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| ICP del TCI: 12 ICP

Andreas Griientzig
1939-1985

9-14-7]

Belore during and one-month-after angiograms of Gruentz:g s first patient, dilated

on September 16, 1977
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| ICP del TCI: 12 ICP |

Andreas Griientzig
1939-1985

Gruntzig A. Lancet 1978;1:263. Q CARDIOLOGIA
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ICP del TCI: Evolucion de la Guias Clinicas
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ICP del TCI: Evolucion de la Guias Clinicas (2018)

Recommendations according to extent of CAD CABG PCli

Class” | Level” | Class® | Level”

Without proximal LAD stenosis.

With proximal LAD stenosis, 8197139144

Without proximal LAD stenosis.

With proximal LAD stenosis, *®7%7

3 \': A3 :.: ==

Left main disease with low SYNTAX score (0 - 22) %1 1.132.124145-148

Left main disease with intermediate SYNTAX score (23 - 32).%%121.132.134.345-148 . Ha .

Left main disease with high SYNTAX score (>33).° %121 132124046148 . 3

Three-vessel disease with low SYNTAX score (0 - 22).10%105.121.123.124.135.149 . A

Three-vessel disease with intermediate or high SYNTAX score (>22).° LML IZMATAIIN 149

Three-vessel disease with low SYNTAX score 0-22.7102105.121.323.124.135.150 157 . p

Three-vessel disease with intermediate or high SYNTAX score (>22).° TOIOEIZHITEN NN IO 2 : 3

2018 ESC/EACTS Guidelines on myocardial

European Heart Journal (2019) 40, 87-165 revascularization '
doi:10.1093/eurheartj/ehy394 b pibop ot 2@5.?;2&?,3“‘

Cardio-Thoracic Surgery (EACTS)
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[ ICP del TCI: Resultados de Estudios Observacionales J

Study N of DES in hospital 30d 6m
Chieffo et al Circulation. 2007:116;158 147 0% -
Park et al JACC 2005:45;351

Valgimigh et al JACC 2006:47:507

Price et al JACC. 2006:47 871

Sanmartit et al Am J Cardiol. 2007:100;970
Buszman et al JACC. 2008.

Total
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ICP del TCI: Metanalisis de Estudios Randomizados

MW Cortiokogy | 1) iged roms o
Perautaneous Coronary Intervention vs Coronary Artery
Bypass Grafting in Patients With Left Main Coronacy
Artery Stenosis

A Systematic Review and Meta-analyss

T . Rt (o, M BN b oo VL PO S 4 & g L1 e e W
vt e W it Wbt V) At P M k) § By R R

E] All-cause death Cardiac death
HR (95% C1) Favors PCI . Favors CABG Weight, %  PValue HR (95% C1) Favors PCI | Favors CABG Weight, % P Value

SYNTAX30 0.88(0.58-1.32) —— 284 SYNTAX30 1.23(0.71-2.11) —a— 284
PRECOMBAT?! 0.73(039-1.37) —— 140 PRECOMBAT2! 0.54(0.26-1.13) —_— 175
EXCEL? 1.34(0.94-1.91) —— 349 EXCEL? 1.18(0.74-187) = 36.
NOBLE® 1.07(0.67-1.72) —'— 2217 NOBLE® 0.93(0.45-1.92) —a— 179
Fixed-effect model 1.05(0.85-1.31) <> 65 Fixed-effect model 1.02(0.76-1.36) . 4 91
Random-effects model 1.04(0.81-1.33) S 71 Random-effects model 1.00(0.72-1.39) < 99
Q=3.83,12=21.6%,12=0.01, P=.28 B Q=3.78, 12=20.6%, 12=0.02, P=.29 I E—

0.1 10 10 0.1 10 10

HR (95% C1) HR (95% CI)
[ €] Myocardialinfarction [0] stroke
HR (95% CI) FavorsPCl | FavorsCABG ~ Weight,% P Value R IR0 FavorsPCl | FavorsCABG Welght, % Palue

SYNTAXE0 167(0913.10) - %7 SYNTAX30 0330.209) —@— 252
PRECOMBATZ! 120(037-393) N R 1) PRECOMBAT2! 0.9 (0.14-7.02) 5 120
EXCEL? 0.93(0.67-128) B 1 EXCEL7 0.77(043-1.37) — - 349
NOBLE® 2.88 (140-5.90) —E— %0 NOBLE® 225023550 —— s
e 121093150 ® i Fied-effect model 086 (0.56-1.32) <@ o
Random-effects model 148 (0.85-2.58) > 17 Random-effects model 0.87(0.39-1.92) *— 12
Q=9.20, R=67.4%, 2=0, P=.03 S L S —

