techniques. Debulking devices such as rotational atherectomy (RA), orbital 
atherectomy and recently intravascular lithotripsy (IVL) have been used to 
facilitate the preparation of CCLs improving stent area. Although PCI with 
drug-eluting stent (DES) implantation represents the most common approach 
for revascularization in these cases, outcomes in calcified lesions are often less 
than optimal. In recent years, drug-coated ballon (DCB) strategy has emerged 
as an effective alternative in scenarios such as in-stent restenosis, small vessel 
disease. Moreover, previous studies have shown that the safety and efficacy 
of DCB treatment after RA for CCLs might be comparable to those of DES 
following RA. Here we present a case of a calcified de novo lesion treated 
successfully with DCB following IVL.

Case Report: A 63-year-old male without prior history of diabetes or 
hypertension presented with recent-onset fatigue and exertional shortness of 
breath, particularly over the past two weeks. Coronary computed tomography 
angiography revealed a significant stenosis in the left anterior descending 
artery (LAD), and invasive coronary angiography confirmed a heavily calcified 
90% stenosis in the proximal LAD and a 30% stenosis in the mid segment 
(Figure 1). No other significant coronary lesions were observed. PCI to LAD 
was planned. Due to the severe calcification, IVL balloon (Shockwave C2) was 
deployed. After confirming satisfactory lesion modification, a 3.5x30 mm 
paclitaxel-coated balloon (Prevail, Medtronic) was applied, achieving optimal 
angiographic result (Figure 2). At 4-month follow-up, the patient remained 
asymptomatic, with no adverse cardiac events. It is well known that CCLs 
have a higher incidence of restenosis than non-calcified lesions following 
PCI with DES. Recent studies reported that clinical outcome after PCI using 
debulking devices prior to DCB treatment for severe calcification was not 
inferior compared with DES implantation. In a single-center cohort study 
carried out, which compared clinical outcomes for a total of 166 severely 
CCLs treated with DCB or DES following RA, target vessel revascularization was 
not significantly different in the DCB group compared to DES. Moreover, in a 
recently published meta-analysis evaluating five studies, the use of stent-less 
DCB strategies offers an efficacy and safety profile comparable to that of DES 
implantation in CCLs especially after adequate plaque preparation. IVL is a 
novel therapy for the treatment of severely calcified plaques by delivering 
circumferential pulsatile acoustic pressure waves to modify calcification. 
Previous clinical studies revealed the efficacy and safety of IVL prior to heavily 
calcified lesions and moreover, acute luminal gain with calcium fracture by 
IVL may positively affect clinical outcome.

Conclusion: Stent-less PCI by using a combined IVL and DCB approach-
defined as DCB only strategy, might be a potential revascularization strategy 
for patients with heavily CCLs. Further studies are needed to definitely address 
this strategy.

Keywords: Coronary artery disease, percutaneous coronary intervention, drug 
coated ballon, drug-eluting stent

Figure 1. Coronary angiography confirmed a heavily calcified 90% stenosis in the 
proximal left anterior descending artery and a 30% stenosis in the mid segment

Figure 2. Optimal result after intravascular llithotripsy followed by drug-coated 
balloon
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[OP-08]

Association Between Perceived Stress and Post-procedural 
Arm Pain Following Transradial Coronary Angiography: An 
Observational Cohort Study
Doğaç Okşen

Department of  Cardiology, Altınbaş University Faculty of  Medicine, İstanbul

Aim: Transradial coronary angiography (TRA) has become the preferred access 
route for diagnostic and interventional cardiac procedures due to its favorable 
safety profile. However, a subset of patients experience post-procedural arm 
pain, which may negatively influence psychological well-being. This study 
aimed to investigate the association between perceived stress levels and the 
presence of arm pain following TRA.

Methods: In this observational cohort study, 300 patients undergoing elective 
coronary angiography via the right radial artery were enrolled. Patients with 
pre-existing psychiatric disorders, chronic pain syndromes, or recent upper 
limb trauma/surgery were excluded. Within the first week after the procedure, 
participants completed the 10-item perceived stress scale (PSS-10). Arm pain 
was assessed concurrently using a visual analog scale (VAS). Patients were 
divided into two groups: those with arm pain (n=34, 11.3%) and those without 
(n=266, 88.7%). The primary outcome was the comparison of perceived stress 
levels between the groups and the correlation between pain intensity and 
stress scores.

Results: The mean age of the cohort was 59.8±9.4 years, and 62% were male. 
Patients with arm pain had significantly higher mean PSS scores compared 
to those without pain (21.4±5.3 vs. 16.9±4.8, p<0.001). A moderate positive 
correlation was observed between VAS scores and PSS scores among all 
participants (Spearman’s rho=0.46, p<0.001). Multivariate linear regression 
analysis, adjusting for age, gender, diabetes, and baseline anxiety status, 
confirmed that post-procedural arm pain was an independent predictor of 
elevated stress (β=0.41, p=0.001).

Conclusion: Arm pain following TRA is associated with higher levels of 
perceived stress during the early recovery period. The findings highlight the 
importance of recognizing and managing post-TRA arm discomfort not only 
as a physical issue but also as a potential contributor to psychological distress. 
Incorporating stress assessment tools like the PSS into routine post-procedural 
care may improve patient-centered outcomes.

Keywords:  Transradial angiography, perceived stress scale, post-procedural 
pain, psychological stress, radial artery access

Figure 1. Comparison of perceived stress scores between patients with and without 
post-procedural arm pain following transradial coronary angiography



1st INTERVENTIONAL CARDIOLOGY CONGRESS 2025 - MAY 29-31, 2025 - ORAL PRESENTATIONS Inter Cardio Pers 2025;1(Suppl 1):1-34

11

[OP-09]

The Effect of Thrombus Elimination Methods on Prognosis in 
Patients with Acute Coronary Syndromes with High Thrombus 
Burden
Gülden Güven1, İlyas Çetin1, Alev Kılıçgedik2, Ömer Genç1, Şeyma Acaroğlu3, 
Şevval Kılıç1

1Clinic of  Cardiology, University of  Health Sciences Türkiye, Başakşehir Çam and 
Sakura City Hospital, İstanbul
2Clinic of  Cardiology, University of  Health Sciences Türkiye, Koşuyolu High 
Specialization Training and Research Hospital, İstanbul
3Department of  Cardiology, Necmettin Erbakan University Meram Faculty of  
Medicine, Konya

Aim: The extent of coronary thrombus is acknowledged as a critical 
determinant of both immediate and long-term cardiovascular complications 
in acute coronary syndrome cases. Although various interventional and 
pharmacological approaches have been developed, managing intracoronary 
thrombi remains suboptimal. Therefore, recognizing the factors that influence 
thrombus burden is essential for predicting cardiovascular risks and optimizing 
percutaneous coronary intervention to reduce procedural complications. 
Considering the available literature, this study aims to explore the impact of 
thrombus removal strategies on the clinical outcomes of patients presenting 
with a significant thrombus burden.

Methods: Four hundred sixty-six patients who were admitted to University of 
Health Sciences Türkiye, Başakşehir Çam and Sakura City Hospital with acute 
coronary syndrome between 2020 and 2025, had high thrombus burden on 

angiographic imaging, and used at least one thrombus elimination method 
were included in the study. Demographic data, comorbidities, laboratory 
parameters of the patients were recorded. All patients with thrombus were 
given GP2b3a inhibitors. Thrombus aspiration was performed in 71 patients. 
Thrombolytics were given to 28 patientsPatients were divided into 2 groups 
according to the 30-day combination (cardiovascular death, recurrent MI, HF 
repeat hospitalization, stroke, major bleeding).

