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Irst-generation drg-eluting stents, finally failed,

by mm&gg s durable polymer and biodegradable polymer

sirolimus. The

polymer siroli-
fiting stent, Orsiro, showed markedly improved clinical

&om« for example in terms of clinically driven target lesion
N

coronary intervention. This difference was more apparent in the
period from nine months 10 two years afler index procedures.
“Therefore, we can conclude that late CYPHFER failure resulted
from its durable polymers, which means that sirolimus is stll an
effective antiproliforative agent for coronary drug-cluting stents.
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implementation of the STEMI network in Jakarta, Indonesia, the
result is better and faster care for patients with STEMI and this has
‘been associated with lower in-hospital mortality.
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Bench testing for I@ft main overexpansion
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Figure 3. The relation of the change in stent diameter



Bench testing for I@ft main overexpansion
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performance . d

a\\_@

O
N
&O

e Platinum Chromium stents map\htaln
their mechanical chracterlsﬁ‘cs at these

diameters N

- O
&"&

* Thus for LM PCl v&kﬁ@ch is sometimes 6
mm , NC ballog@qs of Full size at full
pressure ie. 1% atmos are necessary for
POT to ac&ﬁeve full predicted diam and
avoid malapp03|t|on

®
N
. ] ) ) o
Figure 5. Computer simulations of the stenting procedures v

©

"9
&
0(\
O
A
?§O




ESHC-BVS reg|stry two-year outcomes
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Two-year outcomes of a bhioresorbable e\(éiollmus-elutmg
scaffold using a strategy of metlculogs@iesmn preparation

and routine post-dilation: the AustgaTlan ESHC-BVS registry
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Table 2. Procedural and device data.

Lesion preparation

Scaffold no. and size

Predilation, % 100
Rotational atherectomy, % 2.0
_Scoring balloon, "/g 7' 3 | 1—3
Unfractionated heparin, % 80.1
Bivalirudin, % 19.9
Tirofiban, % 8.3
Intracoronary imaging
Intravascular ultrasound, % (\% 5
Optlcal coherence tomograp_hy. Yo Q 9.3

Deploymant and post-dilation

Mean no. of scaffolds per patient <& 1.67+0.94
Scaffold overlap, % lesions treated 0‘40\ 18
Mean scaffold length, mm ;Qo(\ 22.74
Mean scaffold diameter, mm Aéou 2.98
2.5x18 mm L 13.2%
2.5x28 mm b§\‘ 16.8%
3.0x18 mm > 23.4%
3.0x28 mm Sl 21.0%
3.5x12 mm o‘@’ 1.8%
3.5x18 mrr{g 13.2%
3.5x28 pin 10.8%

|
1

Mean geployment pressure, atm 13.9+1.6
Pog¥dilation, % 95
,\ﬁgn—compliant post-dilation balloon, % 100
?§O Mean post-dilation pressure, atm 19.6+4.6
Post-dilation balloon diameter
Equal to scaffold, % 33
0.25 mm > than scaffold, % 45
0.5 mm > than scaffold, % 21




ESHC-BVS registrby two-year outcomes

Table 3. Clinical outcogx‘é\g.
30-day | 6-month

12-month | 24-month

Death (all-%gﬁe) 0 0 0 3

Cardiagfeath 0 0 0 1

Mye€ardial 0 2 2 2 N

|gfarction (type 1) &

& STEACS 0 1 1 1 &
& X
$ NSTE-ACS 0 1 1 1 &
» &
Qo 0\
N Scaffold ©
& thrombosis* (any) 0 . 1 2 S
N O
< Definite/probable | O 1 1 1 GQ@@"
A
@@0 Possible 0 0 0 1 &
> o
S In-scaffold
v restenosis 9 1 5 @e@é}

TLR 0 2 4 & 4
PCI 0 1 2.0% 2
CABG 0 1 &2 2

Non-TLR 0 2 5 2 2

MACE ** 4 75 8 9

*Definite/probable/possible stent thrOﬁp'Bbosis by ARC criteria.

**Composite of cardiac death, target lesion revascularisation, and

myocardial infarction (including periprocedural myocardial infarction).




ESHC-BVS reg|stry two-year outcomes

Table 5. Predictors of clinical events.