0 10 10 0.1 10 10

HR (95% CI) HR (95% C1)
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ICP del TCIl: Metanalisis de Estudios Randomizados

Long-term outcomes of coronary artery
bypass grafting versus stent-PCl for
unprotected left main disease: a

) Death, MI, Stroke, RR e i
PCl CABG Odds Ratio Odds Ratio

Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI

2.7.1 SYNTAX 0-32

EXCEL 93 B85 101 708 20.5% 0.95 [0.70, 1.28]

NOBLE 109 546 70 536 19.2% 1.66 [1.20, 2.30] B

PRECOMBAT 38 231 25 201 10.9% 1.39[0.80, 2.39] T

SYNTAX 68 221 60 196 15.2% 1.01 [0.66, 1.53)

Subtotal (95% C1) 1683 1642 65.8% 1.21 [0.90, 1.62] —;

Total events 308 256

Heterogeneity. Tau’ = 0.05; Chi* = 7.09, df = 3 (P = 0.07), I’ = 58%
Test for overall effect: Z = 1,25 (P = 0.21)

L&%SYNTAX > 33
37 220 30 217 11.5% 1.26 [0.75, 2.13] e
NOBLE 12 46 11 56 4.7% 1.44 [0.57, 3.66] ———
PRECOMBAT 14 58 13 68 5.5% 1.35 {0.57, 3.16] —
SYNTAX 62 135 43 149 12.5% 2.09 [1.28, 3.42) -—
Subtotal (95% C1) 459 490 34.2% 1.58 [1.16, 2.16) ‘
Total events 125 97

Heterogeneity; Tau® = 0.00; Chi* = 2.16,df = 3 (P = 0.54), I = 0%
Test for overall effect: Z = 2.90 (P = 0.004)

Total (95% CI) 2142 2132 100.0% 1.32 [1.06, 1.64] @
Total events 433 353

i R 2 = - it = = = o L = : ‘jr { :
Hetercogeneity: Tau® = 0.04; Chi 11.55,df = 7 (P = 0.12); | 39% 0.01 01 i 10 100

Test for overall effect: Z -« 2.48 (P - 0.01)

F 1 F A
Test for subgroup differences: Chi’ = 1.54, df = 1 (P = 0.21), ¥ = 35.1% o IRG Fevair (LRl

De Rosa et al. BMC Cardiovascular Disorders (2017) 17:240 | EARDIBLOGIA
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[ ICP del TCI: Resultados ]

Resultados de la ICP del TCT:

?

El ICP del TCT actualmente es seguro y efectivo. Los estudios
muestran mejores resultados y menor tasa de eventos adversos por
la experiencia adquirida y por utilizan nuevas generaciones de stent.
En los casos mds complejos (SINTAX >33) la Q. aporta mads
beneficio que el ICP.

En los menos complejos el resultado es similar entre Q. e ICP.

Q CARDIOLOGIA
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[ Fronteras Técnicas e ICP del TCI ]

Lesiones que no afectan la bifurcacion:

Lesion en Ostium TCI

Lesion en Cuerpo TClI

Lesion Distal TCl

European Heart Journal (2012) 33, 36-50 CARDIOLOGIA
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Lesiones que afectan la bifurcacion:

Lesion de la Bifurcacion del TCl
- Con afectacion de TCl distal +
ostium de DA y CX
(Medina 1,1,1)

- Sin afectacion de TClI distal +
ostium de DA y CX
(Medina 0,1,1)

European Heart Journal (2012) 33, 36-50 i
g CARDIOLOGIA

% Area Sanitaria de Vigo




o N
[ Fronteras Técnicas e ICP del TCI ]

ICP TCI: ¢ existe relacion entre anatomia,
resultados y frontera técnica ?

‘

Las Fronteras marcadas por la limitacion técnica del ICP son hoy
dia muy escasas. Actualmente existe tecnologia para tratar casi
todas las lesiones del TCI con ICP.

