
Welcome to

the 17th

ANGIOPLAS

TY SUMMIT-

TCTAP 2012!  
For the last 16 years

TCTAP has achieved

substantial develop-

ment in the quality of

program contents. The

number of faculty mem-

bers who have made

many innovative contributions to the

growth of its academic and administrative

activities and young, energetic

researchers who actively participate in

this meeting every year have this meeting

unique and meaningful. Now ANGIOPLASTY

SUMMIT-TCTAP has become one of the

leading names representing interventional

therapy, and it will continuously grow to

achieve the ultimate goal of improving the

quality of medical care for patients not

only in Asia but overseas. Whatever you

come with to this meeting, you can bring

back something new, useful, and worthy

in your career path.

TCTAP 2012 will feature an ambitious,

comprehensive program that promises to

provide an invaluable educational experi-

ence with practice-changing implications.

TTCCTTAAPP  FFeelllloowwsshhiipp  CCoouurrssee  --  LLeefftt  MMaaiinn  &&

BBiiffuurrccaattiioonn  PPCCII::  FFrroomm  AAccccuurraattee  DDiiaaggnnoossiiss

ttoo  TTrreeaattmmeenntt  

From Tuesday to Friday, your days will be

full with interesting, dynamic academic

environment. Of the sessions TCTAP

Fellowship Course is specially designed

Today’s Highlights
Breakfast Meetings
- Meet the Experts over Breakfast #1-#5

7:00 AM – 8:10 AM

TCTAP Opening and Session 
Live cases & TCT Highlights
- Multivessel and Left Main Disease
- TAVI Clinical Updates
- Selected “Hot” Topics
Main Arena, 8:25 AM – 12:15 PM

Live Cases and Plenary Session
Main Arena, 2:00 PM – 6:00 PM

TAVI 
Featured Lectures and Live Cases
Coronary Arena, 2:00 PM – 6:00 PM

Lower Extremity Intervention
Featured Lectures and Live Cases

Endovascular Arena, 2:00 PM – 6:00 PM

Moderated Oral Abstract Competition
Abstract Zone I, Level B2, 2:00 PM – 6:00 PM 

Abstract Zone II, Level B2, 2:00 PM – 6:00 PM

Moderated Complex Case Competition
Case Zone I, Level B3, 2:00 PM – 6:00 PM

Case Zone II, Level B3, 2:00 PM – 6:00 PM

Case Zone III, Level B3, 2:00 PM – 6:00 PM

TCTAP Award 2012 “Master of the Masters”
Main Arena, 12:15 PM – 12:30 PM

The opening of the 17th 'ANGIOPLASTY SUM-

MIT 2012-TCT Asia Pacific' has been

announced with hundreds of specialists and

experts gathering at the Main Arena, of the

Sheraton Grande Walkerhill Hotel, in Seoul,

Korea on April 25th. Dating back 17 years in

history, here is another chapter of this stimu-

lating and proactive scientific program. This

symposium has been dedicated to its mission

to bring together medical professionals from all

over the world, and to exchange new knowl-

edge and ideas in the field of cardiovascular

medicine. This interactive course will entirely

cover the most relevant issues in this field and

provide a great opportunity to obtain cutting-

edge and the most advanced Western and

European techniques, overviews, and clinical

studies for the specialized physicians and

other health care professionals. More than

3,500 delegates and 500 invited specialists

from a wide range of disciplines will participate

in this conference. The participants can review

the latest basic and clinical investigations and

learn how to optimally manage patients with

vascular or structural heart disease and inte-

grate the newest

interventional

techniques and

devices related

to patient care in

the coronary,

peripheral and

carotid arteries,

and structural

heart disease.

New for the

2012 meeting,

the TCTAP

F e l l o w s h i p

course covers all

the aspects of left main and bifurcation from

“accurate diagnosis to treatment” with oppor-

tunities for interactions with the world-

renowned faculty. Learn from expert sessions

presenting case based learning by real case

presentation and focused review concentrating

on FFR, non-invasive imaging, anti-platelet

issues and transcatheter valve therapy. “The

International Chambers: Partnership Sessions

with Global Societies” is jointly organized by

global interventional groups from different

spectrum and provides an opportunity to com-

municate and collaborate. The course director

of the congress, Dr. Seung-Jung Park, men-

tioned in his opening address that he hopes

the participants maximize their learning experi-

ence from the precious lectures and live

demonstrations of worldly renowned experts.

This international scientific congress is working

to establish a bridging role between Asia

Pacific and Western regions in cardiology. Dr.

Park said that they will be working even harder

at publicizing throughout the Asia Pacific Rim

region, and update themselves continuously to

coincide with current trends of the industry. 

Grand Opening of
'ANGIOPLASTY SUMMIT 2012-TCT Asia Pacific’
Main Arena, Vista Hall, 8:25 AM
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for fellow and young cardiologists who need step by step learn-

ing points of left main and bifurcation PCI. There still remains

something that needs to be resolved in the treatment of left

main and bifurcation. And for this reason this session specially

addresses some important insights for treating diseases and

technical and clinical challenges in which the experts experi-

ence on a daily basis. It is really exciting to see and listen to

knowledge and technical know-how presented by the most

experienced cardiologists. 

MMeeeett  tthhee  EExxppeerrttss  oovveerr  BBrreeaakkffaasstt

Come out of your cozy bed, and go to the morning sessions

starting from 7:00 am every morning. One of the main advan-

tages of this session is a lively open communication on each

topic between the experts and attendees. Every current issue

in cardiovascular and endovascular interventional field, includ-

ing FFR, CTO intervention, DES technologies, and TAVI will be

discussed. 

TThhee  SSttaattee  ooff  tthhee  AArrtt  LLeeccttuurreess::  WWrraapp--uupp  aanndd  BBrraanndd--NNeeww

KKnnoowwlleeddggee  wwiitthh  EExxppeerrttss

Clinical trials and new solutions for treating patients have been

introduced and presented over the past year in many coun-

tries. This session is intended to explore recent advances in

cardiology and review the most influential and significant

researches with experts.    

Following topics will be discussed: 

- Percutaneous Coronary and Non-Coronary Intervention

- Update on Revascularization Guideline and Acute Care/Drug

Therapy

- Imaging, Physiology, and Vulnerable Plaque

- Advances in Surgical and Cell Therpay for Ischemic Heart

Disease

MMooddeerraatteedd  CCoommpplleexx  CCaassee  &&  AAbbssttrraacctt  CCoommppeettiittiioonn

Every year these sessions are extremely popular and well attend-

ed. Many of interesting cases and abstracts are presented by

passionate cardiologists, and they are always very competitive.  

from page 1

International Sites

Live Case Transmission Sites
Live Case Demonstration is a core of the ANGIOPLASTY SUMMIT-TCTAP 2011, featuring the different strategies and techniques by

world first-class operators in the same type of lesions simultaneously. 

