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"MARR, SWH

[ZEXE]
Coronary aneurysm formation after Paclitaxel-eluting balloon for in-stent restenosis.

Coronary aneurysm formation is well recognized after old generation of Paclitaxel eluting stent implantation. In
this case, coronary aneurysm formed after Paclitaxel-eluting balloon for in-stent restenosis.

2EEH

Vassilev D, Hazan M, Dean L. Aneurysm formation after drug-eluting balloon treatment of drug-eluting in-stent
restenosis: first case report. Catheter Cardiovasc Interv.

2012;80(7):1223-1226. doi: 10.1002/ccd.23460



BREATIA (1

Coronary collaterals and myocardial viability in
patients with chronic total occlusions

Stefan P. Schumacher, MD, et al. Eurolntervention 2020;16:e453-e461, published online ahead of print

Aims

This study aimed to evaluate associations between coronary collaterals and myocardial viability
as assessed by quantitative cardiac magnetic resonance (CMR) imaging in patients with a
chronic coronary total occlusion (CTO).

Methods and results

A total of 218 patients with a CTO who underwent CMR between 2013 and 2018 were
included. A concomitant collateral connection (CC) score 2 and Rentrop grade 3 defined well-
developed collaterals in 146 (67%) patients, whereas lower CC scores or Rentrop grades
characterised poorly developed collaterals. Dysfunctional myocardium (<3 mm segmental wall
thickening [SWT]) and <50% late gadolinium enhancement (LGE) defined viability. Extensive
scar (LGE >50%) was observed in only 5% of CTO segments. In the CTO territory, SWT was
greater (3.72+1.51 vs 3.05+£1.60 mm, p<0.01) and the extent of scar was less (7.0 [0.1-16.7]
vs 13.1% [2.8-22.2], p=0.048) in patients having well-developed versus poorly developed
collaterals. Viability was more prevalent in CTO segments among patients with poorly
developed versus well-developed collaterals (44% vs 30% of segments, p<0.01), predominantly
due to a higher prevalence of dysfunctional myocardium (51% vs 34% of segments, p<0.01) in
the poorly developed collateral group.

Conclusions

The infarcted area in myocardium subtended by a CTO is generally limited. Well-developed
collaterals are associated with less myocardial scar and enhanced preserved function. However,
viability was regularly present in patients with poorly developed collaterals.
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11t 2 P2 T B RS D AR

ez - FREIZEZEAEAMIELEERR OMAR ==EEhm

STAG 12 14 e AR B AR 2 FH 28 (CTO) R Rt ARENAR 1+ A TG IRERE RS - BR T ST B E IR AT ZEY G AN
TER BRI P E RIS R - EEQT B HEEE CTO ME /T AR » R E REm - RIS OGRS
FEAR K &5 R (L » DAMERy CTO E 4 (revascularization) R E EEIY M 2 — - CTO EAEZ I G FIEL4E
LSRR R IR - EEENE R E R Z MR OGS - EEBEL - BEEEYHE AR IEER
HYLERK - B OB SERL AL LR TEMERE o RIS B2 RS CTO B A » DB fZ IR (cardiac MRI,
CMR) it 2 3RS Co WL B RE G BR A Rl

7375
MEREETMZHAE

8 AT IEME G R B - 5B 7 CTO H0 # 1T (Amsterdam University Medical Center, Vrije Universiteit
Amsterdam, Amsterdam, the Netherlands) * U $%H CTO BYJK A HE <~ CMR & » HETHFETE 2013 £
2018 fE[H - PEFRBRA-EHEE R CTO WIgHYME I MEFHZE - CMR 2RIMETHZE « FRGRITIER LS

B E 2 CMR A& RIE M (£445 cine and late gadolinium enhancement (LGE)) ° [MU/& #5822 B AR IR G HEVE
1 CTO RINIER: - WIEHEEREG: - £F Q-wave MI or non-Q-wave MI Z#E /L ERIFREME Q-wave 2KEY
E o A HEZPERY Medical Ethics Review Committee 25 1%:8i8 - HFTE X EH A SRSl ERHEE -