Solo cuando se afecta de verdad la bifurcacién hay que plantear la
estrategia mas sequra y efectiva, si con 1 o con 2 stent.

g CARDIOLOGIA
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[ Agenda ]

e Factores Decisores en el ICP del TCI }
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[ Factores Decisores en el ICP del TCI ]

Elderly age

Diabetes

Renal failure

Acute coronary syndrome at presentation
Left ventricular function

Concomitant valvular disease

Previous history of cerebrovascular event

Patient-related
factors

Operator expertise Location
Availability of equipment Calcification
Angulation

Operator-

related PRl Vessel diameter

Concomitant multi-vessel disease
Disease of right coronary artery
Dominance of left circumflex
Presence of left collaterals
Presence of thrombus

factors factors

Interventional Cardiology 2023;18:e20.

DOI: https://doi.org/10.15420/icr.2023.02 & CARDIOLOGIA
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Factores Decisores Clinicos en el ICP del TCI ]

Influencia de las Co-Morbilidades en el prondstico tras ICP del TCI

*Univariable Hazard Cox regression adjusted
ratio P Value Hazard ratio P Value
Confidence Interval Confidence Interval

estimated GFR 0.961 (0.948-0.974) 0.001 0.972 (0.962-0.992) 0.003
Diabetes Mellitus  3.328 (1.774-6.242) 0.001 2.277 (1.190-4.355) 0.013

EuroScore 1.335 (1.208-1.475) 0.001 1.146 (1.017-1.291) 0.026

Residual CTO-
RCA

Ejection Fraction 0.938 (0.915-0.961) 0.001 0.972 (0.944-1.000) 0.050

3.759 (1.831-7.713)  0.001 2.277 (1.190-4.355) 0.031

LA. CARDIOLOGIA
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[ Factores Decisores Anatomicos en el ICP del TCI ]
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[ Fronteras Técnicas e IC

> del TCI |

iCargade P

11,11 10,11

LMCA (111) LMCA [1/0) LMCA {10}

aca en Lesiones del TCI?

10,1,0

Diffuse Lateral Myocardium Pericardium
Site Site Site

u.nm ch (1) unm LCX (1) LAD (1)
14%

011,11 0/0,1,0 010,11

LMCA (0/1) LMCA (0/0) LMCA (0/0)

ANPAL

unm LEX (1) u.nu] LEX (0) LAD{1}/\LGI{1] u.n{n]/\u::m

2%

>1=-0000
7| ~€ac0000s

1%

Circ Cardiovasc Interv 2010;3;105-112
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~ 1Vs 2 Stent en ICP del TCI

v’ Requiere pocos consejos y trucos
v Un stent en > 80% de los casos
v’ Buen perfil de eficacia y seguridad.

v’ Puede ser estandarizada
v’ Es facil hacer «Kissing»

Ventajas

« Stent Provisional »

CARDIOLOGIA
Area Sanitaria de Vigo
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 1Vs 2 Stenten ICP del TCI

Técnicas de 2 stents:

TABLE 1. COMPARISON OF PROVISIONAL AND TWO-STENT TECHNIQUES

Provisional

b - - - - -
T stent 6 Yes >70° No Yes Similar or discrepant
TAP 6 Yes >70° No Yes Similar or discrepant
Culotte 6 Yes >70° No No Similar
Mini crush | 7 No >70° No Yes Similar or discrepant
DKcrush |7 No >70° No Yes Similar or discrepant
Abbreviations: DK, double kissing; MB, main branch, SB, side branch; TAP, T and small protrusion.

' & CARDIOLOGIA
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 1Vs 2 Stenten ICP del TCI

Técnica de 2 stents: “Crush Stenting”

Classic crush Mini crush Nano crush

£

—
—

73
'

y

o = : '-;:- -
A ‘4} . —
¥ pr 'l,/
(1 : {
{457

»~

"
.- -
e
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 1Vs 2 Stenten ICP del TCI

Limitaciones de las técnicas de 2 stents

o La gestion de las guias es mas dificil

o Realizar “Kissing” final es mas dificil

o La Superposicion de “Struts” pude implicar
endotelizacion retardada, estasis, y trombosis.