Results: The mean age of the study population was 58±13 years, 378 (81.2%) 
patients were male and was similar in all groups (p=0.106). There was no 
significant difference between the group in which the composite outcome 
was achieved and the group in which it was not achieved in terms of gender 
distribution, hypertension, diabetes mellitus, cerebrovascular event peripheral 
artery disease, smoking, previous MI/CABG, atrial fibrillation, Coronavirus 
disease-2019 infection. Hyperlipidemia was statistically significantly higher 
in the composite event group (p=0.02). According to the composite event 
groups, there was a statistically significant higher rate of being in a cardiogenic 
state at the time of admission (2.2% vs. 18.8% p<0.001), having an anteriorly 
localized MI (74% vs. 59%, p=0.002), having a lesion in the left anterior 
descending artery (60.6% vs. 78.6% p<0.001) and right coronary artery (58.7% 
vs. 39% p<0.001) vessels, and having a low ejection fraction (19.6% vs. 68.2%, 
p<0.001). Among laboratory values, initial and peak troponin and creatinine 
values were significantly higher in the group with composite events, while 
hemoglobin values were significantly lower in those with composite events. 
Angiographic thrombus burden was similar between the groups. There was no 
significant difference in the balloon, stent+balloon, and stent arms among the 
methods applied during the intervention.It was observed that administering 
thrombolytic in addition to thrombus GP2b3a inhibitor during the procedure 
(p=0.605) or using a thrombus aspiration catheter (p=0.577) did not cause a 
significant change in the composite endpoint.

Conclusion: According to the present study, thrombus elimination methods 
applied at high thrombus load did not cause a significant difference at the 
30-day composite point, and no significant effect on prognosis was detected.

Figure 1. The least absolute shrinkage and selection operator (LASSO) penalized feature selection and importance of thecohort. (A) Coefficient profile plots demonstrate how 
the size of coefficients for covariates decreases as the λ penalty increases. Factors andtheir regression coefficients are chosen for the model based on the optimal λ value 
identified by the LASSO model. (B) The plot presentsthe distribution of minimum mean squared errors along with their respective penalization lambda values in the LASSO- 
penalized model. Coloured error bars indicate standard errors



1st INTERVENTIONAL CARDIOLOGY CONGRESS 2025 - MAY 29-31, 2025 - ORAL PRESENTATIONS Inter Cardio Pers 2025;1(Suppl 1):1-34

12

 Table 1. The relationship between demographic, laboratory and angiographic data of patients who underwent thrombus elimination methods 
due to high thrombus burden and 30-day composite outcome

Composite event not occured Composite event occured p value

Age, mean (SD) 56.9 (11.8) 60.5 (13.2) 0.003

Gender (male), n (%) 26 (83.3) 118 (76.6) 0.106

Diabetes mellitus, n (%) 82 (26.3) 951 0.153

Hypertension, n (%) 128 (41) 57 (37) 0.464

Hyperlipidemia, n (%) 55 (63.9) 42 (70.6) 0.022

CVE 7 (2.2) 4 (2.6) 1.000

PAD 6 (1.9) 3 (1.9) 1.000

Prior MI, n (%) 76 (24.4) 42 (27.3) 0.571

Prior CABG, n (%) 23 (7.4) 11 (7.1 1.000

Current smoker, n (%) 62 (19.9) 30 (19.5) 1.000

Atrial fibrilation, n (%) 18 (5.8) 11 (7.1) 0.709

HFrEF 61 (19.6) 105 (68.2) <0.001

Anterior location 184 (59.0) 114 (74) 0.002

LMCA lesion 12 (3.8) 13 (8.4) 0.06

LAD lesion 189 (60.6) 121 (78.6) <0.001

Cx lesion 107 (34.3) 54 (35.1) 0.951

RCA lesion 183 (58.7) 60 (39) <0.001

Cardiogenic shock 7 (2.2) 29 (18.8) <0.001

1.7 (1.4-2.3) 1.2 (0.7-1.5) <0.001

Direct stenting 6 (1.9) 2 (1.3) 0.913

Balloon plus stenting 247 (79.2) 115 (74.7) 0.329

Balloon only 51 (16.3) 27 (17.5) 0.849

Thrombus aspiration 45 (14.4) 26 (16.9) 0.577

Thrombolytic therapy 17 (5.4) 11 (7.1) 0.605

Initial thrombus grade 4-5 203 (65.1) 100 (64.9) 1

Total stent length 29.0 (16.0 to 48.0) 29.0 (3.0 to 47.3) 0.763

Distalembolization 54 (17.3) 38 (24.7) 0.079

Initial cTnI 129.0 (24.5 to 703.8) 355.5 (34.0 to 3496.8) <0.001

Peak cTnI 1886.0 (674.0 to 4329.0) 5634.5 (2395.8 to 9823.3) <0.001

Platelets 246.0 (202.5 to 291.5) 261.5 (221.2 to 325.5) 0.009

Hemoglobin 13.8 (2.0) 13.0 (2.4) <0.001

Creatinine, mg/dL 0.8 (0.7 to 1.0) 0.9 (0.8 to 1.2) <0.001

CVE: Cerebrovascular event, PAD: Peripheral artery disease, HFrEF: Heart failure with reduced ejection fraction, LAD: Left anterior descending, Cx: Left circumflex,  
RCA: Right coronary artery, MI: Myocardial infarction, CABG: Coronary artery bypass graft, cTnI: Cardiac troponin 1
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 [OP-10]

Is the Balloon Always Used for Dilatation? Two Case Series in 
Our Clinic Where Balloon Trap Straightening was Performed 
Emrah Acar, İbrahim Güven, Muhammed Emre Güleş, Salih Vahit Kiriş

Department of  Cardiology, Bolu Abant İzzet Baysal University Faculty of  Medicine, 
Bolu

Aim: Wiring is important in all techniques in coronary angiography. In 
bifurcation lesions, it may be difficult to wire in side vessels that originate 
from the main vessel at a reverse angle (wide angle) and have serious 
stenosis in their ostium. In reverse angled vessels, basically; reversed wire 
technique [(RWT), bringing the wire in the form of a hairpin and wiring], large 
bend (giving the wire a wide angle), angulated microcatheter (shaping the 
microcatheter), balloon trap straightening (BTS) can be used. Among these 
methods, BTS and RWT are compared to each other in the literature because 
they are used in much more similar indications. In RTW, the wire is given a 
wide angle in the form of a hairpin, the wire is sent to the distal of the side 
branch and the side branch is wired while pulling it back. In RWT, the wire 
may be deformed while being advanced and may cause vessel dissection. BTS 
can be used to solve the difficulties in RWT. Another technique in the same 
indication is inflating the balloon in the main vessel, temporarily cutting off 
the blood flow to the main vessel with the balloon and wiring it to the side 
branch. This method is called BTS. In this case series, we will talk about our 
experiences in cases we wired with BTS.

Case Report: Our first case is a 52-year-old female patient with known 
congenital adrenal hyperplasia, HL and asthma. He applied to our outpatient 
clinic with a complaint of central chest pain with exertion that had 
worsened in the last 3 months. Transthoracic echocardiogram was normal. 
Electrocardiogram (ECG) SR, anterior T wave negativity was present. In the first 
coronary angiogram (CAG), there was a lesion in the proximal 60-70% of the 
leukocyte adhesion deficiency (LAD). Antianginal treatment was prescribed. 
Since the patient’s complaints continued, it was decided to visualize the LAD 
lesion with intravascular ultrasound (IVUS). CAG performed using 6F-JL 4 from 

the femoral artery; the lesion in the proximal 60-70% of the LAD was passed 
with a floppy wire. IVUS imaging was requested for D1, but the lesion could 
not be passed with the IVUS catheter. Thereupon, balloon dilatation was 
planned. BTS technique was used to wire the retroverse angled D1 (Figure 
1). For BTS, LAD 2.5x10 mm NC balloon was inflated and then floppy D1 was 
wired. Predilation was performed on D1 with 2.5x10 mm and 3.25x10 mm 
scoring balloons. Calcified plaque and superficial fracture were observed with 
IVUS. 3.5x25 DES was implanted from left main coronary artery (LMCA) to LAD. 
A pot was made with 3.5x15 mm NC in the distal stent and 4.0x15 mm NC 
in the LMCA-LAD section. Our second case, a 61-year-old male patient with 
known CAD, peripheral artery disease, hypertension and HL, applied to our 
outpatient clinic with the complaint of easy fatigue with exertion. ECG, NSR, 
FM, peripheral pulses were weak. The patient was planned to have elective 
CAG+PAG. CAG: LMCA normal LAD: osteal 80%, Cx: proximal 50-60% distal: 70% 
RCA: distal 50-60%; 4.0x21 mm DES was successfully implanted in LAD. PAG: 
right SFA CTO and left SFA CTO, revascularization was performed in another 
session. Since the patient’s complaints continued, PCI was planned for Cx. 
CAG with 6F-JL4 from the radial: Cx 80% long lesion could be crossed with ES 
wires (whisper/choice). When conventional methods were not successful in 
OM branch wiring, BTS technique was used (Figure 2). Cx vessel was nominally 
inflated with 2.0x12 mm PTCA, then OM was passed with Sion-black wire, then 
2.0x20 mm, 2.25x22 mm balloons were placed in Cx. 2.5x28 mm, 2.75x32 
mm and 3.0x26 mm DES were implanted overlapping. It was postdilated with 
3.5x12 mm NC.

