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A 69 years old male with diabetes mellitus presented with ST elevation type acute myocardial
infarction (STEMI) of anterior wall and under percutaneous coronary intervention with drug eluting
stenting over proximal anterior descending artery (LAD) 3 years ago (picture 1 and picture 2).
He presented other new episode of acute chest pain with diagnosis of acute coronary syndrome.

Diagnostic coronary angiogram showed as below (picture 3 and picture 4).

Picture 1 Picture 2

Picture 3 Picture 4

[Question]

What is your impression and how are you going to evaluate and treat this case?

F LB SRR RREBH
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A 70-year-old man suffered from severe chest pain for one hour and was sent to the ER. NSTEMI
was diagnosed with Tnl level reaching 8.2ng/dL (normal < 0.3ng/dL). He had past history of severe
MR/AR/TR and received MV/AV replacement and TV repair 5 years ago. He also had type B aortic
dissection and received TEVR half year ago. The coronary angiography of LCA was shown in the

picture 1.

Picture 1

[ X1

What is the diagnosis of the left main?

HRekReSER A AZERH
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The patient has type A aortic dissection with involvement of the ostial LM and dissection flap over
the aortic root as noted on the angiography (picture 1, arrow) and also on CT (picture 2). Neri et
al classified the mechanism of type A aortic dissection with coronary ostial involvement into three
types (picture 3). Type A, the ostial dissection, is disruption of the inner layer limited to coronary
ostium. Type B, dissection with a coronary false channel, is retrograde dissection of the aortic
false channel into the coronary ostium with further extension along the coronary artery. Type C is
circumferential detachment with an inner cylinder intussusception. However, the mechanism in our

case is the external compression of the proximal LM by the large dissecting false lumen of the aorta
(IVUS, picture 4).

Picture 1 Picture 2

l/“"\ﬁ\ ﬁ‘ \/7 disse{ting false \ ARGl
A ‘O/ B “\_,/‘”’ C @ lumen of aorta

Picture 3 Picture 4

R R T

24 T

Neri E et al. Proximal aortic dissection with coronary malperfusion: presentation, management, and
outcome. J Thorac Cardiovasc Surg. 2001;121(3):552-560.
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Transcatheter Edge-to-Edge Repair for Treatment of
Tricuspid Regurgitation

Philipp Lurz', Ralph Stephan von Bardeleben’, Marcel Weber’, Marta Sitges®, Paul Sorajja’, Jorg
Hausleiter’, Paolo Denti’, Jean-No&l Trochu®, Michael Nabauer®, Gilbert H L Tang’, Patric Biaggi',
Shih-Wa Ying'', Phillip M Trusty'', Abdellaziz Dahou'’, Rebecca T Hahn'"’, Georg Nickenig’,
TRILUMINATE Investigators

J Am Coll Cardiol. 2021 Jan 26;77(3):229-239. doi: 10.1016/j.jacc.2020.11.038.
ABSTRACT

BACKGROUND

Tricuspid regurgitation (TR) is a frequent disease with a progressive increase in mortality as disease
severity increases. Transcatheter therapies for treatment of TR may offer a safe and effective
alternative to surgery in this high-risk population.

OBJECTIVES
The purpose of this report was to study the 1-year outcomes with the TriClip transcatheter tricuspid
valve repair system, including repair durability, clinical benefit and safety.

METHODS

The TRILUMINATE trial (n = 85) is an international, prospective, single arm, multicenter study
investigating safety and performance of the TriClip Tricuspid Valve Repair System in patients with
moderate or greater TR. Echocardiographic assessment was performed by a core laboratory.

RESULTS

At 1 year, TR was reduced to moderate or less in 71% of subjects compared with 8% at baseline (p
< 0.0001). Patients experienced significant clinical improvements in New York Heart Association
(NYHA) functional class I/II (31% to 83%, p < 0.0001), 6-minute walk test (272.3 = 15.6 to
303.2 £ 15.6 meters, p = 0.0023) and Kansas City Cardiomyopathy Questionnaire (KCCQ) score
(improvement of 20 + 2.61 points, p < 0.0001). Significant reverse right ventricular remodeling was
observed in terms of size and function. The overall major adverse event rate and all-cause mortality
were both 7.1% at 1 year.

