
e�ve�ral�ope�ra�ti�o�nal�comp�li�ca�ti�ons�du�ring�per�cu�ta�ne�o�us�co�ro�nary�in�ter�-
ven�ti�on�(PCI)�ha�ve�pre�vi�o�usly�be�en�re�le�a�sed�in�se�ve�ral�ca�se�re�ports.1,2

Ho�we�ver,�an�ex�tre�me�comp�li�ca�ti�on�in�which�comp�le�te�ret�ri�e�val�of�a
stent�imp�lan�ted�in�to�a�co�ro�nary�ar�tery�hasn’t�be�en�dec�la�red�in�the�li�te�ra�tu�-
re�we�scan�ned.�In�this�re�port,�an�ex�tre�me�PCI�comp�li�ca�ti�on�in�which�a�suc-
cess�ful�ret�ri�e�val�of�a�Wik�tor-i�stent�(Med�tro�nic,�Inc.)�de�for�med�whi�le�a
dif�fe�rent�stent�(Eu�ca�tech�AG,�STS�Flex,�Ger�many)��be�ing�tri�ed�to�imp�lant�in�-
to�a�dis�tal�le�si�on,�and�its�suc�cess�ful�ma�na�ge�ment�in�a�per�cu�ta�ne�o�us�met�hod
are�pre�sen�ted.

CASE REPORT

A�50-ye�ar-old�ma�le�pa�ti�ent�was�ad�mit�ted�to�our�cli�nic�with�the�di�ag�no�sis
of�su�ba�cu�te�in�fe�ri�or�myo�car�di�al�in�farc�ti�on.�Be�ca�u�se�of�a�pro�ce�e�ding�an�gi�-
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Removal�of�a�Implanted�Stent�Which�was
Deformed:�Case�Report

ABS�TRACT�In�this�report,�an�extreme�complication�of�percutaneous�coronary�intervention�(PCI)
in�which�a�Wiktor-i�stent�has�been�deformed�during�the�implantation�of�a�different�stent�in�a�dis-
tal�lesion�is�presented.��The�deformed�stent�was�successfully�retrieved�by�deploying�a�second�stent
within�the�guiding�catheter,�trapping�the�proximal�part�of�the�deformed�stent�between�the�stent�and
endoluminal�surface�of�the�guiding�catheter.�This�technique,�being�previously�used�in�the�retrieval
of�a�fractured�buddy�wire�segment,�was�also�successfully�used�to�manage�the�complication�of�our
case.

Key�Words:�Complication;�percutaneous�transluminal�coronary�angioplasty;�stent

ÖZET�Koroner�artere�implante�edilmiş�olan�bir�Wiktor-i�stentin,�distal�lezyon�için�bir�başka�stent
ilerletilirken�deforme�olduğu�ve�daha�sonra�perkütan�yolla�başarılı�bir�şekilde�tamamen�vücut�dışına
alındığı�nadir�bir�perkütan�koroner�girişim�komplikasyonu�sunduk.�Deforme�olan�stentin�kılavuz
kateter�içine�doğru�açılmış�olan�proksimal�segmenti�bir�başka�stent�aracılığı�ile�guiding�kateterin�iç
yüzeyine� sıkıştırılarak�yakalandı�ve� tüm�sistem�yavaşça�vücut�dışına�alındı.�Daha�önce,�distal
segmenti�koparak�koroner�içinde�kalmış�olan�bir�kılavuz�telin�vücut�dışına�alınmasında�kullanılmış
olan�bu�yöntem�vakamızdaki�komplikasyonun�tedavisinde�de�başarılı�bir�şekilde�kullanılmıştır.

