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YEARS OF —
ANGIOPLASTY

Figure | Thefirst patient (left) to receive balloon angioplasty by
Andreas Griintzig in 1977 standing next to the President of EAPCI,

Professor Michael Haude (middle), and Professor Bernhard Meier
(right).




SYNTAX Il Strategy

The SYNTAX-Il strategy
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Dalby Kristensen S et al. Eur Heart J, 2017.




MeAetn SYNTAX I

SYNTAX Primary endpoint: MACCE

— SYNTAX | PCI 17.4%
— SYNTAX I HR 0.58 (95% CI 0.39-0.85), p=0.006

Patients (%)

RO SR EEEEE L EELEES LA FER O EEUES LS TR T i |
0 30 60 90 120 150 180 210 240 270 300 330 360
Days
SYNTAXIPCI315 208 292 288 280 274 269 266 262 259 258 256

SYNTAX Il 450 441 437 433 429 421 417 411 405 404 400 398

YUYKPLON TWV oUYXPOVWV TEXVLKWY mavalpdtwong (otpatnytkn Syntax Il)

o€ aoBeveig pe MoAvayyeLoKn VOO0, OE OXECN UE TNV avtiotolyn opada tng
HeAETNg Syntax | :

Alyotepa kapdlayyeloka cuppapata otov 1 xpovo

-XapnAotepog kKivouvoc e pAyHATOG TOU LUOKAPSIOU KOl ETTAVOLHLATWONG
-XapnAotepog kivbuvoc Bpopupwong tou stent




NedpomaBeia ano okiaypadiko

OR [95% Cr]

 Hevubatwon pe | 050[027,093

0.63[0.32, 1.30

0.70[0.51,0.93
0.95{0.64, 1.41}

dUGLOAOYLKO 0pO

; : mewco, Sl SE[SII%
datvetal va pnv wheAel oEp R 1
(AMACING trial) AscomicAcid [ B3

Xanthine 0.59[0.22, 1.54

* AudiBolo odpeloc amo

TLC AOLTTEC TIPOAKTLKEC RRE %
* Odelog ano tn
Xopnynon ctatvwy b S Ll o

diffetent subgroup analyses, patients with advanced chronic
kidney disease, defined as estimated glomerular filtration rate
=60 mLUmin per1.73 m? [or, when not available, estimated cre-
atinine clearance =60 mL/min) or serum creatining =1.5 mg/mL
and diabetes mellitus were pooled. CKD indicates chronic kidney
disease; Crl, credible interval, NAC, N-acetyleysteine, NaHCO,,
sodium bicarbonate; and OR, odds ratio.

Giacoppo et al Preventive Strategies for CIAKI [Cire Cardiovase Interv. 2017;10:e 004353,



Stents or surgery for left main stem stenosis —
Meta-Analysis: 4 RCTs with 4.394 patients

Death, MI, Stroke All-Cause Mortality

25+

HR, 1.05; 95%Cl, 0.90-1.23
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No. at risk HR (95% Cl)
PCl 2197 1993 1817 1419 778 680
CABG 2197 1939 1772 1368 746 631

Giacoppo D, et al. JAMA Cardiol. 2017; 2: 1079-1088.



T ——
Stents or surgery for left main stem stenosis —

Meta-Analysis: 4 RCTs with 4.394 patients

Repeat revascularization

HR (95% CI) Favors PCI  Favors CABG Weight, %
First-generation DES
SYNTAX30 1.82(1.28-2.57) —— 27.4
PRECOMBAT?! 1.86 (1.09-3.17) El 11.7
Fixed-effect model 1.83(1.37-2.45) =
Random-effects model 1.83(1.37-2.45) —_—
Q=0.004, ?=0%, 1*=0, P=.95
Second-generation DES
EXCEL’ 1.72(1.27-2.33) e 36.2
NOBLE® 1.50(1.04-2.17) & 246
Fixed-effect model 1.63 (1.29-2.06) -
Random-effects model 1.63(1.29-2.06) i
Q=0.32, 1?=0%, 12=0, P=.57
Shbgroup difference: P= .54/P= 542
Fixed-effect model 1.70(1.42-2.05) <=
Random-effects model 1.70(1.42-2.05) ee

Q=0.71, 12=0%, *=0, P=.87 e : : :
0.5 1.0 4.0
HR (95% ClI)

Giacoppo D, et al. JAMA Cardiol. 2017; 2: 1079-1088.