Conclusion: The most disadvantageous situations for BTS seem to be ischemia 
of the vessel where the balloon is used, the risk of dissection of the vessel 
where the balloon is used, but no complications were observed in our 
cases. In order to avoid these complications in our cases, we paid attention 
to balloon inflation for less than 45 seconds, selection of a balloon with a 
diameter lower than the vessel diameter (balloon size/vessel diameter <1) and 
balloon inflation at nominal ATM (max 7-8 ATM). Of course, more randomized 
controlled studies with more cases are needed to reach the most accurate 
result. Like every wiring method, the BTS method has its own advantages and 
disadvantages. Depending on the operator experience and the anatomy of the 
vessels, the BTS method can be life-saving.

Keywords: Balloon trap straightening, wide angle side branch, PTCA, reversed 
wire technique

Figure 1. Stenting of a proximal LAD lesion with protection wiring of the D1 brach
LAD: Leukocyte adhesion deficiency

Figure 2. Stenting of a long lesion in the circumflex artery with protection wiring of the obtuse marginal branch
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 [OP-11]

Unopened and Uncrushed Stent in the Left Main Coronary for 
Seven Years
Ahmet Can Çakmak1, Betül Sarıbıyık Çakmak2, Yusuf Can3,  
Çağla Akçay Ürkmez4

1Clinic of  Cardiology, Pamukova State Hospital, Sakarya
2Clinic of  Cardiology, Yenikent State Hospital, Sakarya
3Department of  Cardiology, Sakarya University Faculty of  Medicine, Sakarya
4Clinic of  Cardiology, Atatürk State Hospital, Zonguldak

Intracoronary unopened and uncrushed stents are very rare but quite 
dangerous complications of percutaneous coronary intervention. Sometimes, 
operators may not notice this great danger during the procedure. If care is 
not taken, this complication, which can be missed, can progress to stent 
embolization, myocardial infarction and patient death. Stent stripping from 
the balloon most frequently occurs when there is difficulty in delivering the 
stent to the target lesion and when the undelivered stent is pulled back into 
the guide catheter. This stent stripping may not be noticed by operators 
during the procedure. Stent embolization or stent misplacement has been 
reported in 0.3% to 1.2% of percutaneous coronary interventions in the 
literature. Stents that are stripped from the balloon can be successfully 
retrieved with a snare. However, if it cannot be removed with the snare, 
an alternative is to place a balloon inside the stent and open it where it is 
located, or if this is not possible, a balloon can be passed next to the stent 
and attached to the wall, or surgical methods can be used. However, the 
short and long-term results of these treatment methods are still unknown. 
During stent removal, undesirable situations such as damage to the vascular 
endothelium, dissection or perforation in the vessel may be encountered. It 
is unclear how safe the removal procedure will be, especially if the stents 
remain in place for a long-time. We present a rare case of a coronary stent 
that was stripped and unnoticed during percutaneous intervention in the left 
main coronary artery 7 years ago. A 51-year-old male patient applied to our 

clinic with chest pain. Coronary angiography was planned for the male patient 
who had known hypertension, diabetes mellitus, smoking and a history of 
coronary stent surgery 7 years ago. When the reports of the patient’s coronary 
angiography performed in 2017 with the diagnosis of non-stemia were 
examined, it was seen that a 2.5x29 mm nexgen stent was implanted in the 
right coronary artery (RCA), a 2.5x22 mm orsiro stent was implanted in the left 
circumflex artery (LCX), and a 2.25x8 mm nexgen and 2.5x18 mm orsiro stent 
was implanted in the diagonal (D1) artery. No stent detachment was noted in 
the report by the operator or an unopened stent in the left main coronary. 
It was learned that the patient was discharged with ticagrelor, acetylsalicylic 
acid, rosuvastatin, metformin, metoprolol and losartan treatment after 
the procedure and that he had no active complaints. It was observed that 
ticagrelor was discontinued from the dual anteaggregant treatment and 
switched to single acetylsalicylic acid treatment 1 year after the procedure. 
In the coronary angiography performed by us on the patient, an unopened 
and uncrushed stent extending from the left main coronary to LCX was seen 
(Figure 1). The stents were observed as open in the lad and LCX and non-
critical lesions were seen. The RCA was seen to be chronically totally occlusion. 
When the literature was reviewed, there were successful removal procedures 
performed for misplaced or unopened stents, but these also included the 
presence of a suitable area for the stent to be captured (such as aortic-osteal 
stent placement). Although the removal procedures were performed in the 
early period, it was seen that many cases resulted in complications such as 
acute vessel occlusion and coronary dissection. Based on our previous clinical 
experience and considering these reasons, the patient did not undergo further 
intervention. Myocardial perfusion scintigraphy (MPS) was requested from 
the patient to investigate the presence of ischemia. The MPS result revealed 
ischemia in the inferolateral region (Figure 2). The patient was consulted to 
the CVC. Since surgical intervention was not considered, it was evaluated in 
our clinic’s cardiology council. Medical follow-up decision was made. After 
one year, we see that single antiaggregant treatment allows an unopened and 
uncrushed stent to remain without thrombosis for a long-time like 7 years. 
This is a case report of an unopened and uncrushed stent remaining without 
thrombosis for a long-time like 7 years in a normal LMCA, which can be seen 
quite rarely.

Keywords: Complication, coronary, forgotten, stent, seven years

Figure 1. Ischemia in the inferolateral region in myocardial perfusion scintigraphy (MPS). In the MPS taken after coronary angiography, findings in favor of ischemia are 
observed in the inferolateral region, consistent with the localization of the unopened stent
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 [OP-12]

One-year Outcome of LBBAP Treatment and Our Arrhythmia 
Records
Fatih Enes Durmaz1, Gurbet Özge Mert2, Muhammet Dural2

1Clinic of  Cardiology, Muş State Hospital, Muş
2Department of  Cardiology, Eskişehir Osmangazi University Faculty of  Medicine, 
Eskişehir

Aim: Left bundle branch pacing (LBBAP) is a new pacemaker method used to 
provide cardiac resynchronization therapy (CRT). Whether LBBAP is effective 
in predicting response to treatment in patients with heart failure (HF) and its 
effects on long-term clinical outcomes are not fully known. The aim of this 
study was to evaluate the 1-year follow-up results of patients who underwent 
LBBAP-CRT in terms of rhythm disturbances and clinical outcomes at the end 
of the first year.

Methods: This study included 27 patients who had ejection fraction (EF) 
<35% and QRS duration >150 ms, who showed clinical symptoms of HF 
and underwent LBBAP-CRT treatment in our center between 20.02.2023 and 
14.03.2024. Patients with permanent atrial fibrillation (AF) were excluded 
from the study. Patients were evaluated for response to CRT treatment at 
0, 1 and 6 months. Good response to LBBAP treatment was defined as an 
echocardiographic increase in EF by 5% compared to baseline during follow-up.

Outcome: Primary endpoint: It was determined as the proportion of CRT 
patients who responded to LBBAP.

Secondary endpoints: It was evaluated as all-cause mortality and HF 
hospitalization events. Non-sustained VT, AF/AHRE and inappropriate shock 
recordings were followed in the 1-year battery controls of the patients.

Results: A total of 27 patients were included in the study. Three patients died 
within the 1-year period and battery control could not be performed. In the 
battery controls of 24 patients who survived for 1 year:

- Non-sustained VT in 7 patients,

- AF/AHRE in 4 patients,

- Inappropriate shock was detected in 2 patients (in patients with AF/AHRE).

