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Key History: A Physician Colleague
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Key Background History:

~® 25 year old young physician colleague

rtional Angina

Z'»I‘:amilial Hypercholesterolaemia (Severe
heterozygous/ Homozygous) : LDL-C >9mmol/I



LCA : RAO Cranial View

Tight Ostial LCx




RAO Caudal
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Tight Discrete Ostial LCx Stenosis

Anatomic DX : |
LM Bifurcation Disease (Medina 0,1,1)*~




SYNTAX SCORE

3. Specify which segments are diseased for lesion 1. (i)
Click on the coronary tree image to select or unselect segments.

Lesion:
Segments:
RCA proximal
RCA mid
RCA distal
Posterior descending
Posterolateral from RCA
Posterolateral from RCA
Posterolateral from RCA
Posterolateral from RCA

Left main
LAD proximal

LAD mid

LAD apical

First diagonal

Add. first diagonal
Second diagonal
Add. second diagonal
Proximal circumfiex
Intermediate/anterolateral
Obtuse marginal
Obtuse marginal
Distal circumflex
Left posterolateral
Left posterolateral
Left posterolateral




SYNTAX SCORE : 14

Lesion 1

(segment 6): 3.5x2=
(segment 11}: 1.5x2=
Bifurcation Type: Medina 0,1,1:
Angulation <700

Length =20 mm
Sub total fesion 1

TOTAL:




What would | do for my colleague?




ISCUSSION

Heart Team D




Heart Team’s Decision

What about me?

He's going under the Anybody cares | think it's better for

Knife | Hehehe! e R e trans-radial PCI
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Patient : “So, what’s the verdict?”




Revascularisation
Options:




SYNTAX : Left Main Subgroup
5 — year Outcomes (n=705)

I CABG (n=348) B TAXUS (n=357)
2= (S35 ) P=0.03 ) P=0.12

30 - 26.7

B 26 15.5

12.8
10 4 8.2
4.8 4.3
15
0 . ! . ! B

All Death M| CVA Revasc. MACCE

Patients (%)

Mohr FW et al. Lancet 2013; 381: 629-38



MACCE to 5 years by SYNTAX Score Tercile :

Low to Intermediate Scores (0-32)

B CABG (N=196)
B TAXUS (N=221)

501

Cumulative Event Rate (%)

LM Disease

P=0.74

32.1%
31.3%

12 24 36 48 60

Months Since Allocation

CABG PCI Pvalue
Death 15.1% |> 7.9% 0.02
CVA 3.9% |s 1.4% 0.11
Ml 3.8% 6.1% 0.33
Death,
CVAor | 19.8% |> 14.8% 0.16
Ml
Revasc. | 18.6% |- 22.6% 0.36

Cumulative KM Event Rate * 1.5 SE; log-rank Pvalue

Site-reported Data; ITT population




Other Factors : Young Age;
Concerns with future need &
risks for Redo-CABG



LMCA Bifurcation PCI :
1 — stent vs 2-stents strategies

. Stent

" Cross

Over

Normal Ostial LCX (Medina 1.1.0., 1.0.0)

Normal or Diminutive LCX
Small LCX with < 2.5 mm In diameter

Focal disease In distal LCX

Two
Stent

Diseased LCX (Medina 1.1.1., 1.0.1)
Large LCX with > 2.5 mm In diameter
Diseased left dominant coronary system
Concomitant diffuse disease In distal LCX

Park SJ, Kim YH, Colombo A, Issam D. Moussa et al.
Textbook of BifurcationStenting



COBIS Registry Il 1-stent vs. 2-stent for

LMCA bifurcation
TLF in Propensity

Non-LM bifurcation LM bifurcation
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Survival free from TLF (%)

50

T T ] T T
0 365 730 1095 365 730
No. at risk Days No. at risk Days
1-stent 442 366 204 186 1-stent 192 164 128
2-stent 442 360 n 217 2-stent 192 146 108

Y.B. Song et al, TCT 2012



_/_ Oniginal Contribution

!

Single Ve ouble Stenting for Unprotected Left Main Coronary
Bifurcation Desions: A Systematic Review and Meta-Analysis

Wassef Karrowni, MD'; Nader Makki, MD?; Amandeep S. Dhaliwal, MDCM?; Ankur Vyas, MBBS%; Amy Blevins?,
Saadeddine Dughman, MD*% Saket Girotra, MBBS, SM* Perer Cram, MD*; Phillip A. Horwirz, MD?

Odds Ratio Odds Ratio

Study or Subgroup log/Odds Ratio] SE Weight IV, Random, 95% Cl Year IV, Random, 95% ClI
- Valgimigli 2006 -004 022 16.7%  0.96[0.62, 1.48] 2006 -

Morice 2008 -0.53 042 10.2% 0.59[0.26, 1.34] 2008 —

Palmerini 2008 -0.38 0.16 18.8% 0.68 [0.50, 0.94] 2008 —-

Toyofuku 2009 -1.37 0.25% 15.6% 0.25[0.16, 0.41] 2009 e

Godinc 2010 -1.59 0.63 6.1% 0.20[0.06, 0.70] 2010

Kim 2011 -0.72 0.24 15.9% 0.49[0.20, 0.78] 2011 T

Takagi 2012 -0.73 0.22 16.7%  0.48[0.31, 0.74] 2012 ——

Total (95% CI) 100.0% 0.51 [0.35, 0.73] >

Heterogeneity: Tau? = 0.15; Chi = 20.94; df = 6 (P=.01); [2=75%) 0.01 0.1 1 10 100