‘0

Target Ie_sior_i _ Mypcardial Scaffo!d thrombosis [ scafiold _
revascularisation | infarction (type 1) | (definite/probable) i Cardiac death (%)
(%) | (%) (%) restenosis (%)
OCT/IVUS guidance S 0 0 0 3.8
No OCT/IVUS guidance 3.2{@00\‘ 1.6 0.8 1.6 0
Relative risk (95% Cl) 0.52 (Q&f@-942) 0.94 (0.05-19.04) | 1.57 (0.07-37.46) | 0.94 (0.05-19.04) | 14.11 (0.59-337.16)
p-value . ,?6\.‘660 0.968 0.781 0.968 0.102
Scaffold diameter 2.5 mm n¢\®° 0 0 0 0 O,\b‘\@’u
Scaffold diameter >3.0 mm& 3.4 1.7 0.8 1.7 )
Relative risk (95% CI)A(\Q{\ 0.26 (0.01-4.69) | 0.46(0.02-9.47) 0.77 (0.03-18.62) 0.46 (0.02-9.47) 0. 77@5 03-18.62)
p-value oY 0.359 0.617 0.873 0.617 ,.o"° 0.873
Lesion length >28%nm 6.8 3.4 3.4 0 e 3.4
Lesion Iengtl;@fZJB mm 1.6 0.8 0 0.8 A\{‘\ 0
Relativefr{éRO(QB% Cl) 4.24 (0.62-28.87) | 4.24 (0.27-65.83) | 12.40 (0.52-296.91) | 1.38 (0.06- 3@%9) 12.40 (0.52-296.91)
palyg™ 0.140 0.302 0.120 0.843 0.120
Sgaffold overlap 37 3.7 3.7 20 3.7
No scaffold overlap 2.4 0.8 0 & 16 0
Relative risk (95% Cl) 1.54 (0.17-14.28) | 4.63 (0.30-71.73) | 13.50 (0.56-322.81);‘&&90 (0.44-18.23) | 13.50 (0.56-322.81)
p-value 0.702 0.273 0.108 &}?\\\ 0.945 0.108
<D
Conclusion éﬂg
o@@

e GOOD outcomes achieved at 2 years ABSORB ng?eal worl prospective registry utilizing
dedicated implantation technique but low rates of i imaging.

& : :
e Supports the previous publications and that all future evaluations of bioabsorbable
tachnolocie< chotild emblov the dedicated imonlant techniatie



Clinical impact of IVUS guided PCl in the DES era
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Intravascular ultrasound-guided versus .gﬁglography-guided
percutaneous coronary intervention with drug-eluting stents:

fwe-year outcomes from the CRE[L&-?(yoto PCI/CABG registry
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E,L'OIN’:'R!(C.:NQ;%»‘E?TE%ARC H Efficacy and Utility of IVUS guided PCI
demonstrated in BMS era but
uncertain in DES era...

15,939 patients

CREDO-Kyoto PCI/CABG registry &
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>| CABG arm: 2,795 patientst™

> Refusal to participagg;«ﬁﬁ patients

v )
PCl arm \000
13,058 patients IS
> | Acute rw&ardlal infarction: 4,721 patients
> anﬁned use of DES and BMS: 601 patients
> BMS only use: 2,502 patients
@\"53 No stenting: 466 patients
Current study populat;ﬁ&h
4,768 patients undergofhg DES
implantagion
/ ’\Ooﬁ\kb \
IVUS-guided PCI gréup Angiography-guided PCI group
2,768 patig\ 2,000 patients
2

Figure 1. Study Flow Chart



Clinical impact ( TVR ) of IVUS- guided PCl in the DES era
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Interval (days) 0@"’6
Interval 0 day 1 year 6Ii@fears 5 years
IVUS-guided group {\&{\
No. of patients with at least one event 307 beé\ 455 556
No. of patients at risk 2,768 2375 0 2051 1,198
Cumulative incidence probability 11. 3\36’ 17.0% 21.5%
Angio-guided group
No. of patients with at least one event o& 205 334 408
No. of patients at risk 2000 oF 1,707 1,459 857
Cumulative incidence probability (19'3’ 10.6% 17.6% 22.2%

Figure 3. Kaplan-Meier curve for the crude cumulative incidence of target vessel revascularization in the IVUS group and the angio group



Clinical impact of IVUS guided PCl in the DES era

"\0
&
o0
Q(b(\
IVUS group Angiography group :

. No. of patients with TVR No. ofpanentsm\ﬁwn Crude Adjusted .