Es mas frecuente la malaposicion de struts del Stent
Reologia no optima

Mavyor riesgo de infarto de miocardio

Mavyor riesgo de trombosis del stent

O O O O

g CARDIOLOGIA
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Introduccion ]

Limitaciones Iniciales de la técnica clasica de “Crush Stenting”

1) Requiere catéter guia 7 Fr para colocar dos stents simultdneamente posicionadosen V. 12y en V. 22
2) No hay opcidén de reconvertir un “T Stenting” en un “Crush”.
3) Asociada a Mayor tasa de eventos
- Mayor tasa de trombosis del stent (ST)
- Mayor tasa de reestenosis intra-stent (ISR), sobre todo en el ostium del Vaso 2¢
- Mayor tasa de fracaso de poder realizar “Kissing final” (20% ~ 25%).
Causas:

- celdas del stent pequenas e irrequlares
- distorsion severa del stent en el Vaso principal
- Superposicion de tres capas de “Struts” del stent de forma irregular

Pero {iii
- Una modificacion de la técnica de “Crush Clasico” se introdujo en 2005 por Chen y col., para evitar
los inconvenientes anteriores, en forma de “Doble Kissing” y “Doble Crush Kissing”.

CARDIOLOGIA

¢ Area Sanitaria de Vigo

J Am Coll Cardiol. 2005,;46:599-605. /J Am Coll Cardiol. 2005;46:613-20.
Circulation. 2010;121:1235-43. / JACC Cardiovasc Interv. 2008;1: 351-7. Chin Med J (Engl). 2005; 118:1746-50. >




Modificacion de la tecnica de “Crush Clasico” ]

(1) Colocar Balén en V.12 (4) Inflar Balénen V.12

(2) Implantar Stent en V.22 (3) Sacar Balén y guia del V.22 (5) Recruzar Stent en V.22 (6) 12 Kissing

(7) Sacar Baldn y guia del V.22

:’:{V" m w"
A VI E
-

(11) Sacar Balén y guia del V.22

MV

(8) Implantar Stent en V.12 (9) Recruzar Stent del V.2° (10) 22 Kissing " (12) Sacar Balén de Viey POT

Eurolntervention 2015;11:vV102-V105 CARDIOLOGIA
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[S—=]

[ Inconveniente del recruce del V22 demasiado proximal }

Il Cuando se usa un solo Stent ij

Prox:ma_l e :> Poor SB scaffolding after kissing
crossing 7 ‘

~

~
Distal wire crossing ::>Good SB scaffolding

Modificada de J. ORMISTON.

Ormiston JA et al. JACC Cardiovasc Interv. 2008;1: 351-7. «_Q CARDIOLOGIA
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[ Inconveniente del recruce del V22 demasiado distal}

¢ Cuando se usa mas de un Stent ?

== | || E| recruce del V. 22 demasiado distal en el Crush
clasico implica dejar un espacio importante sin
recubrimiento con stent cerca de la carina jji

CARDIOLOGIA
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(W S—
_ Sistematizacidn de la técnica “DK Stenting”

| Assess bifurcation lesion | \ 'g

M R \ v # 6. First kissing balloon inflation \ | k
2. Balloon MV and SB \ | 'I§ \ \\\ [g

3. SB stenting with protrusion
MV balloon in position for crush

7. MV stent deployment
8. POT

Vi
Vi

9. Re-wiring of SB \ \ﬁa
V&
Vi

10. Final kissing balloon inflation

4. Balloon crush of SB stent \

5. Re-wiring of SB through proximal strut

I 11. Re-POT

[ Final result ] \ 'g

Eurolntervention 2021:17:e317-e325 g CARDIOLOGIA
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Q Resultados de la tecnica de 2 Stent }
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_ Resultados de los estudios de “DK Crush Stenting” |

One-stent vs. two-stent
1,156 patients with UPLMCA

/\ One-stent Two-stent
767 distal lesions 389 ostial/body lesions (n=232) (n=401)
650 distal bifurcation lesions 117 non-bifurcation lesions ‘ TWO-Stent SUng’OU pS
l\; DK crush
633 treated with DES 10 medically treated 7 underwent CABG

(n=155)

One-stent for 279 patients Two-stents for 354 patients

l 47 patients crossed over l

One-stent group (n=232) Two-stent group (n=401)

CABG: corenary artery bypass grafting; ULMCA: unprotected left main coronary artery

Eurolntervention 2012;8:803-814 !é f@gﬁ!ﬁbﬂ,ﬁi“



[ Resultados: EXITUS a 5 anos ] “1 Stent Vs 2 Stent”

e
j=
o

1

x
o
1

(=2}
o
1

DEATH

S
(=]
1

-— OQne-stent, 10.3%
— DK crush, 9.5%

N
o
1

Log-rank: p=0.038
1-stent vs. DK crush

o
1

Cumulative survival rate free from cardiac death at Syears (%) ©

300 720 1080 1440 1800
Days after stenting procedure (d)

O

[
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(=
|

0
o
1

D
o
1

=
o
1

N
o
1

o
1

Cumulative suvival rate fre from cardiac death at 5 years (%) &2

DEATH

- One-stent, 10.3%
— Other two-stent techniques, 9.3%

Log-rank: p=0.669
1-stent vs. other 2-stent tech *.