P Value

<.001
<.001

<.001

<.001

<.001
<.001
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Reperfusion strategies in the infarct-related artery @ ESC

accordmg to time from symptoms onset European Society
of Cardiology
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www.escardio.orgfguidelines 2017 ESC Guidalines forthe Managemantof AMFSTEMI (Europaan Heart Journal 2017 - doi:10.1093faurh eartjfehx(95)



Reperfusion strategies in the infarct-related artery according to
time from symptoms onset (continued)

@ESC

European Society

of Cardiology
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www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemantof AMFSTEMI (European Heart Journal 2017 - doi:10.1093 feurh eart)/ahx095)




Evoxn PAapBn n
MANPNG EMAVALUATWON

30-50% of STEMI patients have additional
stenoses other than the infarct related artery2

Current guidelines support culprit vessel PCI only

Contemporary studies have, however, suggested
preventive revascularisation34

1Jong JA al. Coronary Artery disease 2006
2Muller DW et al. Am Heart J 1991

3Wald etal. NEJM 2013

4Gershlick et al. ESC 2014




COMPARE-ACUTE

Fractional Flow Reserve—Guided Multivessel
Angioplasty in Myocardial Infarction

Complete revascularization

g H emavoyyelwon Twv pn Evoxwv
BAaPBwv Emeta amo aéloAoynon He
FFR, obnynoe og Alyotepa peilova
Kapdlayyelaka cupBapoto otov

MACCE-free Survival
(cumulative %)

Hazard ratio, 0.35 (95% Cl, 0.22-0.55)

P<0.001 by log-rank test ! !

£VOL XPOVO
Melwon Tng avaykng yo
No. at Risk Enavavveiwon

Complete 295
revascularization
Infarct artery 590




Nonculprit Stenosis Evaluation Using
Instantaneous Wave-Free Ratio In
Patients With ST-Segment Elevation
Myocardial Infarction

Troels Thim, MD, PuD,* Matthias Gétberg, MD, PuD,® Ole Frébert, MD, PuD,® Robin Nijveldt, MD, PuD,®

Niels van Royen, MD, PuD,¢ Sergio Bravo Baptista, MD, Sasha Koul, MD, PuD,” Thomas Kellerth, MD, DMSc,*
Hans Erik Betker, MD, DMSc,” Christian Juhl Terkelsen, MD, PuD, DMSc,” Evald Hgj Christiansen, MD, PuD,”
Lars Jakobsen, MD, PuD,”* Steen Dalby Kristensen, MD, DMSc,” Michael Maeng, MD, PuD?

CONCLUSIONS Acute iFR evaluation appeared valid for ruling out significant nonculprit stenoses in patients with

STEMI undergoing primary percutaneous coronary intervention. The time interval from acute to follow-up iFR influenced
classification agreement, suggesting that inherent physiological disarrangements during STEMI may contribute to clas-
sification disagreement. (J Am Coll Cardiol Intv 2017; m:m-m) © 2017 by the American College of Cardiology Foundation.




Emavatlpatwon oe aobeveic pe STEMI
kot Kopdloyevec shock

H Siaeiplon Twv acBevwv pe W Primary Study Endpoint
STEMI, toAuayyeLoKr VOoO Kal All-Cause Mortality or Renal Replacement Therapy

kapSloyevecg shock armotelel pa
TIPOKANON

H oulAtnon yUpw amo TNV avaykn
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renal replacement therapy (%)

Relative risk 0.83; 85% confidence interval 0.71-0.96; P=0.01

-

0 10 15
Days after randomization

% tctaor Al




CULPRIT-SHOCK

HERZZENTRUM All-Cause Mortality

60 - CULPRIT-SHOCK
Immediate multivessel PCI
50 - 51.5%
S
> 43.3%
= 40 - Culprit lesion only PCI
: = ,__l—"_"_-'_.
o
E 30 4 __’="—'_'
Q F
]
3
i, 20 -
<
10 -
" Relative risk 0.84; 95% confidence interval 0.72-0.98; P=0.03
0 5 10 15 20 25 30
Days after randomization
Number at risk:
Culprit lesion only PCI 344 237 226 21 203 198 193
Immediate multivessel PCI 341 229 197 179 170 166 165

% tct2017




2017 ESC Guidelines for the management of
acute myocardial infarction in patients
presenting with ST-segment elevation

CHAMGE INM RECOMMEMNMDATIOMNS
20012 20017

| Radial

larization™

PRSP, DS |- S PRIMLILTI ™,
CWLPRIT ™, Compare-fouce’ ™'

Dase iV, TRE-tPA ~ . Chose iV THBE-tPA
sarme in all patients = ' halfl im Pts =75 years




Xpnion DES og aoBeveic avénuevou
aLpoppayLlkou Kvduvou

* YIIAPYXEL OLKOMOL XWPOC yLa TN Xpnon twv BMS?