MEBRASE

I8 i 52 B R F 26 N B 58 K (S P. Schumacher) » i I AU @5 2 monoplane cardiovascular X-ray system
(Allura Xper FD 10/10; Philips Healthcare, Best, the Netherlands) ° CTO B 7€ /& = H DL LAY E 88 METHIE -
R 5 2 AW BUE A & E E9% JK (Thrombolysis In Myocardial Infarction [TIMI] flow grade 0 or 1) °
(IR G BRI 5 B FH R = R ARG - — 172 H collateral connection (CC) score 2K 77 #k » & RMAIELE
F 5y CCO » AR AR E s CC1 » 73 SZMAE R I E 5 CC2 » 55— { ] Rentrop gradation » 12
BHFZ MG E F Fy grade 0 » HHIFEEZ CTO HIERY LLEIH(EZIZH epicardial vessel #H5 E F% Fy grade
1 » BEl47 epicardial filling E % fy grade 2 » 552 1Y epicardial filling 7E %% £ grade 3 ° #5 2 [FFFH CC2 score
11 Rentrop grade 3 & 7% fy R 1T #% 2 (well-developed (WD) FYfHIF: , #5 /& CC score was <2 or the Rentrop grade
<3 Hiliii Fs AN B (poorly developed (PD)) HIMHIEL

DI EIRER (CMR) ARG HEEEE S AT

FT A # CMR 3802 2 H —H0 1.5-T #J MRI #£%§ (MAGNETOM® Avanto; Siemens Healthineers, Erlangen,
Germany) ° 52553 W12 H— (7 HIE RS R AR R 178 82 B 2524 A\ E 61T (H. Everaars) » 5 UG 2
HUHE & QMass® 7.6( Medis Medical Imaging Systems, Leiden, the Netherlands) ° 7£/(»ZE 258 (LV volume)
BfHIR (LVEF) #EHELEHE « 72O Wl o0 B 16 (HE0 53 » A& LRy &I 2% B LR & (AHA) B9$E5 | -



BREATIAN (1

A E LS R (Segmental wall thickening (SWT)) » s2F CMR B E G 2K 47 » 515 O ZE WHE AR H
P RARIARE A ZME » H2E/NR 3mm > EFRHIEETRAVOIL - BZEE S/ N CMR #Y LGE 2Kt H -
PAEEDER S EEARE 2 o DHLEYEIEAHA (scar) A CMR HY LGE ZR{HEEAS - BHEIEAHMKIIIRE 75 =
0% ~ <=50% ~ >50% 43 B 5512 (absence) » {FPRAY (limited) ~ EE7Z [ (extensive) » £ MEE I E: - B
SWT M DR AR A7 » 7E[F]—HERE N - RN[E#H42% ] (interobserver) FlI[A]— B2 & [ (intraobserver)
H A GEAF A % B (variabilitis) » 43315 0.120.7 » 0.0£0.4 mm A1 1.2+4.1 ~ 0.8+1.6 = 1] fEF5 HH 118 Ml i &
T PRAR DIRERY L ILE 28 Ry 12 A B IR AHAR Y T REAS /0L (dysfunctional myocardium without extensive

scar) °

FER
PN

250 il CTO %% A#25 CMR - {BHERR 32 A » I 218 AW ARFZES T » 16 {EE AR B E /I ME R A
FH W HERR - 7 (R A AR FEBR I Ol M HERR - 5 858 A KR CMR H5FE (R I PHZE W HER: - 4 (BK
AA CMR S RERBWHERR o B AEAE R K IMERFHERESRE 1 -