Test for overall effect: Z=3.71 (P<.001) Favors Single Stent Favors Double Stent
I

J Invasive Cardiol 2014; 26(6):229-233




LM Bifurcation (Medina 0,1,1)

Short, discrete LCx involvement

My PCI strategy : Single LM Crossover DES Stent Strategy
with DEB to LCx & Provisional Stenting



rTOAITIal JpPLUITisatllornn 1ceringuc \roult)
Optimises LM stent expansion & reduces carinal

shift

Balloon
3.5 x 8mm
At & Proximal
To Bifurcation

5th, European Bifurcation Club Consensus : In single stent technique, MV stent
should be sized according to the distal MV reference diameter



Proximal Optimisation Technigue

| Post kissing

[
(&
©
c
O
|
(U
&

Courtesy of Dr Olivier Darremont



Treatment of bifurcation lesions with a drug-eluting balloon:
the PEPCAD V (Paclitaxel Eluting PTCA Balloon in Coronary

Artery Disease) trial

Detlef G. Matheyv!*, MD: Imke Wendig*. MD: Michael Boxberger®, PhD: Klaus Bonaventura®, MD:
Franz X. Kleber’, MD

Mathey et al. Euro Interv J 2011: 7; K61




Minimal Lumen Diameter: 9 mth f/up

MLD: Pre PCI, Post PCI, 9 Month FU
pre PCI vs. 9 month: p < 0,001
3 mm
Late Loss

X 0,38 mm Late Loss
X 0,21 mm

2
1:9 B pre PCI
1 ®post PCI
B9 month
0.5
0

main branch side branch
D e e —



Distal LM Bifurcation PCl :
If 2-stent strategy, which technique?

Technique

When to choose

1) T, modified T, TAP: 75-90° angled LCX

2) Culotte:
3) Mini-crush:
4) V stent:

5) SKS:

Y bif with matched LAD/LCX dia.
Y bif with LAD/LCX dia. mismatch
Medina 0,1,1 (true LMEQ ds)

Short LM, unstable pt




If 2-stent technique :
Owing to narrow bifurcation angle,
| will use DK-Crush / Culotte

o R
'_!!t: y

RAO Caudal

Regardless of which 2-stent technique chosen, always end with
Final Kissing Balloon(FKB) Inflation




For LMCA PClI :

ve Imaging for optimisation

3

FR for SB assessment



FD-OCT Assessment of LMCA post-PCl

33 pts with ULMCA PCI with SES, EES

Ostial — body
(BODY)

Bifurcation
:(BlF): (DIS) Malapposition seen more
- proximally (prox

- 5%>bif 2%>dis 0.6%)

>€—> €

Uncovered struts seen more
proximally
(body 19%>bif 12%>dis 3%)

Ostial LCX

Ostial - body Bifurcation
Malapposition associated with

Ostial LCX

Fujino et al. JACC CV Interv 2013

less NIH, no thrombus



MAIN-COMPARE Registry : All-cause mortality
after LMCA DES PCl — Impact of IVUS Guidance

1007 IVUS (n=756)

Cumulative Incidence ( %)

o
o
|

Co
o
|

70~

935.5%

HR=0.34, p=0.019

Other independent predictors are:
Previous CHF, CKD, COPD,
EUROSCORE >6

0.0

0.5

170 15 20 25 30
Years after DES implantation

Park et al. Circ Cardiovasc Intervent 2009; 2: 167-77



Optimal PCl/stenting of distal LMCA
Bifurcation with IVUS Guidance (MSA)

N= 403

133 pts (33.8%) had
underexpansion of 21 segment

LM proximal | [ 2-year MACE-free survival was
to the POC 4 % lower in pts with vs. without
underexpansion
(89.4% vs. 98.1%; adj HR 5.56

LLCX ostium [1 99 -15 _49]; P<0.001 )

2-year TLR-free survival was
lower in pts with vs. without
underexpansion
(90.9% vs 98.5%; adj HR 6.08
[1.94 -19.02]; P=0.002);
12/16 TLRs (80%) occurred in
cases with underexpansion

Kang et al. Circulation Cardiovasc Intervent 2011; 4: 562-9



LCx ostial — carina shift after
LM crossover stenting
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Kang et al. Circulation Cardiovasc Interv 2011; 4: 355-61



Anatomy vs Functional Significance
of Ostial LCx Jailing

FER 9] FFR 0.85

FFR 0.81

Slide courtesy of Dr. SJ Park



LCx ostial ‘pinching” post-LM
crossover stenting

SB PCI

Angiographic jailing Functional jailing

(DS >50%) (FFR<0.80)

Kang et al. Circulation Cardiovasc Interv 2011; 4: 355-61



Post-PCl Management :

~* DAPT x 1 year or more?

g -'sive LDL-C reduction : Intensive Statin Therapy
+ Fibrates
»‘ ."';. pheresis
~ ' ? PCSK-9 inhibitor
"o Lifestyle modifications