Drug-eluting stents in elderly patients with coronary artery ~ @,
disease (SENIOR): a randomised single-blind trial

Olivier Varenne, Stéphane Cook, Georgios Sideris. Sasko Kedev, Thomas Cuisset. Didier Carrié. ThomasHovasse, Philippe Garot, Rami £/Mahmoud,
Christian Spaulding, Gérard Helft, JoséF Diaz Fenandez, Salvotore Brugaletta, Eduardo Pinar-Bermudez, ) osepa Mauri Ferre, Philippe Commeau,
Emmanuel Teiger, Kris Bogaerts Mane! Sabate Marie-Cloude Morice, Peter R Sinnaeve, for the SENIOR investigators

* HAwwwpevol aoBeveic tuyatononOnkav va AaBouv
DES n BMS o€ cuvduaopo e Bpaxeloc SLapKeLag
SuTAn avtlatponetaAtakn aywyn (1 pAva os
otaBepn otedaviaia vooo /6 pnvec emni 022)




SENIOR STUDY

—— Drug-eluting stent
—— Bare-metal stemt

=
=
S

=

3
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HR 0-69 {95 0-51- 094}, p—CO2

SO 100 150 200 250 300
s Days since randomisation
Number at risk (number censored)
Drug-eluting stent 596 (O) 562 (9Q) 552 (9) 545(9)
Bare-metal stent 604 (O) 569 (6) 551 {7) S38(7)

350

538 {(11) 529 {11) 525 (11) 277 (51)
526 (9) 514 (9) S06 (9) 470 (35)

Figure 2: Time- to-event curves for the primary endpoint
HR=bh=rard atio.

H xprion twv DES o€ cuvbuaopo pe Bpaxeiog dtapkelag SUTAN
aVTLaLpOTIETAALOKN aywyn 08nynoe o€ peiwon Tou oUVBETOU KATAANKTLKOU
onueiou (oAwkn Bvntotnta, Epdpaypa tou puokapdiov, AEE, emepBaocelg
gmovayyeiwon)

* 1610 MOCOOTO ALUOPPAYLIKWY ETUMTAOKWY OTLG SUO0 OUADEC



LEADERS FREE

Biolimus-A9 polymer-free coated stent in high

bleeding risk patients with acute coronary
syndrome: a Leaders Free ACS sub-study

Ta Biolimus A9 stent
(DCS) o€ oUykpion HE TA
BMS gAatTiovouy TIg
ETTENPRAOEIC
ETTAVAINATWONG TOU
uTTELBUVOU ayyeiou
(primary end point) kaBw¢
Kal T Kapdiakn BvntotnTa,
OEM ka1 6péupBwaon Tou
stent o aoBeveic ye O
Kal upnAod aigoppayiko
KivOuvo.

Naber CK et al. Eur Heart J, 2016,



Bioresorbable scaffolds
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Figure 3 Principal degradation characteristics of CE-marked bioresorbable scaffolds. For each device data are shown, where available, for radial
support and molecular weight and mass of the polymer over time. For the magnesium scaffold, the content of magnesium and calcium phosphate
(a conversion product) overtime is shown. PLLA poly-L-lactic acid. Reproduced after Byrne et al.?” with permission from the European Heart Journal.




AvtiOpoppwtikn Oepaneio otnV
enmepPatikn KopdLloAoyia



PRECISE-DAPT Score

Risk scores validated for dual antiplatelet @EsC
therapy duration decision-making Bapen St

of Cargiology

|

Time use At te time of coronary stetin ;7

DAPT duration Short DAPT (3—-6 months) vs.
strategies assessed Standard/long DAPT (12—-24 months)

Score calculation HB =22 11-5 11 105 =10
s —F =)

wecC =5 8 1012 1416 18 =20

Age =0 & 70 80 =0

ol =100 %} ﬁp %P 4} q
Prior No ) Yes

Bleeding

Score 0 24 6 8 1012141618202224262830
Points RRZE A R B2 B2 A BZ SX 52 Bl BA DA BRI

Score range 0 to 100 points

Decision making Score =25 — Short DAPT
cut-off suggested Score <25 — Standard/long DAPT

Calculator www.precisedaptscore.com

www.escardio,org /guidelines 1017 E5C Focusat Update on DAPT in Coronary Artery Diseate, develaped in collaboration with EALTS
{European Hearl journy 2017 - dolc10.1093 /eurhewt]/ehudly)




AUTAN QVTLOLHOTIETAALOK aywyn oth

otaOepn otepaviaia vooo

In patients with stable CAD treated with coronary stent
implantation, DAPT consisting of clopidogrel in addition to
aspirin is generally recommended for 6 months, irrespective
of the stent type.

In patients with stable CAD considered at high bleeding risk
(e.g. PRECISE-DAPT 225), DAPT for 3 months should be
considered*,

In patients with stable CAD who have tolerated DAPT without
a bleeding complication and who are at low bleeding but high
thrombotic risk, continuation of DAPT with clopidogrel for

>6 months and €30 months may be considered.

AR

lla

llb

In patients with stable CAD in whom 3-month DAPT poses
safety concerns, DAPT for 1 month may be considered*.