0 300 720 1080 1440 1800
Days after stenting procedure (d)

Eurolntervention 2012:8:803-814
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[ Resultados: IAM a 5 anos ] “1 Stent Vs 2 Stent”

E 100 ( H 100 —
a2 2
2 - 2 o
:% 80 % 80
= =
E 60 E 60 -
B IAM E IAM
S - 10.5% 9
g One-stent, 89.5% 270 One-stent, 89.5% 10.5% .
‘% an — DK crush, 96.8% 3 2% 20 - Other two-stent techniques, 6.9%
j= Log-rank: p=0.009 = Log-rank: p=0.183
0 1-stent vs. DK crush o- 1-stent vs. other 2-stent tech *.
0 300 720 1080 1440 1800 0 300 720 1080 1440 1800
Days after stenting procedure (d) Days after stenting procedure (d)

Eurolntervention 2012;8:803-814 LEARDIDLDSI




. Resultados: TVR a 5 afios

«“ ”
1 Stent Vs 2 Stent
F 100 — I 1001
&= a2
g 80 - § 80
= =
E 60 % 60 =
E TVR E TVR
£ w- 18.1% s 7
§ One-stent, 70 % One-stent, 18.1%
% o e DK crush, ' 7.7% % % — Other two-stent techniques, 30.5%
E Log-rank: p=0.004 E Log-rank: p=0.002
0~ 1-stent vs. DK crush o- 1-stent vs. other 2-stent tech *.
0 300 720 1080 1440 1800 0 300 720 1080 1440 1800
Days after stenting procedure (d) Days after stenting procedure (d)

Eurolntervention 2012;8:803-814 LEARDIDLDSI




gege
" Resultados 2 Stent (Técnicas con 2 Stent) |

(Culotte, T-stenting, Kissing and Classical crush stenting, DKCrush techniques)

¢Hay alguna mejor que otra?

NO MACE NO TLR NO TVR
A 100 - B 100 c lmq
=,

& 80 * Ef: 80 i e 80 4

3 = - | ey e 't

: g = : — T
@ 60 — § 60 }2 60

..;:) — © @

& E &

T 404 — Culotte, 74.8% T 404 = Culotte, 84.3% T 404 = Culotte, 79.1%

s DK crush, 85.2% § e DK crush, 94.2% S = DK crush, 92.3%

? = | stenting, 60.0% i = T stenting, 74.5% Z T stenting, 67.3%

2 d T Kissing stenting, 53.6% % T Kissing stenting, 67.9% F04d = Kissing stenting, 64.3%

T assical crush, 43. = assical crush, 60. = assical crush, 52,

: Classical crush, 43.8% : Classical crush, 60.4% = Classical crush, 52.1%

E =] 3
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Resultados de los estudios de "DK Crush Stenting”

DKCRUSH-I [3] DKCRUSH-II [4] DKCRUSH-III [5,6] DKCRUSH-IV DKCRUSH-V DKCRUSH-VI [9]
7] (8]
# of patients 311 370 419 7 £ 482 320
Trial design Multicentre, Multicentre, Multicentre, Single-centre, Multicentre, Multicentre,
prospective, prospective, prospective, prospective, prospective, prospective,
randomised randomised randomised randomised randomised randomised
controlled trial controlled trial controlled trial controlled trial controlled controlled trial
trial
Comparison Classic crush vs DK DK crush or DK crush vs culotte Haemodynami DK crush vs Angiographic vs
crush in true provisional stenting for unprotected c changes in provisional FFR-guided SB
bifurcation lesions in true bifurcation distal LM bifurcation FFR with DK stenting for stenting in
(LAD-diagonal; lesions lesions crush vs distal LM provisional
distal LM; LCx-OM; provisional bifurcation stenting of true
distal RCA) stenting for lesions bifurcation
true lesions
bifurcation
lesions
Primary Major adverse MACE including MACE including Loss of FFR at Composite MACE including
endpoint cardiac events cardiac death, M1, cardiac death, target 8-month of target cardiac
(MACE) including or target vessel vessel M, or clinically follow-up lesion failure death, M1, or
MI, cardiac death, revascularisation driven TLR at 1 year (TLF) ischaemia-driven

target lesion (TVR) at 12 months including TVR at 1 year
revascularisation cardiac

