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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?
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A 64-year-old man with underlying hypertension and hyperlipidemia, presented to our CV OPD
with the complaint of effort angina for months. Patient had history of multi-vessel coronary artery
disease (Figure 1A and 1B) in 2009 and PCI to RCA was failed as guidewire was unable to cross the
lesion. Thallium-201 myocardial perfusion scan and exercise stress test were positive for myocardial
ischaemia. Diagnostic CAG was comparable with triple vessel disease (LAD-P 50% stenosis,
LCX-P 90% stenosis, Ramus intermediate 80% stenosis and RCA-M 95% stenosis with multiple
microchannels and aneurysmal dilatation). Angiographic images (Figure 2A, 2B and 2C) and IVUS
pull-back images of RCA (Figure ) were as follow. PCI to RCA was done successfully this time.

Figure 1A: 80% stenosis at Figure 1B: 90% stenosis Figure 2A: 80% stenosis
proximal Ramus intermediate with braided appearance at proximal Ramus
(RAO-CRA projection) lesion at mid RCA (LAD- intermediate; 90% tandem
CRA projection) stenosis at proximal DB1
(AP-CRA projection)
projection)

Frame 1002 . Frame 1031

Figure 2B: 90% stenosis Figure 2C: 90% stenosis  Figure 3: Multiple small channels with thin septation
at proximal LCx (RAO- with braided appearance  at mid RCA
CAU projection) lesion at mid RCA

(LAD-CRA projection)

[ R ]
What is the diagnosis?
REBIE SRR 6
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Spontaneous recannalized coronary thrombus (SRCT) was recognized on histopathology as being
defined by multiple communicating channels divided by thin septa. Even when not apparently
obstructive, SRCT lesions may induce symptomatic ischemia in viable myocardium. SRCT on
angiography can be in various appearance such as fuzzy intraluminal image, braided appearance,
or pseudo-dissection. SRCT can be swiss cheese-like appearance or Lotus root appearance on high

resolution intraluminal imaging (IVUS or OCT).
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Randomized Controlled Trial of Acotec Drug-Eluting
Balloon Versus Plain Balloon for Below-the-Knee
Angioplasty

Francesco Liistro, et al. ] Am Coll Cardiol Intv 2020;13:2277-86

OBJECTIVES

The aim of this study was to investigate the efficacy and safety of the Litos drug-coated balloon
(DCB) versus plain old balloon angioplasty (POBA) for reduction of late lumen loss (LLL) in
patients with critical limb ischemia undergoing below-the-knee (BTK) intervention.

BACKGROUND
Restenosis after balloon angioplasty of BTK arteries approximates 70%. Previous studies of DCBs
in BTK arteries produced conflicting results.

METHODS

ACOART-BTK (Evaluation of the Use of ACOTEC Drug-Eluting Balloon Litos" in Below-the-
Knee Arteries to Treat Critical Limb Ischemia) is a randomized controlled single-center study.
Inclusion criteria were critical limb ischemia (Rutherford class >4) and significant stenosis or
occlusion >40 mm of at least 1 BTK vessel with distal runoff successfully treated with angioplasty.
Six-month angiographic LLL was the primary endpoint. Occlusive restenosis at 6 months and
clinically driven target lesion revascularization at 12 months were secondary endpoints.

RESULTS

From January 2016 through January 2019, 105 patients with 129 BTK lesions were enrolled in the
study. Mean lesion length was 168 + 109 mm in the DCB group and 187 + 113 mm in the POBA
group (p = 0.30). Almost 70% of lesions were occluded at baseline in both groups. On 6-month
angiography, mean LLL was 0.51 + 0.60 mm in the DCB group and 1.31 + 0.72 mm in the POBA
group (p < 0.001); rates of occlusive restenosis were 8.6% and 48.4%, respectively (p < 0.001).
Twelve-month clinically driven target lesion revascularization occurred in 6 of 62 DCB-treated
lesions (10%) versus 27 of 66 POBA-treated lesions (41%) (p < 0.001). Complete healing at 12
months was observed in 42 of 47 DCB-treated limbs (89.4) versus 35 of 47 POBA-treated limbs
(74.5%) (p = 0.05); no major amputations occurred.

CONCLUSIONS
Litos DCBs strikingly reduced LLL, vessel reocclusion, and clinically driven target lesion
revascularization compared with POBA in BTK angioplasty.
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FIGURE 1 Study Flowchart

137 patients with CLI and indication for angiographic evaluation

32 patients excluded:
13 lack of angiographic inclusion criteria
3 lack of consent
7 poor life expectancy

Optimal Angioplasty 7 suboptimal results
2 planned major amputation

!
105 patients, 109 limbs
LITOS DCB POBA
52 patients, 54 limbs, 63 lesions ¢ Ra'mt';};z;:':_’f 53 patients, 55 limbs, 66 lesions
| - |
1 consent withdrawal 2 Deaths
2 Deaths - — 1 refused re-angiography
2 refused re-angiography
58 DCB lesions 62 POBA leslons

6 months repeat phy

Primary endpoint ] | I Primary endpoint

LLL 0.51+0.60mm LLL 1.31%0.72mm
12 months l l

CDTLR 6/62(10%) CDTLR 27/66(41%)

Major amputation 0 Major amputation 0

Inclusion criteria, enrollment by original random assignments, reasons for patient exclusion, deaths (all-cause), loss to follow-up, late lumen
loss (LLL) at 6 months, and clinically driven target lesion revascularization (CDTLR) at 12 months. CLI = critical limb ischemia; DCB = drug-
coated balloon; POBA = conventional balloon angioplasty.
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TABLE 1 Baseline Clinical Characteristics
Litos (n = 52) POBA (n = 53) p Value