Variable (Cumulative incidence) (Cumulativedhcidence) HR Log-rank HR p-  Interaction
N=2768 &ch 000 (95% CI) [ (35% CI) value P
©

Diabetes 291 (27.3%) \\@%08 (26.7%) — 1.04(0.88-1.24) 065 092(083-1.03) 0.14 035
Non-diabetes 265 (17.5%) 6}‘\ 200 (18.9%) — 0.90(0.75-1.07) 023 091(0.76-1.09) 031 N i
Total stent length < ¥
>28 mm 406 (25%) 211(21.9%) —1— 099(0.85-1.15) 088 104(089-121) & 014
<28 mm l&gﬁ&?%) 137 (15.9%) — 0.83(0.67-1.04) 011 0.89(0.71-1.13® 031 '

» : QO P
Minimal stent diameter %Y O
<3mm (19" 351 (26.3%) 213 (21.5%) —— 096 (0.53-1.12 061 093 fgﬂﬁ-l 100 041 00001
23 mm &6% 205 (16.5%) 135(16.1%) — T 1.01(0.82-1.25) 0.93 lQﬂO 8-132 055 <*
Multivessel dlS@;ﬁq 420 (27.0%) 291 (27.0%) —— 1.00(0.87-1.16)  0.97 &o&i 02(0.88-1.19) 0.76 03
Smgle—vesgfdisease 136 (13.3%) 117 (15.4%) — 0.85(0.67-1.07) Ulﬁ% 0.84(0.66-108) 018 ™

&
IVUS Lg@per centres s
Freﬁﬂent use (>70%) 470 (21.3%) 33(16.8%) ¢ 1.23(0.90 QBW?} 022 115(082-161) 042 036
Non-frequent use (<70%) 86 (22.7%) 375(22.8%) —p— 1.02 (O&P 1.28) 084 1.03(081-1.30) 0381 '
0.0 . 10 . . 20 Q
IVUS guid An, d N
bEut;;nce glogrﬁhy guidance X N
\)'\
Figure 4. Subgroup analyses and forest plots of hazard ratio g;r target vessel revascularization
o°°Q
A
?§O
©
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CLINICAL RESEARCH

CORONARY INTERVENTIONS
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Intravascular uItrag@und-gwded versus angiography-guided
percutaneous cgri)nary intervention with drug-eluting stents:
five-year outg@mes from the CREDO-Kyoto PCI/CABG registry
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LIMITATIONS : no clear criteria for IVUS guidance, Action on |¥‘t§s findins left to operator,
Retrospective analysis, No IVUS data or angio data centraILWanaIysed

| BUT oo@
Large REGISTRY of REAL WORLD PRACTICE and Outhu”nes
' IVUS guided PCl achieved neutral results comparem@to Angio guided PCl in pts having De novo

procedures with first Gen DES
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Long-term clinical outcomes with biodeggaﬁahle polymer
sirolimus-eluting stents versus durablgﬁolymer sirolimus-
eluting stents S

- O
=45 Jachoon Chung'2, MD: Woo-Hyqu&m’, MD; Hack-Lyoung Kim!, MD; Jae-Bin Seo’, MD:
‘ Woo-Young Chung'*, MD ?S&

O ¢
1. Division of Cardiology, Boramae Medical g@%ﬂ: Seoul, Republic of Korea; 2. Division of Cardiology, =+ ===t adizzl O

Center; Seoul, Republic of Korea \@Kz% | TRTEEES - w—— | 6Q&
i~ from May 2008 to July 2016 with <"
N | one of the study stents in BRMMC <
S (n=452) &

4\0(\

\ded:
«° s9PCI with both stents due to
vso —3y° in-stent restenosis (n=2)
© v’ - Death within 24 hours
%Q\‘b & of PCI (n=3)
(090 Y
Staly population (n=447)
A
s |
| P '
%‘9
BP-S{E\gfgroup (n=270) DP-SES group (n=177)
N v

\&J
@Q-year clinical follow-up 2-year clinical follow-up
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Figure 1. Flow chart of the study groups



Sirolimus is innocent
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Table 4. Adjusted hazarﬁ ratlos of clinical outcomes in
multivariable model.@o

Vamnlés Adjusted HR* | 95% ClI

Cardiac death V§tnt thrombosis or ,
cllmcally dg\?en TLR (primary endpoint) ‘& OA8-0ar 0.022 OQ-@“”Q
Cardias death 213 | 025-2666 | 0488
Syéht thrombosis 0.07 0.00-065 | 005
C)oo‘?‘avCIinically driven TLR 0.26 0.09-0.69 L e>°6V006
A
%@V\O Stent thrombeosis or clinically driven TLR 0.26 0.09- 0 69@* 0.006
) . :

Cardiac death, stent thrombosis or
clinically driven TLR after 9 months et 92 10-0 |
Stent thrombosis or clinically driven TLR S®
afier 9 malith 0.23@@6@‘L 0.06-0.74 | 0.012

