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19 years old boy, no any underlying diseases nor prescribe any drugs, suffered from collapse after exercise at
school. EKG showed PEA. Following of return of spontaneous circulation, ROSC, he was sent to our ER by
emergency medical technician. The coronary angiography showed normal RCA, but left coronary was very
difficult to engage. The aortogram showed in the picture 1.

picture 1.

[ &R ]
What is this diagnosis of left man? What is this sign in the angiography?
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He was a case with abnormal origin of left main coronary artery. The left main was origin from right coronary
sinus valsalva and belonged to intra-arterial course, i.e. the left main located between ascending aorta and main
pulmonary artery (as showed in CT scan, picture 2). The sign in the aortogram is called dots and eyes sign (picture
3.) in the textbook (Practical Handbook of Advanced Interventional Cardiology, 3rd ed. Thach N. Nguyen.).
This boy received coronary artery bypass surgery after diagnosis confirming by CT scan.

picture 2.
N Septal Course Interarterial
Circum I
‘ ircumflex Antedder Aortic Valve
Pulmonic Valve - 9
/ Septals
\ Pulmonic Valve
Anterior Course
Aortic Valve Adit Retroaortic Course
Descending Aortic Valve
Pulmonic Valve
Circumflex
Pulmonic Vahoe

picture 3.
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The Safety And Efficacy Of Aspirin
Discontinuation On A Background Of A P2Y12
Inhibitor In Patients After Percutaneous
Coronary Intervention: A Systematic Review And
Meta-Analysis

Michelle L. O'donoghue, Sabina A. Murphy, And Marc S. Sabatinetimi Study Group, Cardiovascular Division,
Brigham And Women's Hospital, Boston, Ma ° Originally Published19 Jun 2020
Https://Doi.org/10.1161/Circulationaha.120.046251Circulation.

ABSTRACT

BACKGROUND

Dual antiplatelet therapy (DAPT) with aspirin and a P2Y 12 inhibitor has been shown to
reduce the risk of mace compared to aspirin alone after PCI or ACS but with increased risk of
bleeding. The safety of discontinuing aspirin in favor of P2Y 12 inhibitor monotherapy remains
disputed.

METHODS

A meta-analysis was conducted from randomized trials (2001-2020) that studied discontinuation
of aspirin 1-3 months after PCI with continued P2Y 12 inhibitor monotherapy compared to
traditional dapt. Five trials were included; follow-up duration ranged from 12-15 months post
PCI. The primary bleeding and mace outcomes were the prespecified definitions in each trial.

RESULTS

The study population included 32,145 patients; 14,095 (43.8%) With stable cad and 18,046
(56.1%) With ACS. In the experimental arm, background use of a P2Y12 inhibitor was
clopidogrel in 2649 (16.5%) And prasugrel or ticagrelor in 13,408 (83.5%) Of patients.
In total, 820 patients experienced a primary bleeding outcome and 937 experienced mace.
Discontinuation of aspirin therapy 1-3 months post pci significantly reduced the risk of major
bleeding by 40% compared to dapt (1.97% VS 3.13%; HR 0.60, 95% CI 0.45-0.79), With no
observed in the risk of mace (2.73% VS 3.11%; HR 0.88, 0.77-1.02), MI (1.08% VS 1.27%;
HR 0.85,0.69-1.06) Or death (1.25% VS 1.47%; HR 0.85,0.70-1.03). Findings were consistent
among patients who underwent PCI for an acs, in whom discontinuation of aspirin after 1-3



BRI (1)

months reduced bleeding by 50% (1.78% VS 3.58%; HR 0.50,0.41-0.61) And did not appear to
increase the risk of mace (2.51% VS 2.98%; HR 0.85, 0.70-1.03).