Mean age (yrs) 75.4 + 8.6 74.80 + 8.8 0.70
Male 39 (75) 41 (77) 0.40
BMI (kg/m?) 23.38 + 3.46 2331+ 3.49 0.92
Diabetes 52 (100) 49 (93) 0.06
Ever smoked 24 (46) 28 (53) 0.30
Hypertension 41 (81) 46 (87) 0.30
Dyslipidemia 27 (52) 33 (62) 0.20
Renal insufficiency (Cr >1.2 mg/dl) 21 (40) 24 (45) 0.50
Cr (mg/dl) 1.46 + 1.54 1.31+£1.09 0.50
CAD 17 (33) 19 (36) 0.40
Previous Ml 9 (17) 11 (21) 0.40
Previous femoropopliteal revascularization 8 (15) 9 (17) 0.50
Previous tibial revascularization 9 (17) 8 (15) 0.40
Hb (g/dl) 12.04 +1.86 1212 £ 1.59 0.80
WBC count (x1,000) 7.59 + 2.60 7.33 £ 214 0.50
Number of limbs 54 55 0.90
Rutherford class 0.80

4 4(7.2) 4(7.2)

5 45 (83.5) 47 (85.5)

6 5(9.3) 4(7.3)
Wifi stage 0.90

2 6 (11) 5(9)

3 16 (30) 17 (31)

4 32 (59) 33 (60)
Baseline ABI 0.38 + 0.21 0.37 + 0.23 0.80
Inflow treatment 15 (28) 11 (20) 0.20
Values are mean =+ SD or n (%).

ABI = ankle-brachial index; BMI = body mass index; CAD = coronary artery disease; Cr = creatinine; Hb = hemoglobin; Ml = myocardial infarction; POBA = plain old balloon
angioplasty; WBC = white blood cell.
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TABLE 2 Angiographic and Procedural Characteristics
Litos DCB (62 Lesions*) POBA (66 Lesions) p Value

Target vessel 0.90

ATA 40 (64.5) 44 (66.7)

PTA 9 (14.5) 9 (13.6)

PA 3(4.8) 5 (7.6)

TPT 4 (6.5) 4 (6.1)

TPT-PA 3(4.8) 2 (3.0)

TPT-PTA 3(4.8) 2 (3.0)
Restenotic lesion 5(8) 8(12) 0.60
CTO 42 (68) 44 (67) 0.80
Calcification (9)

3 16 (25.8) 16 (24.2) 0.50

4 22 (35.5) 28 (42.4) 0.30
Lesion length (mm) 168 + 109 187 £ 113 0.30
Pre-procedural RVD (mm) 2.68 + 0.43 2.74 +0.19 0.40
Pre-procedural MLD (mm) 0.23 + 0.38 0.24 + 0.41 0.80
Baseline DS (%) 91.5+£13.9 90.9 +14.9 0.80
Balloon diameter (mm) 2.94 + 0.31 2.91 + 0.29 0.50
Inflation pressure (atm) 14.21 +£1.96 14.24 +2.28 0.92
Inflation time (s) 274.75 + 71.25 152.23 + 61.35 <0.001
Post-procedural MLD (mm) 2.04 + 0.53 1.88 +0.33 0.03
Post-procedural DS (%) 23.37 £17.28 30.01 £17.3 0.03
Treatment length (mm) 208.7 + 105 225.4 +101.4 0.36
Pre-procedural TVA (mm?) 180.81 + 57.8 162.9 + 164.11 0.50
Post-procedural TVA (mm?) 491.55 + 308.49 525.44 + 330.34 0.50
Dissection 32 (51) 35 (53) 0.90
D grade 13 (21) 1(7) 0.70
F grade 1(1.6) 0 (0) 0.80
Dissection resolved 31(96.9) 35 (100) 0.50
DES 2(3) 2(3) 0.90
Post-procedural outflow impaired 1(1.6) 0 (0) 0.30
Post-procedural ABI 0.81 + 0.24 0.80 + 0.28 0.80
Procedural success 98% 100%
Minor complications

BARC type 1 or 2 bleeding 2/52 (3.8) 2/53 (3.7) 0.90

CIN 3/52 (5.7) 4/53 (7.5) 0.90
Values are n (%), mean =+ SD, or n/N (%). *The analysis does not include 1 lesion in 1 patient who withdrew consent.

ATA = anterior tibial artery; BARC = Bleeding Academic Research Consortium; CIN = contrast-induced nephropathy; CTO = chronic total occlusion; DES =drug-eluting stent;
DS = diameter stenosis; MLD = minimal luminal diameter; PA = peroneal artery; PTA = posterior tibial artery; RVD = reference vessel diameter; TPT = tibioperoneal trunk;
TVA = target vessel area; other abbreviations as in Table 1.
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TABLE 3 Angiographic and Clinical Outcomes

Litos POBA p Value
Time of repeat angiography (months) 5.9 +19 6.2+ 3.9 0.10
Lesions available 58/62 (93.3) 62/66 (93.9) 0.90
RVD (mm) 3.10 + 0.62 2.61 + 0.52 <0.001
MLD (mm) 1.56 + 0.85 0.56 + 0.65 <0.001
DS (%) 429 +29.9 79.7 £ 24.2 <0.001
LLL (mm) 0.51+ 0.60 131+ 0.72 <0.001
TVA (mm?) 440 + 308 217 + .236 <0.001
TVAL (%) 5.87 + 23.16 51.37 + 36.27 <0.001
Restenosis >50% 22 (37.9) 54 (87.1) <0.001
Occlusion 5(8.6) 30 (48.4) <0.001
Clinical outcomes (12 months)