Hazard ratio provided as hazard BP-SES/hazard DP §€§ *adjusted for previous myocardial
infarction, clinical diagnosis, total stent length, mﬁlmal stent diameter, severe lesion
calcification, and left ventricular ejection fractibn. Cl: confidence interval; HR: hazard ratio;
TLR: target lesion revascularisation




Sirolimus is innocent

.,\‘06'
Subgroup Number of patients A(\\Q HR (95% CI) p for interaction
<©
Age <65 years old 159 . \af? i 0.28 (0.05-1.05)
0.502
265 years old 283&(‘ —_— 0.53 (0.19-1.39)
;c'::stmocamial No (g@ —. 0.60 (0.18-1.91) et
Yes %160 S — 0.38(0.10-1.16) :
Diabetes No ;\\00 267 — — 0.29 (0.07-0.88)
R 0.452
Yes «Ob 180 —— 0.59 (0.18-1.89)
Left ventricular >4Q%Q 374 — . 0.32 (0.11-0.83)
ejection fraction Ab 0.534
vSa0% 59 —_— 0.67 (0.12-3.10)
Lesion length O =24 mm 292 — 0.37 (0.15-0.88) .,\@f"
0.774 R
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Hospital Outcomes in patients with STEMI in a developing country
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a developing country
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Figure 1. Study flow chart




Hospital Outcomes in patients with STEMI in a developing country
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Retrograde algorithm from APCTO
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Retrograde algorithm for chronicgtdfal occlusion from the
Asia Pacific Chronic Total chm%ion club
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Teik Lim4, MD; Lei Geg,'K?ID; Ji-Yan Chen¢, MD; Jie C - o - g
Leet, MD, PhD; Retrograde wire and MC access »| Lesion <15<§affn
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Centre, Toyohashi, Aichi, Ja@hn; 3. Liverpool Hospital, Sydney, Australia; 4. N¢ Consider digétt retrograde
Singapore; 5. Shanghai_&Rongshan Hospital, Shanghai, China; 6. Guangdong ¢ Contemporary reverse CART WI(g\brossmg
China; 7. Beijing FU\A@ Hospital, Beijing, China; 8. Asan Medical Centre, Seo (\0" No
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Figure 1Slsia Pacific Chronic Total Occlusion (APCTO) club
algorithm for crossing a CTO lesion via the retrograde approach.



Retrograde algorlthm from APCTO

Table 1. Wires. Wires classified according to use for proxlg?al cap puncture, for retrograde channel crossing and for reverse CART,
listed in order of recommended preference. \QQ
Channel crossing

’ Proximal cap punciure ’ Reverse CART ‘

High penetration Conquest/CONFIANZAAdCZg, Pro 9g, Gaia Third, Conquest/CONFIANZA NA
force wires Hornet 14 (Boston Q(ﬁ'entific) 12g, Hornet 14
Intermediate penetration | Pilot 200, Mira%@)“lZg, Gaia Second Gaia Second, Gaia Third NA

force wires

(if vessel

cours@ unclear)

Low penetration (\\\@‘ NA XT-A (for single wire retrograde SION, SUOH 03, Sumarai RC
force wires . crossing) (Boston Scientific), XT-R, SION black
NA: not applicable n¢\®° ,@‘\@’

First wire

Second choice
small channel

Second choice for
tortuous channel

Yhird choice for
| tortuous O ELTE

L — R septals D Selective Further distal selective A
& | injection® injection with rotational SION XT-R SUOH 03 SION black
& angiogram &
R —»L sep@fs\ Non-selective Twin lumen catheter to &
A injection (or via overcome retroflex SION XT-R SU@ﬁ 03 SION black
V}O twin lumen) ostium R\
Epi%@j‘ial Selective Microcatheter follows the X SION black if
Q'\ injection™ wire technique SUOH 03 XT-R/SION b SION/XT-R large epicardial
% 0@ channel
* Selective angiography should be performed with biplane or rotational angiography. ,@
<
. . O
Table 3. Tips for crossing microcatheter through channel. N

Corsair/Turnpike will not cross

Switched microeatheter will not

£70SS

Failure to cross after balloon
dilatation

L — R septal Switch to Caravel/Turnpike LP* 1.25 mng@ oon to dilate Side branch anchor balloon

R — L septal channeb Beware too tortuous PDA to septal
<b© channel angle
N

Epicardial Q?Nitch to Finecross Beware too small channel

* |f septal ostium stented — dilate septal ostium with small balloon.
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