Columbia University Medical Center, New York, USA

UMain Arena, April 25(Wed.),8:40 am-9:40 am

Korean Sites

Asan Medical Center, Seoul

UMain Arena, April 25 (Wed.), 2:00 pm-3:00 pm/4:00 pm-5:30 pm 

April 26 (Thur.), 8:30 am~9:30 am/11:00 am~12:00 am/2:00 pm~3:00 pm/4:00 pm~5:30 pm 

UEndovascular Arena, April 25 (Wed.), 3:00 pm-4:00 pm/5:00 pm-6:00 pm

April 26 (Thur.), 9:40 am-10:20 am/11:30 am-12:30 pm/3:30 pm-4:00 pm

National Center for Cardiovascular Diseases of
China and Fu Wai Hospital, Beijing, China

UMain Arena, April 26(Thur.),10:30 am~11:00 am

UCoronary arena, April 26(Thur.),11:30 am~12:30 am

Toyohashi Heart Center, Toyohashi, Japan

UMain Arena, April 26 (Thur.), 3:00 pm-3:30 pm

UCoronary Arena, April 26 (Thur.), 4:00 pm-5:00 pm

Keimyung University Dongsan Medical Center,
Daegu

UMain Arena, April 25 (Wed.), 3:30 pm~4:00 pm

UCoronary Arena, April 25 (Wed.), 5:00 am-6:00 pm

Registration Desk [Conference Bag & 
Badge Pick-up]

Location 
B3, Registration
Opening Hours 
UTuesday 24, 10:00 AM – 7:00 PM
UWednesday 25, 6:30 AM – 7:00 PM
UThursday 26, 6:30 AM – 7:00 PM
UFriday 27, 6:30 AM – 3:00 PM

Preview Room for Presenters 
Location 
B1, W Seoul-Walkerhill
Opening Hours 
UTuesday 24, 10:00 AM – 7:00 PM
UWednesday 25, 6:30 AM – 7:00 PM
UThursday 26, 6:30 AM – 7:00 PM
UFriday 27, 6:30 AM – 3:00 PM

Scientific Sessions
Opening Hours 
UWednesday 25, 8:25 AM – 6:00 PM
UThursday 26, 8:30 AM – 6:00 PM
UFriday 27, 8:30 AM – 3:00 PM

Industry Satellite Symposium
Opening Hours 
Breakfast Meeting
UApril 25 (Wed.)~ 27 (Fri.), 7:00 AM- 8:10 AM 
Lunchtime Activities
UApril 25 (Wed.) ~26 (Thu.), 12:45 PM- 1:45 PM
Evening Symposia
UApril 24 (Tue.) ~ 26 (Thu.), 6:00 PM- 8:30 PM 

Information Desk
Locations

UB3, Exhibition Hall III
UB2, Exhibition Hall II
UB1, Exhibition Hall I
U1F, Entrance

Exhibition & Learning Center
Locations
UExhibition I: B1, Grand Hall
UExhibition II: B2, Main Arena Lobby
UExhibition III & Valve Learning Center: B3,

Public Area
UExhibition IV: 1F, Coronary & Endovascular

Arena Lobby
Opening Hours 
UWednesday 25, 8:00 AM – 6:00 PM
UThursday 26, 8:00 AM – 6:00 PM
UFriday 27, 8:00 AM – 3:00 PM

Internet 
Free WiFi is available in whole area of the
venue.

Cyber station
Location
UB1, Exhibit Hall ∞

UB2, Exhibit Hall ±

U1F, Exhibit Hall ≥

Lost & Found 
If you have lost and found items please visit
CVRF booth (B1)

Free Mobile Recharge 
Available at Exhibition Hall∞ (B1) and
Exhibition Hall ≤ (B3).

Meeting Information 

Continued on page 3
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The numbers of case and abstract submis-

sions are both increased, and 227 cases

and 299 abstracts are presented at TCTAP.

For each session 5-7 cases and abstracts

are presented, and the panels review and

select the best from each session. After

the meeting, the two final winners, each

from case and abstract presenters will be

chosen for TCTAP Best Young Scientist

Award.

The Moderated Abstract/Case Competition

sessions take place Wednesday and

Thursday.

We wish to thank all the dedicated and

hard-working CVRF staff and faculty for

their enormous efforts in preparing for

TCTAP. All of us are looking forward to a

year’s worth of planning resulting in an

exciting learning experience for the thou-

sands of TCTAP attendees, as well as our

faculty coming from all different parts of

the world. We have no doubt this event

will ultimately result in improved care for

patients with cardiovascular disease.  

FFR Guided and IVUS Supported Functional Angioplasty
Let’s Overcome our Visual Bias for more Optimal Stent Results

In this TATAP 2012 meeting, Seung-Jung

Park, MD from Asan Medical Center,

Seoul, Korea summarized the concept of

Visual Functional Mismatch.

During the past several decades, revascu-

larization for acute coronary syndrome

was considered as life saving procedure.

In fact, the studies demonstrated that the

revascularization was associated with

lower mortality in STEMI patients or lower

hard endpoints (death or myocardial

infarction) in ACS patients. In contrast, the

efficacy of revascularization in patients

with stable coronary artery disease has

been debatable. Large randomized clinical

trials comparing the revascularization and

the optimal medical treatment such as

COURAGE or BARI2D trials failed to

demonstrate the benefit of stent implanta-

tion. Therefore, stent seems to be implant-

ed only in medically refractory patients

having objective evidence of ischemia.

However, in the real world practice, only

40% of patients underwent stent implan-

tation performed stress test prior to percu-

taneous coronary intervention (PCI). Given

the finding that fractional flow reserve

(FFR) was more than 0.80 in about 40% of

angiographic significant stenosis, the

unnecessary procedure was performed in

substantial stable coronary artery disease

patients. In addition, only 50% of PCI pro-

cedures in stable coronary artery patients

was considered as appropriate according

to the PCI appropriate use criteria.

Therefore, to make a treatment decision

for PCI, FFR should be applied, particularly

in cases of obscure ischemic potential to

avoid unnecessary stent implantation and

related complication, which may be asso-

ciated with the improvement of PCI out-

comes.

The most important reason why we should

use FFR in daily cath lab activity is the

inaccuracy of coronary angiogram in deter-

mining the functional severity of coronary

artery stenosis. During the past several

decades, coronary angiography was used

as the limited golden standard to diag-

nose obstructive coronary artery disease.

However, coronary angiography alone may

over or underestimate the severity of coro-

nary artery stenosis. A sub-analysis from

the FAME study thoroughly evaluated the

“visual-functional mismatch” of coronary

artery disease. Of the patients with 3 ves-

sel disease, as assessed by visual estima-

tion, only 14% had 3 vessel disease after

fractional flow reserve (FFR) measurement,

whereas 9% had no functionally signifi-

cant stenoses. Of the 1,329 target lesions

(>50% stenosis by visual estimation), only

816 (61%) had FFR ≤0.80. Furthermore,

among lesions with stenoses of 50% to

70%, 71% to 90%, and 91% to 99%, only

65%, 20%, and 4%, respectively, were

found to have FFR >0.80. Of 509 patients

with angiographically defined multi-vessel

disease, only 235 (46%) had functional

multi-vessel disease (≥2 coronary arteries

with an FFR ≤0.80). These findings indicat-

ed that, in the absence of FFR, about 40%

of unnecessary procedures would have

been performed in functionally insignifi-

cant stenotic lesions. Furthermore, a con-

siderable proportion of patients who

could have been treated by PCI underwent

bypass surgery.