DAEE ~ THEE ~ AIRIERIRAVREfR

147 (@35 N E 6 DILFEZERR 5 - {H/2 LGE T 28 112 @K A (76%) B ULIERMM - #83F 183 (EF
AAE CTO HHIERTE HH L AJER % (84%) » 1£ WD K PD 1% A 75 (122 [84%] vs 61 [85%] patients,
p=1.00) ° JEIFE FH#% LL G o (7 80 WD B (p=0.048) (Figure 1A) /20 EINEERI MG - % 2030
fig (LVEF >55%) : 62(29%) ~ S /2.0 D RES B (LVEF >40-55%) © 104 (48%) ~ HH E /.0 IhRES B (LVEF
>40-55%) : 29 (13%) * BRE £/ O IHEEAN B (LVEF <30) : 21 (10%) = A PD fHAH#: R » £ WD & fH 8
LVEF 5 /20 ZF &5 R iE R B89 B REE /)N (p=0.02, p=0.047 and p=0.03, respectively) (Table 2) - CTO
IS SWT F WD 35 fHE 5 (p<0.01) (Figure 1B) » Fl1EE—[M/E B AR AHER 2 T » HZEIMNE R
EHIE A B HEE AR AR - ORI S LA ~ A /E/ L DIEE (Supplementary Table 3) © WD K
PD HYIME 7~ A Figure 2 © 76/ O EE ALY E R EL /0 OB HE FL R SF32 SWT 2 K EE (Figure 3A, Figure 3B) ©

CTO W& k) DB RAR R ~ THREAS RS DL

CTO &5k LGE AL 50% HIE A 58 A (5%) » LBRINAER HATH 455 A (40%)  THEERIFHIH 688 A
(60%) ° JEIRFHFRFZEEL SWT 2L (Figure 3C) © H 399 (35%) NEFIE LI FIRZ2WHEIIEES R{EE
A TEEFH - Figure 4A, Figure 4B, and Supplementary Table 4 £¥HJ/E CTO EIHHY 74T » DL MI i 52 &
CMR & HIEE R AH A A% A 5348 - WD #H A PD #HEGHE AMEERZ N » 328 B IR A AR B PR A E R AH A% L]
#5151 (731 out of 759 [96%] vs 354 out of 384 [92%] segments, p<0.01) ° 7E PD 58 fH /(3 THAERH BEEL 25 (196
out of 384 [51%] vs 259 out of 759 [34%] segments, p<0.01) » (At PD #H7E CTO EIK A THEER BAHFEIEI
JIL#:2% (168 out of 384 [44%)] vs 231 out of 759 [30%] segments, p<0.01) (Figure 4C, Figure 4D) » 559 » 2%
MEFEFRMNE—MEEFHE T - H8RZIREN RAV@EIEAEZ 7S Ll (Supplementary Table 3) ©
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Table 1. Clinical characteristics. Table 2. CMR imaging.
Well- Poorly : Poo
Al - - o o
. developed | developed All pa ( oped teveloped
patients p-value . i X p-va
N=218 collaterals | collaterals 8 ollatera ollatera
N=146 N=72 46
Age (years) 63+10 63+11 63+10 0.73
Male 170 (78) 110 (75) 60 (83) 0.22 Ejection fraction (%) | 48.0+11.8 49.3+11.6 45.4+12.0 0.02
. _2 R
Body mass index (kg-m) 28+4 28+5 28+4 0.49 Egld d|ea(stoll)|c 10112339 97.9+316 107.6237 4 0.047
Prior I 118(54) | 73 (50) 45 (63) 0.09 SCTENT
CTO territory 71(33) | 38(26) 33 (46) <0.01 Sgl‘f"flffﬁnf 556+316 | 524+294 | 62.1+35.1 0.03
Qwave AB(IYR SN2l A 0.8 Scartissue (%) | 5.1[15-154] | 46[13-102) | 79[17-195] | 004
Prior PCI 150 (69) 101 (69) 49 (68) 0.88 :
CTO territory
CTO territory 40 (18) 29 (20) 11(15) 0.46 Seamental wall
Prior CABG 14 (6) 9(6) 5(7) 0.78 thickening (mm) 3.50+1.57 3.72+1.51 3.05+1.60 <0.01
a presentatio ool | Ge0els | 6686175 | 643+138 | 030
Free of symptoms* 46 (21) 32(22) 14(19) 0.73 IS i
B End-systolic wall
Stable angina 143 (66) 96 (66) 47 (65) 1.00 TS ) 10.10+2.46 10.40+2.55 9.48+2.17 <0.01
G | (A g o 100 Scartisste (%) | 8:6[04-198] | 7.0[01-167] | 131[28-22.21 | 0,048
b ) 16(11 1015 0.39 Values are mean=SD or median [Q1-Q3]. In two patients no cine images were available
Values are mean=SD, median [Q1-Q3] or numbers (%). *Patients had become due to poor image quality. In three patients no late gadolinium enhancement images were
asymptomatic after prior PCI of a non-occluded vessel whilst a CTO lesion still remained. available due to poor image quality (two patients) or lack of performance (one patient).
**Vlentricular arrhythmia, acute heart failure, and deterioration of left ventricular function CMR: cardiac magnetic resonance; CTO: chronic coronary total occlusion
during routine control, in 12 (6%), 1 (0%), and 14 (6%) patients, respectively.
CABG: coronary artery bypass graft surgery; CTO: chronic coronary total occlusion; 'JEE _—
MI: myocardial infarction; PCI: percutaneous coronary intervention -_
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Figure 1. Median percentage scar tissue (A) and mean SWT (B) in the CTO territory stratified according to collateral status. Cine and L
analysis could not be performed due to insufficient image quality in two and three patients, respectively. Red lines represent means.
CTO: chronic coronary total occlusion; LGE: late gadolinium enhancement; SWT: segmental wall thickening

