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A 75-year-old male previously disqualified from
coronary artery bypass grafting was referred to the
documented clinic for percutaneous treatment of
heavily calcified distal left main (LM) and proximal
left anterior descending artery (LAD) lesions.
Baseline angiography revealed heavily calcified
significant lesion in the distal LM and calcifications
in the proximal LAD (Fig. 1A). Due to the large di-
ameter of the coronaries, use of rotational atherec-
tomy was excluded and the patient was qualified
for intracoronary lithotripsy (ICL). A transfemoral
approach using a 7 F extra back up guiding cath-
eter was chosen. Pre-procedural optical coherence
tomography (OCT) confirmed thick calcifications
in the distal LM (minimal lumen diameter [MLD]
3.5 mm) and in the proximal LAD (MLD 2.5 mm)
(Fig.1B).Subsequently,anICL catheter (4.0 X 12mm,
Shockwave C2, Shockwave Medical Inc.) was

successfully delivered to the lesion. Eighty applica-
tions (at 4 atm) in the LM/LAD were performed,
achieving full dilation of the ICL balloon at 6 atm.
The OCT images obtained after ICL revealed the
presence of calcium cracks in the distal LM and prox-
imal LAD (Fig. 1C). Two drug-eluting stents (Or-
siro, Biotronik) were then implanted, 4.0 X 15 mm
in the LM/LAD and overlapping 3.0 X 15 mm in
the proximal LAD. Subsequently the proximal
optimization technique was performed in the LM
using non-compliant balloons (4.5 followed by
5.0 mm at 20 atm.). Angiography revealed good
angiographic results of the procedure (Fig. 1D).
Final OCT confirmed the luminal gain (final MLD:
LM 4.8 mm, LAD 3.0 mm) with proper stent strut
apposition (Fig. 1E). No periprocedural complica-
tions were observed and the patient was discharged
24 hours after the procedure.
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Figure 1. Baseline angiography revealed significant calcified stenosis in the distal left main (LM) and proximal left an-
terior descending artery (LAD) (A). Pre-procedural optical coherence tomography (OCT) revealed a thick calcium pres-
ence (B). OCT after lithotripsy demonstrated cracks in the calcified plaque (C). Angiography after stent implantation
showed a good angiographic outcome (D). Final OCT confirmed the luminal gain with proper stent strut apposition (E).
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