Although such a “visual-functional mis-

match” was frequently encountered in

daily practice, the mechanism of this phe-

nomenon was poorly understood. This

issue has important implications for many

physicians to overcome the angiography

dependent decision making for revascu-

larization leading to perform the unneces-

sary procedures or vice versa. Therefore,

SJ Park and his colleagues prospectively

analyzed the data of simultaneous perfor-

mance of quantitative coronary angiogra-

phy, fractional flow reserve measure-

ments, and intravascular ultrasonography

in 1000 patients (1066 non-left main

lesions and 63 left main lesions). In this

study, they found that among the

stenoses with angiographic diameter

stenosis (DS) ≥50%, 35% of left main

lesions and 57% of non-left main lesions

had FFR ≥0.80 (p=0.032). Conversely,

among the stenoses with DS <50%, 40%

of left main lesions and 16% of non-left

main lesions had FFR <0.80 (p<0.001)

(Figure 1). Independent predictors of FFR

≥0.80 in stenoses with DS ≥50% (mis-

match) included older age, non-left anteri-

or descending artery lesions, the absence

of plaque rupture, shorter lesion length,

larger minimal lumen area, smaller plaque

burden and greater minimal lumen diame-

ter; independent predictors of FFR <0.80 in

stenoses with DS <50% (reverse mis-

match) included younger age, left anterior

descending artery lesions, the presence of

plaque rupture, smaller minimal lumen

area and larger plaque burden. In addi-

tion, they performed a simulation study to

support their findings as shown in Figure

2. SJ Park said that the discrepancy

between coronary angiography and FFR in

assessment for coronary artery stenoses

was attributable to the various clinical and

lesion specific factors, frequently unrecog-

nizable in diagnostic coronary angiogra-

phy, suggesting coronary angiography

cannot sufficiently predict the result of

FFR. Therefore, interventional cardiologists

should overcome the personal visual bias

that produces suboptimal outcome

options and employ  functional evaluation

prior to PCI.

As a complementary modality, IVUS also

carries an important role in contemporary

PCI procedure. SJ Park and his colleague

also reevaluated the IVUS MLA criteria to

determine the functional significance. They

addressed these issues in 201 patients

with 236 coronary lesions who underwent

pre-interventional IVUS and FFR measure-

ments to determine the best IVUS MLA cri-

teria corresponding to FFR <0.80. Using

ROC analysis, they provided new IVUS MLA

criteria, showing that the best cut-off value

of IVUS MLA for predicting FFR <0.80 was

2.4 mm2, a figure smaller than previously

reported. However, even using our new,

stricter criteria of MLA, <2.4 mm2, 30% of

analyzed lesions had MLA <2.4 mm2 but

FFR >0.80. Thus, they demonstrated that

regardless of cutoff values, use of IVUS

MLA criteria alone could not predict the

result of FFR measurement and still lead to

the performance of unnecessary proce-

dures in a considerable proportion of

patients. Therefore, operators should be

aware of this disconnection between visu-

al by IVUS and functional relationship. In

addition, MLA alone cannot replace the

role of non-invasive or invasive functional

studies in making clinical decisions about

whether to dilate a coronary stenosis.

Instead, IVUS should be utilized to secure

the PCI procedure in accurately assessing

coronary anatomy, assisting in the selec-

tion of treatment strategy, and in stent

optimization. In addition, recent observa-

tional studies demonstrated that IVUS

guided PCI was associated with lower

adverse clinical outcomes in patients with

significant left main coronary artery dis-

ease, bifurcation disease, and even in

“real world” population.

SJ Park concluded FFR can be used to

determine the functional significance of a

stenotic lesion, whereas IVUS surveillance

can be used to assess the anatomy of a

lesion, including its size, the position of

plaque, and the adequacy of stent deploy-

ment. The simultaneous utilization of

these two complementary modalities may

result in the optimization of PCI results

and may indicate the future direction of

interventional cardiology.

Figure 1.

Figure 2.
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Identification of High-Risk Patients: From Vulnerable

Plaque to Ischemia
Vulnerable Plaque: Anatomic Features Linked to Future Events
Room 3-1, Cosmos Room, Level 3, 1:00 PM - 02:15 PM

Renu Virmani, MD
Acute coronary

syndromes (ACS)

and sudden car-

diac death are the

main causes of

morbidity and mor-

tality worldwide.

ACS is an acute

clinical manifestation of the chronic

process of atherosclerosis. In the majority

of patients, ACS events are caused by

plaque rupture in flow-limiting and non-

flow-limiting angiographically intermediate

stenoses. Histopathologic analyses have

shown that plaque composition is related

to the occurrence of acute clinical events

and therefore, to the vulnerability of the

plaque. The original concept of vulnerable

plaque, an assumed precursor lesion of

plaque rupture, was introduced by Muller

and defined as a coronary lesion that mor-

phologically resembles ruptured plaque

but has an intact fibrous cap without

thrombosis. 

Vulnerable Plaque: Anatomic Features

Linked to Future Events was presented at

the Cosmos room (level 3), April 24th, at

1:00 PM by Dr. Renu Virmani (CVPath

Institute, Gaithersburg). She showed that

her laboratory has assessed the character-

istics of ruptured and vulnerable plaque

thin cap fibroatheroma (TCFA) where the

fibrous cap thickness of ruptured plaque

measured only 23æ19 µm by histomor-

phometric analysis.  The current definition

of TCFA, fibrous cap thickness of ¬65µm,

is based on the same study since 95% of

the remnant fibrous cap of ruptured lesion

measured ¬65 µm. 

The morphology of TCFA shows a relatively

large necrotic core with an overlying thin

but intact fibrous cap infiltrated by chronic

inflammatory cells consisting mainly of

macrophages, suggesting that these

inflammatory cells may play an integral

role in triggering the destruction of the

fibrous cap. There is generally a paucity or

absence of smooth muscle cells but the

matrix of the cap is composed of Type I col-

lagen. Despite similarities with rupture,

TCFA exhibits a trend towards smaller

necrotic cores and less calcification. Cross-

sectional luminal narrowing and positive

remodeling of TCFA exhibits

are also typically less than in

ruptured plaques, indicating

the importance of plaque vol-

ume as well as plaque com-

position to determine the

vulnerability of the plaque. 

On the other hand, it is also

known that the rupture of a

plaque does not always lead

to a clinical event. Autopsy

studies suggest that plaque

progression beyond 40 to 50

% cross-sectional area lumi-

nal narrowing occurs sec-

ondary to "silent" ruptures.

Healed ruptured lesions sites can easily

be identified histologically by the pres-

ence of breaks in the fibrous cap with

overlying newly laid down fibrous intimal

tissue that is rich in proteoglycans. As the

frequency of healed plaque ruptures

increases so does the lumen narrowing.

She presented that the main mechanism

of progression of luminal narrowing could

be through repeated silent ruptures with

non-occlusive thrombus. It is occlusive

thrombosis or severe narrowing from

thrombosis that is the primary substrate

responsible for the clinical manifestation

such as acute coronary syndrome or sud-

den death (Figure). Her recent study of

ruptured plaque revealed that the necrotic

core area within the plaque is the best

morphological predictor of the occlusive

thrombosis among other parameters such

as macrophage infiltration and fibrous cap

being equally important but are difficult to

detect non-invasively, raising the question

of whether we need a more sophisticated

definition of TCFA than the fibrous cap

thickness as appropriate for the clinical

identification of a high-risk plaques.