CONCLUSION

Transcatheter tricuspid valve repair using the TriClip device was found to be safe and effective in
patients with moderate or greater TR. The repair itself was durable at reducing TR at 1 year and was
associated with a sustained and marked clinical benefit with low mortality after 1 year in a fragile
population that was at high surgical risk. (TRILUMINATE Study With Abbott Transcatheter Clip
Repair System in Patients With Moderate or Greater TR; NCT03227757).
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CENTRAL ILLUSTRATION 1-Year Outcomes From the TRILUMINATE Trial

TRILUMINATE Study Clinical Implications

40% Reduction in Hospitalizations

p =0.0030

|

Hospitalization Rate
(Events/Patient-Year)
o
i

1Year Pre-Device 1 Yeér Post-Device

Major Adverse Events: 7.1% (n=70) (n=70)
Cardiovascular Mortality: 4.8%

Durability of Repair

TR Reduction at 1 Year 21°: 87%

Repair Effectiveness Repair Durability
I ] 1

Number of Patients

Bl None Bl Mild [ Moderate | Severe [l Massive [l Torrential

Lurz, P. et al. J Am Coll Cardiol. 2021;77(3):229-39.

% TriClip S %% = X WP RMFE % 23 »cihe AFB FHNFRGHHEY > L1827 2
TG Ffor= KPR AFBRELFF e 2 AFREREEE K B 879%%
L ERPFEENT L0 L5 700X R FER Y R T HTR = X

FeR il RO MFE O TR IARDELTERALE o BB DT 20

Mm e 5 ARG 230 3 o 1 & v At o
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FIGURE 1 Comparison of TR Severity at Baseline, 30 Days, and 1 Year

® None m Mild ®m Moderate M Severe

p < 0.0001
I 1
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= 40% A
o
20% - /e
0% - . —~ —
Baseline 1Year 30 Days 1Year
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Massive m Torrential
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1% #H¢ 709% TR

TABLE 1 Summary of Echocardiographic Endpoints

p Value* p Value*
Baseline 30 Days 1 Year Baseline Versus 1 Year 30 Days Versus 1 Year
Tricuspid regurgitation
EROA, cm? 0.65 + 0.03 0.40 + 0.03 0.32 + 0.05 <0.0001 0.1053
Regurgitant volume, ml/beat 52.20 + 2.35 34.83 + 2.92 27.68 + 3.08 <0.0001 0.0607
Regurgitation jet area, cm?® 14.28 + 0.69 9.18 + 0.64 7.55 + 0.56 <0.0001 0.0007
Vena contracta width, cm 1.73 + 0.07 1.00 + 0.06 0.78 + 0.05 <0.0001 <0.0001
PISA radius, cm 0.91 + 0.03 0.68 + 0.03 0.63 + 0.04 <0.0001 0.2092
IVC diameter, cm 2.29 + 0.06 2.20 + 0.06 2.06 + 0.06 0.0014 0.0216
Right heart remodeling
RV end diastolic dimension, cm 5.28 + 0.07 4.93 + 0.08 4.79 + 0.08 <0.0001 0.0319
Tricuspid annular diameter S-L, cm 4.34 £ 0.06 4.08 + 0.06 4.03 £ 0.07 <0.0001 0.4640
Right atrial volume, ml 129 +5.84 17 + 6.03 116 + 6.55 0.0166 0.8536
RV fractional area change, % 36.00 + 0.85 36,77 + 0.74 38.19 + 0.57 0.0057 0.0649
RV systolic pressure, mm Hg 42.7 +1.08 42.0 £1.49 43.9 + 2.30 0.5727 0.4525
TAPSE, cm 1.44 + 0.03 1.49 + 0.03 1.59 + 0.04 0.0002 0.0069
RV global longitudinal strain, % -14.1 + 0.64 -12.9 + 0.86 -14.6 = 0.86 0.5897 0.1083