- No event recording was observed in 13 patients.

Patients who responded well to LBBAP treatment (n=20) had a lower mean age 
compared to non-responders (n=7) (63.2±10.2 vs. 72.4±4.1, p=0.003). While 
there was no significant difference between the groups in terms of NT-proBNP 
level and left atrial diameter, albumin level was found to be significantly 
higher in the group that responded well (4.1±0.4 vs. 3.7±0.5, p=0.034). In 
addition, in terms of primary outcome, mortality and hospitalization rates 
were found to be significantly lower in the group that responded well to 
LBBAP treatment (10% vs. 57.1%, p=0.024).

Conclusion: In HF patients treated with LBBAP treatment, 1-year mortality 
and hospitalization rates were found to be lower in those who responded well 
to treatment. In addition, non-sustained VT and AF/AHRE development are 
frequently seen in terms of rhythm disorders. These data can contribute to 
patient selection before LBBAP procedure and guide clinical practices.

Keywords: LBBAP, arrhythmic recording, DEFKY

Figure 1. Our arrhythmic recordings
AF: Atrial fibrillation

Table 1. Comparison between patients with good and poor response to LBBAP therapy

Variable Poor response (n=7) Good response (n=20) p value

Age±SD 72.4±4.1 63.2±10.2 0.003

Hypertension, n (%) 5 (71.4%) 14 (73.7%) 1.000

Diabetes, n (%) 3 (42.9%) 12 (60%) 0.662

Coronary artery disease, n (%) 3 (42.9%) 7 (35%) 1.000

Non-ischemic dilated cardiomyopathy, n (%) 4 (57.1%) 13 (65%) 1.000

NT-proBNP, pg/mL [IQR] 2873 [1468-14549] 1158 [386-3000] 0.130

Albumin, g/dL ± SD 3.7±0.5 4.1±0.4 0.034

Creatinine, mg/dL [IQR] 1.1 [0.8-1.5] 1.0 [0.8-1.4] 0.987

Baseline EF, % ± SD 25.5±7.2 25.8±5.7 0.933

Follow-up EF, % ± SD 27.0±7.5 43.2±8.8 <0.001

sPAP, mmHg [IQR] 40 [30-55] 29 [25-38] 0.145

Right atrial diameter, mm [IQR] 37.0 [36-45] 34.5 [34-38] 0.152

Left atrial diameter, mm ± SD 44.1±6.0 40.5±4.6 0.115

LV diastolic diameter, mm ± SD 62.1±7.6 59.8±6.8 0.478

Septal thickness, mm [IQR] 10 [10-11] 10 [10-12] 0.735

TAPSE, mm ± SD 18.4±3.4 21.0±2.8 0.057

Secondary endpoint events, n (%) 4 (57.1%) 2 (10%) 0.024

SD: Standard deviation, IQR: Interquartile range, TAPSE: Tricuspid Annular Plane Systolic Excursion
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 [OP-13]

Successful Guidewire Crossing and Stent Expansion in a 
Case of Stent Dislodgment in the Right Coronary Artery: A 
Stepwise Approach
Nazif Aygül, Hüseyin Tezcan, Yasin Özen, Bülent Behlül Altunkeser

Department of  Cardiology, Selçuk University Faculty of  Medicine, Konya

Aim: Stent dislodgment is a rare but challenging complication during 
percutaneous coronary intervention (PCI). Management can be complex, 
particularly when the guidewire fails to advance distally through the stent 
due to structural deformities. In this report, we present a case of successful 
guidewire crossing and stent expansion using a parallel wire technique and 
intravascular ultrasound (IVUS)-guided optimization.

Case Report: A 62-year-old male patient was referred to our Interventional 
Cardiology Unit at Selçuk University Faculty of Medicine after a failed PCI 
attempt at an external center. One year prior, the patient had undergone PCI for 
a mid-right coronary artery (RCA) lesion, during which the stent had dislodged 
within the artery. Multiple subsequent interventions were unsuccessful in 
advancing a guidewire beyond the stent for further dilation or stent crush. 
Coronary angiography revealed a previously deployed stent in the mid-RCA 
with an ectatic segment and significant vessel bending. Initial attempts with a 
Sion guidewire showed apparent angiographic progression through the stent; 
however, a low-profile balloon could not be advanced, suggesting a sub-strat 
pathway rather than true central passage. A double-lumen catheter was then 
used to facilitate a floppy guidewire crossing through a different region of the 
stent struts, yet distal progression remained unsuccessful. To overcome this 
challenge, we employed a parallel wire technique, leaving the Sion wire in 
place while attempting passage with a Runthrough guidewire. This approach 
allowed us to successfully navigate through the stent without engaging the 
struts, providing a more favorable wire trajectory. Once the Runthrough wire 
reached the distal RCA, a low-profile balloon was easily advanced through 
the stent, confirming a true lumen passage. Stepwise balloon dilations 
were performed, and IVUS imaging was utilized to evaluate the luminal 
expansion. IVUS revealed a reference vessel diameter of approximately 4.5 
mm in the healthy segment, guiding our final decision to post-dilate with 
a 4.5x12 mm non-compliant balloon. The stent was expanded without strut 
deformation, achieving an optimal result. Finally, a 4.5x13 mm drug-eluting 
stent was implanted distally to overlap with the previous stent. The final IVUS 
examination confirmed full stent expansion and apposition, ensuring an 
optimal long-term outcome.

Conclusion: This case highlights the importance of strategic guidewire 
selection and parallel wire techniques in cases of stent dislodgment and 
challenging wire passage. Additionally, IVUS guidance plays a critical role 
in ensuring precise lesion assessment and optimal stent deployment. Our 
stepwise approach resulted in a successful intervention, offering valuable 
insights for the management of complex PCI cases.

Keywords: Coronary intervention, guidewire crossing, percutaneous coronary 
intervention, stent dislodgment, stent optimization, IVUS guidance

Figure 1. Intravascular ultrasound image before percutaneous coronary 
intervention

Figure 2. Intravascular ultrasound image after percutaneous coronary intervention
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 [OP-14]

Case Report: Coronary Bypass Graft Intervention with the 
Unconventional Use of a Simmons Catheter
Abdullah Tuncez, Hüseyin Tezcan, Kenan Demir, Burak Erdoğan, Bülent 
Behlül Altunkeer

Department of  Cardiology, Selçuk University Faculty of  Medicine, Konya 

Aim: A 62-year-old male presented with chest pain. His history included 
coronary artery bypass graft surgery (CABG) in 2020 with LIMA to left anterior 
descending coronary artery (LAD), saphenous vein graft (SVG) to D1, and SVG 
to OM, along with diabetes mellitus and hypertension. Medications included 
acetylsalicylic acid (100 mg/day), ramipril (5 mg/day), bisoprolol (5 mg/day), 
and oral antidiabetics. Electrocardiography showed sinus rhythm (76 bpm) 
with nonspecific ST-T changes. Echocardiography revealed an EF of 50% 
without regional wall motion abnormalities. Troponin was elevated (550 
ng/L), indicating non-ST-elevation myocardial infarction. The patient was 
admitted for urgent coronary angiography.

Case Report: Coronary angiography findings. Native coronaries:

LMCA: Normal

LAD: 100% occlusion distal to D1

CX: 100% occlusion distally, collateralized by right coronary artery (RCA)

RCA: Plaque present

Bypass grafts:

LIMA to LAD: Patent

SVG to D1: Thrombosed lesion at the graft trunk

SVG to OM: Absent. Intervention:

The thrombosed SVG to D1 was identified as the culprit lesion. Standard 
coronary catheters (Judkins left, Judkins right, Amplatz) failed to engage the 
graft ostium due to challenging anatomy. A Simmons catheter, typically used 
in neurovascular interventions, was successfully employed for engagement. 
A floppy guidewire was advanced across the lesion, and balloon angioplasty 
restored flow. The patient received tirofiban for thrombus management and 
remained hemodynamically stable. Elective revascularization of the native 
LAD diagonal lesion was planned.