B —

Figure 2. Case examples including patients with WD and PD collaterals. 14) A WD collateral (arrow) supplies the vascular territory of a
CTO in the right coronary artery. Two-chamber and short-axis views at end-diastolic (1B, 1C) and end-systolic (1D, 1E, arrows) phases show
mild hypokinesia of the inferior wall, in the presence of limited subendocardial scar (arrows) detected with LGE (1F, 1G). 24) PD collaterals
supply the vascular territory of a CTO in the lefi circumflex artery. Four-chamber and short-axis views during end-diastolic (2B, 2C) and
end-systolic (2D, 2E) phases display moderate hypokinesia (arrows) of the lateral wall, while LGE (2F, 2G) demonstrates a considerable (but
still limited) amount of subendocardial scar (arrows). CTO: chronic coronary total occlusion; LGE: late gadolinium enhancement;

PD: poorly developed; WD; well-developed
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Figure 3. The correlation between left ventricular percentage scar
and ejection fraction (A), and correlations between percentage scar
tissue and SWT per CTO territory (B) and per segment in the CTO
territory (C). CTO: chronic coronary total occlusion; LVEF': left
ventricular ejection fraction; SWT: segmental wall thickening
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Figure 4. Distribution of CTO segments according to myocardial contractility and (non-)extensive scar formation. Numbers below the
horizontal axis represent number of segments. A) CTO segments in all patients and in subgroups of patients stratified according to
documented CTO vessel-related history of MI and presence (or absence) of scar in the CTO territory on CMR. B) Percentage of segments
demonstrating viability with potential for functional recovery, compared among subgroups. C) Distribution of CTO segments according to
collateral status. D) Percentage of segments demonstrating viability with potential for functional recovery compared between patients with
WD collaterals and those with PD collaterals. CMR: cardiac magnetic resonance; CTO: chronic coronary total occlusion; MI: myocardial
infarction,; PD: poorly developed; WD: well-developed
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Ischaemic burden and changes in absolute
myocardial perfusion after chronic total occlusion
percutaneous coronary intervention

Stefan P. Schumacher, et al. Eurolntervention 2020;16:e462-e471

ABSTRACT

Aims

The aim of this study was to explore the relationships between ischaemic burden and changes in
absolute myocardial perfusion following chronic coronary total occlusion (CTO) percutaneous
coronary intervention (PCI).

Methods and results

A total of 193 consecutive patients underwent [150]H20 positron emission tomography prior
to and three months after successful CTO PCI. Change in perfusion defect size, quantitative
hyperaemic myocardial blood flow (MBF) and coronary flow reserve (CFR) within the CTO
area were compared among patients with limited (0-1 segment, N=15), moderate (2-3 segments,
N=61) and large (=4 segments, N=117) perfusion defects. Median reductions in defect size
were 1 [0-1],2 [1-3], and 4 [2-5] segments in patients with a limited, moderate and large defect
(all comparisons p<0.01). Hyperaemic MBF and CFR improved significantly regardless of
baseline defect size (overall between groups p=0.45 and p=0.55). After stratification of patients
to a low, intermediate or high tertile according to baseline hyperaemic MBF or CFR levels,
changes in hyperaemic MBF and CFR after CTO PCI were comparable between tertiles (overall
p=0.75 and p=0.79).