CONCLUSIONS

Discontinuation of aspirin with continued P2Y 12 inhibitor monotherapy reduces risk of
bleeding when stopped 1-3 months after PCI. An increased risk of mace was not observed
following discontinuation of aspirin, including patients with ACS.
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Intravascular Healing Is Not Affected by Approaches
in Contemporary CTO PCIl: The CONSISTENT CTO
Study

JACC: Cardiovascular Interventions Volume 13, Issue 12,22 June 2020, Pages 1448-1457

ABSTRACT

OBJECTIVES

The aim of this study was to assess angiographic, imaging, and clinical outcomes following
chronic total occlusion (CTO) percutaneous coronary intervention (PCI) with dissection and re-
entry techniques (DART) and subintimal (SI) stenting compared with intimal techniques.

BACKGROUND

Reliable procedural success and safety in CTO PCI require the use of DART to treat the most
complex patients. Potential concerns regarding the durability of DART with si stenting still
need to be addressed.

METHODS
This was a prospective, multicenter, single-arm trial of patients with appropriate indications for
CTO PCI.

RESULTS

Successful CTO PCI was performed in 210 of 231 patients (91% success). At 1 year, the
primary endpoint of target vessel failure (cardiac death, myocardial infarction related to the
target vessel, or any ischemia-driven revascularization) occurred in 5.7% of patients, meeting
the pre-set performance goal. Major adverse cardiovascular events (all-cause mortality,
myocardial infarction, or target vessel revascularization) occurred in 10% at 1 year and 17% by
2 years and was not influenced by dart. Quality-of-life measures significantly improved from
baseline to 12 months. There was no difference in intravascular healing assessed using optical
coherence tomography at 12 months for patients treated with DART and SI stenting compared
with intimal strategies.

CONCLUSIONS

Contemporary CTO PCI is associated with medium-term clinical outcomes comparable with
those achieved in other complex PCI cohorts and significant improvements in quality of life.
The use of DART with SI stenting does not adversely affect intravascular healing at 12 months
or medium-term major adverse cardiovascular events. (Consistent cto trial; nct02227771)
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Coronary Calcification and Long-Term Outcomes
According to Drug-Eluting Stent Generation

JACC: Cardiovascular Interventions Volume 13, Issue 12,22 June 2020, Pages 1417-1428

ABSTRACT

OBJECTIVES

The aim of this study was to evaluate the long-term impact of coronary artery calcification
(CAC) on outcomes after percutaneous coronary intervention and the respective performance
of first- and second-generation drug-eluting stents (DES).

BACKGROUND
Whether contemporary DES have improved the long-term prognosis after percutaneous
coronary intervention in lesions with severe cac is unknown.

METHODS

Individual patient data were pooled from 18 randomized trials evaluating DES, categorized
according to the presence of angiography core laboratory—confirmed moderate or severe CAC.
Major endpoints were the patient-oriented composite endpoint (death, myocardial infarction
[mi], or any revascularization) and the device-oriented composite endpoint of target lesion
failure (cardiac death, target vessel mi, or ischemia-driven target lesion revascularization).
Multivariate cox proportional regression with study as a random effect was used to assess 5-year
outcomes.

RESULTS

A total of 19,833 patients were included. Moderate or severe cac was present in 1 or more target
lesions in 6,211 patients (31.3%) And was associated with increased 5-year risk for the patient-
oriented composite endpoint (adjusted hazard ratio [ADJHR]: 1.12; 95% CONFIDENCE
INTERVAL [CI]: 1.05 TO 1.20) And target lesion failure (ADJHR: 1.21; 95% CI: 1.09 TO 1.34),
As well as death, mi, and ischemia-driven target lesion revascularization. In patients with cac,
use of second-generation des compared with first-generation des was associated with reductions
in the 5-year risk for the patient-oriented composite endpoint (ADJHR: 0.88; 95% CI: 0.78 TO
1.00) And target lesion failure (ADJHR: 0.73; 95% CI: 0.61 TO 0.87), As well as death or mi,
ischemia-driven target lesion revascularization, and stent thrombosis. The relative treatment
effects of second-generation compared with first-generation DES were consistent in patients
with and without moderate or severe CAC, although outcomes were consistently better with
contemporary devices.

