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摘要
Large Thrombus Burden: To stent or to defer?
For STEMI patients with a high thrombus burden (HTB), deferred stenting (after 1–7 days) is a recognized strategy to mitigate risks of slow-flow/no-reflow, distal embolization, and stent thrombosis, often allowing for partial thrombus resolution. While routine deferral is not recommended, this approach is beneficial for carefully selected, high-risk cases.

The Nightmare of No-reflow: Prevention, Recognition and Rescue
The no-reflow (NR) phenomenon is a critical complication in cardiovascular medicine, occurring when tissue perfusion is not restored despite successful reopening of an epicardial coronary artery during percutaneous coronary intervention (PCI). It affects 3–4% of all PCIs, but up to 30–40% of STEMI patients, leading to significantly higher risks of death and heart failure.

When Angiography Lies: Finding the Culprit with IVUS/OCT
While coronary angiography is the standard for visualizing heart arteries, it only provides a 2D silhouette of the lumen, often missing critical details of the vessel wall where disease starts. In cases of acute coronary syndrome (ACS)—particularly non-ST-elevation MI—angiography fails to identify the true culprit lesion in up to 14% of cases, or fails to differentiate between multiple potential culprits

Mechanical Support in Shock: When to Start, What to Choose
Mechanical Circulatory Support (MCS) in cardiogenic shock (CS) is a rapidly evolving field focusing on early, team-based intervention to restore end-organ perfusion, with 2026 insights emphasizing that no single device fits all patients. The key to improved survival is using standardized protocols to initiate support early, ideally before percutaneous coronary intervention (PCI) and before irreversible multi-organ failure occurs

Post-CABG ACS: SVG or Native artery?
Based on the 2025/2026 PROCTOR trial data, PCI of the Saphenous Vein Graft (SVG) is associated with better 1-year clinical outcomes (19% MACE) compared to native vessel PCI (34% MACE) in patients with prior CABG. This strategy, which results in fewer PCI-related MIs and target vessel revascularizations, is often preferred over native intervention when feasible for SVG failure. [1, 2, 3, 4]

Complex Culprit Lesions: Calcification and Bifurcation Under Pressure
Complex culprit lesions, particularly those involving calcification and bifurcation anatomy, represent one of the most challenging scenarios in interventional cardiology, often leading to higher rates of stenting complications. The combination of these factors, known as calcified coronary bifurcation lesions (CBL), poses severe risks to procedural success, including stent underexpansion, side branch closure, and high rates of target lesion revascularization (TLR). 

Beyond the Culprit Lesions: Management of Non-Culprit Vessels
In patients presenting with acute coronary syndrome (ACS) and multivessel coronary artery disease, complete revascularization of non-culprit vessels significantly reduces the risk of cardiovascular death and recurrent myocardial infarction compared to a culprit-lesion-only strategy. Managing these non-culprit lesions requires careful consideration of patient stability, lesion complexity, physiological significance, and optimal procedural timing

The Art of "Good Enough”: knowing when to stop
The art of "good enough" is knowing when to stop, shifting from toxic perfectionism to "optimal stopping" to enhance productivity and well-being. It involves setting objective criteria, such as KPIs or project goals, before starting, rather than relying on subjective feelings. It is about trusting your work, embracing imperfection as a form of self-care, and understanding that "perfect" is often the enemy of progress
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