Conclusion: Post-CABG patients commonly present with acute coronary 
syndromes, often due to vein graft degeneration. Up to 20% of coronary 
angiograms involve bypass grafts, which pose technical challenges due to 
anatomical variations. Standard engagement catheters (Judkins, Amplatz, 
multipurpose) may fail in complex cases, requiring alternative approaches. 
The Simmons catheter, designed for neurovascular use, features a sharp curve 
that facilitates engagement of vessels with steep take-offs. While primarily 
used for cerebral, carotid, and vertebral imaging, this case demonstrates its 
utility in coronary interventions. Its distinct hook-like shape enabled successful 
graft access when conventional methods failed. This case underscores the 
importance of adaptability in interventional cardiology. Utilizing tools from 
other specialties can help overcome procedural obstacles, emphasizing the 
need for cross-disciplinary knowledge and innovation in managing complex 
vascular anatomy.

Keywords:  Acute coronary syndrome, bypass graft intervention, coronary 
angiography, NSTEMI, saphenous vein graft, Simmons catheter

Figure 1. Saphenous osteal imaging with Simmons catheter
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 [OP-15]

Predictors of Coronary Flow Impairment After Drug Coated 
Balloon for the Treatment of Small Vessel Coronary Artery 
Disease-CLAIRES Study
Emrah Acar, Melike Okşak, Aybala Sağlam, İbrahim Dönmez, Yılmaz Güneş

Department of  Cardiology, Bolu Abant İzzet Baysal University Faculty of  Medicine, 
Bolu

Aim: Since its introduction in 1977, percutaneous coronary intervention has 
evolved, with drug-coated balloons (DCBs) emerging as a valuable alternative 
to stents-especially in small-vessel disease. By delivering antiproliferative 
drugs without leaving a permanent implant, DCBs reduce thrombosis risk and 
shorten dual antiplatelet therapy duration. However, complications such as 
slow flow or no-reflow remain concerns, particularly in small, complex vessels.

Methods: This single-center, retrospective study examined 102 patients with 
138 de novo small-vessel lesions (≤2.75 mm) treated with DCB angioplasty 
between 2020 and 2024. Exclusion criteria included in-stent restenosis and 
hemodynamic instability. Following European guidelines, lesions were 

pre-dilated and treated with paclitaxel (PCB) or sirolimus-coated balloons 
(SCB). Post-procedural coronary flow was assessed using a Thrombolysis In 
Myocardial Infarction grading.

Results: Among 89 patients included in the final analysis, 20 experienced 
suboptimal flow. Groups were similar in baseline characteristics except for 
a higher smoking rate in the suboptimal flow group. Procedural differences 
included higher incidence of interventions in obtuse marginalis/ramus 
intermedius, tortuous, distal, or complex lesions and use of SCB. Suboptimal 
flow was also linked to higher DCB/RVD ratios, increased inflation pressures, 
and shorter inflation times. Multivariable analysis identified vessel tortuosity 
as the strongest predictor of suboptimal flow, followed by procedural factors 
and anatomical complexity.

Conclusion: Our study shows that despite the benefits of DCBs in small 
vessel disease, certain factors strongly predict suboptimal coronary flow. 
Vessel tortuosity was the most significant independent predictor, alongside 
procedural factors such as SCB usage, higher inflation pressure, shorter 
inflation time, and balloon oversizing. Anatomical features-like obtuse 
marginal/ramus involvement, distal lesions, and complex morphology-also 
raised risk. These results underscore the need for careful technique, especially 
in tortuous or complex vessels, to optimize outcomes with DCB therapy.

Keywords:  Angioplasty, coronary slow flow, drug coated balloon, noreflow 
phenomenon

Table 1. Patients demographics, characteristics and procedural parame-
ters

Table 2. The predictors of the <TIMI-3 flow after DCB
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 [OP-16]

BTK CTO, the Power of Multi Technique Usage
Cuma Süleymanoğlu

Clinic of  Cardiology, Osmaniye State Hospital, Osmaniye 

Seventy years old male patient, admitted to our diabetic foot care clinic due 
to nonhealing ulcer, focal gangrene at the upper surface of the right foot. The 
patient went on insulin and antidiabetic medication for 8 years, hypertensive 
and grade 3 chronic kidney disease. The Doppler ultrasonography revealed 
no flow starting from the proximal part of the ATA trace. DSA views obtained 
from peripheral angiography showed chronic total occlusion of the ATA and 
multiple severe stenosis of the peroneal artery also without remarkable flow 
of the distal part of the ATA and the pedal arch also. After engagment of the 

microcatheter at the proximal cap of the lesion we performed HDR technique 
by injecting 0.5 cc opaque substance, but unfortunately we were not be able 
to cross antegradely after that. Here we decided to switch to the retrograde 
approch. 0.018 v-18 boston wire through the lateral planter artery to reach 
the distal part of the anterior tibial artery then up forward to the proximal 
cap of the lesion, and there it was very easy to cross it without any resistance 
and be safe in the poplital artery then using the retrograde wire just as marker 
to advance the antegrade wire at the same line and then be in the distal tru 
lumen and confering it by TI injection. Multiple balloon inflation and finally 
full revascularization of the anterior tibial artery. In this case we thought that 
HDR at the proximal cap segment made some of the canals available to be 
crossed by the retrograde wire, so the failure of one technique dose not mean 
it did not work. They might be collective to each other. From this case we 
suggest that HDR can be an effective technique in such heavily calcific long 
chrronic total occlusions.

Keywords: BTK CTO, HDR, retrograde approach

Figure 1. HDR Figure 2. Retrograde cross
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 [OP-17]

Successful Bifurcation Stenting of LAD-D1 Following 
Diagonal Dissection During LAD PCI Performed via Radial 
Artery Access and Continuation of the Procedure via Femoral 
Artery Access
Tolga Memioğlu, Mehmet İnanır

Clinic of  Cardiology, AİBÜ İzzet Baysal Training and Research Hospital, Bolu

Aim: The patient, with a history of coronary artery disease for 10 years and 
hypertension for 10 years, was referred for coronary angiography due to 
positive findings on an exercise stress test.

Case Report: Coronary angiography report: Left main coronary artery: Normal 
left anterior descending coronary artery (LAD): Proximal 70% stenosis, proximal 
D1 with plaque, mid 80-90% stenosis CX: Ostial 20-30%, proximal stent patent 
right coronary artery: Proximal 30-40% stenosis, distal with plaque Decision: 
Percutaneous coronary intervention (PCI) for mid LAD and D1 lesions. After 
appropriate premedication, the lesions in LAD and D1 were crossed using 
floppy guidewires. Predilatation of the mid D1 lesion was performed with a 
2.5x12 mm NC balloon. Subsequently, a 2.5x19 mm DES stent was implanted 
at nominal pressure. Post-stent imaging revealed dissection in the proximal 
diagonal artery. Following this finding, the procedure, initially performed via 
radial access, was continued via femoral access. A 2.75x24 mm DES stent was 
implanted in the diagonal artery, and a 3.0x32 mm DES stent was implanted 
in the LAD using the mini-Culotte technique. Kissing balloon dilatation was 
performed with 2.75x24 mm and 3.25x8 mm balloons in the diagonal and 
LAD, respectively. A final POT was performed with a 3.25x8 mm balloon. 
Full vessel patency and a Thrombolysis In Myocardial Infarction 3 flow were 
achieved without complications.

Conclusion: Successful bifurcation stenting of LAD and diagonal artery. In 
our clinic, almost all coronary angiography cases, including primary PCI, are 
performed via radial access. The aim of sharing this case is to emphasize that in 
patients with lesions potentially requiring bifurcation intervention after initial 
imaging, elective femoral access can be planned if no emergency condition 
exists. Moreover, in the event of a complication during the procedure, as 
in our case, the procedure can be urgently transitioned to femoral access 
without leaving the patient in an elective status, allowing the continuation 
and successful completion of the procedure.

Keywords: Bifurcation, intervention area, dissection

Figure 1. First image

Figure 2. Last image
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 [OP-18]

Transcatheter Aortic Valve Implantation in Dextrocardia
Emre Paçacı1, Abdullah Yıldırım2, İbrahim Halil Kurt2

1Clinic of  Cardiology, Osmaniye State Hospital, Osmaniye
2Department of  Cardiology, University of  Health Sciences Türkiye, Adana Faculty of  
Medicine, Adana

Aim: Transcatheter aortic valve replacement is a valid treatment option for 
severe symptomatic aortic stenosis. Dextrocardia is a rare cardiac pathology. 
In this case, we will discuss self-expandable valve implantation in a patient 
with dextrocardia.