Accurate diagnosis of high-risk plaque is a

priority concern for all cardiologists with

the idea that if we could identify these

sites prior to a rupture, then we could treat

them by non-interventional or interven-

tional means. With attempts to identify

these high-risk plaques, many invasive

and non-invasive methods have been

introduced recently. Intravascular ultra-

sound (IVUS) has been conventionally

used for many decades; however, it has

been difficult to accurately identify plaque

components or microstructures because

of limitated spatial resolution. Optical

coherence tomography (OCT), which has a

high resolution of 15 to 20 µm, has the

ability to measure fibrous cap thickness

and to detect macrophage infiltration;

however, it has limited depth penetration.

Further technological advancements are

needed to identify vulnerable plaque with

higher accuracy. Or, we need a revised,

more precise definition of which vulnera-

ble plaque will rupture and therefore are

truly high-risk plaque.

Plaque Profiling:
Pursing VP
Signatures & New
Therapeutic Agents

Cheol Whan Lee,
MD
Dr. Cheol Whan

Lee, Professor of

M e d i c i n e ,

Division of

Cardiology at the

Asan Medical

Center, presented

on plaque profiling: pursing VP (vulnera-

ble plaque) signatures and new therapeu-

tic agents, at the Cosmos room (level 3),

April 24th, at 1:15 PM.  Plaque rupture

and subsequent thrombus formation is

the initial event of acute coronary syn-

drome (ACS). HMGCoA reductase

inhibitors (statins) and P2Y12 receptor

blockers (clopidogrel, ticagrelor) are the

cornerstone of therapy for ACS patients. It

has been demonstrated that the statins

start to prevent coronary events rapidly,

long before cholesterol levels fall. HMG-

CoA reductase is present in coronary ath-

erosclerotic plaques, and is more com-

monly expressed in unstable plaques

compared with stable plaques. These find-

ings may help explain the early benefits of

statin therapy in patients with ACS, he

said. In addition, in the PLATO trial, the

cardiovascular benefits of ticagrelor out-

weighed those of clopidogrel, suggesting

additional benefits beyond platelets. He

showed that the P2Y12 receptor is also

present in coronary atherosclerotic

plaques, and increased in culprit plaques

of patients with ACS. These results sug-

gest that the P2Y12 receptor may play a

direct role in plaque destabilization, sup-

porting pleiotropic effects coupled with

the P2Y12 receptor. Despite evidence-

based treatment, a substantial number of

patients experience recurrent coronary

events after ACS, requiring new therapeu-

tic agents. Currently, the research on

plaque rupture is hampered by lack of a

suitable animal model. Using coronary

atherectomy tissues, he presented poten-

tial new targets relating to plaque rupture,

including ADAMTS proteases and inflam-

matory markers. Finally, he said that

plaque profil ing may provide novel

insights into the mechanism of plaque

instability, and a new approach for poten-

tial drug target discovery.
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TCTAP Highlights: Updates and Controversies
Wednesday, April 25, Main Arena, Vista Hall, Level B2, 9:40 AM – 6:30 PM

Multivessel and Left
Main Disease 

For several decades, coronary-artery

bypass grafting (CABG) has been regarded

as the treatment of choice for patients

with multivessel and unprotected left

main coronary artery (LMCA) disease.

However, because of marked advance-

ments in techniques of percutaneous

coronary intervention (PCI) and CABG as

well as adjunctive pharmacologic therapy,

a new evaluation and review of current

indications for optimal revascularization

therapy for multivessel and LMCA disease

may be required to determine the stan-

dard of care for these patients.

Multivessel Disease 

Both CABG and PCI are safe and estab-

lished treatment modalities of revascular-

ization for patients with multivessel dis-

ease. However, conflicting information

exists when comparing the long-term effi-

cacy and survival benefits of the two treat-

ment strategies for patients with multives-

sel disease. The optimal treatment for

these patients is still subject to discus-

sion, given the lack of fairly designed,

prospective, randomized data reflecting

current practice in the modern era.

Furthermore, the clinical outcomes after

revascularization differ according to the

number of diseased vessels, presence or

absence of diabetes, left main disease,

left ventricular dysfunction and patient

preference issue.

Recently four-year results of “the Synergy

between PCI with Taxus and Cardiac

Surgery (SYNTAX)” trial were presented at

the European Association of Cardio-

Thoracic Surgery 2011 Annual Meeting.

One of the key objectives of this SYNTAX

trial is to provide guidance to physicians

on optimal revascularization strategies for

patients with higher risk lesions. The SYN-

TAX score was developed to characterize

disease complexity of the coronary vascu-

lature with respect to lesion frequency,

location, and angiographic complexities.

Higher SYNTAX scores are indicative of a

more complex overall vascular tree. It is

hypothesized that patients with higher

scores would have worse clinical out-

comes.

At four years, there is no difference in

MACCE between CABG and PCI in those

with a low (0-22) baseline SYNTAX score

(26.1% vs 28.6%;

p=0.57), but for

those with an inter-

mediate (23-32) SYN-

TAX score, there was

significant difference

in MACCE rate

(21.5% for CABG vs

32% for PCI;

p=0.006). For those

with a high SYNTAX

score (≥33), mortality

was double in the PCI

group compared with

CABG (16.1% vs

8.4%; p=0.04) and MI was two to three

times higher with PCI than with CABG

(9.3% vs 3.9%; p=0.01). In this highest-

risk group, even the end point of

death/CVA/MI becomes significantly high-

er with PCI, (22.7% vs 14.6%; p=0.01),

and MACCE were much higher (40.1% vs

23.6%; p<0.001), driven in large part by a

17% higher rate of revascularization in this

high-risk group at four years. These four-
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year SYNTAX results suggest that CABG

remains the standard of care for patients

with complex disease (intermediate or

high SYNTAX scores) and PCI may be an

acceptable alternative revascularization

method to CABG when treating patients

with less complex (lower SYNTAX Score)

disease. However, the SYNTAX trial was

performed using the TAXUS stent (Boston

scientific), a first generation drug-eluting

stent (DES). Therefore, there is a controver-

sy that there may be a different result if the

next generation DES were used.

Left Main Disease

The available current evidence suggests

that the composite outcome of death,

myocardial infarction and stroke is similar

in patients with LMCA disease who are

treated with PCI or CABG; the only differ-

ence was the rate of repeat revasculariza-

tion. Although PCI can be performed suc-

cessfully in most LMCA lesions, “high-

risk” anatomic subsets, especially involv-

ing distal LMCA bifurcation lesions, con-

tinue to present unique technical chal-

lenges to interventional cardiologists.

Therefore, an integrated approach com-

bining advanced devices, tailored tech-

niques, adjunctive support of physiologic

and morphologic evaluation, and adjunc-

tive pharmacologic agents should be rein-

forced to improve clinical outcomes.