CONCLUSIONS

In this large-scale study, percutaneous coronary intervention of target lesion moderate or severe
CAC was associated with adverse patient-oriented and device-oriented adverse outcomes at 5
years. These detrimental effects were mitigated with second-generation DES.
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NEWS RELEASE 25-JUN-2020 EUROPCR

Two-year outcomes after revascularisation deferral
based on FFR or iFR measurements

Continued non-inferiority of resting iFR vs
hyperhemic FFR in DEFINE FLAIR and iFR
SWEDEHEART trials

Escaned J. Two-year outcomes of patients with revascularization deferral based on FFR or iFR measurements: a
pooled, patient level analysis of DEFINE FLAIR and iFR SWEDEHEART trials. Presented on: June 25, 2020.
PCR e-Course 2020.

PCR e-Course 2020

Revascularisation deferral (i.e. decision to treat medically) is a key aspect of physiology-
based coronary revascularisation. In the post-ISCHEMIA trial scenario, it is key to understand
whether decision-making with hyperaemic- and non-hyperaemic indices lead to similar rates
of revascularization, and if this happens over the shifting age range of coronary patients. In
a pooled patient analysis of the DEFINE FLAIR and iFR SWEDEHEART trials (n=4486),
we investigated 1) the mid-term clinical outcomes associated to FFR- and iFR-based
revascularization deferral, and 2) the relationship between patient age, revascularisation
decision based on FFR or iFR, and clinical outcomes.

At 2-year follow up, the primary endpoint (MACE) rate in deferred patients (n=2130) was
virtually identical in the iFR (7.43%) and FFR arm (7.40%) (0.03% difference), without
significant differences in death, myocardial infarction and revascularization rates.

Overall (n= 4486), FFR lead to 5% more interventions than iFR. In patients <60 years (lower
age quartile) this effect was more marked: FFR lead to 12% more revascularization procedures
than iFR (deferral with iFR 54%; with FFR 42%; p<0.01). Of note, age influenced 2-year
MACE in a remarkable manner only in patients with FFR-based deferral (FFR deferred HR
1.95[95% CI 1.03, 3.70]; FFR treated HR 0.96 [0.67, 1.37]; p value for interaction 0.06). This
interaction with age was not observed in patients deferred or treated based on iFR values.

In summary, our study 1) demonstrates similar safety of iFR and FFR in deferring
revascularisation in the mid-term (2 year-follow up) and 2) reveals a strong interaction of age
with FFR-based deferral, potentially related to a varying age-related hyperaemic response to
adenosine, that merits further investigation.
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INFORMATION FOR AUTHORS

Scope

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
look into each category for specific requirements and manuscript preparation.

Manuscript Preparation: General Guidelines

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
The main author should write a covering letter requesting the publication of the manuscript and assuring that the other authors
have read the manuscript and agree to its submission. The editorial board reserves the right to confirm this in case it needs to.

Title Page

The title page should include a Title, full names and affiliations of all authors, and an address, telephone number, facsimile
number and E-mail address for correspondence. Acknowledgment of grant support should be cited. A short Running Title (40
characters or less) should be provided.

Abstract
A concise description (not more than 250 words) of the Purpose, Methods, Results, and Conclusions is required. Give 3-6 key
words for indexing.

Body Text

The text of Original Articles should be divided into Introduction, Materials and Methods, Results and Discussion sections.
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.

References

References are cited numerically in the text and in superscript. They should be numbered consecutively in the order in which
they appear. References should quote the last name followed by the initials of the author(s). For less than four authors provide
all names; for more than four, list the first three authors' names followed by "et al.". List specific page numbers for all book
references. Refer to Index Medicus for journal titles and abbreviations. Examples are provided below. Authors are responsible
for the accuracy of the citation information that they submit.

Journals

1. Xu J, Cui G, Esmailian F, et al. Atrial extracellular matrix remodeling and the maintenance of atrial fibrillation.
Circulation 2004;109:363-8.

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.
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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
been accepted, it should be submitted on a compact disc as a text file or Microsoft Word file.

Author Reprints and Costs

Fifty reprints of each article will be furnished to authors free of charge. Additional reprints will be charged at a rate of US$20
per 50 copies. No charges will be instituted for articles less than seven printed pages. The cost of color reproductions will be
borne by the author.
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