Case Report: A 70-year-old male patient presented with severe aortic valve 
stenosis. On arrival, his blood pressure was 130/70 mmHg and heart rate 
was 88 beats/minute. He also had coronary artery disease, chronic systolic 

heart failure, chronic obstructive pulmonary disease, diabetes mellitus, and 
hyperlipidemia. Echocardiography showed 40-45% ejection fraction, severe 
aortic valve stenosis with a mean gradient of 50 mmHg, an aortic valve area of ​​
0.6 cm2, and mild mitral regurgitation. He was receiving appropriate medical 
treatment. The right femoral artery was evaluated as calcified and tortuous. 
The procedure was performed under local anesthesia. The patient was taken 
to the left transfemoral method. Right ventricular pacing was applied. Since 
the annulus was heavily calcified, pre-dilation was performed with a 23 mm 
balloon. Then, a 27 mm Portico valve was implanted. No complications were 
observed.

Conclusion: Dextrocardia is a very rare congenital heart disease seen in 
approximately 1 in 12,000 live births. Only a few TAVI cases have been reported 
in patients with dextrocardia. Approximately 30% of these were implanted 
with self-expandable aortic valve prosthesis (CoreValve) and the others with 
balloon expandable devices (SAPIEN XT). This case is the first known case of 
Portico valve.

Keywords: TAVI, dextrocardia, Portico

Figure 1. TAVI Portico implantation Figure 2. TAVI pre dilatasyon
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[PP-01]

Right Coronary Artery CTO with Ambiguous Cap: Successful 
Recanalization via an Epicardial Collateral Approach
Levent Korkmaz

Cardiology, Private Practices, Trabzon

Fifty-nine years old man with previous coronary artery bypass graft surgery 
(CABG) about 10 years ago. He was admitted to the hospital with worsening 
angina. Angiography revealed open saphen graft to c and saphen to diagonal, 
bur right coronary artery (RCA) graft was occluded. Natice RCA was occluded 
proximally. Good epicardial colleteral flow from circumflex artery (Cx) 
to RCA. Septal filling was not promising. Since patient had chest pain and 

electrocardiography changes, operator decided to predilate left anterior 
descending coronary artery prox to achieve good flow to the septals and 
referring him to a center for complex procedures. Patient was taken to the 
cath lab 1 week later. First, septal surfing and drilling was attempted, but 
resulted in impaired flow due to the hematoma and spasm. Further attempts 
for septals was unsuccesful. Cx epicardial was chosen as a secod option 
even though the risk of ischemia was high. With sion black and Elong 2.6 
microcatheter, it was easy to reach distal cap. Then, antegrade preparation 
was done, followed by reverse CART with the help of guide extension After 
predilatation, three stents were implanted with good distal flow. After fixing 
RCA, OM CTO was crossed easily with PT2 fire. then prox Cx and LMCA was 
stented with goog flow. Procedure was copleted without any complication.

Keywords: CABG, CTO, ambiguous cap, epicardial colleterals

Figure 1. RCA CTO with ambiguous cap
Figure 2. Succesfull recanalization
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[PP-02]

Mitral Balloon Valvuloplasty Case with Inoue Balloon 
Advancement Over Confida Wire
Yılmaz Güneş, Süleyman Abacı

Department of  Cardiology, Bolu Abant İzzet Baysal University Faculty of  Medicine 
Hospital, Bolu

Aim: Mitral balloon valvuloplasty is performed by performing a septostomy 
from the right atrium and passing to the left atrium with a curved wire, then 
maneuvering the balloon to the left ventricle. However, sometimes due to 
severe mitral stenosis, lack of wire support, and the balloon not rotating 
due to the proximity of the septostomy to the ventricle, difficulties may be 
experienced in passing the balloon over the mitral valve. In order to overcome 
the difficulty in passing the balloon to the ventricle due to the septostomy 
close to the mitral, we applied the mitral balloon to be first delivered to the 
ventricle with the confida wire support and then pulled back towards the 
atrium and placed on the mitral valve.

Case Report: A 45-year-old female patient came to our clinic with a 
complaint of increasing shortness of breath with exertion (NHYA STAGE 2). 
In her echocardiography, it was evaluated as advanced mitral stenosis (MKG 
40/15) on a rheumatic basis and the patient was planned to undergo mitral 
balloon valvuloplasty with fluoroscopy and TTE. The patient underwent a 
septostomy via the femoral route. Since the passage was evaluated as close 
to the aorta and mitral, a second septostomy was performed from a more 
inferior angle. The curved wire was passed to the left atrium and the Inoue 
balloon was advanced over it. However, it was understood that there was a 
septostomy anteriorly and close to the mitral. Vertical maneuvers were not 
possible and the posterior loop could not be performed. It was seen that 
the 0.35 hydrophilic wire from the balloon could pass through the posterior 
wall of the left atrium and into the left ventricle. A pigtail was sent over the 
wire. After it was understood that it was in the LV apical, compatible with the 
other pigtail advanced from the aorta to the ventricle, a confida wire was 
sent and the pigtail was removed. The Inoue balloon was advanced to the 
left ventricle over the Confida wire. It was slightly inflated and retracted, and 
the mitral valve was fully opened. The procedure was terminated after the 
decrease in mitral gradient was observed in echocardiography (MVG 11/5) and 
no complications developed.

Keywords: Confida, Inoue, mitral balloon

Figure 1. 

Figure 2. 
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[PP-03]

Intervention with Drug-coated Balloon in a Patient with 
Coronary Artery Spasm
Mehmet Yaman1, Fatih Öztürk2

1Department of  First and Emergency Aid, Kocaeli Health and Technology University, 
Kocaeli
2Department of  Cardiology, Zonguldak Bülent Ecevit University Faculty of  Medicine, 
Zonguldak

Coronary spasm is defined as diffuse or local severe vasoconstriction of 
coronary arteries, resulting in impaired myocardial perfusion. It was first 
defined by Prinzmetal in 1959 as anginal pain associated with transient ST 
segment elevations or depressions on the electrocardiogram. Drug-coated 
balloons (DCB) have also brought innovations to the field of cardiology and 
their use is increasing day by day. Our case is 52 years old, with a family history 
as a risk factor. The patient was consulted to us in the emergency department 
at noon with anterior myocardial infarction. Due to elevation in the anterior 

leads and typical chest pain on the electrocardiography, the patient was taken 
to the angiography laboratory. The patient had a diffuse lesion in the left 
anterior descending coronary artery (LAD), a local lesion in the circumflex 
artery (Cx) and a lesion in the right coronary artery (RCA), suggesting coronary 
artery spasm. Since we interpreted RCA as spasm, consecutive intracoronary 
nitrate was applied for LAD lesion. Since the lesions continued, the patient was 
young and was against stent placement, it was decided to perform DCB on the 
patient. Lesion preparation was performed with 3.5 20 nc. After waiting for 3 
minutes and 8 atm with 3.5x30 sirolimus-coated DCB, no dissection developed 
and 4x15 DCB was performed for Cx lesion. The patient was given an elective 
appointment for two weeks for RCA lesion and left system control. In the 
angiography two weeks later, RCA was observed as normal, LAD and Cx were 
also observed as normal. As a result, this patient came with ST elevation and a 
lesion that did not respond to nitrate was observed. If we had placed a stent, 
foreign material would have been implanted into the vessel unnecessarily. In 
such cases, DCB application may be more advantageous for the patient. In 
fact, we can conclude that a study should be conducted on DCB in resistant 
vasospasms.