At TCT 2011, four-year results of left main

subgroup in SYNTAX trial were presented. At

four years, overall MACCE in the PCI group

was comparable with CABG (33.2% vs

27.8%; p=0.14) and similar overall safety

outcomes (Death/CVA/MI) were observed

between PCI and CABG (17.1% vs 17.7%;

p=0.79). However, there was a higher rate of

revascularization in the PCI group (23.5% vs

14.6%; p=0.003), and a higher rate of CVA in

the CABG group (4.3% vs 1.5%; p=0.03). The

majority of new events occurred in patients

with high SYNTAX scores and PCI outcomes

are excellent relative to CABG in LM isolated

and LM+1VD. Therefore, SYNTAX trial showed

that PCI is a reasonable treatment alterna-

tive, in particular, when the SYNTAX score is

low (≤22) or intermediate (23-32).

However, SYNTAX trial leaves many ques-

tions unanswered: 1) Can PCI outcomes be

improved by use of better a

DES (e.g. the everolimus-

eluting Xience stent), better

pharmacotherapy (e.g.

bivalirudin), better devices

(e.g. IVUS/FFR), more fre-

quent staging procedures in

complex disease, or avoid-

ance of routine angiographic

follow-up? 2) Can CABG out-

comes be further improved

3) Is PCI really non-inferior or

superior to CABG in SYNTAX

≤32 patients with LM dis-

ease for meaningful primary endpoints

(death, stroke and MI)?

“The Evaluation of Xience Prime or Xience

V versus Coronary Artery Bypass Surgery

for Effectiveness of Left Main Revascula-

rization (EXCEL)” trial is a multicenter,

ongoing trial conducted in patients with

left main disease and SYNTAX score≤32 to

establish the presumptive advantage of

PCI versus bypass surgery in patients with

less complex coronary artery disease than

those enrolled in the SYNTAX trial. Current

status of the EXCEL study will be present-

ed by Dr. Gregg W. Stone in TCT Highlights.

Current evidence from clinical trials and

large off-label experiences showed that

PCI can yield comparable safety and effi-

cacy outcomes to CABG, updating the cur-

rent guideline for LMCA revascularization,

which might have prompted many inter-

ventional cardiologists to choose PCI as a

good treatment option for patients with

LMCA disease. However, to get more con-

firmative answers, large randomized clini-

cal trials with long-term follow-up are

needed.

Breakthrough for Transcatheter Valve Intervention? : TAVI
Coronary Arena, Mugunghwa Hall, Level 1, 2:00 PM – 6:00 PM

In the 17th

ANGIOPLAST

S U M M I T

2012-TCTAP,

the latest

technical and

c l i n i c a l

i n v e s t m e n t

about tran-

scatheter aor-

tic valve implantation (TAVI) will be dis-

cussed as a  hot topic. On Wednesday

afternoon at 2:00 PM in the Coronary

Arena, there will be a “Transcatheter

Aortic Valve Implantation” session cover-

ing  tips and tricks for a successful TAVI

with Edwards Sapien and Medtronic

CoreValve and  the prevention of compli-

cations such as paravalvular leak, stroke,

and conduction disturbance.

TAVI is now a valuable option in the treat-

ment of high-risk severe symptomatic aor-

tic stenosis according to the first random-

ized trial, PARTNER cohort B, published in

the New England Journal of Medicine in

2010. PARTNER cohort A compared TAVI

with surgical aortic valve replacement

(sAVR) in a high-risk population of

patients with severe aortic stenosis. In the

intention-to-treat analysis, death from any

cause (the primary end point) was not dif-

ferent between the TAVI and sAVR groups

at 30 days (3.4% vs 6.5%, respectively) or

1 year (24.2% vs 26.8%, respectively),

which led to the conclusion that TAVI was

non-inferior to sAVR. Patients in the TAVI

group had a shorter length of stay in the

intensive-care unit and a shorter index

hospitalization compared with patients

undergoing sAVR. Bleeding and new onset

of atrial fibrillation were more frequent in

the surgical group, whereas rates of vas-

cular and neurological complications were

higher in the TAVI group. According to the

PARTNER trial, US FDA approved the tran-

femoral TAVI with Edwards Sapien in

patients with inoperable severe sympto-

matic aortic stensosis since November

2011. Several clinical trials are ongoing

worldwide.

Tips and Tricks for a Successful
TAVI with Edwards Sapien and
Medtronic CoreValve

The first step to successful TAVI is to

select suitable patients. Patients are

selected for TAVI on the basis of their sur-

gical risk and anatomical suitability. The

risk of the patient is generally measured

by the logistic European System for

Cardiac Operative Risk Evaluation

(EuroSCORE) or the Society of Thoracic

Surgeons (STS) score. Patients are, broad-

ly speaking,

c o n s i d e r e d

suitable if

they have a

l o g i s t i c

EuroSCORE of

>20% or an

STS score of

>10. However,

there are

inherit limita-

tions in the

risk models.

Risk models

are calculated

based on the

retrospective

data and may

not account for the pertinent variables.

Moreover, all risk algorithms are based on

operated patients and do not factor in

inoperable patients and the definitions of

variables between the models are often

not equivalent and do not include vari-

ables that are available but are ignored

because they are associated with risks

such as frailty index. The anatomical suit-

Continued on page 11
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Continued on page 12

ability is decided after a number of spe-

cialized imaging techniques, such as

transthoracic and transesophageal

echocardiography, coronary and peripher-

al angiography, and computed tomogra-

phy. After the risk assessment and the

specialized imaging, the patient should be

reviewed by a multidisciplinary team to

decide on the best approach to the treat-

ment of the aortic stenosis. There are no

perfect risk algorithms or tools, therefore,

currently available risk algorithms and

unaccounted variable index, such as

frailty and debility index, are considered

together based on the multidisciplinary

team approach.

Dr. Eberhard Grube will introduce “Tip and

Tricks for Successful TAVI with Medtronic

CoreValve” in the Coronary Arena and also

Dr. Gerald Yong  will give us valuable com-

ments about “Tips for Good TAVI with

Edwards Sapien”.

Stroke: Etiology and Prevention

Stroke is a potential complication of treat-

ing patients with aortic stenosis via TAVI.

Although its occurrence is rare, stroke sig-

n i f i c a n t l y

affects sur-

vival and

quality of life.

Strokes during

TAVI are multi-

factorial; the

dominant eti-

ology is likely

i n t r a p r o c e -

dure embolic

events. A tran-

s c r a n i a l

doppler study

during TAVI

demonstrated

that the

majority of

p r o c e d u r a l

e m b o l i c

events occurred during balloon valvulo-

plasty, manipulation of catheters across

the aortic valve, and valve implantation.

Five registries and 1 randomized trial

reported stroke outcomes with the

Edwards Sapien transcatheter heart valve

using a transfemoral approach (TF).