Conclusions

Major reductions in ischaemic burden can be achieved following CTO PCI, with more defect
size reduction in patients with a larger perfusion defect, whereas hyperaemic MBF and CFR
improve significantly irrespective of their baseline values or perfusion defect size.
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Table 1. Baseline clinical characteristics.

All patients
N=193
Age, years 63+11
Male 163 (84)
Body mass index, kg-m 28+4
Prior Ml 96 (50)
In CTO territory 55 (28)
Prior PCI 135 (70)
In CTO territory 34 (18)
Prior CABG 19 (10)
Graft on CTO vessel 14 (7)
LVEF, % >55 78 (40)
45-55 62 (32)
<45 53 (27)
Hypertension 103 (53)
Hypercholesterolaemia 87 (45)
Current smoking 59 (31)
History of smoking 78 (40)
Family history of CAD 88 (46)
Diabetes 49 (25)
Number of CAD risk factors 2[1-3]
Aspirin 176 (91)
Dual antiplatelets 122 (63)
Anticoagulant 22 (11)
Statins 163 (85)
Beta-blockers 153 (79)
Calcium channel blockers 46 (24)
Long-acting nitrates 36 (19)
Free of symptoms 36 (19)
Stable angina 143 (74)
Acute coronary syndrome 2(1)
Other 12 (6)
Values are mean+SD, median (interquartile range) or N (%). CABG:
coronary artery bypass graft surgery; CAD: coronary artery disease;
CTO: chronic coronary total occlusion; LVEF: left ventricular ejection
fraction; MI: myocardial infarction; PCl: percutaneous coronary
intervention
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Tahle 2. Myocardial perfusion in the CTO area in patients with various perfusion defect sizes.

Perfusion defect size at haseline

All patients =
N=193 Limited Moderate Large p-value
N=15 N=61 N=117

Rest MBF

Before PCI 0.82+0.23 0.85+0.23 0.88+0.27 0.79+0.21 0.06
After PCI 0.86+0.26 0.84+0.32 0.89+0.29 0.84+0.23 0.39
p-value 0.06 0.95 0.68 0.02

Before PCI 1.24+0.40 1.59+0.55 1.44+0.33 1.10+0.33* <0.01
After PCI 2.34+0.84 2.46+1.04 2.54+0.80 2.22+0.82 0.05
p-value <0.01 <0.01 <0.01 <0.01

Before PCI 1.59+0.55 1.97+0.77 1.73+0.52 1.47+0.51* <0.01
After PCI 2.88+1.14 2.98+0.98 3.05+£1.08 2.78+1.20 0.32
p-value <0.01 <0.01 <0.01 <0.01

Before PCI 4 [3-5] 1[1-1] 3 [2-3] 5 [4-6]* <0.01
After PCI 1[0-2] 0 [0-0] 0 [0-1] 1 [0-3]* <0.01
p-value <0.01 0.06 <0.01 <0.01

Values are mean+SD or median (interquartile range). *p<0.01 versus limited and versus moderate. fp<0.01 versus limited. p<0.05 versus limited and
p<0.01 versus moderate. CTO: chronic coronary total occlusion; MBF: myocardial blood flow; PCl: percutaneous coronary intervention
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Between groups: p=0.29
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Figure 1. Per patient paired measurements. Per patient paired measurements (lines) of rest MBF (A), hyperaemic

MBEF (B) and CFR (C) in patients with a limited, moderate and large perfusion defect at baseline. Horizontal lines

and error bars are mean and standard error of the mean. A: change; CFR: coronary flow reserve; MBF: myocardial

blood flow; PCI: percutaneous coronary intervention
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Figure 2. Change in defect size after CTO PCI in patients with a limited, moderate and large perfusion defect.
Boxes and error bars are median (interquartile range). A: change; CTO: chronic coronary total occlusion; PCI:
percutaneous coronary intervention