Keywords: Coronary spasm, drug-coated balloon

Figure 1. Results in LAD Cx and RCA and LAD after DCB
Figure 2. Second angiography
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[PP-04]

Multiple HDR and Retrograde Puncture in Case of Ischemic 
Diabetic Foot Patient
Cuma Süleymanoğlu

Clinic of  Cardiology, Osmaniye State Hospital, Osmaniye

Sixty-five years old male patient admitted to our diabetic foot care clinic 
due to deep ulceration wound on the right foot. the patient was diabetic 
for 8 years, hypertensive and active smoker, he had coronary angiography 
before 3 years. The wound classified as grade 3 catagory 6 upon Rutherford 
classification and stage 4 fontaine classification. The DSA views revealed total 
occlusion of the all infrapopliteal line arteries with weak filling at the distal 
part of the ATA trace, we planned to perform staged revascularization staring 
from the anterior tibial artery. Antegrade approch by 0.035 guide wire and 

0.035 microcatheter then intraplaque advancment by 0.018 halberd wire. 
After 0.5 cc opaque intraplaque injection, de-escalate to 0.018 v-18 Boston 
wire but unfortunately we were inside the subintimal space. Another HDR 
attempt then try to puncture by 0.018 Halberd wire but we failed to catch 
the intraluminal space. Non visible retrograde connection so we decided to 
puncture the distal segment of the anterior tibial artery by 0.64 mm canula 
then upforward progress by 0.018 v-18 wire till the proximal cap of the 
artery. At the popliteal artery level we performed randezvouz technique to 
advane the guide wire inside the microcatheter then externalize the wire at 
the groin level. Switch to the antegrade gear then multiple balloon inflation 
and full revascularization of the artery without any complications. In case 
of BTK CTO procedures, one technique may not be enough successful to end 
the procedure, switch to another approach and another technique can be 
savior, work in collaboration between the CTO techniques is pivotal in order 
to achieve success beacuse the failure of on may facilitate the success of the 
other.

Keywords: Multiple HDR, retrograde puncture, ischemic diabetic foot

Figure 1. HDR
Figure 2. Retrograde puncture
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[PP-05]

CART Technique fot BTK CTO Diabetic Foot Patient
Cuma Süleymanoğlu

Clinic of  Cardiology, Osmaniye State Hospital, Osmaniye

A 55-year-old male patient, known to have diabetes and a history of smoking, 
was admitted to the diabetic foot care unit due to an ulcerative wound on 
the right foot. The patient's clinical condition was stable. He had undergone 
coronary artery bypass graft (CABG) surgery four years ago, and his recent 
coronary evaluation showed no significant abnormalities. Following a general 
evaluation, peripheral angiography was planned, as Doppler ultrasonography 
demonstrated monophasic flow along the anterior tibial artery (ATA). The 
wound was located on the dorsal surface of the foot, involving both the first 
and second toes with deep tissue invasion. It was classified as Rutherford Grade 
3 Category 5, Fontaine Stage 5, and Wagner Grade 4. An antegrade puncture 
was performed at the high level of the common femoral artery (CFA) using 
a 6F sheath. Digital subtraction angiography (DSA) revealed a TASC C lesion. 

A retrograde approach was attempted to treat the ATA lesion. A subintimal 
passage was achieved at the proximal part of the lesion using a 0.035" wire. 
With the support of a 0.035" microcatheter, we managed to proceed distally. 
However, we were unable to advance the microcatheter completely. We then 
advanced a 0.018" Boston V-18 wire to the proximal ATA, but redirection of the 
antegrade system into the true lumen distally was unsuccessful. Subsequently, 
a 2.0 x 80 mm Skinny balloon was advanced through the retrograde system 
to the proximal segment. After inflation at 12 atm, we were able to advance 
the antegrade wire through the distal segment during balloon deflation. The 
system was then switched back to the antegrade approach, and multiple 
balloon inflations were performed, successfully restoring blood flow and 
achieving full vascular patency of the ATA. In diabetic foot cases with below-
the-knee chronic total occlusion, revascularization of the culprit artery is 
crucial for preventing amputation and slowing the progression of infection 
and sepsis. In long and calcified lesions, retrograde techniques and operator 
experience are essential. The CART (Controlled Antegrade and Retrograde 
Subintimal Tracking) technique remains one of the oldest yet still effective 
methods for managing chronic total occlusions.

Keywords: CART technique, BTK CTO, diabetic foot

Figure 1. Antegrade wire cross to the distal part
Figure 2. CART technique
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Personalized Management of Post-CABG Angina due to SVG 
Disease
Haşim Tüner1, Ömer Göktekin2

1Clinic of  Cardiology, İstanbul Arel University, Memorial Bahçelievler Hospital, 
İstanbul
2Clinic of  Cardiology, Memorial Bahçelievler Hospital, İstanbul

Aim: Post-coronary artery bypass graft surgery (CABG) and percutaneous 
coronary intervention (PCI), a 43-year-old male with CAD and recent STEMI 
presented with recurrent angina. Right coronary artery (RCA) CTO PCI and 
saphenous vein grafts (SVG) occlusion management with an ASD Occlutech 
device highlighted complex revascularization.

Methods: A 43-year-old male with effort angina and reduced exercise capacity 
post-STEMI history CABG LIMA to left anterior descending coronary artery 
(LAD) SVG to RCA SVG to OM PCI for LMCA to LCX in 2016 and SVG to PDA PCI 
in 2022, one week prior PCI for acute inferior MI involving SVG to RCA ECHO 
LVEF 50 apical hypokinesis moderate to severe MR, angio patent LIMA to LAD 
diseased SVG to RCA PCI relieved symptoms. Procedure Details: The patient 
underwent RCA CTO PCI following persistent symptoms. Triple injection 
showed a completely occluded proximal RCA with degenerative SVG to RCA 
and underexpanded stents in SVG to PDA. Multiple wires were used including 
Caravel MC Gaia 2nd Gladius EX14 Gaia 3rd The CTO was successfully crossed 
with conquest Pro 9 reaching PDA followed by Gladius EX14 crossing into PDA. 

Balloon dilations and stenting were performed along with high-pressure post-
dilatation KBA optimized the results. Final stent deployment was successful 
achieving full expansion with a Thrombolysis In Myocardial Infarction 3 flow. 
Given SVG degeneration an ASD Occlutech plug was deployed to occlude the 
graft. Angio at six months confirmed SVG occlusion while RCA stents remained 
patent.

Results: CTO PCI in post-CABG patients presents unique challenges. Native 
vessel PCI is often preferred over SVG PCI due to better patency rates and lower 
restenosis risk. However CTO PCI requires advanced wire escalation strategies 
procedural expertise and optimized techniques such as KBA and high-pressure 
balloon post-dilatation. In this case SVG occlusion was necessary to prevent 
competitive flow and improve perfusion to the native RCA. The use of an ASD 
Occlutech device facilitated controlled occlusion minimizing embolization 
risk follow-up confirmed durable results with a fully occluded graft and patent 
stents. Long-term management in post-CABG patients requires a structured 
approach including aggressive risk factor control and guideline-directed 
medical therapy. Dual antiplatelet therapy lipid-lowering agents and lifestyle 
modifications are essential for optimizing outcomes. Regular surveillance 
with imaging and clinical follow-up remains crucial to ensure graft and stent 
patency.

Conclusion: This case underscores the importance of individualized strategies 
in post-CABG patients with recurrent angina. RCA CTO PCI was successfully 
performed despite procedural challenges. SVG occlusion with an ASD 
Occlutech device optimized native RCA flow. Six-month follow-up confirmed 
durability emphasizing the importance of procedural expertise multimodal 
imaging and long-term surveillance to improve patient outcomes.