Reported strokes in these 5 registries

ranged from 2.4% to 6%. In the SAPIEN

Aortic Bioprosthesis European Outcome

registry, the largest registry of Edwards

Sapien TF cases, strokes were observed in

2.5% of patients. Four registries reported

stroke-related clinical outcomes with the

self-expanding CoreValve system. Looking

at outcomes with the first 3 generations of

devices in one registry, the overall proce-

dure rate of stroke was 4.4% (6 of 136),

but was lower with the third-generation

device (2.9% [3 of 102]). In the other reg-

istries, 30-day strokes ranged between

1.9% and 4.5% with the TF approach with

the 18-F device. The PARTNER trial showed

that the rates of major stroke (modified

Rankin Scale score of ≥2) was 5% at 30

days and 7.8% at 1 year. In the PARTNER

randomized trial of TAVI versus AVR, inde-

pendent risk factors for early stroke were

assigned to TAVI (vs. AVR) and a smaller

aortic valve area. Predictors of late stroke

(after 30 days) were: 1) history of stroke 6

to 12 months before the procedure 2) non-

TF candidate, reflecting a higher burden of

atherosclerosis and more frequent vascu-

lopathy and 3) higher New York Heart

Association functional class. There were

no important differences in the frequency

of late stroke between TAVI and AVR

patients. In the setting of TAVI, the pres-

ence of a major stroke is associated with a

poor overall prognosis, and efforts to

reduce the rate of stroke after these proce-

dures are ongoing. Because a significant

percentage of these strokes appear to be

procedure-related and embolic in nature,

some have suggested that active protec-

tion of the cerebral circulation from

embolic debris might be helpful.

According to several studies, a high pro-

portion of patients who underwent TAVI

have positive neuro-image (MRI, diffusion-

weighted MRI), but most of them have no

impairment of neuro-cognitive function

nor clinical neurologic events associated

with MRI defects. Eighty percent of MRI

defects were resolved after 3 months of

the imaging study. One study showed no

difference in development of stroke

between TF and transapical approach.

Therefore, stroke after TAVI have remained

the solving problem and pathophysiology.

Dr. Corrado Tamburino will present the

“Stroke: Etiology and Prevention” in the

Coronary Arena.

Conduction Disturbance: Pre-
valence and Prevention

TAVI may give an injury to the atrioventric-

ular conduction system as it courses

through the interventricular septum below

the aortic valve. In general, an atrioven-

tricular block is a known complication of

sAVR with reported incidence up to 8.2%.

So far, the rate of new pacemaker implan-

tation with the CoreValve device (9-36%)

is clearly higher than the rate reported

with the Edwards device (3-12%). Ian T.

Meredith will introduce the “Conduction

Disturbance: Prevalence and Prevention”

in the Coronary Arena.

Future Perspectives in TAVI:
Low-risk Patients, Valve-in-
Valve, and Aortic Regurgitation

The promise

of TAVI is

finally becom-

ing a reality in

near future;

h o w e v e r ,

e n t h u s i a s m

must be tem-

pered by sci-

entific rigor

and further

r a n d o m i z e d

controlled tri-

als need to be

done to fur-

ther expand

the indication

for TAVI such as low-risk, valve-in-valve,

and aortic regurgitation. With develop-

ment of device technology and skilled

experts, TAVI will be a safer and broader

procedure according to the larger clinical

trials. After the development of tech-

niques and device technology, the biggest

problem to be solved is long-term durabili-

ty of the mechanical prosthesis. There are

many previous

studies in this

area that comes

through the tis-

sue valve

through surgical

treatment (peri-

mount pericar-

dial bioprosthe-

sis) with data

on the replace-

ment of the

long-term dura-

bility well docu-

mented. With

more than 18

years to main-

tain function,

the bioprosthet-

ic rate reaches 68% and 62% without

reoperation. In particular, over the age of

60 the reoperation rate was closer to 76%.

Edward and company announced 20 years

worth of data showing a similar figure as

above. 

Gurvitch released in 2010 on average 3.7

years of data successfully tracking 100

patients who underwent the Edwards

valve; the survival rate of 57% and reoper-

ation was 98.5% if lasting. Valve area and

hemodynamic parameters were main-

tained during long-term follow-up. Gerald

Yong, Eberhard Grube, Bernard Chevalier,

and Martin Leon will be dealing with this

hot topic in the Coronary Arena. 

from page 9
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Please visit us at Booth # C23

Breakfast Meeting: Debates and Learning
Endovascular Arena, Level 1, 7:00 AM - 8:10 AM

STEMI Care: Bivalirudin, Is It
the Standard of Care in the
Cath Lab?

Bivalirudin, a direct thrombin inhibitor, has

clearly shown to be an effective tool for

acute coronary syndromes managed inva-

sively, contemporarily causing fewer hemor-

rhagic events. In ISAR-REACT 4 Trials, abcix-

imab and unfractionated heparin (UFH), as

compared with bivalirudin, failed to reduce

the rate of the primary end point and

increased the risk of bleeding among

patients with NSTEMI who were undergoing

PCI. However, its efficacy has been ques-

tioned, mostly in cases of inadequate

platelet inhibition and

during primary PCI due

to an increase in acute

stent thrombosis. This

morning, we will dis-

cuss the most recent

studies on bivalirudin

and debate its routine usage in the catheteri-

zation laboratory during STEMI setting. Dr.

Adnan Kastrati,  who was a chief member of

the ISAR-REACT 4 trial investigators from

Deutsches Herzzentrum, Technische

Universität, Munich, Germany said “Yes, It

Should Be Indicated for All Patients with

STEMI”.

In contrast, Dr. Roxana Mehran, chief

member of the HORIZONS-AMI trial investi-

gators from Columbia University, New

York-Presbyterian Hospital, New York, NY,

USA said “No, Heparin with Provisional GPI

Is Still a Viable Option”. In the HORIZONS-

AMI trial, patients with acute STEMI under-

going PCI, who were treated with

bivalirudin, had substantially lower 30-day

rates of major hemorrhagic complications

and net MACEs than patients assigned to

UFH plus a glycoprotein IIb/IIIa inhibitor

(GPI). These initial benefits were main-

tained at 1 year of follow-up. Recently, the

HORIZONS-AMI trial investigators released

a final report of 3-year outcomes with the

effectiveness and safety of bivalirudin

monotherapy and paclitaxel-eluting stent-

ing sustained at 3 years for patients with

STEMI undergoing primary PCI. However,

concerns persist regarding the risk of stent

thrombosis in the setting of primary PCI for

acute STEMI. In the recent sub-study of the

HORIZONS-AMI trial, the 2-year cumulative

rates of stent thrombosis were 4.4% with

both drug-eluting stents and bare metal

stents (P=0.98) and 4.3% versus 4.6% in

patients randomized to bivalirudin

monotherapy vs. UFH plus a GPI, respec-

tively (P=0.73). Acute stent thrombosis

occurred more frequently in patients

assigned to bivalirudin compared with UFH

plus a GPI (1.4% versus 0.3%; P=0.001),

whereas stent thrombosis after 24 hours

occurred less frequently in patients with

bivalirudin compared with UFH plus a GPI

(2.8% versus 4.4%; P=0.02). Pre-random-

ization heparin and a 600-mg clopidogrel

loading dose were independent predictors

of reduced acute and subacute stent

thrombosis, respectively. They concluded

that stent thrombosis is not uncommon

within the first 2 years after primary PCI in

STEMI, and occurs with similar frequency

in patients receiving DES vs. BMS and

bivalirudin alone vs. UFH plus a GPI.