EROA = effective regurgitant orifice area; IVC = inferior vena cava; PISA = proximal isovelocity

surface area; RV = right ventricular; TAPSE = tricuspid annular plane systolic excursion.
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FIGURE 2 NYHA Functional Class Through 1-Year Follow-Up

p < 0.0001
—
100%
80%
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20% 31%
0% .
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B NYHAT mNYHAIl mNYHA Il m NYHA IV

fo1 &P ALFA S NYHA # i & s VI 60 38400 bk 2 531963 40 5 8396 « 30
* e 1 # a9 Biz & > NYHA ,'ri’%\.?&»il”ﬁ BEAR > AT Ha s kantd 1 B4 AF
fgen% — B2 o piE 4t McNemar ¥ % 1% ¥ 1+ - NYHA = New York Heart Association °

FIGURE 3 Clinical Outcome Measures Over 1-Year Follow-Up

A A =20 [15, 25], p < 0.0001 B A =31[1,51], p=0.0023
A=61[1,11], p = 0.0290 A=-9[-25,7],p=0.2667
804 - - 400 - : .
704 Te6 2. % 350-
o [
5 = 312
& 60 - £ 300 - 303
o (=]
g .
50 { >2 & 250272
40 . . 200 . .
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Follow-Up (Days) Follow-Up (Days)

(A) KCCQ ths 3 B b i A2 AT 1 g ¥ scd » 89 65% <343 17
10 & ez L o B2 FR & R A i L 0 30 % p BT ik KCCQ .30 = 7| 1 # i HidFr §
5 4e o (B) MWD J&k 5] | & 3§ BT FH 4 - RABTRAF T4 2687 5 3 230
X OMWD o p B4 77 z SR DA F 1L o SRA M & 5% R ®H A o WP ng i
Bor i T2E [95% G 8 % & ] - KCCQ = Kansas City Cardiomyopathy Questionnaire overall
summary score; 6MWD = six-minute walk distance °
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TABLE 2 Major Adverse Events and Clinical Safety Endpoints at

1-Year Follow-Up

Major adverse events through 1-yr 7.1 (6/84)
Cardiovascular mortality 4.8 (4/84)
Myocardial infarction 1.2 (1/84)
Stroke 1.2 (1/84)
New onset renal failure 1.2 (1/84)
Nonelective CV surgery, TVRS device-related AE 0

Other clinical safety endpoints
All-cause mortality 7.1 (6/84)
Major bleeding* 11.9 (10/84)
Pulmonary thromboembolism 0
New onset liver failure 0
New onset atrial fibrillation 1.2 (1/84)
Single leaflet device attachmentt 7.7 (5/65)
Embolization 0 (0/65)
Mean tricuspid gradient =5 mm Hg+ 6.3 (4/64)

BE 9% (n/N)e

* R K o ged T % 3-5¢/dL (BARC3a 3] )«

e ARy > RFOTREFERRfrRA Rt A EM - 25 H @
PRBEFRG AR RFHE AN o

FIGURE 4 Effect of TR Reduction On Mortality and Heart Failure Hospitalization

— 50 h

g

% 401

@

o

g 304 HR[95% CI] = 0.31[0.10-1.01] .

