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STEMI by Acute Totd Occlusion of Left Main Coronary Artery with Acute Aortic Dissection
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A 79 year-old fema ewasreferred to emergency room of our hospital for acute on-going chest pain. Therewere no radiating pain, neurological symptoms. She
had amedical history of hypertension, right bundle branch block (RBBB), dydlipidemia, and asthma. Blood pressure was 91/60mmHg and the heart rate was
57bpm. All peripheral pulseswere palpable. Twelve-lead el ectrocardiogram (ECG) suggested ST-segment Elevation Myocardia Infarction (STEMI) by acute
total occlusion of left main coronary artery. According to the current ESC guidelines, we decided to do primary percutaneous coronary intervention (PCl). The
coronary angiography was performed with right femora artery access. And nearly total occlusion of |eft main artery was seen. Buit | eft anterior descending coro-
nary artery (LAD) and lft circumflex coronary artery (LCX) were patent. We performed angioplasty with stenting. The culprit lesion wasimproved, but new
contrast filling defect was noted at middle LAD. Sowedid Intravascular ultrasound (IVUS). The stent waswell positioned and no other complicationswere seen.
However, follow-up angiography reveaed dissection of middleto dista LAD. Theflow limitation of distal LAD was devel oped, then cardiac arrest was occurred.
We did CPR and performed portabl e trans-thoraci c echocardiography. Acute Stanford type A aortic dissection with involvement of aortic valve was observed.
The patient wasimmediately transferred to the cardiac surgery department of other hospital. But her vital signsand other conditionswerevery poor. Unfortunately,
shedied after 2 hours. The STEMI dueto acute aortic dissection was very rare. However, asin thiscase, asymptomand clinical condition that can not be suspected
of aortic dissection, it may |ead to catastrophic consequences. In the current guidelinesfor management of STEMI, thereis no strong recommendation for the
early use of echocardiography and other imaging studies. However, if the primary PCI in patientswith suspected STEMI isnot delayed, early imaging studies
such as echocardiography will help prevent unexpected situations such like athis case.
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