Death 4(7.7) 7 (13.2) 0.20
Cardiac 2 4 _
Sepsis 1 1 -
Malignancy 1 1 -
Other causes 0 1 =

Freedom from CDTLR 56/62 (90) 39/66 (59) <0.001

Major amputation (0] 0 -

AMI 6 (11.5) 5(9.4) 0.50

Stroke 1(0.9) 1(1.9) 0.70

MAE 14 (27.0) 33 (62.0) <0.001

Complete healing 12 months 42/47 (89.4) 35/47 (74.5) 0.05

Healing time 52+27 7.7 £3.9 0.005

CLTI relapse 9/52 (17.0) 28/53 (53.0) <0.001

Values are mean + SD, n/N (%), or n (%).
AMI = acute myocardial infarction; CDTLR = clinically driven target lesion revascularization; CLTI = chronic limb-threatening ischemia; LLL = late luminal loss; MAE = major
adverse events; RVD = reference vessel diameter; TVAL = target vessel area loss; other abbreviations as in Tables 1 and 2.
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FIGURE 2 Freedom From 6-Month Target Lesion Occlusion and Binary (>50%) Angiographic Restenosis

N e R === L -
0,8
p < 0.001
0,6
04
p <0.001

02 = DCB occlusion

— === DCB restenosis

= POBA occlusion
0.0 —w=== POBA restenosis

o 1 2 3 4 s 3 7
Lesions at risk Time (months)

DCB 63 60 60 60 59 58 55 52

POBA 66 65 64 64 56 54 44 31

Kaplan-Meier estimates of 6-month freedom from angiographic target lesion occlusion (solid lines) and binary restenosis (dashed lines) for
DCB angioplasty (blue line) and POBA (red line), with corresponding number of lesions at risk for both groups. Abbreviations as in Figure 1.
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Aspirin-Free Prasugrel Monotherapy Following
Coronary Artery Stenting in Patients with Stable
CAD: The ASET Pilot Study

Norihiro Kogame, et al. ] Am Coll Cardiol Intv 2020;13:2251-62

OBJECTIVES

The aim of this study was to evaluate the hypothesis that prasugrel monotherapy following
successful everolimus-eluting stent implantation is feasible and safe in patients with stable coronary
artery disease (CAD).

BACKGROUND

Recent studies have suggested that short dual-antiplatelet therapy strategies may provide an
adequate balance between ischemic and bleeding risks. However, the complete omission of aspirin
immediately after percutaneous coronary intervention (PCI) has not been tested so far.

METHODS

The study was a multicenter, single-arm, open-label trial with a stopping rule based on the
occurrence of definite stent thrombosis (if >3, trial enrollment would be terminated). Patients
undergoing successful everolimus-eluting stent implantation for stable CAD with SYNTAX
(Synergy Between PCI With Taxus and Cardiac Surgery) scores <23 were included. All participants
were on standard dual-antiplatelet therapy at the time of index PCI. Aspirin was discontinued on
the day of the index procedure but given prior to the procedure; prasugrel was administered in the
catheterization laboratory immediately after the successful procedure, and aspirin-free prasugrel
became the therapy regimen from that moment. Patients were treated solely with prasugrel for 3
months. The primary ischemic endpoint was the composite of cardiac death, spontaneous target
vessel myocardial infarction, or definite stent thrombosis, and the primary bleeding endpoint was
Bleeding Academic Research Consortium types 3 and 5 bleeding up to 3 months.

RESULTS

From February 22, 2018, to May 7, 2019, 201 patients were enrolled. All patients underwent PCI
for stable CAD. Overall, 98.5% of patients were adherent to prasugrel at 3-month follow-up. The
primary ischemic and bleeding endpoints occurred in 1 patient (0.5%). No stent thrombosis events
occurred.

CONCLUSIONS

Aspirin-free prasugrel monotherapy following successful everolimus-eluting stent implantation
demonstrated feasibility and safety without any stent thrombosis in selected low-risk patients with
stable CAD. These findings may help underpin larger randomized controlled studies to evaluate the
aspirin-free strategy compared with traditional dual-antiplatelet therapy following PCI.
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CENTRAL ILLUSTRATION Aspirin-Free Prasugrel Monotherapy

A  Aspirin-Free Prasugrel Monotherapy Started Immediately After PCl in ASET

Low ischemic and bleeding risk patients presented with stable CAD

Clopidogrell

Successful DES implantation All patients are treated

Loading dose of Prasugrel with DAPT at day O

Clopidogrel is Prasugrel Aspirin is
discontinued maintenance dose discontinued

Day O
(Index PCI)

Day 1
(Next day of index PCI)

No stent thrombosis

Day 90
(3-month follow-up visit) occurred
B Future Perspective of Aspirin-Free Prasugrel Monotherapy
Moderate to high bleeding risk patients presented with stable CAD and ACS

Loading dose of Prasugrel

Prasugrel

maintenance dose

Day O All patients are treated
y Successful DES implantation with Prasugrel

U A monotherapy at day O
Day 1
(Next day of index PCI)
Less bleeding events
Day 365 and similar ischemic
(1-year follow-up visit) events compared with
standard DAPT

Kogame, N. et al. J Am Coll Cardiol Intv. 2020;13(19):2251-62.