8 p = 0.041 (Log rank test) 24.5%

N 20

I

§ 10 - 8.8%

L ’_’—l_li

L

I 0 L] L] L] T T L] 1
0 60 120 180 240 300 360 420

Time Post-Index Procedure (Days)

—— TR Moderate or Less (30 Days)
—— TR Severe or Greater (30 Days)

FMIP RN Tz R #egr (TR) &5 1 £ Hens = Fow RBATFApM
PR TR PEFFR G GRR o 2 o TRUEMI P R T hERE Y 3R

6B 434 7= & wF A o Cl = confidence interval; HF = heart failure °
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FIGURE 5 Right Heart Remodeling Through 1 Year
A p < 0.0001 B p = 0.0166
p=0.0319 p =0.8536
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Dual Antiplatelet Therapy after Percutaneous
Coronary Intervention and Drug-Eluting Stents: A
Systematic Review and Network Meta-Analysis

Safi U Khan, Maninder Singh, Shahul Valavoor, Muhammad U Khan, Ahmad N Lone, Muhammad
Zia Khan, Muhammad Shahzeb Khan, Preethi Mani, Samir R Kapadia, Erin D Michos, Gregg W
Stone, Ankur Kalra, Deepak L Bhatt

Circulation. 2020;142:1425-1436. DOI: 10.1161/CIRCULATIONAHA.120.046308

BACKGROUND

The optimal duration of dual antiplatelet therapy (DAPT) after percutaneous coronary intervention
with drug-eluting stents remains uncertain. We compared short-term (<6-month) DAPT followed
by aspirin or P2Y'12 inhibitor monotherapy; midterm (6-month) DAPT; 12-month DAPT; and
extended-term (>12-month) DAPT after percutaneous coronary intervention with drug-eluting
stents.

METHODS

Twenty-four randomized, controlled trials were selected using Medline, Embase, Cochrane library,
and online databases through September 2019. The coprimary end points were myocardial infarction
and major bleeding, which constituted the net clinical benefit. A frequentist network meta-analysis
was conducted with a random-effects model.

RESULTS

In 79 073 patients, at a median follow-up of 18 months, extended-term DAPT was associated with a
reduced risk of myocardial infarction in comparison with 12-month DAPT (absolute risk difference,
-3.8 incident cases per 1000 person-years; relative risk, 0.68 [95% CI, 0.54—0.87]), midterm DAPT
(absolute risk difference, —4.6 incident cases per 1000 person-years; relative risk, 0.61 [0.45-0.83]),
and short-term DAPT followed by aspirin monotherapy (absolute risk difference, —6.1 incident
cases per 1000 person-years; relative risk, 0.55 [0.37-0.83]), or P2Y 12 inhibitor monotherapy
(absolute risk difference, —3.7 incident cases per 1000 person-years; relative risk, 0.69 [0.51-0.95]).
Conversely, extended-term DAPT was associated with a higher risk of major bleeding than all
other DAPT groups. In comparison with 12-month DAPT, no significant differences in the risks of
ischemic end points or major bleeding were observed with midterm or short-term DAPT followed
by aspirin monotherapy, with the exception that short-term DAPT followed by P2Y 12 inhibitor
monotherapy was associated with a reduced risk of major bleeding. There were no significant
differences with respect to mortality between the different DAPT strategies. In acute coronary
syndrome, extended-term in comparison with 12-month DAPT was associated with a reduced risk
of myocardial infarction without a significant increase in the risk of major bleeding.
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CONCLUSIONS

The present network meta-analysis suggests that, in comparison with 12-month DAPT, short-
term DAPT followed by P2Y 12 inhibitor monotherapy reduces major bleeding after percutaneous
coronary intervention with drug-eluting stents, whereas extended-term DAPT reduces myocardial

infarction at the expense of more bleeding events.
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Short-term DAPT [P2Y12 Inhibitor)

Short-term DAPT [Aspirin]

12.-month DAPT ‘
‘ ’ Mid-term DAPT [Aspirin]
Extended-term DAPT
Comparison No. of Trials (Patients)
Extended-term vs 12-month 5 (20.351)
Mid-term [Aspirin] vs 12-month 8 (15,020)
Mid-term [Aspirin] vs Extended term 3 (7,099)
Short-term [Aspirin] vs 12-month 4 (7.514)

Short-term [P2Y12 inhibitor] vs 12-month 4 (29,089)
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Myocardial infarction Risk Ratio [95% CI]
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Treatment Comparator Absolute RD [95% CI] RR [95% CI]
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Short-term [Aspirin] vs 12-month 2.2[1.1,54 1.24[0.89, 1.72 ] 5
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Transcatheter Mitral Valve Replacement

An Update on Current Techniques, Technologies, and
Future Directions

Hensey, M. et al.

