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Thought Process

« How symptomatic is the patient?

« How old and how fit Is the patient? What about his co-
morbidities?

* |s the CTO in the setting of a multi-vessel disease or not?
 How Is the left ventricular function?

* |s the myocardium viable?

* |s the patient a heart failure patient?

« How complex is the lesion?



SYMPTOMS
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Improving Cardiopulmonary Exercise Capacity In
Patients With CTO-PCI
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The Role Of Collaterals

Interventional
To provide visualization & access to the vessel beyond the occlusion

Physiological
To preserve the integrity of the myocardium and ventricular function




Lacking relationship between the collateral state
and stress myocardlal perfusmn

95% (n= 72) patlents dlsplayed moderate
® [2-4 myocardial segments] to severe [4
\J myocardial segments] ischaemic burden

Stuifzand WJ et al. EHJ Cardiovasc Imaging 2017



The collateral flow Is not sufficient to prevent
myocardial ischemiain CTO patients

Out of 107 patients, only 1 had
N a FFR >0,75 in the CTO region
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The FFRcol was 0.32 £ 0.13[0.03 to 0.78]
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Werner G. et al, European Heart Journal 2006




PROGNOSIS



CHIP CTO CASE for EuroPCR 2021

Angiographic Syntax Score = 90.5, 4year mortality for PCI 99,9%




Initial Invasive Versus Conservative Management of Stable Ischemic Heart Disease in Patients With
a History of Heart Failure or Left Ventricular Dysfunction (235% but <45%)

Insights From the ISCHEMIA Trial
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Subjects at Risk
CON, no HF/LVD 2404 2311 2260 2114 1781 1469 1222 947 690
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INV, no HF/LVD 2372 2218 2164 2040 1764 1455 1189 913 670
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*composite of cardiovascular death, nonfatal myocardial infarction, or hospitalization for unstable angina,

HF, or resuscitated cardiac arrest

Lopes et al Circulation. 2020 Nov 3;142(18):1725-1735



All-Cause Mortality
3V =270% or 2V =70% w/prox LAD
2V =270% or 3V =50% or 70% prox LAD
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Hazard Ratio
(95% CI)
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10years Outcomes: OMT vs. CTO PCI

Clinical Outcomes in the Propensity Score—Matched Population (78.9% MVD)
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10years Outcomes: OMT vs. CTO PCI

Clinical Outcomes in the Propensity Score—Matched Population (78.9% MVD)

Cardiac death (%) Hazard ratio p for
Subgroup N oOMT CTO-PCI (95% ClI) interaction
Age 0.31
>75 years 174 31/93(33.3) 17/81(21.0) —— 0.51 (0.28-0.91)
<75 years 738 40/363 (11.0) 31/375(8.3) —il+ 0.74 (0.47-1.17)
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Diabetes mellitus 0.15
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Improvement in Survival Following Successful
CTO-PCI after 5 years
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In multivariable analysis, CTO PCI success In
the LAD group remained associated with decreased mortality risk
(HR: 0.61, 95% CI: 0.42 to 0.89)

Safley DM, JACC Cardiovasc Interv. 2008;1(3):295-302.




Survival rate of successful or unsuccessful CTO-PCI

10-year follow-up data also suggest that successful PCl of a CTO located in
the LAD is associated with improved long-term survival.
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Ischemic Burden Reduction and Long-Term Clinical
Outcomes After CTO PCI

CENTRAL ILLUSTRATION Long-Term Prognosis Among 212 Patients With a CTO and "*H,0-PET Myocardial
Perfusion Imaging Before and 3 Months After Successful PCI
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according to the residual PD (C) and hMBF (D) in the CTO area at 3-month follow-up PET. CI = confidence interval; CTO = chronic coronary total occlusion;
hMBF = hyperemic myocardial blood flow; HR = hazard ratio; Ml = myocardial infarction; PCl = percutaneous coronary intervention; PD = perfusion defect;

PET = positron emission tomography.




RECOMMENDATION



Consensus statement of the EAPCI, EACVI and the ESC Working Group on
Cardiovascular Surgery
CTO detected

Symptom evaluation

Dyspnoea Angina Health status
(RDS) (CCS, SAQ) QoL (EQ-5D)
YES NO
| v | v
Normal wall motion or Akinesia or dyskinesia . .
hypokinesis in CTO territory in CTO territory el L¥idystunction
| |
Significant ischaemia Significant ischemia
and viability* and viability*
YES | < | NO NO <+—
l YES
v v i

Revascularisation might be
considered in selected cases only$

Revascularisation is advised OMT and follow-up

Galassi AR et al. Eurointervention. 2024;20(3):e174-e184



Consensus statement of the EAPCI, EACVI and the ESC Working Group on
Cardiovascular Surgery

CTO revascularisation indicated

Isolated CTO CTO in the context of MVD CTO in previous CABG

Non-LAD CTO J—» LAD CTO

1 ¢
Heart Team evaluation
CTO complexity .Surglst‘:ilsr;ilgre
. J-CTO score . Logietic
«  CT scan-derived J-CTO Eugr]oS —
Score

Frailty score

Local CTO PCI expertise

Patient

Availability of arterial

Porcelain aorta or venous conduits

Cardiac imager Cardiac surgeon
Concomitant relevant
Aortic arch atherosclerosis Bleeding risk valvular heart disease
> CTO PCI Hybrid revascularisation CABG

Galassi AR et al. Eurolntervention. 2024;20(3):e174-e184



REGIONAL VARIETY



Lessons from the world regarding CTO PCI:

Asla

Austria

Patient: “WWhy do we need to
open this vessel?”

Doctor: “Why do you think
god gave you three arteries
If you could live with only
one or two of them?”

Patient: “Am | able to leave
with this disease?”

Doctor: "Sure! You know, if
god closed that artery, no
one ever should open it!”
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The annual Euro CTO meeting
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