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ilac salinimli stentlerin sunumu, girisimsel yan
etkiler ve restenoz oranlarindaki diisiise bagh olarak
ginimiiz girisimsel kardiyolojisinde &nemli
gelismelerin elde edilmesini saglamistir. Tiim bu
gelismelere ragmen bifurkasyon lezyonlarinda stent
tedavisi, yiiksek restenoz ve yan etkileri acisindan
problem vyaratmaktadir. Giiniimiize kadar
bifurkasyonlarda birkac metod tanimlanmasina
ragmen, hangi metodun daha basarili oldugu

tartismahdir. Bu vaka-sunumunda TABA® (Three Angle
Bifurcation Angioplasty and Stenting) adini verdigimiz
yeni bir metodun sunumu bulunmaktadir.

Anahtar Kelimeler: Koroner arter hastaligi,
Kompleks lezyonlar, Bifiirkasyon lezyonlar, Stenting,
Anjiyoplasti, PTKA

(Tiirk Girisimsel Kard. Der. 2006;10:180-183)

INTRODUCTION

The percutaneous treatment of bifurcation lesions
is followed by an increased rate of restenosis
particularly when both the main vessel and side
branch are stented[1,2]. The current practice of
interventional cardiology has been revolutionized by
the advent of drug-eluting stents, which have been
shown to reduce the incidence of major adverse
cardiac events, such as death, MI, or target vessel
revascularization, and the development of neointimal
hyperplasia and restenosis[3-6].

However, the most effective strategy of treating
bifurcation lesions is currently undefined. Recent data
of bifurcation stenting using a T-technique with
sirolimus-eluting stents, though better than historicals
using bare stents, showed an overall restenosis rate of
28%[7,8]. The vast majority of these related to
restenosis at the ostium of the side branch, which
occurred in 22%, may reflect incomplete coverage of
the side branch ostium thereby reducing the efficacy
of the drug-eluting stent. Ensuring complete coverage
of bifurcation lesions with a T-technique requires
extreme precision in stent positioning. The angle
between the main vessel and side branch in the
majority of bifurcations is significantly < 90° which
makes it difficult to attain an acceptable T.

The crush technique is a strategy of bifurcation
stenting that is technically and relatively easy to
perform, and by its nature, always ensures complete
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ostial coverage of the side branch[8-11]. However
dislocation of the stent in the main vessel during,
withdrawal of the balloon and the wire may occur.
Metal Condensationis another problem[12-14].
The following case illustrate the TABA® technique.
CASE REPORT

A 70 year old man was admitted to hospital with
stable angina class 3B and known to have coronary
artery disease with a previous history of two MI.

Coronary angiography demonstrated significant
multivessel disease with a severe stenosis of the right
coronary artery, a mildly occluded circumflex artery,
and a subtotal stenosis of the LAD just after the sepe-
ration of the first diagonal branch (D1). The D1 had
also severe ostial disease.

LAD and large first diagonal branch were treated
with bifurcation stenting using the TABA® technique.

The patient was discharged from hospital the
following day and at 3th month he was free of
angina.

In this new technique first two guidewires are
positioned to the both branches of the bifurcation
(Figure 1.1). By using the one of the guidewires the
lecton-m (biotronics) 3.5*8 stent is implanted to the
main branch (Figure 1.2, Figure 1.3). The guidewire
(the one, not used to inflate the balloon) is pulled up
and then moved ahead between the spaces of the
stent (Figure 1.4). Then using the guidewires the
lecton-m (biotronics) 2.75%20 and 2.75*15 stents
are deployed to the branch vessels (Figure 1.5, Figure
1.6,). Two side branch stents are inflated at the same
time (Figure 1.7). Then a long balloon catheter (a
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Figure 1

Figure 2

longer balloon than the others) is inserted from one
branch containing the main branch and one side
branch (Figure 1.8). The remaining one side branch
balloon and new inserted main and side balloon
inflated simultaneously to take the optimal result (Fi-
gure 1.8). In other techniques such as crush and T
technique, in the attachment parts of the stents metal
condensation occurs and this may cause restenosis.
By TABA® technique one stent do not override on other
(Figure 1.9). By this way there is only one layer of

stent seen on the surface of the vessel. However
when we deploy the stents a small triangle occurs on
the center of the bifurcation which is free of stent
(Figure 1.10). Therefore a lesion on the center of the

bifurcation may not be corrected.either
demonstration could be seen on Figure 2.

Occurence of metal density on illustration in crush
technique is shown in Figure 3. On Figure 4 by TABA®
no metal deposit occurs.
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Figure 3

CONCLUSION
TABA® technique is described for

In this case
development of bifurcation lesions in coronary
arteries which are difficult to treat than a linear arterial
lesion. There were initial concerns regarding the
potential for stent thrombosis particularly because of
the high metal density at the carinal8,10]. This
technique potentially prevents the occurence of metal
density at the carina and may decrease the major
thrombotic symptoms such as MI, cardiogenic
shock[8]. As far as the long-term results and rates of
restenosis are concerned, the available data are still
preliminary.
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