J Am Coll Cardiol Intv. 2021;14(5):489-500.
doi.org/10.1016/j.jcin.2020.12.038

ABSTRACT

Growing clinical data support the use of transcatheter therapies for significant mitral valve disease.
Currently, edge-to-edge repair is the transcatheter treatment of choice, but many anatomies are
not suitable. Transcatheter mitral valve replacement offers several potential advantages over
transcatheter repair, most notably a greater and more sustained reduction in mitral regurgitation
post-implantation, but also potential disadvantages. To enable the successful treatment of mitral
valve disease in a wide range of patients and anatomies, we require an armory of transcatheter
devices, including transcatheter mitral valve replacement systems.
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FIGURE 2 Prediction of Neo-LVOT Area

A B

1 Pe: 103 mm, area: 4.3 cm2
2146 mm
3148mm

(A) Stereolithographic (STL) plug-in files to simulate device implantation (green outline, thick black arrow). A centerline is drawn in the left
ventricular outflow tract (LVOT) at mid- to late systole (orange line), and the narrowest point is marked (light green line, thin black arrow).
(B) This location is depicted in cross section (orange outline), with cross-sectional area (cm?) in the white box. AAo = ascending aorta;
LA = left atrium; LV = left ventricle
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FIGURE 3 Transcatheter Mitral Valve Replacement Procedure: Echocardiographic and Fluoroscopic Guidance (EVOQUE)