Optimizing adjunct pharmacology includ-

ing early antithrombin therapy preloading

with a potent antiplatelet therapy may fur-

ther reduce stent thrombosis in STEMI set-

ting. Anyway, bivalirudin is useful adjunc-

tive tool for primary PCI in STEMI whether

or not the patient received pretreatment

with heparin. However, the risk of acute

stent thrombosis associated with

bivalirudin appeared to be mitigated by

the prior use of heparin and the risk of

subacute stent thrombosis by the use of a

600 mg loading dose of clopidogrel. This

data should be confirmed by prospective

studies.
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Continued on page 14

Yesterday afternoon, the “Fellowship

Training Course” was held in Tutorial

Arena with hundreds of people in the

audience. It was exciting to see and listen

to the A to Z of knowledge and technical

know-how presented by the most experi-

enced cardiologists; in particular, the step

by step learning points, which covered the

two main interesting learning subjects:

Left Main and Bifurcation intervention. For

4 hours, the world’s most qualified lead-

ers in these fields shared their own experi-

ences and provided many tips and tricks

by presenting lectures and addressing

questions from the audience. In the left

main session, anatomy and pathology,

non-invasive and invasive functional

assessment, risk stratification and updat-

ed guidelines for left main intervention

were presented and discussed.  Then,

issues about assessing the morphology

and function, experimental results of

bifurcation stenting bench test, predictors

of restenosis and stent thrombosis and

left main bifurcation intervention were

presented and discussed in the bifurca-

tion session. Valuable cases were present-

ed for each subject. This session was spe-

cially designed for fellows and young car-

diologists just starting their career; all the

presentations seek to give the attendant

an understanding of the techniques per-

formed on a daily basis. “It is hoped that

with this educational program, standard-

ized consensus will have been shared in

complex coronary intervention and the

learning curve will have been transversed

to some extent,” said Dr. Seung-Jung Park

(Asan Medical Center, Korea). 

Endovascular Therapy from Carotid to the Below The

Knee (BTK)
Wednesday, April 25, Endovascular Arena, Mugunghwa Hall 2, Level 1, 2:00 PM – 6:00 PM

Fellowship Training Course
Yesterday, Tutorial Arena , Level 4, Tuesday, April 24, 1:00 PM - 5:00 PM

“More Technical, Practical and
Applicable Tips and
Knowledge” 
Come, Learn and See !!! 
Finally, feel like you can do it !!!
We prepared dedicated ses-
sions on lesion subset which
will be followed by a great live
operation.

Lower Extremity
Disease from Iliac
Artery to BTK 
During the past few years, the contents of

this meeting has been growing in quality

and quantity. 

Most of them have been focusing on inter-

ventional cardiology for treating coronary,

but there might be tremendous interest

and development in the field of endovas-

cular therapy, which has contained whole

body arteries from carotid artery to below

the knee arteries. The current Angioplasty

Summit-TCTAP 2012 is also ready to pre-

pare and meet the new era of endovascu-

lar therapy in fields with rising interest,

including LIVE case demonstrations and

dedicated symposiums. We invited world-

leading physicians from around the world.

Our attendees are eagerly waiting to hear

the honorable practices and lectures.

Firstly, we will meet for the session of

“Lower Extremity Disease” Wednesday in

the Endovascular Arena, Mugunghwa Hall

2, Level 1 from 2:00 – 6:00 PM. 

The optimal treatment strategy for ilio-

femoral occlusive disease remains contro-

versial. The Bypass versus Angioplasty in

Severe Ischaemia of the Leg (BASIL) trial

remains the only multi-centre, randomised

controlled trial to have compared a bypass

surgery (BSX) with a balloon angioplasty

(BAP), the first revascularisation strategy

for the treatment SLI due to infrainguinal

disease. An intention to treat analysis of

the BASIL trial has shown that BSX and

BAP first strategies lead to similar amputa-

tion-free (AFS) and overall survival (OS)

out to two years from randomization;

although surgery is significantly more mor-

bid and about one-third more expensive in

the short term. However, for those

patients who survived for more than 2

years after intervention, initial randomisa-

tion to a BSX first strategy was associated

with a significant increase of 7.3 months

in restricted mean OS, and a non-signifi-

cant increase of 5.9 months in restricted

mean AFS during the subsequent follow

(average 3.1, range 1 to 5.7 years).

Hospital costs and health related quality

of life (HRQL) measures were not signifi-

cant between the two groups over the first

3 years. This data suggests that BASIL-like

patients who are expected to live more

than 2 years should usually be considered

for BSX rather than BAP. In spite of these

results, the tremendous endovascular pro-

cedures for these lesions have been per-

formed with the development of tech-

niques and

devices. Several

honorable teachers

will present “More

Technical, Practical

and Applicable Tips

and Knowledge” for

the evolution of

these fields. Dr. Andrej Schmidt (Park

Hospital Leipzig, Germany) will review his

data and practical tips of “Step-wise

Approach of Ilio-femoral CTO Lesions:

Antegrade or Retrograde”. Endovascular

intervention for chronic total occlusion of

the SFA is widely spreading. However, var-

ious approaches do exist alongside the

SFA-CTO; especially the guide wire selec-

tion approach, which is completely differ-

ent with each operation. Recently, the

SFA-CTO EVT success rate is 98%. To

achieve long CTO recanalization, a bi-

directional approach is necessary. There

are two hurdles for CTO intervention. First,

the CTO artery is not visible by angiogra-

phy. The operator assumes CTO artery dur-

ing wire manipulation. This hurdle is going

to be resolved using echography when the

SFA is not calcified. Echo guide wiring is

very useful to visualize the CTO vessel.

You just push the wire through the center

of the plaque. Hard plaque can be a hur-

dle in causing the wire to deflect. To break

through the core of hard plaque, you need

a stiffer wire. Sometimes, this process

causes vessel perforation and we have to

change to the knuckle wire technique.

Subintimal tracking is easily run through

the hard plaque, but stenting is necessary

because the wire route is subintimal.

Tough lesions are graft occlusions with

SFA CTO.

The anastomosis site is severely fibrosed

and usually the Z shape native artery

deformity that was caused by pulling the

anastomosis site is occluded by artificial

grafts. Physically, the stiff wire does not

cross the Z shape curved artery. In a situa-

tion of failed antegrade recanalization, as

an alternative to a conventional trans-

popliteal approach, the retrograde SFA

puncture distal to the adductor canal with

the patient remaining supine is a safe and

a successful technique that represents a

convenient alternative to the conventional

transpopliteal approach.

As for the coronary situation, the drug-

coated balloon angioplasty and drug-elut-

ing stent implantation have been evaluat-

ed as the default strategy for the inhibi-

tion of neointimal hyperplasia. Mark W.

Burket (The University of Toledo Medical

Center), a specialist, will focus the drug-

effect in the femoropopliteal lesions. The

concept of drug-eluting devices is promis-



14

ing and early clinical data make it appeal-

ing for use in peripheral vascular disease.