Anah�tar�Ke�li�me�ler: Komplikasyon;�perkütan�koroner�girişim;�stent
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na,�his�co�ro�nary�an�gi�og�raphy�(CAG)�was�per�for�-
med�and�PCI�was�plan�ned.�At�first,�a 4.0�×�30�mm
Wik�tor-i stent�(Med�tro�nic,�Inc.,�Min�ne�a�po�lis,�MN)
was�suc�cess�fully�dep�lo�yed in�to�the�long dis�sec�ti�on
in�the�pro�xi�mal�seg�ment�of�right�co�ro�nary�ar�tery
(RCA) and�the�sig�ni�fi�cant�le�si�on in�the�clo�se�dis�tal
of�this�dis�sec�ti�on (Fi�gu�re 1, Fi�gu�re 2).�La�ter, for�the
le�si�on�in�the�dis�tal�seg�ment�of�RCA�(Fi�gu�re 1)�an-
ot�her�3.5�×�8�mm�stent�(Eu�ca�tech�AG,�STS�Flex,
Ger�many)�was�pus�hed� thro�ugh� the� stent�which
was�for�merly�pla�ced,�but�it�was�ca�ught�by�the�pro�-
xi�mal�por�ti�on�of�the�for�mer�stent�and�co�uld�not�be
pro�ce�e�ded�furt�her.�When�it�was�re�qu�i�red�to�be�ta�-
ken� back,� the� pro�xi�mal� seg�ment� of� the� for�mer
stent�was�un�wo�und, car�ri�ed�with�the�la�ter�stent
back�in�to the�gu�i�ding�cat�he�ter for�abo�ut�2�cm�(Fi�-
gu�re 3),�and�re�le�a�sed�from�the�stent. Con�se�qu�ently,
with�the�aim�of�trap�ping the�un�wo�und�pro�xi�mal
part�of�the�Wik�tor-i stent�in�the�gu�i�ding�cat�he�ter
by�cons�tric�ting it�bet�we�en�in�te�ri�or�sur�fa�ce�of�the
gu�i�ding�cat�he�ter and�the�stent,�the�lat�ter�stent�(3.5
×�8�mm,�Eu�ca�tech�AG,�STS�Flex,�Ger�many) was de-
p�lo�yed�in�to�the�dis�tal�part�of�the�gu�i�ding cat�he�ter
with�high�pres�su�re�(16�at�mosp�he�re), and�mo�no�-
me�ter�was�fi�xed�in�this�pres�su�re (Fi�gu�re 4).�Af�ter�-
wards,�all�the�system�with�the�cat�he�ter�was�ta�ken
back�smo�othly,�and�thus�the�who�le�stent�dep�lo�yed

was�suc�cess�fully�ta�ken�out�tho�ro�ughly�from�the�fe�-
mo�ral�she�et�wit�ho�ut�any�comp�li�ca�ti�on.�In�the�con-
trol�co�ro�nary an�gi�og�raphy,�sin�ce�RCA�was�open
and�the�flow�was�fa�irly�go�od (Fi�gu�re 5),�no�mo�re
in�ter�ven�ti�on�was�plan�ned. The�pa�ti�ent�was�disc�-
har�ged�on�me�di�cal�tre�at�ment�wit�ho�ut�any�comp�li�-
ca�ti�on.

FIGURE 1: Arrows show the long dissection in the proximal segment of RCA
and the significant lesion in the close distal of this dissection. Arrow head
shows the lesion in the distal segment of RCA.

FIGURE 3: Arrow heads show the proximal segment of Wiktor-i stent un-
wound into the guiding catheter.

FIGURE 2: A Wiktor-i stent (4.0 × 30 mm) was successfully deployed into
the long dissection in the proximal segment of RCA and the significant lesion
in the close distal of this dissection.



DISCUSSION

In�this�ca�se,�re-ste�ri�li�zed Wik�tor-i stent�who�se�ex-
pi�ra�ti�on�da�te�was�2000�was�used�be�ca�u�se�we�didn’t
ha�ve�anot�her�stent�in�the�right�si�ze�(4.0*30�mm)�at
that�mo�ment. Du�ring�the�pe�ri�od�when�the�se�stents
we�re�in�wi�des�pre�ad�use,�se�ve�ral�comp�li�ca�ti�ons�at-

tri�bu�ted�to�the�ir�uni�qu�e�co�il�cha�rac�ter�had�be�en�no-
ti�fi�ed.3,4 Sin�ce�the�se�stents�which�ha�ve�be�en�de�sig�-
ned�as�co�il-sha�pe�wit�ho�ut any�con�nec�ti�on�among
the�ir struts�aren’t�in�pro�duc�ti�on�what�so�e�ver,�si�mi�lar
comp�li�ca�ti�ons� aren’t� sup�po�sed� to�oc�cur�with� the
cur�rent�stents�in�use.�Thus,�what�is�ac�tu�ally�emp�ha�-
si�zed�in�this�re�port�is�the�suc�cess�of�the�met�hod�used
in�the�tre�at�ment�of�this�comp�li�ca�ti�on.�This�met�hod,
ha�ving�be�en�proc�la�i�med�to�be�used�in�the�aim�of�re-
t�ri�e�val�of�a�frac�tu�red�gu�i�de�wi�re�from�co�ro�nary�ar-
tery1, was�suc�cess�fully�used�in�the�ret�ri�e�ving�of�a
stent�who�se�pro�xi�mal�sec�ti�on�was�un�wo�und.