Keywords:  Chronic total occlusion, percutaneous coronary intervention, 
saphenous vein graft, revascularization, Occlutech device

Figure 1. Right coronary artery proximal was CTO
Figure 2. Successful right coronary artery CTO revascularization and saphenous 
vein grafts occlusion achieved with Amplatzer Vascular Plug 2 
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Game-changing Scenario: Nightmare Scene After Passage of 
Large Size Non-compliant Balloon Under a Pot-made Stent
Gülden Güven

Clinic of  Cardiology, University of  Health Sciences Türkiye, Başakşehir Çam ve 
Sakura City Hospital, İstanbul

A 44-year-old female patient with no known disease, no history of use of 
drugs other than oral contraceptives, and no family history, was admitted 
to the emergency room with complaints of chest pain. Since elevation was 
observed in the inferior derivations on the electrocardiogram (ECG), primary 
percutaneous imaging catheterization was performed. Since the imaging 
revealed LMCA: Normal LA. Normal Cx: Normal right coronary artery (RCA). 
Proximal total occlusion was detected, RCA primary percutaneous coronary 
intervention was applied. No complications developed during the procedure. 
The patient was transferred to KYB. On the second day of her follow-up, she 
underwent repeat angiography due to chest pain and changes in the ECG. In 
the imaging performed, it was detected that the area before the RCA stent was 
occluded. RCA was cannulated with right guidance. Since the RCA lesion could 
not be crossed with floppy wire, the lesion was crossed with PT2 wire. After the 
lesion was inflated proximally with 3x13 NC, it was observed that the balloon 
did not receive sufficient flow and was inflated in the proximal region under 
the stent. By passing through the stent again with another PT2, proximal and 
distal dilatation was performed with 1x12, 1.5x12 / 2x12 / 2.5x15 / 3x13 / 
3.5x15 NC balloons, respectively. Control imaging team 3 flow was obtained. 

However, thrombus aspiration was performed since dense thrombus was 
observed. In the control examination, it was observed that the thrombus had 
lightened but had not disappeared. Agrastat infusion was started and the 
patient was transferred to the intensive care unit to be followed up 2 days later. 
After 2 days, the patient was taken to the catheter for stent control imaging, 
and in the angiography, it was observed that the RCA was completely occluded 
proximally. The lesion was passed with the support of a 1.5x12 mm balloon 
with a pilot 50 wire inside the stent. The stent was predilated with 1.5x12 mm, 
2.0x15 mm, 2.5x15, 2.75x15 (nc). Since sufficient flow could not be provided 
and a serious lesion was observed in the previously placed stent that limited 
the flow, the stent was postdilated from distal to proximal with a 3.5x15 mm 
nc balloon. The flow was re-evaluated after intravenous administration. Since 
a Thrombolysis In Myocardial Infarction (TIMI) 2 current and the serious lesion 
in the stent persisted, 3.0x19 mm des was implanted into the stent. The stent 
was postdilated from distal to proximal with a 3.5x15 mm NC balloon. No-
reflow developed. IC nitrate and IC adenosine were administered. TIMI 2 flow 
was reestablished distally. When the pain recurred, it was seen that the RCA 
was proximally occluded in the control angiography done 2 days later. Since 
there was no ECG change, since the increase in cardiac markers was fixed, 
the lesion was accepted as CTO, and it was decided to follow up and evaluate 
the vitality after 1 month. It was also recommended that the patient should 
have a continuous thrombosed coronary image, an internal medicine opinion 
was obtained. No tendency to thrombosis was detected. It was thought that 
it could be due to the ox he used. In the control after 1 month, vitality was 
detected in the RCA area, the patient whose pain did not pass was taken to 
the laboratory for the CTO procedure, but the lesion could not be passed. A 
medical follow-up decision was made.

Keywords: Thrombosis, percutaneous coronary intervention, coronary 
complications

Figure 1. Introduction
Figure 2. Under the stent
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The Process is not Over Until the Jail Wire is Over!
Gülden Güven

Clinic of  Cardiology, University of  Health Sciences Türkiye, Başakşehir Çam ve 
Sakura City Hospital, İstanbul

A 45-year-old female patient with no known history of disease was admitted 
to the emergency room with chest pain that started 1 hour ago and was taken 
to the catheterization laboratory for primary percutaneous intervention due 
to elevation in the anterior wall observed in the electrocardiography. In the 
coronary angiography, the diagonal alignment of the left anterior descending 
coronary artery was predilated with 2x12 balloons by wired separately so 
that there was total occlusion at the proximal diagonal level. 2.75x32 Des 

was implanted. It was post dilated with 3x20 Nc. After dilation, the stent was 
implanted with an overlap of 3.5x18 Des due to dissection seen proximally. 
A pot was performed with 4x10 Nc. No residual stenosis was left. After the 
procedure, the wire in the side branch was tried to be pulled with a balloon 
(1.5x20 / 1.25x12) so that it would be under the stent and the tip of the wire 
was pulled out of the catheter by extending into the catheter and being pulled 
out. It was tried to be pulled by trapping with a 2.5x15 balloon but it was 
not successful. Since the part of the wire that was pulled out with the snare 
could not be pulled, the stripped wire was tried to be grasped with the help 
of additional wires. The floppy part of the additional wires was also pulled out 
inside the stent. Since the stent could not be passed with the intracoronary 
snare/guide extension, the cardiovascular surgery team was consulted and the 
patient was transferred to the cardiovascular surgery for surgical purposes. 
The patient underwent single-vessel bypass. Outpatient clinic checks are 
ongoing.

Keywords: Coronary complications, coronary angiography, acute coronary 
syndrome

Figure 1. Coiled taller

wires sticking to the 
stent while trying to coil 

the extending wire

Figure 2. Extending wire

side branch wire that 
separates and extends 

into the catheter
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Figure 1. ST elevation in D1, AVL, V5-6, ST depression in D2, D3, AVF on ECG

[PP-09]

An Invisible Trap in Invasive Diagnosis: Angiography or 
Electrocardiogram? Who Should Have the Final Say?
Merve Akbulut Çakır, Fatih Kardaş, Emirhan Çakır, Gizem Ayyıldız

Department of  Cardiology, Trakya University Faculty of  Medicine Hospital, Edirne

Coronary angiography is an indispensable diagnostic method for diagnosing 
coronary artery disease by providing anatomical imaging of the vessels 
feeding the heart. However, in some cases, when only angiographic imaging 
is evaluated, it can confuse interventional cardiologists. Especially, if the 
issue is acute myocardial infarction, which is of vital importance. When 
the coronary angiography of the patient who was consulted to us from an 
external center and whose electrocardiogram (ECG) was compatible with acute 
lateral myocardial infarction was evaluated, no totally occluded coronary 
artery was seen, the patient’s angina complaint had not passed and the ST 
elevation continued on the ECG. When percutaneous transluminal coronary 
angioplasty (PTCA) was performed on the lesion proximal to the left anterior 
descending coronary artery (LAD), it was seen that the flow of the diagonal 
artery originating from this region came. It was thought that the thrombus 
proximal to the LAD occluded the ostium of the diagonal artery. Then, the LAD 
was stented, PTCA was performed on the diagonal ostium and the procedure 
was terminated. Although coronary angiography has a very important place 
in the diagnosis of acute coronary syndrome today, this case has shown how 
important the guidance of ECG is when the lesion cannot be detected.

Keywords: Acute coronary syndrome, electrocardiography, lateral myocardial 
infarction, percutaneous coronary intervention

Figure 2. (A) Left caudal pose. B) Right caudal pose. C) Right cranial exposure shows 
a proximal Lad lesion, no total occluded lesion. D) Left cranial exposure, no total 
occluded vessel is seen

Figure 3. (A) PTCA performed at the proximal lesion site of the LAD. B) Restoration 
of flow to the Dg artery after PTCA. C) PTCA of the Dg artery. D) Stent implantation 
at the LAD proximal lesion site. E) POT with NC balloon in LAD stent. F) Left cranial 
view showing LAD and Dg artery flow as TIMI-3
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Treatment of Acute Stroke Developing During Coronary 
Angiography with Abciximab
Murat Esin, Burcu Özyazgan

Clinic of  Cardiology,University of  Health Sciences Türkiye, Antalya City Hospital, 
Antalya

Cardioembolism accounts for approximately 25% of ischemic strokes globally 
and is more frequently associated with higher morbidity and mortality rates. 

Potential sources of cardioembolism involving the intracranial circulation 
include paradoxical embolism, dysrhythmias, structural heart disease, and 
valvular heart disease. Ischemic infarction can also occur during procedural 
procedures. It is a rare condition (0.2-0.4%) but has a high mortality. Cerebral 
ischemic events can also occur during and after percutaneous coronary 
intervention. In our case, we aimed to present the successful treatment of 
ischemic stroke during coronary angiography with abciximab.

Keywords: Abciximab, stroke, coronary intervention

Figure 1. Post-balloon thrombus in right coronary artery
Figure 2. Thrombus in the right coronary artery