The evidence on the use of anti-prolifera-

tive stents or balloon catheters in prevent-

ing restenosis in lower limb atherosclero-

sis is slowly emerging, and may give guid-

ance of their use in the future. Dr. William

A. Gray (New York Presbyterian Hospital,

Columbia University Medical Center) also

will show “ACTIVE Study: Co-Cr Balloon

Expandable Stent: What Advantages over

Standard Self-expandable Stent?” In that

session, Lawrence. A. Garcia also will

touch upon the fundamental question: “Is

there a default gold standard in the lower

limb for revascular-

ization?” After the

session, the very

educational and

typical two cases of

ilio-femoral artery

lesions will be per-

formed by Richard

R. Heuser (St. Luke’s Medical Hospital &

Medical Center) and Kazushi Urasawa

from Asan Medical Center. Please, learn

from and see this great performance!!!

After the ili-femoral lesion coverage, the

infra popliteal lesion will be covered,

which has surprisingly increased and

positioned as very important because of

the limb salvage. Dr. Andrej Schmidt will

cover “Drug-eluting Balloon or Stent: How

Will It Shift Paradigm in BTK Lesions?”.

Due to the limited patency after just bal-

loon angioplasty, drug-eluting balloon or

stenting might be thought of as the

promising strategy for the maintenance of

vessel patency and save of the limb. They

reported already “Single-center study of

104 pts (109 limbs) with long, below-the-

knee lesions treated with paclitaxel-coat-

ed balloon.” On 3-month angiography,

restenosis was 27.4% (61% reduction

compared to similar pts treated with stan-

dard angioplasty) TLR at 1 year was 17.3%

(65.4% relative reduction); clinical

improvement was noted in 91.2% of treat-

ed limbs. Mortality at 1 year was 16.3%.

They concluded that the early restenosis

rate of long-segment infrapopliteal dis-

ease is significantly lower after treatment

with drug-eluting balloons compared with

historical data using uncoated balloons.

Also, many trials comparing bare-metal

stent and drug-elutng stent using

sirolimus and everolimus also showed

promising results for the patency. There

are still controversies in spite of better

patency because clinical outcomes,

including amputation, did not differ signif-

icantly between the two groups.  

The incidence of ‘Critical Limb Ischemia”

is still increasing up to 1 in every 100

patients with peripheral artery disease; in

case of diabetes, the risk may be

increased up 5 to 10 fold. Usually CLI

occurs when the essential supply of nutri-

ents falls below the cut-off level that will

sustain tissue viability: ankle systolic

pressure < 50 mmHg in nondiabetics and

toe systolic pressure < 30 mmHg in diabet-

ics. The CLI presented with chronic

ischemic rest pain, ischemic ulcer and

ischemic gangrene. Only 50% of patients

with CLI will be alive with 2 limbs at 6 to

12 months after diagnosis, but 12 to 18%

will die and 30 to 35% will undergo ampu-

tation; among them only 22% will walk

again and 30% will stay bed-ridden. To

open the occluded artery, many trials

must be attempted, but the success rate

would not be optimistic. It is the same sit-

uation with coronary chronic total occlu-

sion. Various methods during the inter-

vention have been developed. Dr. Issam

D. Moussa, Young-Guk Ko and Gian

Battista Danzi, who all have lots of experi-

ence with cases, will focus on the inter-

vention techniques and management of

complication during intervention.

Abdominal Aortic
Aneurysm
Thursday, Endovascular Arena,
Mugunghwa Hall 2, Level 1
during 8:30 – 12:30 PM

The day after of “Lower Extremity Artery

Disease”, we also prepared endless con-

cerns about optimal management, which

would be better between surgery versus

stenting and patient selection, who would

be beneficial if treatment will be adopted. 

Round one is Abdominal Aortic Aneurysm; 

Identifying Complications and the

Management of Open and Endovascular

AAA Repair. We are now almost 20 years

after the procedure of endoluminal graft-

ing or nonsurgical sealing of abdominal

aortic aneurysm was first introduced. To

say this procedure has revolutionized the

treatment of this problem is an under-

statement. Most patients who present an

abdominal aortic aneurysm are at least

given an option for a nonsurgical, surgical

or endovascular repair. Of course, as with

any new technology, new technology

results in new complications. The compli-

cations that most people deal with are two

types: acute and chronic. An acute compli-

cation usually means that there is a tear in

the lumen or the endo-luminal repair

failed, both resulting in acute surgery. This

complication is rare. More common are

endo-leaks which can result in the perfor-

mance of repair procedures in the future.

Dr. Michael R. Jaff (Massachusetts General

Hospital) will present the “Defering AAA

Repair: Best Medical Management Based

on EBM” and Lawrence A. Garcia and

Richard R. Heuser (St. Luke’s Medical

Hospital & Medical Center) also will cover

the current role and complications of EVAR

procedure. 

A great perfor-

mance using two

types of EVAR grafts

by Dr. Will iam A.

Gray will be open to

audiences looking

forward to this pro-

cedure.

Carotid Artery
Stenosis
Round two is Carotid Artery Disease:

Which strategy will be superior or which

patient subset will be beneficial by select-

ing one strategy?

There is endless fighting and controversy.

There have been so many trials comparing

the two strategies, but we don’t have any

confirmative answers because all trials

have different patient characteristics such

as symptom status and surgical risk and

use different procedure devices such as

the use of embolic protection device and

types of stent. Lastly, the experience also

might work the inconsistent answers.

There is a great deal more information on

the relative efficacy of stenting and

endarterectomy that will emerge from the

ongoing analysis of the data. Much has

changed in stenting over the last 10 years,

so I might also add that if we were to

begin a similar study today, we might even

be able to demonstrate that stenting is

superior to endarterectomy.

Dr. Willim A. Gray, who designed and con-

ducted the CREST trials, will briefly review

the 3-representative randomized trials

about carotid artery disease and might

give some clues on “how shall we change

our practice?”.

The Carotid Revascularization

Endarterectomy vs. Stenting Trial (CREST)

randomized 2,502 patients with either

symptomatic or asymptomatic disease to

carotid endarterectomy or stenting.

Overall, there was no significant differ-

ence in the estimated 4-year rates of the

primary endpoint (composite of any

periprocedural stroke, MI, or death, or the

incidence of ipsilateral stroke ≤ 4 years)

between the 2 groups. 

Safety data from the International Carotid

Stenting Study (ICSS), comparing carotid

endarterectomy with stenting in patients

with recently symptomatic carotid steno-

sis eligible for either procedure, shows

superior results with surgery, at least at

30 days post-procedure. The ICSS trial is a

randomized double-blind study compar-

ing stenting with endarterectomy in

patients with symptomatic carotid steno-

sis of greater than 50% within 6 months

prior to randomization. At total of 1,710

patients were included in the intention-to-

treat analysis, 853 randomized to stenting

and 857 to surgery. The investigators con-

cluded carotid endarterectomy superior to

stenting, at least in the short term. ACT I is

a new clinical study in carotid artery dis-

ease. The ACT I study will compare carotid

artery stenting (CAS) to carotid

endarterectomy (CEA) surgery for the

treatment of patients who are symptom-

free and at standard risk for surgery.

Enrollment for the ACT I study is now

underway. Up to 2,058 patients will be

enrolled in at least 50 sites throughout

North America. This tr ial  is actively

enrolling patients.
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