5 —

Rest MBF Hyperaemic MBF

Hyperaemic MBF

Figure 3. CTO PCI in a patient with a limited and a large perfusion defect size. A1) The vascular territory (arrow)
subtended by a CTO in the right coronary artery and [150]H20 PET perfusion showing a limited associated
perfusion defect. After successful CTO PCI, antegrade blood flow was restored (arrow, B1) with restoration of
PET perfusion after three months. A2) The vascular territory (arrow) distal of a CTO in the right coronary artery
and [150]H20 PET perfusion displaying a large associated perfusion defect. Successful CTO PCI (arrow, B2)
led to a major reduction in defect size. CTO: chronic coronary total occlusion; MBF: myocardial blood flow; PCI:

percutaneous coronary intervention; PET: positron emission tomography
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Figure 4. Per patient paired measurements. A) Per patient paired measurements (lines) of hyperaemic MBF in
the CTO area in patients stratified to the low, intermediate and high tertiles according to hyperaemic MBF values
at baseline. B) Per patient paired measurements (lines) of CFR in the CTO area in patients stratified to the low,
intermediate and high tertiles based on CFR values at baseline. Horizontal lines and error bars are mean and
standard error of the mean. A: change; CFR: coronary flow reserve; CTO: chronic coronary total occlusion; MBF:

myocardial blood flow; PCI: percutaneous coronary intervention
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One-Year Echocardiographic, Functional,
and Quality of Life Outcomes After
UltrasoundFacilitated Catheter-Based
Fibrinolysis for Pulmonary Embolism

Piazza et al. Circ Cardiovasc Interv. 2020, Aug;13:e009012

BACKGROUND

Accelerated tPA (tissue-type plasminogen activator) dosing regimens for ultrasound-facilitated,
catheterdirected fibrinolysis improve short-term computed tomographic-measured right
ventricular (RV)-to-left ventricular diameter ratio in massive and submassive pulmonary
embolism. The impact on RV remodeling, functional status, and quality of life over the long-
term remains unclear.

METHODS

To study 1-year changes in RV remodeling, functional status, and quality of life, we assessed
patients with acute submassive pulmonary embolism randomly assigned to 1 of 4 tPA dosing
regimens for ultrasound-facilitated, catheter-directed fibrinolysis in the OPTALYSE-PE trial
(Optimum Duration and Dose of r-tPA With the Acoustic Pulse Thrombolysis Procedure for
Intermediate-Risk Pulmonary Embolism; 8 mg/2 hours, 8 mg/4 hours, 12 mg/6 hours, and 24
mg/6 hours). Echocardiographic assessment included RV-to-left ventricular diameter ratio
within 4 hours of treatment end, and at 48 hours, 30 days, 90 days, and 1 year. Functional status
was assessed by 6-minute walk test at 30 days, 90 days, and 1 year and PROMIS-PF-6b scores
at 30 days, 90 days, 180 days, 270 days, and 1 year. Quality of life was evaluated by PEmb-
QOL scores at 30 days, 90 days, 180 days, 270 days, and 1 year.

RESULTS

Mean RV-to-left ventricular diameter ratio decreased from baseline to 4 hours and further at
48 hours and 30 days, with reductions maintained at 90 days and 1 year in all groups. Mean
6-minute walk distance, PROMIS-PF-6b, and PEmbQOL scores improved over the course of 1
year in all groups.

CONCLUSIONS

Accelerated lower-dose tPA regimens for ultrasound-facilitated, catheter-directed fibrinolysis
resulted in sustained recovery of RV-to-left ventricular diameter ratio and tricuspid annular
plane systolic excursion and improvements in functional status and quality of life over 1 year.
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Figure 1. Flow diagram for the echocardiographic analysis.
tPA indicates tissue-type plasminogen activator.

Table. Treatment Assignments for Patients in
the OPTALYSE-PE Trial Included in the Primary
Echocardiographic End Point Analysis

Number of Patients in MPP Population With
. . Adequate Echocardiographic Follow-Up Data*

Fibrinolytic

Regimen 4h 48 h 30d 90d 1y
8 mg/2 h 22 22 22 19 16
8 mg/4 h 21 21 19 18 17
12mg/6 h 22 23 23 23 21
24 mg/6 h 15 16 12 10 10
Total 80 82 76 70 64

MPP indicates modified-per-protocol; and OPTALYSE-PE, Optimum Dura-
tion and Dose of r-tPA With the Acoustic Pulse Thrombolysis Procedure for

Intermediate-Risk Pulmonary Embolism.