(A) Aspirin-free prasugrel monotherapy in ASET (Acetyl Salicylic Elimination Trial). (B) Future perspective of aspirin-free prasugrel monotherapy. ACS = acute coronary
syndrome; CAD = coronary artery disease; DAPT = dual-antiplatelet therapy; DES = drug-eluting stent; PClI = percutaneous coronary intervention.
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FIGURE 1 Study Flowchart With Adherence to Antiplatelet Agent

212 pts were screened I

11 not enrolled Adherence
201 pts were enrolled after optimal stenting APT before PCI n = 201
) i ) |Aspirin + clopidogrel 99.5% (200)
All patients were loaded prasugrel 60mg immediately after PCI |Aspirin + ticagrelor 0.5% (1)
1 cardiac death
1 month follow-up n =200

1 month follow-up
n =200 (100%)

Prasugrel mono 99.5% (199)

¥

|Aspirin + clopidOjreI 0.5% (1)

N = o 3 months follow-up n =200
3 months follow-up, n =200 (100%) Prasugrel mono 9.5% (197)
Primary endpoint, discontinuation of prasugrel Prasugrel + aspirin 0.5% (1)

. 5

|Aspirin + clopidOjreI 1.0% (2)

4 months follow-up 4 months follow-up n =200
o |Aspirin mono 60% (120)
n = 200 (100%) |Aspirin + clopidogrel 40% (80)

APT = antiplatelet therapy; mono = monotherapy; PCl = percutaneous coronary intervention; pts = patients.
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TABLE 2 Reasons Patients Were Screened but Not Enrolled
Reason Not Enrolled N
Nonsignificant stenosis (diameter stenosis <50%) 2
Left main disease 2
Bifurcation lesion requiring 2-stent technique 2
Stent edge dissection 1
Side branch occlusion after stent implantation 1
Presence of transient total occlusion 1
Atrial fibrillation 1
Enrollment was closed at the time of screening 1
Total N
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TABLE 3 Baseline Characteristics (N = 201)

Age, yrs 595 + 7.7
Male 130 (64.7)
Female 71 (35.3)
Body mass index, kg/m? 28.8 + 4.4
Medical history
Current smoker 33 (16.4)
Diabetes mellitus 74 (36.8)
Insulin dependent 16 (8.0)
Hypertension 186 (92.5)
Dyslipidemia 140 (69.7)
Family history of coronary artery disease 118 (61.8)
Previous myocardial infarction 18 (9.0)
Established peripheral vascular disease 11 (5.5)
Chronic obstructive pulmonary disease 4 (2.0)
Heart failure 5(2.5)
Major bleeding 1(0.5)
Renal insufficiency* 0 (0)
Previous percutaneous coronary intervention 25 (12.4)
Previous coronary artery bypass grafting 3(1.5)
Left ventricular ejection fraction, % 643 £ 7.7
SYNTAX score 7.2+ 45
Clinical presentation
Non-ST-segment elevation myocardial infarction 0 (0)
Unstable angina 0 (0)
Stable coronary artery disease 201 (100)
Stable angina 189 (94)
Silent ischemia 4 (2)
Angina equivalent 8 (4)

Values are mean + SD or n (%). *Impaired renal function is defined as estimated
glomerular filtration rate of creatinine clearance <60 ml/min/1.73 m? by the
Modification of Diet in Renal Disease formula.

SYNTAX = Synergy Between PCl With Taxus and Cardiac Surgery.
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TABLE 4 Lesion and Procedural Characteristics (N = 201)

Vascular access site per patient

Femoral 31(15.4)
Radial 170 (84.6)
Brachial 0 (0.0)
Lesions treated per patient
1 lesion 159 (79.1)
2 lesions 36 (17.9)
=3 lesions 6 (3.0)
Treated lesions (250 lesions)
Left main coronary artery 0 (0.0)
Left anterior descending coronary artery 131 (52.4)
Left circumflex coronary artery 47 (18.8)
Right coronary artery 72 (28.8)
AHA lesion type

A 39 (15.6)

B1 80 (32.0)

B2 51 (20.4)

C 80 (32.0)

Direct stenting 168 (67.2)
IVUS used for stent optimization 42 (16.8)
Minimal luminal area, mm? 701+ 35
Stent area, mm? 7.5+ 3.0
Post-dilatation performed 144 (57.6)
Diameter stenosis by quantitative coronary angiography
Pre-procedure, % 58.9 +11.9
Post-procedure, % M4 +£71
<30% 1(0.4)
Pre-procedural TIMI flow grade

0 0 (0.0)

1 4 (1.6)

2 6 (2.4)

3 240 (96.0)

Post-procedural TIMI flow grade

0 0 (0.0)

1 0 (0.0)

2 1(0.4)

3 249 (99.6)
Number of stents used per patient 1(-2)
Patients with

No stents 0 (0.0)

1 stent 142 (70.6)

2 stents 50 (24.9)

=3 stents 9 (4.5)
Total stent length per patient, mm 32.7 £18.0
Per stent characteristics (272 stents)

Pt-EES used 272 (100)

Stent length, mm 242+ 84

Stent nominal diameter, mm 3.00 + 0.43
Procedure time, min 45.8 £ 26.5
Days in hospital 2 (2-3)
Prasugrel loading dose given after successful PCl procedure 201 (100)

Values are n (%), mean + SD, or median (interquartile range).

