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Impact of CTQ artery on 12-month mortality in patients with non
STEMI treated by PCI (From the PL-ACS Registry)
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n-hospital outcomes
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- Major bleeding, % 3.7 2.5 0.29
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Impact of CTQ artery on 12-month mortality in patients with non
STEMI treated by PCI (From the PL-ACS Registry)
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Residual CTO increase mortalit
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SCAA R: Prognostic Importance of CTO
14,441 p%tibnts with CTO and 75,431 patients without CTO from 2005-2012

| higher mortality S
1.29 (1.221 .37),
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Ramunddal et al, JACC CV Intv 2016




successful CTO-PCI is required, in any age ...

“TOQNC <elated 1c () = ¢ Y

20026pf§ with CTO PCI, stratified by age (409 pts with age>75 yrs)

B. All.cause mortality
50

Adjusted MR - 0.S8. 95% C1: 0 39-0 87, p=0.00% Adjusted MR 059, 95% €I 0.20-0 885, p=0 006

Age <75
= Failed CTO PCI

Age2173
e Faied CTO PCI

— Syccess CTO PCI w— Success CTO PCI

Patients with events, (%)

Patsents with ovents, (%)

Log rank p =0 003
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Similar survival advantage with successft%@Y\s. failed PCI irrespective of age
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DECISION-CTO

Patients with PCl-eligible CTO Lesions

1 1:1 randomization 1

PCI strategy | | MT strategy

| . | _
PCI for non-CTO lesions PCI for non-CTO iesions

+PClforCTO lesions |+ MT for CT® lesions
| B

Guideline Directed Medical Treatment

l l

Clinical Outcomes at 5 years
(Composite of Death, N, Stroke and
any Revascularization)




834 patients randomized

19 withdrew consent

398 allocated to MT

417 allocated to PCI

mpiete data®

— 4 incomplete d

MT (n=391) PCI

(n=413)

|

PCI (n=384)

PCI (protocol violation, n=78)

ﬁBeeifTion conversion

wayexqisted_w
| MT (protocol

Success (n=73) || Failure (n=5)| | MT (n=313)

Failure {n=E{-]]‘ I

Success (n=348)
I | I I

violation, n=29)
| |

Final EGtL!El tfreatment

I I

1

I 1 -
PCI (n=73) | | PCI(n=5) | [ MT (n=313) | | PCI (n=348) | |

PCI (n=36)

| MT] (n=29)

As-treated population (PCI group, n=462)

As-treated population (MT group, n=342)

Per-protocol population (‘313 MT vs. 384 PCI)
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ITT Population

Primary End Point

(Death, MI, Stroke, Any Revascularization)

Crude HR 1.03 (95% CI, 0.77-1.37), P=0.86
Adjusted HR® 1.70 (85% Cl, 0.82-1.48), P=0.54

MT strategy
PCI strategy

3
o
L *]
=
L]
=
L %]
1
L]
=
—
L.
=
E
=
2

|
2 3 4
O

Years since RandomizationO

Medical therapy 398 324 287 208
PCI 417 330 268 221 158 104

‘Adjusted for age, BMI, hypercholesterolemia, previous stroke, renal dysamnction, atrial fibrillation, clinical presentation,
location of CTO, number of diseased vessels, and stratifying covariates.




Primary endpoint analyses
Stratified by the assigned and actual strategy

. {PCI to MT strategy

MT to MT skategy
PCI to P I strategy
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1. Ambiguous proxmal cap
2. Poor distal target
3. Appropriate “interventional” collateals

‘19 Brilakis ES. et al. JACC Cardiovasc Interv. 2012 Apr;5(4):367-79.
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Antegrade Wire Escalation
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‘Maereiians, J. et al. J Am Coll Cardiol.. 2016;68(18):1958-70
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Retro group

2012 (1558 | 2013 (1676) | 2014 (1045) | 2015 727) | 2015 (4es)

88.4% 88.4% 88.2% 88.9% 90.5%

(1372) (1482) (922) (655) (421)

90.8% 92.4% 90.7% 91.3% ‘0 93.9%
(965/1063) (1051/1138) (693/764) [4?4!5\1\93\ (307/327)

Cb

83.1% 80.1% 81.5% %q93 0% 82.6%
(407/490) (431/538) {229;"28:@ (181/218) (114/138)
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2017 (476)

(313/339)

75.9%
(104/137)
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2013 (1138)

93.5%
(1064)

2014 (764)

92.2%
(704)

2015 (519)

91.9%
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95.4%
(312)




2012 (490) 2013 (538) 2014 (281) 2015 (218) 2016 (138) zn1?{13?1?
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Hetrograde
SUMmic

' In-hospital MACCE
0.7% (3)
PCl related death 0.2%(1)
Stroke 0% (0)
\il 1.1% (5)
Non-Q MI
Emergent CABG 0.4% {zg s

T ——— ﬂ

Coronary perforation
Tamponade Q,\Cb 0.4% (2)
v
Contrast induced-nephropathy ) 9.0% (42)

S
Stent thrombosis /\o°° 0.4% (2)

O
Access site complication requiring g@atment 1.7% (8)
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Stent lgnﬁ::lantatmn in the main vessel only,

fﬂl@?ﬁ&d by provisional balloon angioplasty
i\&flth or without stenting of the side branch,

is recommended for PCl| of bifurcation

; 654658
lesions.

Percutaneous revascularization of CTOs
should be considered in patients with angina
resistant to medical therapy or with a large
area of documented ischaemia in the terri-
tory of the occluded vessel #*7677-6¢3

In true bifurcation lesions of the left main, /\Qo

the double-kissing crush technique ma}r@pé

preferred over provisional T~stentln§
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Stent lgnﬁ::lantatmn in the main vessel only,

fﬂl@?ﬁ&d by provisional balloon angioplasty
i\&flth or without stenting of the side branch,

is recommended for PCl| of bifurcation

; 654658
lesions.

Percutaneous revascularization of CTOs
should be considered in patients with angina
resistant to medical therapy or with a large
area of documented ischaemia in the terri-

tory of the occluded vessel. %7775

In true bifurcation lesions of the left main, /\Qo

the double-kissing crush technique ma}r@pé

preferred over provisional T~stentln§
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aftef STEMI PCI

eoe“res1dual CT. Worsens mortahty rate after non—STE&%/H PCI

0

ut CTO—PCI should be performed 1f

rz operator 1s Well exper1enced
: ' S
\\

a comp ete revascularlzatlon is ach1eved in success
‘1/

9 Hybrld a gorlthm _may s1mp11fy anoel@lmprove CTO strategy

’_ff e CT MMAR may estlmate CTO ctferrrtory for revascular1zat1or1
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