11b




AutAn avtialponetaAiokn aywyn ota 022

Recommendations Class | Level |

I£53

In patients with ACS treated with coronary stent implantation,
DAPT with a P2Y,, inhibitor on top of aspirin is recommended i
for 12 months unless there are contra-indications such as
excessive risk of bleeding (e.g. PRECISE-DAPT 225).

In patients with ACS and stent implantation who are at high-
risk of bleeding (e.g. PRECISE-DAPT 225), discontinuation of lla
P2Y,, inhibitor therapy after 6 months should be considered.
Recommendations

In patients with ACS who have tolerated DAPT without a
bleeding complication, continuation of DAPT for longer than 1lb
12 months may be considered.

In patients with MI and high ischaemic risk who have
tolerated DAPT without a bleeding complication, ticagrelor
60 mg b.i.d. for longer than 12 months on top of aspirin may
be preferred over clopidogrel or prasugrel.




Clinical Challenge in Patients
With AF Undergoing PCIi

Aspirin : ™ N o - B~ A7/ | | Dabigatran
Clopidogrel T | SGSSY | | Rivaroxaban
Prasugrel b2 | AT Apixaban
Ticagrelor | e e | f Edoxaban

TIA/Stroke
DAPT > OAC OAC > DAPT




e NEW ENGLAND
JOURNAL of MEDICINE

ESTABLISHED IN 1812 OCTOBER 19, 2017 VOL. 377 NO.16

Dual Antithrombotic Therapy with Dabigatran after PCI
in Atrial Fibrillation

Christopher P. Cannon, M.D., Deepak L. Bhatt, M.D., M.P.H., Jonas Oldgren, M.D., Ph.D., Gregory Y.H. Lip, M.D.,,
Stephen G. Ellis, M.D., Takeshi Kimura, M.D., Michael Maeng, M.D., Ph.D., Bela Merkely, M.D.,
Uwe Zeymer, M.D., Savion Gropper, M.D., Ph.D., Matias Nordaby, M.D., Eva Kleine, M.Sc., Ruth Harper, Ph.D.,
Jenny Manassie, B.Med.Sc., James L. Januzzi, M.D., Jurrien M. ten Berg, M.D., Ph.D., P. Gabriel Steg, M.D.,
and Stefan H. Hohnloser, M.D., for the RE-DUAL PCI Steering Committee and Investigators*




Primary Endpoint: Time to first ISTH major

or clinically relevant non-major bleeding event
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©
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HR:0.52 (95% CI: 0.42-0.63)
Non-inferiority P<0.0001
P<0.0001

Warfarin
triple therapy

—
—_—

Dabigatran 110 mg
dual therapy

] T T T w T
180 270 360 450 540 630 720

Time to first event {days)

HR:0.72 (95% CI: 0.58-0.88)
Non-inferiority P<0.0001

P=0.002 triple therapy

Dabigatran 150 mg
dual therapy

1 ]
180 270 360 450

Time to first event (days)

Cannon et al. Clin Cardiol 2016; Cannon et al. N Engl J Med 2017




Time to death or thromboembolic event, or

unplanned revascularization

%) RE-DUAL PCl|

Study in NVAF patients undergaing PCI

Patients with outcome event (%)

20 1
18
16 1
14 1
12 1
10 1

Lo %) e o e
1 1 1 1 1

HR: 1.04 (95% CI: 0.84-1.29)
Non-inferiority P=0.0047

Dabigatran (combined
dose) dual therapy
(n=1744)

Warfarin

triple therapy
(n=081)

3517
30 1
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Cannon et al. Clin Cardiol 2016; Cannon et al. N Engl J Med 2017






H emdoyn avapeoa os TAVI ko
SAVR TIpEMEL va YIVETOL ETTELTA
QIO TIPOOEKTLKNA EKTLMNON TWV
XOPAKTNPLOTIKWY TOU 0.o0BgVOoUC
armo to Heart Team

H TAVI mpoteivetal w¢
EVOAAQKTLKN BEpaTEUTIKN
emiAoyn otouc acBeveic pe
VP NAO XELPOUPYLKO Kivouvo

Table I Aspects to be considered by the Heart Team
for the decision between surgical aortic valve replace-
ment and transcatheter aortic valve implantation in
patients at increased surgical risk

Favours Favours
TAVI SAVR

Clinical characteristics

STS/EuroSCORE Il <4% %
(logistic EuroSCORE | <10%)*

STS/EuroSCORE Il >4%
(logistic EuroSCORE | 210%)

Presence of severe comorbidity
(not adequately reflected by scores)

Age <75 years

e —
-

Previous cardiac surgery

I I
Restricted mobility and conditions that may

affect the rehabilitation process after the
procedure

Suspicion of endocarditis



Surgical or Transcatheter Aortic-Valve

Replacement in Internmediate-Rislk Patients
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Death from Any Cause
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