“Patients with bilateral catheters to treat bilateral pulmonary embolism and
who received protocol specified dose of tPA (tissue-type plasminogen activator).
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Figure 2. Right ventricular (RV)-to-left ventricular (LV) diameter ratio at baseline and 4 h, 48 h, 30 d, 90 d, and 1 y after the

ultrasound-facilitated, catheter-based fibrinolytic procedure.
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Figure 3. Tricuspid annular plane systolic excursion (TAPSE) at baseline and 4 h, 48 h, 30 d, 90 d, and 1 y after the ultrasound-
facilitated, catheter-based fibrinolytic procedure.
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Figure 4. Estimated right ventricular (RV) systolic pressure at baseline and 4 h, 48 h, 30 d, 90 d, and 1 y after the ultrasound-
facilitated, catheter-based fibrinolytic procedure.
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Figure 5. Functional performance and quality of life assessments.

Six-minute walk test at 30 d, 90 d, and 1 y after the ultrasound-facilitated, catheter-based fibrinolytic procedure (A). *PROMIS-PF-6b scores at
30d, 90d, 180 d, 270 d, and 1 y after the ultrasound-facilitated, catheter-based fibrinolytic procedure (B). PEmb-QOL scores at 30 d, 90 d,
180 d, 270 d, and 1 y after the ultrasound-facilitated, catheter-based fibrinolytic procedure (C). *Note: one outlier of 1400 m for Arm 3 at 1 y.
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Figure 6. Proportion of patients reporting Borg Scale scores for dyspnea and fatigue of 0 at 30, 90 d, and 1 y after the
ultrasound-facilitated, catheter-based fibrinolytic procedure. 6MWT indicates six-minute walk test.



ay 72 Y e ﬁé =
Sl EHITREE - 1090801-02 TAEE B\ lai:E RGBS ASE

@
- -= , — BN B i A B 2 o

SCIENTIRG ™

FANEF —REEB A RXE

ERCHEHFREFR
BRI : 1094818 18:30
3oL C A R K ARJEIF 4 RE R

J AUTUMN SCIENTIFIC MEETING

= AUTUMN
' . i ' SCIENTIFIC

o == MEETING
i it e 4 L 55 A LLES T 7 . 2020156"“
” AL LYY TPy hehl LY PPV, -~

e 3 |

R T T TN

A E RN I

B




YERIEREE - 1090801-02 A== 3

i lmn
"
UMy SCIENTmc um?u'e

| GRAND HLA e, 5 "

AUTUMN
gCIENTIFIC
" MEETING

2020 TSCI % ZF &

B HER L2 B (CE MARK)

Megttron




MBS - 1090801-02 TAZFE BB AR

A METY, -
i e

& A BT

AUTUMN

SCIENTIFIC
MEETING

2020 TSCI ==

AUG D22020
A v . U9F, KaohsiunJ"ess
RS 912

o~ h‘ E \3" NV,
5 \ VLSNP rnEuse

ETING

&‘c i (\



SEBIEREE - 1090801-02 A== CASE COMPETITION P4

AU G F @ aigg

JORHEIR




YEDITREE - 1090801-02 fRER
Everything You Should Know About CTO PCI

Bl 25 ) AN > L¢ # ohsiung

A
et il Nl P ot 1 i . ' 9 1%
i 4 = 1
‘ ; g
v | ¥ o vtk




SHBNEREE - 1090801-02 fXZF&} Great Debates [




V74l EHTREE - 1090801-02 ==
PCI on CHIP and Cardiogenic Shock




SEBNTREE - 1090801-02 B
Transcatheter Management for ASD _ VSD

2 2020 AUTUMN
NTIFIC MEETING

DA U

GRA:




EENERSE - 1090822 ST ABIEIIE

AABHAE

2020 Aug. 22 = e

2020 Aug. 22 sy RZZE=

aa 4 : ‘




SHBIEREE - 1090822 JTABIMGEIE BPZ4

NABYHIE

2000 Aug. 22 s I
A =




i

SRR RN

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.



SR ARV

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.

734