(A) Transseptal puncture; posterior (yellow arrow) and mid fossa ovalis (blue arrow). (B) Three-dimensional imaging of mitral valve. (Cto F)
Three-dimensional multiplanar reconstruction to guide implantation. (G) Transcatheter mitral valve replacement system advanced into mitral
annulus over pre-shaped guidewire. (H) Ventricular portion deployed and anchors revealed. (I) Atrial expansion and valve release. (J) Final
image. AMVL = anterior mitral valve leaflet; Ant = anterior; AV = aortic valve; IVC = inferior vena cava; Lat = lateral; Med = medial;
PMVL - posterior mitral valve leaflet; Post — posterior; SVC = superior vena cava.
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TABLE 1 Summary of Device Characteristics
Intrepid Tendyne Tiara Altavalve Cardiovalve
N y //K.‘_‘ N X
‘111&;}(& -4 . (0 Y ) \\{Q)/J
ﬁ‘z‘ «{ < J. - v :
Manufacturer Medtronic Abbott Vascular NeoVasc 4C Medical Cardiovalve
Frame Dual-stent Dual-stent Self-expanding Nitinol Spherical self-expanding Dual-frame self-expanding
self-expanding self-expanding Nitinol Nitinol
Nitinol Nitinol
Leaflets Bovine pericardium  Porcine pericardium Bovine pericardium Bovine pericardium Bovine pericardium
Components 1 1 1 1 1
Anchoring Perimeter oversizing Apical pad D-shaped configuration with 3 Supra-annular valve Mitral valve leaflets/annulus
anchors anchored in left atrium
Delivery TA TA TA TA/TS 1S
Recapturable Yes Yes No Partially Partially
Delivery system size 35-F 34-F 32- and 36-F 32-F 28-F
0Ongoing clinical studies Yes Yes Yes Yes Yes
TABLE 1 Continued
Cephea EVOQUE HighLife SAPIEN M3
oy A .\ E—
A i 5
e Uiy ¢ =
Manufacturer Abbott Vascular Edwards Lifesciences HighLife Medical Edwards Lifesciences
Frame Dual-stent self-expanding Nitinol Self-expanding Nitinol Self-expanding Nitinol Balloon-expandable cobalt-chromium
Leaflets NA Bovine pericardium Bovine pericardium Bovine pericardium
Components 1 1 2 2
Anchoring Mitral annulus: double disk Mitral valve leaflets/annulus Subannular ring (valve-in-ring) Subannular Nitinol dock
Delivery TS TS TS TS
Recapturable Yes No No Partially (dock)
Delivery system size NA 28-F NA 20-F
Ongoing clinical studies Yes Yes Yes Yes
NA = not applicable; TA = transapical; TS = transseptal.
TABLE 2 Summary of Available Clinical Data
Intrepid Tendyne Tiara AltaValve Cardiovalve Cephea EVOQUE HighlLife SAPIEN M3
(n =50) (n =100) (n=79) (n=1 (n=5) =1 (n =14) (n = 15) (n = 35)
Procedural data
Age (yrs) 726 +9.4 754 + 8.1 741 +9.3 89 74+5 83 80.9 £11.0 69 (median) 75.2+98
STS score (%) 6.4 +55 78 +57 79+ 6.7 n3 6+7 6.9 53+28 NA 6.4 +39
NYHA functional class 1II/IV 43/50 (86) 66/100 (66) 70/79 (89) 11 (100) 5/5 (100) 11 (100) 914 (64) NA 43/45 (96)
Implantation rate 49/50 (98) 971100 (97) 77/79 (98) 11 (100) 5/5 (100) 11 (100) 14/14 (100) NA 42/45 (93)
Technical success 48/49 (98) 96/100 (96) 73/79 (92) 171 (100) 5/5 (100) 11 (Q00) 14/14 (93) NA 40/45 (89)
Procedural mortality 3/50 (6) 0/100 (0) 0/79 (0) 0/1 (0) 1/5 (20) o1 (0 0/14 (0) 115 (7) 0/45 (0)
Conversion to surgery 0/50 (0) 0/100 (0) 5/79 (6) 0/1 (0) 0/5 (0) 0/1(0) 114 (7) NA 0/45 (0)
Other emergency intervention 0/50 (0) 0/100 (0) 0/79 (0) 071 (0) 0/5 (0) 0/1(0) 0/14 (0) NA 2/45 (4)
Device embolization 0/49 (0) 0/100 (0) NA 0/ (0) 0/5 (0) 01 (0) 0/14 (0) NA 0/45 (0)
Device malposition 1/49 (2) 1/100 (1) 4/713 (7) 01 (0) 0/5(0) 0/1(0) 1N4.(7) NA 0/45 (0)
Major bleeding 9/50 (18) 1100 (M) NA 01 (0) 2/5 (40) 0/1(0) 2014) NA NA
Major vascular complications 0/50 (0) 1100 (1) NA 0/1(0) 3/5 (60) 01 (0) 2(14) NA NA
Greater than mild MR 0/48 (0) 1/97 (1.1) 1/48 (2) 0/1(0) 0/5 (0) 0/1(0) 114(7) NA NA
LVOT obstruction 0/48 (0) 0/97 (0) 0/79 (0) 01 (0) 0/5 (0) 1/1 (100)* 2014 (14) 115 () NA
Follow-up
Follow-up (days) 173 416.7 30 5 30 196 30 30 30
Mortality 11/50 (22) 26/100 (26)  7/57 (12.3) 1/1 (100) 3/5 (60) 0/1(0) 114.(7) 3114 (21) 1/45 (2)
Disabling stroke 0/50 (0) 3/100 (3) 1/57 (2) 0/ (0) 0/5 (0) 0/1(0) 1N4.(7) 0/14 (0) 1/45 (2)
Myocardial infarction 0/50 (0) 4/100 (4) 0/57 (0) 071 (0) 0/5 (0) 0/1(0) 0/14 (0) 0/14 (0) 0/45 (0)
Heart failure hospitalization 12/50 (24) 311100 (31) NA NA NA o1 (0) 0/14 (0) NA NA
Valve reintervention 0/49 (0) 4/100 (4) 6/57 (1) 071 (0) 0/5 (0) 0/1(0) 2/13 (15) NA 4/45 (9)
Greater than mild MR 0/42 (0) 0/62 (0) 1/38 (3) 0N (0) 0/2(0) 0/1(0) 012 (0) NA 1/41(2)
Mean mitral gradient (mm Hg) 41413 3.0+11 NA 1 NA 3 57412 NA 57413
NYHA functional class IlI/IV 9/43 (21) 7/86 (8) 19/39 (49) NA NA 0/1(0) 212 (17) NA 16/42 (38)