AHA = American Heart Association; IVUS = intravascular ultrasound; PCl = percutaneous coronary interven-
tion; Pt-EES = platinum-chromium everolimus-eluting stent; TIMI = Thrombolysis In Myocardial Infarction.
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TABLE 5 Clinical Outcomes at 3-Month Follow-Up (N = 201)

Primary ischemic endpoint: composite of cardiac death,
TV spontaneous myocardial infarction, or definite stent thrombosis

Cardiac death
TV spontaneous myocardial infarction (48 h after PCI)
Definite stent thrombosis

Primary bleeding endpoint: BARC type 3 or 5 bleeding
BARC type 3a
BARC type 3b
BARC type 5a
BARC type 5b

Secondary endpoints
All-cause death
Cardiac
Stroke
Ischemic
Hemorrhagic
Unknown
Transient ischemic attack
Myocardial infarction
Spontaneous
TV-related
Non-TV-related
Periprocedural
TV-related
Non-TV-related
Bleeding: BARC types 1-5
BARC type 5b
All revascularizations
Non-TV revascularization
Stent thrombosis
Definite
Probable
Possible

1(0.5)

1(0.5)
0 (0.0)
0 (0.0)

1(0.5)
0 (0.0)
0 (0.0)
0 (0.0)
1(0.5)

1(0.5)
1(0.5)
1(0.5)
0 (0.0)
1(0.5)
0 (0.0)
0 (0.0)
2(1.0)
0 (0.0)
0 (0.0)
0 (0.0)
2 (1.0)
2(1.0)
0 (0.0)
1(0.5)
1(0.5)
1(0.5)
1(0.5)
0 (0.0)
0 (0.0)
0 (0.0)
0 (0.0)

Values are n (%).

TV = target vessel.

BARC = Bleeding Academic Research Consortium; PCl = percutaneous coronary intervention;
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Association of Acute Procedural Results with Long-
term Outcomes after CTO-PCI

Changdong Guan, MSc, Weixian Yang, MD, et al.
JACC: Cardiovascular Interventions (2020), in Press, Journal pre-proof
DOLIL:https://doi.org/10.1016/].jcin.2020.10.003

ABSTRACT OBJECTIVES
To determine the association of procedural outcomes with long-term mortality and myocardial
infarction (MI) after chronic total occlusion (CTO) percutaneous coronary intervention (PCI).

BACKGROUND
The association between acute procedural results and subsequent outcomes has received limited
study.

METHODS

Between January 2010 and December 2013, a total of 2,659 CTO-PCI patients were consecutively
enrolled at our center. Procedural results were categorized into 3 groups: 1) optimal recanalization,
with reperfusion of the occluded vessel and side branches (if any) with TIMI 3 flow; 2) suboptimal
recanalization, meeting any of the following criteria: persistence of significant side branch
occlusion, final TIMI flow of 1/2, or residual % diameter stenosis >30%; and 3) procedural failure,
i.e., failure to cross a lesion with a balloon angioplasty catheter. The primary outcome was the 5-year
composite endpoint of cardiac death and MI.

RESULTS

Overall, optimal recanalization was achieved in 1,562 (58.7%) patients, suboptimal recanalization
in 399 (15.0%) patients, and recanalization failed in 698 (26.3%) patients. The 5-year incidence
of the primary outcome was significantly higher in the suboptimal recanalization group compared
with the optimal recanalization and the failure groups (10.1% vs. 6.5% vs. 6.3%, p=0.046), which
was mainly driven by higher risk of MI. In subgroup analysis, significant side branch occlusion was

associated with numerically higher risk of 5-year MI (hazard ratio: 1.55, 95% confidence intervals:
0.99-2.43, p=0.054).

CONCLUSIONS

In this large cohort of CTO-PCI, suboptimal recanalization was associated with significantly higher
long-term incidence of cardiac death and MI compared with optimal recanalization or procedural
failure.
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total occlusion, CTO) e »x X £ v B &3k > B2 2R § #2487 7 81 CTO PCI 2 T2k B %
BT H B ER S 0 A A il S I A AR 5 5% (DECISION-CTO study 2 EuroCTO
study) & & & pr d1 g if Gl % 2k (hard endpoint) ° & = A1 R FF 7 LT R A E & s
FERELDCTFES S 2 el R 2 ApM -

FiERER
A& E g 2010 3 2013 & 2 3 id e é7 2659 4 (2735 CTO:}P‘G‘G_) » CTO 7_%& %
100% pe % & B w e TIMI-OPFRF:E 3 B ¥ 0 AP RF R doie & A GW}%:}%- 4= ¥4 B (bridging
collaterals) '%‘

AN R R & ST = 46 i £ i (optimal recanalization) > T & & ‘}ﬁ TIMI-3 **
CTOx ¢ adzr 8 24 A& & £ F il (suboptimal recanalization) » ¢ EON-RERS £
s W TIMI-1 & TIMI-2 ~ & ? A

4@ R TIMIO & TIMLL (4 # 5 B ACEF

”Ff & >1.5mm 4 7] » 3+ -Er ) o Optimal Recanalization Suboptimal Procedural Failure
Recanalization

'g ;‘L g’% zi 7/? 7 >30% N l;)f’ ;{ﬁ: ;\4 i F'f( Reperfusion of occluded vessel ~ Reperfusion of occluded main Failure to cross a lesion with a
. e and its side branch (if any) with ~ Vessel and any of the following: balloon angioplasty catheter
(procedural failure) » = & ic "8 1 14 TIMI 3 flow recovery O FEREs e )
side branch occlusion
5 W55 3T R o o } o @ Final TIMI flow of 1/2
Iﬁi%?\ﬁ)ﬁ"(ﬁl) ]%'%? ® Residual DS% > 30%