Le�a�ving�the�stent�which�is�de�for�med�and�who�-
se�pro�xi�mal�sec�ti�on�is�un�wo�und�in�to�the�gu�i�ding
cat�he�ter�in�si�tu�may�re�sult�in�comp�li�ca�ti�ons�such�as
co�ro�nary� ar�tery� per�fo�ra�ti�on,� ar�te�ri�al� dis�sec�ti�on,
frag�ment�em�bo�li�za�ti�on,�and�throm�bo�sis.�In�ad�di�ti�-
on,�chro�nic�re�ten�ti�on�of�a�de�for�med�stent�in�a�co�-
ro�nary�ar�tery�is�li�kely�to�in�cre�a�se�the�pro�ba�bi�lity�of
early�co�ro�nary�res�te�no�sis.

Con�ven�ti�o�nal�ap�pro�ac�hes�to�re�mo�val�of�fo�re�ign
bo�di�es�lod�ged�in�a�co�ro�nary�ar�tery�inc�lu�de�the�use�of
a�per�cu�ta�ne�o�us�sna�re.5 Ho�we�ver,�re�mo�ving�a�dis�lod�-
ged�stent�is�tech�ni�cally�ea�si�er�than�re�mo�ving of�a
stent�de�for�med�af�ter�be�ing�imp�lan�ted.�An�al�ter�na�te
con�ven�ti�o�nal�ap�pro�ach�to�this�comp�li�ca�ti�on�inc�lu�-
des�open�sur�gi�cal�ex�trac�ti�on.6,7 This�is�the�first�re-
port,�to�our�know�led�ge,�whe�re�stent�dep�loy�ment
in�to�a�gu�i�ding�cat�he�ter�has�be�en�used�to�aid�the�re-
mo�val�of�a�de�for�med�stent.�We�cho�se�the�met�hod
pro�po�sed�by�Pra�san�et�al.,1 who�used�a�stent�(Mul�ti-
Link�Tet�ra)�dep�loy�ment�wit�hin�the�gu�i�ding�cat�he�ter
to re�mo�ve�of�a�frac�tu�red�buddy�wi�re�seg�ment.�Sin�-
ce�we�didn’t�ha�ve�a�Mul�ti-Link�Tet�ra�stent�in�our�la�-
bo�ra�tory,�a�STS�flex�stent�(Eu�ca�tech�AG,�Ger�many)
was�used�ins�te�ad, and�that�ga�i�ned�the�sa�me�suc�cess.��

This�re�port�shows�that�the�de�sign�of�the�stent
is�sig�ni�fi�cant�from�the�po�int�of�vi�ew�of�not�only�de-
c�re�a�sing�the�risks�of�res�te�no�sis�and/or�in�cre�a�sing
the�suc�cess�of�the�pro�cess�but�dec�re�a�sing�the�risks
of�comp�li�ca�ti�ons�du�ring�the�ope�ra�ti�on�as�well.�Be-
si�des,�we think�that�this�re�port�is al�so im�por�tant�be-
ca�u�se� of� sho�wing� the� risk� of� comp�li�ca�ti�on
pos�si�bi�lity�du�e�to�using�the�ma�te�ri�als�af�ter�ex�pi�ra�-
ti�on�da�te�by�re-ste�ri�li�za�ti�on.�
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FIGURE 4: Arrow heads indicate the stent (3.5 × 8 mm) markers which was
deployed into the distal part of the guiding catheter with the aim of trapping
the proximal part of Wiktor-i stent unwound into the guiding catheter. 

FIGURE 5: RCA was open and the flow was fairly good in the control coro-
nary angiography.
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