Values are mean + SD or n/N (%). *LVOT gradient 22 mm Hg.
LVOT = left ventricular outflow tract; MR = mitral regurgitation; NA = not applicable; NYHA = New York Heart Association; STS = Society of Thoracic Surgeons.
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TABLE 3 Factors Influencing Repair Versus TMVR

Transcatheter Edge-to-Edge Repair

TMVR

Contraindication to anticoagulation

Central MR
Adequate mitral valve area (>4 cm?)
Absence of stenosis

Absence of leaflet calcification at grasping zone
Long leaflets

Nonexcessive flail (i.e., gap <10 mm,
width <15 mm)

Coaptation depth <11 mm
Coaptation length =2 mm

Not favorable for TMVR: high risk for
LVOT obstruction, asymmetric MAC with risk
for PVL

Concomitant significant TR amenable to plication

Commissural MR

Broad MR jet (extending commissure
to commissure)

Small mitral valve area
(<3.5cm?)

Mixed mitral valve disease/
predominant stenosis

Calcification at grasping zone
Short PMVL (<7 mm)
Significant tethering of PMVL

Large flail gap/width
Large coaptation gap

Multiple prolapsing segments
(Barlow's disease)

Cleft/perforation

LVOT =

left ventricular outflow tract; MAC = mitral annular calcification; MR =

mitral regurgitation;

PMVL = posterior mitral valve leaflet; PVL = paravalvular leak; TMVR = transcatheter mitral valve replacement;

TR = tricuspid regurgitation.
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Journal of Taiwan Society of Cardiovascular Interventions (J Taiwan Soc Cardiovasc Intervent) is an official Journal of
Taiwan Society of Cardiovascular Interventions. It is a peer reviewed journal and aims to publish highest quality material,
both clinical and scientific, on all aspects of Cardiovascular Interventions. It is published on a basis of 6 months.

Article Categories
Reviews, Original Articles, Brief articles including images, Case Reports, Letters to the Editor, Editorial Comments. Please
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Taiwan Society of Cardiovascular Interventions reserves copyright and renewal on all material published. Permission is
required from the copyright holder if an author chooses to include in their submission to Journal of Taiwan Society of
Cardiovascular Interventions any tables, illustrations or other images that have been previously published elsewhere. Copy of
the letter of permission should be included with the manuscript at the time of submission.

Manuscripts should conform to the Uniform Requirements for Manuscripts Submitted to Biomedical Journals (N Engl J
Med 1997;336:309-15). Text should be double-spaced throughout. The Title page, Abstract, Body Text, Acknowledgments,
References, Legends, Tables and Figures should appear in that order on separate sheets of paper. Define all abbreviations at
first appearance, and avoid their use in the title and abstract. Use generic names of drugs.

Covering Letter
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Other article types may use other formats as described in specefic guidelines against each category of manuscript below.
Acknowledgments are typed at the end of the text before references.
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2. Boos CJ, Lip GY. Targeting the renin-angiotensin-aldosterone system in atrial fibrillation: from pathophysiology to
clinical trials. J Hum Hypertens 2005;19:855-9.

Books

1. Gotto AJ, Farmer JA. Risk factors for coronary artery disease. In: Braunwald E, Ed. Heart Disease: A Textbook of
Cardiovascular Medicine. 3rd ed. Philadelphia: Saunders, 1988:1153-90.