E }Iia”f#%-i 5 =% CTOﬁ"ﬁF‘\: el
u&,}_’*%xf H LR L0 o

i & 3 % ¥ gk (primary endpoint)
FURIE IV AR R i & kA

f‘_—v M Q‘!;, (Secondary el'ldpoint) Mean Costs ~~ 5-Year Cardiac Death or MI —~ 5-Year ID-TVR
y A WY
v n P . 20,000 40
% 30 % & N5 E ,géﬂ’r L NN p<0.0001 ‘ p<0.0001 S
®
FlHE = s gm*{% ~ P AR ? R ;; 15,000 14,940 »
~ 11,905 ‘s
o N 23 ";\L N ’ X ? g ! 226 8
R A F AR 2 8 g £ . .
s r=4
(ischemia-driven revascularization) ~ $ £
>
> . s " 5,000 10 E
2R BE e £F 905% kK % :
o
. PRI : . v o 0
:l\' 5 # mli‘:—); ’ ;}é’r ,g‘ﬂj? F'B& ¢ "‘ﬁ'{ - Optimal Recanalization Suboptimal Failure

Recanalization

50 & (B 2)-



B2 % Al (11T)

I8

& 7 % % optimal & ik 58.7% (1,562 ~ ) ~ suboptimal % it 15% (399 + )~ % failure % it
26.3% (698 * ) = & ¥ J}%ﬁ AMPFFE 0 Fod ™ (£ 1% 4£2) Ji'd 4 A 2 optimal
H & (15.6mm) > suboptimal % = z_ (18.3mm) - failure ‘2 & & (21.5mm) (p<0.0001) - SYNTAX
% & & suboptimal 2 # optimal 2% (20.3 vs. 18.9 > p = 0.003) > @ J-CTO = 2 & Bt B B
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42,428 patients underwent percutaneous coronary intervention at Fu
Wai Hospital between 2010 and 2013 were retrospectively screened

2,659 consecutive patients with at lease one CTO lesion were enrolled J

I
All angiographic/IVUS images were reviewed and evaluated by core-lab
non-interventionalists (clinical, lesion and procedural characteristics,
complications and final results)
[

(o e o N
Definitions of acute results

Optimal recanalization:
« Reperfusion of occluded vessel and its side branches (if any) were recovered
with TIMI-3 flow
Suboptimal recanalization:
« Major side branches still occluded, N=275
« Final TIMI flow was 1/2 (after stent implantation), N=39
* Residual DS% > 30%, N=101
Failure:
« Failure to cross a lesion with a balloon angioplasty catheter

N | J
[ [ |
Optimal recanalization Suboptimal recanalization Failure
N=1,562 N=399 N=698
I I |
30-day follow-up 30-day follow-up 30-day follow-up
N=1,562 (100%) N=399 (100%) N=698 (100%)
| | |
5-year follow-up 5-year follow-up 5-year follow-up
N=1,420 (90.9%) N=362 (90.7%) N=625 (89.5%)

(1> FREMHERERHRBARBYPE

Table 1. Baseline Demographic Characteristics Among Patients with Different Acute Results

p Value p Value p Value
Optimal Suboptimal . (Suboptimal (Suboptimal
Recanalization Recanalization Failure vs. Optimal vs. Failure (3—grogp
. . (Patients, N=698) plima .. Comparison
(Patients, N=1,562) | (Patients, N=399) Recanalization | Recanalization )
) )

Age, years 57.0+10.5 57.6 £ 10.6 573+10.5 0.34 0.67 0.73
Female 17.7% (277) 16.3% (65) 14.3% (100) 0.50 0.38 0.13
Diabetes 30.5% (477) 31.1% (124) 34.0% (237) 0.84 0.33 0.27
Hypertension 63.1% (985) 66.7% (266) 67.6% (472) 0.18 0.75 0.08
Hyperlipidemia 83.9% (1311) 86.0% (343) 84.1% (587) 0.32 041 0.60
Family history of coronary artery disease 11.5% (180) 12.8% (51) 13.6% (95) 0.49 0.70 0.36
Current smoker 38.7% (604) 43.9% (175) 45.8% (320) 0.06 0.53 0.02
Previous MI 42.6% (665) 46.9% (187) 36.8% (257) 0.12 0.001 0.003
Previous PCI 8.1% (127) 12.8% (51) 9.9% (69) 0.004 0.14 001
Previous CABG 3.5% (54) 2.5% (10) 3.7% (26) 0.34 0.28 0.55
Previous stroke 7.3% (114) 8.0% (32) 9.9% (69) 0.62 0.30 0.11
COPD 0.4% (6) 0% (0) 0.1% (1) 0.26 0.64 0.32
Creatinine clearance, ml/min 973 +£299 96.0+273 98.3+299 0.42 0.21 0.08
LVEF, % 604 +83 60.6 +8.7 604 +8.2 0.66 0.63 045

LVEF <40% 3.6% (56) 3.0% (12) 3.4% (24) 0.57 0.70 0.85
Clinical presentation 0.80 0.04 0.15

Silence ischemia 12.5% (195) 12.3% (49) 14.9% (104)

Stable angina 33.3% (520) 31.1% (124) 34.5% (241)

Unstable angina 52.8% (825) 54.9% (219) 50.1% (350)

Acute myocardial infarction 1.4% (22) 1.8% (7) 0.4% (3)
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Table 2. Angiographic and Procedural Characteristics Among Patients with Different Acute Results

B2 £2 241 4] (100)

