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Iatrogenic Left Main Coronary Artery Dissection – A 
Disastrous Complication
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Abstract
Iatrogenic left main coronary artery (LMCA) dissection is a potentially fatal complication of 
coronary intervention which requires rapid and effective management. Bailout stenting, coronary 
artery bypass grafting (CABG) and conservative approach could be followed due to patient’s clinical 
status. In this report, we present a LMCA dissection case which was managed succesfully with 
coronary revascularization.
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Introduction
Although iatrogenic left main coronary artery (LMCA) dissection rarely occurs, it is one of 

them ost dreadfull complicaton of coronary catheterization with an incidence of lessthan 0.1. If not 
managed quickly and properly, it could be fatal. Bailout stenting, coronaryartery bypass grafting 
(CABG) and conservative approach are the options of treatment for this situation. In this report, we 
present a guide cathater induced LMCA which was managed with both bailout stenting and then 
CABG [1,2].

Case
A 67-year-old man with smoking history admitted with non-ST-segment 

elevation myocardial infarction to our clinic. Coronary catheterization performed; there was 95% 
stenosis in proximal segment of left anterior descending artery (LAD) and 90% stenosis in the mid 
segment of intermediate coronary artery (IM). LAD lesion was covered successfully with 2.75*23 
mm drug-eluting stent. Elective percutaneous coronary intervention (PCI) was planned ten days 
later. On the next admission for elective PCI to IM, right femoral approach with 6F introducer 
sheath was used and LMCA was engaged with an extra support 6F EBU 3.5 guiding catheter 
(Medtronic, USA). After contrast injection to visualize coronary arteries, extensive dissection was 
revealed from LMCA to LAD proximal segment with total occlusion (Figure 1). Dissection also 
extended to ostial circumflex coronary artery (CX). Patient had a severe chest pain and heart rate 
was decreased. In a minute ventricular fibrillation occurred. Patient was immediately resuscitated 
with support of vasopressors and inotropes. After two times defibrillation with 360 joule, normal 
sinus rhythm was provided. We decided to performed bail out stenting for LMCA because of critical 
clinic of the patient. Both CX and LAD true lumens were crossed with 0.014 inch Fielder wires. At 
first balloon inflation was performed with 2.0*15 mm semi compliant balloon in the ostial segment 
of CX and then 2.0*12 mm balloon was used in proximal LAD. From ostial LMCA to proximal LAD 
was covered with 3.0*18 mm drug eluting stent (Figure 2). In both arteries grade (TIMI) 3 flow was 
provided (Figure 3). After that patient’s hemodynamic status stabilized and his chest pain resolved. 
He was immediately transferred to coronary intensive care unit. In intensive care unit, half an hour 
later chest pain repeated with ST elevation in anterior leads on electrocardiogram. So we referred 
the patient to cardiovascular surgeons for urgent CABG. Urgent operation was performed with two 
anastomoses, left internal mammary artery (LIMA) to LAD and saphenous vein graft (SVG) to CX. 
After a week, patient was eventually discharged in stable health status.

Discussion
LMCA dissection is a rare complication of cardiac catheterization which could be catastrophic if 

not managed properly in time. Inappropriate catheter manipulation, type of the catheter, stiffer guide 
wires, rapid contrast injection, operator’s experience, anatomical localization and atherosclerosis of 
LMCA are the factor that could lead to dissection. In our case, using stiffer extra support guide 



Baysal SS, et al., Journal of Cardiology Forecast

2018 | Volume 1 | Edition 1 | Article 1002ScienceForecast Publications LLC., | https://scienceforecastoa.com/ 2

catheter (6F EBU 3.5) and deep seeding without co-axial alignment 
with LMCA were the reasons of complication [1-3].

Figure 1: Iatrogenic left main coronary artery (LMCA) dissection after 
catheter engagement.

Figure 2: Bailout stenting from ostial left main coronary artery (LMCA) to 
proximal left anterior descending artery (LAD).

Figure 3: Re-establishing TIMI 3 coronary flow after bailout stenting left main 
coronary artery (LMCA).

It is very important to decide which treatment strategy to apply 
when a cardiologist finds himself in this situation. Clinical and 
hemodynamic status of the patient, extend of the atherosclerosis in 
other arteries and the grade of the coronary flow in dissected artery 
are the major criteria’s in management of this situation. If patient has 
chest pain and hemodynamic instability, immediate revascularization 
(PCI or CABG) therapy should be the first option. In revascularization 
approach, bailout stenting should be the first decision for rapid 
treatment. CABG should be considered in case of unsuccessful PCI. 
For multi vessel lesions, CABG could be the first treatment option [1-
3]. In our case we performed bailout stenting first and succeeded for a 
while but when patient’s clinic worsened again we referred the patient 
to the surgeons for CABG. The last option, conservative strategy 
called ‘watchful waiting’ is suitable for asymptomatic patients with 
good hemodynamic status [4]. 

Chen et al [5] reported that urgent bailout stenting with back-up 
CABG when needed, had a survival rate of 94.4% among 36 patients 
underwent revascularization therapy for iatrogenic LMCA dissection. 
Esthehardi et al [2] reported that during five year follow-up, only one 
patient died among 31 patients who had revascularization therapy. 
These results proved that urgent revascularization strategy is a safe 
and favorable approach for iatrogenic LMCA dissection cases.

Conclusion
Iatrogenic LMCA dissection is a rare but potentially catastrophic 

complication of cardiac catheterization with favorable early and long 
term outcomes when recognized timely and treated with proper 
strategy.
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