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Introduction & Aim of The Work

INTRODUCTION

Percutaneous coronary intervention (PCI), previously
called percutaneous transluminal coronary angioplasty

(PTCA), has evolved into an effective revascularisation
strategy for coronary artery disease since the first procedure in
1977.(1, 2, 3) The rapid technological advances in PCI therapy
means that new techniques, together with their new
complications, are seen ever more frequently. Therefore, there
is a great need for explore the incidence and predictors of post
PCI vascular complication.

Access site complications are the most common type of
complications following cardiac catheterization procedures. (4)

Vascular access-site complications remain a major cause
of morbidity and mortality with cardiac catheterization and
percutaneous intervention using the femoral approach. (4) The
femoral approach is the most commonly used site of vascular
access. (4, 5, 6)

The incidence of access-site complications varies by the
population studied. Femoral access-site complications are
generally higher for interventional procedures than diagnostic
procedures, which is likely related to anticoagulant therapy and
sheath diameter. Femoral access-site complications have been
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reported to range from 0 to 17% in patients undergoing
diagnostic and interventional cardiovascular procedures. (4)

Numerous patient-related and procedure-related risk
factors have been associated with vascular access-site
complications. Transfemoral access site complications include
haematoma, pseudo-aneurysm, arterio-venous (AV) fistula
formation, lower limb ischaemia, femoral artery dissection,
infection, and retroperitoneal bleeding. (7)

Just as important to the reduction of bleeding events is
an understanding of ways to reduce bleeding through
appropriate vascular access techniques. When using the
femoral artery approach, proper location of arterial puncture
and sheath insertion can significantly reduce bleeding events,
including retroperitoneal hematomas.(7) Alternate access sites,
the use of fluoroscopic guidance, focus on anticoagulant and
antiplatelet therapy, and arterial closure devices are all methods
being investigated to prevent and reduce complications.(7)

An increasing number of interventional procedures,
along with intense anticoagulation regimens increase the need
to identify predictors of vascular access site complications in
order to minimize the risks. (4, 7) In a prospective study
design we will try to explore the incidence and predictors of
post PCI vascular complications

-2-
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AIM OF THE WORK

@ur study aims at determining the incidence and potential
predictors of local access site vascular complications after
percutaneous coronary interventions (PCI).




I — Percutaneous coronary intervention (PClI)

| - PERCUTANEOUS CORONARY
INTERVENTION

e Introduction:

In 1958, Dr. Mason Sones and his colleagues at the
Cleveland Clinic performed the first selective coronary
arteriographic procedure. Despite the advent of other imaging
modalities, coronary angiography remains the criterion standard
for diagnosing coronary artery disease (CAD) and is the primary
method used to help delineate coronary anatomy. (8)

The commonest indications of cardiac catheterization
today are to evaluate coronary artery disease as well as for
coronary interventions. Of note, there is often a tendency, once
a lesion is noted on coronary arteriography, to proceed with
percutaneous intervention. Therefore, before left heart
catheterization is performed there should be a plan regarding
how to use the information obtained. (8)

The great pandemic of industrialized countries, i.e.
coronary atherosclerosis, started within the latter half of the
20th century. Selective coronary angiography, initiated by
Mason Sones (9), allowed an understanding of coronary
atherosclerosis.
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Coronary atherosclerosis may result in a flow-limiting
stenosis that leads to myocardial ischemia and/or myocardial
infarction (MI).(10) Andreas Gruntzig (11- 13) first managed
these lesions percutaneously on September 16, 1977, when he
advanced a fixed- wire, distensible balloon across a coronary
stenosis and briefly inflated it. This procedure was termed
percutaneous transluminal coronary angioplasty (PTCA).

With the advent of stents and other therapeutic coronary
devices, these procedures are now more broadly termed
percutaneous coronary intervention (PCI). It is estimated that
more than 1 million PCI procedures are completed in the
United States (14) and approximately 2 million worldwide
annually.

The field of interventional cardiology continues to
rapidly evolve as a result of many important advances in
equipment, strategies, and adjunctive medication. These
advances have been paralleled by a concomitant improvement
in the safety and efficacy profile of PCI.

e Indications of PCI:

Although there is no substitute for sound clinical
judgment, PCI is generally reserved for patients in whom there
IS an objective demonstration of myocardial ischemia or
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symptoms as well as angiographic demonstration of obstructive
coronary disease.

PCI may not be indicated for asymptomatic or mildly
symptomatic patients who have only a small area of viable or
jeopardized myocardium, have no objective evidence of
myocardial ischemia, have other life- limiting disease
processes, or have lesions that have a low likelihood of
success.

The American Heart Association (AHA)/American
College of Cardiology (ACC) recommend guidelines for the
use of PCI for ST elevation myocardial infarction (STEMI),
unstable angina (UA) with non-ST-segment elevation
myocardial infarction (NSTEMI) and stable ischemic heart
disease. (15-17)

A. ST-Segment-Elevation MI (STEMI)

Primary PCI should be the preferred treatment strategy
for patients presenting with STEMI to a facility experienced
with and capable of performing PCI. (15, 16)

= Primary PCI is indicated in patients presenting with STEMI
less than 12 hours from symptom onset (or more than 12
hours with persistent symptoms), provided that the door-to-
balloon time is anticipated to be less than 90 minutes and is
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performed by an experienced operator at a high volume
center (Class I, level of evidence A).

Primary PCI is also indicated inpatients presenting with an
appropriate clinical history and presumed new left bundle-
branch block (LBBB).

Patients younger than 75 years old presenting with STEMI
complicated by cardiogenic shock within 36 hours of
symptom onset who are otherwise candidates for
revascularization within 18 hours of onset of shock should
be considered for primary PCI unless otherwise
contraindicated (Class I, level of evidence B). Primary PCI
is reasonable in selected patients younger than 75 years old
presenting with shock complicating non-ST-segment
elevation myocardial infarction (NSTEMI) within 36 hours
if the patients are known to have good prior functional
status, agree to invasive management strategy, and are
otherwise suitable for revascularization (Class lla, level of
evidence B)

Primary PCIl is indicated for patients with STEMI
complicated by severe congestive heart failure (CHF)
and/or pulmonary edema (i.e., Killip class Ill) presenting
within 12 hours of symptom onset (Class I, level of
evidence B).