. . Value Value
Optll.nal . Subop?lmz‘il Failure (Sgboptimal (Sgboptimal p Value
Recanalization Recanalization . . .
. . (Patients, N=698 vs. Optimal vs. Failure (3-group
(Patients, N=1,562 (Patients, N=399 Lesions, N=701) Recanalization | Recanalization | Comparison)
Lesions, N=1,625) Lesions, N=409) ’ ) )
Angiographic findings 0.09 0.001 <0.0001
One-vessel disease 22.0% (344) 20.6% (82) 12.3% (86)
Two-vessel disease 31.6% (493) 34.3% (137) 34.2% (239)
Three-vessel disease 42 .8% (668) 39.1% (156) 48.6% (339)
Concomitant LM disease 3.6% (57) 6.0% (24) 4.9% (34)
Numbers of CTO lesion 0.02 0.89 0.007
1 95.2% (1487) 91.7% (366) 91.7% (640)
2 4.5% (70) 8.0% (32) 7.9% (55)
3 0.3% (5) 0.3% (1) 04% (3)
Target lesion location 0.11 <0.0001 <0.0001
Left main artery 0.2% (3) 0% (0) 0.1% (1)
Left anterior descending artery 39.4% (641) 43.5% (178) 28.7% (201)
Left circumflex artery/ramus 14.8% (241) 17.1% (70) 16.4% (115)
Right coronary artery 45.5% (740) 394% (161) 54.8% (384)
In-stent restenosis 7.4% (121) 14.2% (58) 4.9% (34) <0.0001 <0.0001 <0.0001
Ostial CTO 1.8% (29) 2.4% (10) 2.7% (19) 0.38 0.79 0.32
Moderate or severe vessel 20.1% (327) 23.2% (95) 29.0% (203) 0.17 0.04 <0.0001
tortuosity
Lesion bending > 45° 40.7% (662) 37.9% (155) 53.9% (378) 0.30 <0.0001 <0.0001
Lesion length 15.6 +10.1 183 +13.0 215+149 <0.0001 <0.0001 <0.0001
>20mm 32.6% (530) 41.8% (171) 53.8% (377) <0.0001 <0.0001 <0.0001
Blunt stump 40.2% (653) 41.6% (170) 41.2% (289) 0.61 091 0.83
Moderate or severe calcification 11.0% (178) 14.4% (59) 17.7% (124) 0.05 0.16 <0.0001
Re-try lesion 2.6% (43) 3.9% (16) 5.1% (36) 0.17 0.35 0.009
Rentrop grade 001 0.18 0.001
0 6.8% (111) 4.6% (19) 3.1% (22)
1 10.1% (164) 14.9% (61) 11.4% (80)
2 35.7% (580) 37.7% (154) 39.9% (280)
3 47.4% (770) 42.8% (175) 45.5% (319)
SYNTAX score 189 +8.2 203+9.0 197+ 84 0.003 0.32 0.003
J-CTO score 0.22 <0.0001 <0.0001
0 23.1% (376) 20.5% (84) 14.3% (100)
1 37.9% (616) 35.9% (147) 28.5% (200)
>2 39.0% (633) 43.5% (178) 57.2% (401)
Transradial approach 84.6% (1374) 85.1% (348) 81.6% (572) 0.53 0.14 0.11
Guidance with IVUS 6.4% (104) 9.8% (40) 5.3% (37) 0.02 0.004 0.01
Bilateral angiography 27.8% (451) 36.4% (149) 34.2% (240) 0.001 0.46 <0.0001
Antegrade 98.1% (1594) 98.5% (403) 97.6% (684) 0.55 0.28 0.52
Parallel wire 16.9% (274) 24.7% (101) 28.4% (199) <0.0001 0.18 <0.0001
ADR 0.7% (11) 1.7% (7) 1.4% (10) 0.05 0.71 0.08
Retrograde 1.9% (31) 1.5% (6) 2.4% (17) 0.55 0.28 <0.0001
Reverse CART 1.6% (26) 1.2% (5) 0.7% (5) 0.58 0.39 0.22
Stent implantation 98.0% (1593) 63.8% (261) 3.6% (25) <0.0001 <0.0001 <0.0001
Number of stents (patient level) 227+1.03 1.66 142 049 +1.05 <0.0001 <0.0001 <0.0001
Number of stents (lesion level) 2.15+095 144 +1.34 0.08 +043 <0.0001 <0.0001 <0.0001
Stent diameter, mm 296 £0.95 2.85+0.37 294 +041 0.08 0.20 0.22
Stent length, mm 26.2 +5.20 25.7 +5.40 258 +7.10 0.16 093 0.36
Treating non-CTO lesion 10.1% (158) 14.5% (58) 29.1% (203) 0.01 <0.0001 <0.0001
PCI procedure duration, min 550+379 54.7+33.6 60.7 +£38.2 091 0.009 0.002
PCI procedure duration > 60 min 28.0% (438) 32.1% (128) 34.1% (238) 0.11 0.50 0.01
Procedural complications 9.0% (146) 79.5% (325) 65.2% (457) <0.0001 <0.0001 <0.0001
Dissection 8.4% (136) 42.1% (172) 44.2% (310) <0.0001 048 <0.0001
Perforation 02% (4) 1.0% (4) 3.7% (26) 0.06 0.007 <0.0001
Slow/no flow 0.1% (2) 1.5% (6) 0.3% (2) <0.0001 0.03 <0.0001
Side branch occlusion 0.1% (2) 41.8% (171) 29.8% (209) <0.0001 <0.0001 <0.0001
Post-procedural TIMI 3 flow 100% (1625) 76.5% (313) 0% (0) <0.0001 <0.0001 <0.0001
Residual SYNTAX score 7.12 +£6.89 10.8 +8.89 17.0+9.12 <0.0001 <0.0001 <0.0001
Residual SYNTAX score > 8 35.1% (548) 53.9% (215) 81.7% (570) <0.0001 <0.0001 <0.0001
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Table 3. Cumulative Event Rates Among Patients with Different Acute Results
Optimal . Value Value Value
Recall:alization Subop?lm:.)l Failure (Sulﬂ)ptimal Vs. (Sutﬂ)ptimal VS. (li)%-group
. Recanalization . . . .
(Patients, (Patients, N=399) (Patients, N=698) Opu‘mal. Fall_ure‘ Comparison
N=1,562) ’ Recanalization) Recanalization) )
At 30 days
Cardiac death or MI 1.5% (23) 1.3% (5) 0.9% (6) 0.72 0.53 049
All-cause death 04% (7) 0.3% (1) 04% (3) 049 0.54 0.86
Cardiac death 0.4% (6) 0.3% (1) 03% (2) 0.57 0.70 0.89
Myocardial infarction 1.3% (21) 1.3% (5) 0.7% (5) 0.56 0.28 043
Periprocedural MI 1.2% (19) 1.3% (5) 0.7% (5) 0.56 0.28 0.54
Target-vessel related 1.3% (20) 1.3% (5) 0.7% (5) 0.60 0.28 0.49
Rehospitalization for heart 0% (0) 0% (0) 0% (0) - - -
failure
Any ID-revascularization 1.0% (15) 1.8% (7) 1.1% (8) 0.18 0.40 041
ID-TVR 0.3% (4) 0% (0) 0.9% (6) 0.31 0.06 0.04
ID-TLR 0.2% (3) 0% (0) 0.4% (3) 0.38 0.19 0.32
At 5 years
Cardiac death or MI 6.5% (94) 10.1% (37) 6.3% (40) 0.02 0.03 0.046
All-cause death 5.2% (76) 579% (21) 4.7% (30) 0.76 0.50 0.78
Cardiac death 2.9% (42) 3.8% (14) 3.1% (20) 0.39 0.58 0.69
Myocardial infarction 5.7% (83) 9.7% (36) 5.3% (34) 0.005 0.005 0.009
Target-vessel related 5.0% (72) 8.7% (32) 4.7% (30) 0.007 0.01 0.01
Rehospitalization for heart 33% (47) 3.6% (13) 4.3% (27) 0.80 0.56 0.53
failure
Any ID-revascularization 15.0% (220) 22.8% (86) 27.3% (183) <0.0001 0.04 <0.0001
ID-TVR 6.7% (98) 12.1% (46) 22.7% (153) <0.0001 <0.0001 <0.0001
ID-TLR 6.0% (88) 10.8% (41) 20.9% (141) 0.001 <0.0001 <0.0001
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—— Optimal Recanalization, N=1,562 Suboptimal Recanalization, N=399 —— Failure, N=698
A. Cardiac death or MI B. Cardiac death B. m
15 15 15
Suboptimal vs. optimal recanalization: Suboptimal vs. optimal recanalization: Suboptimal vs. optimal recanalization:

