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Left main coronary artery embolization  
after transcatheter paravalvular leak closure

Embolización en el tronco coronario tras el cierre percutáneo  
de fuga paravalvular
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José Luis Zamorano Gómez, and Ángel Sánchez-Recalde
Servicio de Cardiología, Hospital Ramón y Cajal, Madrid, Spain

This is the case of a 72-year-old man with mitral and aortic mechanical prosthetic valves, chronic kidney disease, and severe pulmonary 
hypertension. In 2019, a mitral anterolateral paravalvular leak (PVL) was percutaneously closed with implantation of 2 devices (the AVP 
III 10 mm x 5 mm, and the AVP III 8 mm x 4 mm, St Jude Medical, United States) due to heart failure. The patient’s clinical progression 
was favorable with moderate mitral regurgitation. One year later, the patient’s symptoms worsened, and the transesophageal echocardio-
gram performed revealed severe mitral regurgitation due to recurrent PVL around the devices (figure 1A). A second percutaneous closure 
attempt was scheduled to close the PVL. The initial procedure was to implant another device next to the other devices, but they embolized 
into the left ventricle when the deflectable catheter touched them (figure 1B). They were captured using a gooseneck loop snare through 
the PVL and then retrieved using 2 sheaths in the left atrium (figure 1C). Two hours later, the patient developed hemodynamic instability, 
and ST-segment elevation. An emergency coronary angiogram revealed the presence of severe stenosis in the left main coronary artery 
(LMCA) that was not present in the previous angiogram (figure 1D). The optical coherence tomography demonstrated calcium embolization 
(figure 1E) that was treated with stenting (figure 1F). Eventually, the patient underwent the surgical repair of the PVL. As far as we know, 
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this is the first time that coronary artery embolization of calcified tissue in the LMCA is ever reported during maneuvers to retrieve 
embolized devices in the left ventricle. The non-occlusive nature of the LMCA embolus may have led to a better prognosis. The patient 
accepted the publication of the case and have his informed written and signed consent.
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