2. Levinsky NG. Fluid and electrolytes. In: Thorn GW, Adams RD, Braunwald E, et al, Eds. Harrison's Principles of
Internal Medicine. 8th ed. New York: McGraw-Hill, 1977:364-75.




Tables
All tables should be cited, by number, in the text. It should be typed double spaced, give a title to each table and describe all
abreviations or any added relevant information as a footnote. Type each table on a separate page.

Figures & Illustrations

Number figures in the order in which they appear in the text. Figure legends should correspond to figure/illustration numbers
and appear on a separate sheet of paper. Prepare your figures according to your mode of submission:

e-mail Submission: Figures should be submitted in high-resolution TIF format, or alternatively in GIF, JPEG/JPG, or EPS
format. The figures should be placed in separate files, named only with the figure numbers (e.g. "Figurel.tif".)

Regular Mail: Photographs and drawings should be unmounted, glossy prints, 5" X7" in size. Three sets of each illustration
must be submitted in a separate envelope. Label the back of each figure with the title of the article and an arrow indicating the
top of the figure.

Manuscript Preparation: Specific Guidelines

Review Articles. These are scholarly, comprehensive reviews whose aims are to summarize and critically evaluate research in
the field and to identify future implications. Unsolicited reviews may be submitted to the editor-in-chief and will be subject to
approval by the editorial board. Instructions for Title page, Abstract, References, Tables and Illustrations/figures remains the
same. The text can follow independent pattern as per the authors desire, subject to approval of the editorial board.

Original Articles. Clinical human studies and experimental studies will appear in this category. It should not exceed 6,000
words including references and figure legends. It should conform the general pattern of submission i.e., Title page, Abstract,
Body Text, References, Tables and Illustrations/figures.

Brief Articles including images. These will present brief clinical, technical, or preliminary experimental results or
cardiovascular intervention related images and should not exceed 3,000 words. It should conform the general pattern of
submission i.e., Title page, Abstract (< 200 words), Body Text, References, Tables and Illustrations/figures.

Case Reports. Case reports should not exceed 2,000 words in total with not more than 6 authors. Abstract should be less than
150 words. In the body text, the Materials and Methods and Results sections should be replaced with a Case Report(s) section
which should describe the patient's history, diagnosis, treatment, outcome, and any other pertinent information. All other
sections should follow the general format. Only two figures/illustrations are permitted. The number of references should not
exceed 15.

Letters to the Editor. The editors welcome all opinions and suggestions regarding the journal or articles appearing in the
journals. A title for the letter should be provided at the top of the page. The writer's full name should be provided. The Letter
should be no more than 250 words long and may include one table or figure and up to four references. The editorial board
reserves the right to edit any letter received. Author should provide a covering letter, on his/her own letterhead, to the Editor-
in-Chief stating why the Letter should be published. If it is concerning a particular article in Journal of Taiwan Society of
Cardiovascular Intervention it should be within 6 months of that article's publication.

Editorial Comments. These will include invited articles or brief editorial comments representing opinions of local and
foreign experts in cardiovascular medicine and research. They should be 1000-1500 words in length and not more than 20
references should be cited.

Submission of Manuscripts: e-mail submission is preferable

e-mail submission to tsci.med @msa.hinet.net

Please prepare text file or Microsoft Word file for your manuscript. Figures should be submitted in high-resolution TIF
format, or alternatively in GIF, JPEG/JPG, or EPS format. The figures should be placed in separate files, named only with the
figure numbers (e.g. "Figurel.tif".)

Regular Mail: Three copies any kind of Manuscripts including figures/illustrations should be submitted to:

Editorial Office, Taiwan Society of Cardiovascular Interventions,

16F-18, No.50, Sec. 1, Zhongxiao W. Rd., Taipei 10041, Taiwan, R.O.C.

Time Line
The first decision will be made within 6 weeks from receipt of the manuscript. Once a manuscript, if sent by regular mail has
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