z HR(95%Cl): 1.56 (1.06 to 2.28) s HR (95%Cl): 1.30 (0.71 to 2.39) = HR (95%Cl): 1.73 (1.17 to 2.56)

s 12 Plogan=0.02 < 12 Plogrank=0.39 £ Plogrank=0.005

g N g ) F '

u;; Suboptimal recanalization vs. failure: 10.1% E Suboptimal recanalization vs. failure: 5 Suboptimal recanalization vs. failure: 9.7%

S HR(95%CI): 1.63 (1.04 to 2.54) HR (95%Cl): 1.21(0.61 to 2.40) - HR (95%Cl): 1.87 (1.14 to 3.08)

S 9 s 9 S 9

s Plogran=0.03 ? Plogrank=0.58 @ Plogrark=0.005

8 8 8

H H H

2 8% 3 3

2 ¢ {_r,,—"— 6.3% S 6 s 6 5.7%

H e ® s - 53%

] e ol 3 38% 2 -

3 3 = 3 3 31% 3 3 e

£ T E I o 2.9% E

5] f ~ 5] =" 5} =

0 [ IR G [
0 1 2 3 4 5 [ 1 2 3 4 5 0 1 2 3 4 5
Time since Index Procedure (Years) Time since Index Procedure (Years) Time since Index Procedure (Years)
Number at Risk (Years): Number at Risk (Years): Number at Risk (Years):

Optimal Optimal .
Recanalization 1962 1509 1369 fes1 1387 1209 Recanalization 1962 1528 1389 1378 1364 1338 e aion 1962 1517 1380 1369 1359 1332
Suboptimal Suboptimal
Recanalization 399 383 352 347 334 324 Recanalization 399 389 368 368 us 42 g:::::mmn 399 381 349 346 335 327
Failure 698 677 604 599 590 578 Failure 698 680 612 609 602 594 Failure 698 680 612 607 501 589
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FROMALFRECERLF AL RFR S 5 3) & F £ USRI & £ E R suboptimal &
Reh K LRF DS EPEFLF(RTM

AT F MBI ) wEREY SR FAnERBL 2 AT h A
PHARER > T AR S R H OB A 6 T 9 E S AT e s A F P IRA T B S IR
&5 % CTO-PCLip R Aptt » 5 PF e i FE A 0~ b anp UL SF3ER ~ IVUS & % ~ i
7 > ;% (retrograde approach) £2 #| 3 f » { % (dissection re-entry strategy) ; 3) AR FELT ay
PRERSR 2 FOME ) 2R RELY TP F L BT E e

o
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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.