(TLR) by either PCI death, target

or CABG at 8 vessel M| or
months clinically
driven TLR at
1 year

Eurolntervention 2021:17:e317-e325 A CARDIOLOGIA
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bifurcation lesions

.(LAD-d|agona|; provisional stenting e R e e distal LM
dlSta'_LM; LCx-OM; in true bifurcation dic¥al I'M bifurcation bifurcation
distal RCA) lesions fasions lesions
244 24,6
m MACE ® TLR/TVR/TVF
17,3 -
16,3

10,7

CRUSH CLASICO DK CRUSH PROVISIONAL ST DK CRUSH CULOTTE DK CRUSH PROVISIONAL ST DK CRUSH

DK Crush | DK Crush Il DK Crush 11 DK Crush V
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¢Aporta mejoria guiar la técnica con Angio Vs FFR?

“Provisional Stent Vs DK Crush”

[ DKCRUSH-VI [9] ]

# of patients 320

Trial design Multicentre, 18.19% in both
Rrospective, roups (hazard
randomised g P

controlled trial ratio: 0.91, 1.3%, angio-
0959 Cl: 0.48 to

guided
Comparison [ Angiographic vs ] 1'881 p=1'00) 0.6% FFR—guided

FFR-guided SB z

stenting in [ ] (p=0.56)

provisional = -
stenting of true 6.9%, angio-

bifurcation guided

lesions 5.6%, FFR-guided

(p=0.82)

Eurolntervention 2021:17:e317-e325 gc;\nmomei;\
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[ Factores Decisores en el ICP del TCI ]

Factores Decisores en el ICP del TCI

’

- Los principales predictores de eventos adversos no estdn
relacionados con el tipo de stent utilizado, sino con factores
dependientes del paciente, del operador, de la lesidn, 6 de la
presencia, severidad y tipo de co-morbilidades que tenga el paciente.
- Ahora bien, si el contexto requiere 2 stent, la técnica de DK Crush
debe ser la utilizada.
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~ Conclusiones |

o La mayoria de los procedimientos de ICP van bien con
técnica de “Stent Provisional”

o Las Bifurcaciones “verdaderas” (Complejas) requieren
técnicas de 2 stents.

o De las técnicas “Complejas” (2 Stents) la que mejor
resultados obtiene es la de “DK Crush”.

o Su realizacidén requiere una sistematica muy estricta y
sobre todo indicacion adecuada, disponibilidad de
material especifico y experiencia personal.
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_ Resultados de los estudios de “DK Crush Stenting” |

“Crush Clasico Vs DK Crush”

[ DKCRUSH-I [3] ]

# of patients 311
Trial design Multicentre,
prospective,
randomised
controlled trial

Comparison Classic crush vs DK
crush in true

bifurcation lesions
(LAD-diagonal;
distal LM; LCx-OM;
distal RCA)

MACE:

24 .4°%% classic
crush
11.4°%%6 DK crush,
p=0.02

TLR-free survival:

75.4% classic
crush
89.5%2%% DK crush,
p=0.002
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_ Resultados de los estudios de “DK Crush Stenting” |

“Provisional Stent Vs DK Crush”

[ DKCRUSH-I1I [4] ]

# of patients 370

Trial design Multicentre,
prospective,
randomised

controlled trial

DK crush or
provisional stenting
INn true bifurcation

lesions

Comparison

MACE:
17.3% provisional
stenting
10.39% DK crush,
p=0.070

Stent thrombosis:
DK crush 2.2%
provisional stenting
0.5%
p=0.372

Ahgiographic
restenosis:
MB:

DK crush 3.8%
provisional stenting
9.7%
p=0.036
SB:

DK crush 4.99
provisional stenting
22.2%
p<0.001

TVR:

DK crush 6.5%
provisional stenting
14.6%
p=0.017
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“DK Crush Vs Culotte”

[ DKCRUSH-1II [5,6] ]
MACE:
e —— 18.3% culotte 3-year MAACE results
Trial design Multicen.tre, 6.2% DK crush, Y
prospective, later reported:
randomised pP<0.05 °
controlled trial 23.7% culotte
In-stent restenosis in 8.29% DK crush,
Comparison DK crush vs culotte SB: p=<0'001
for unprotected 12.69% culotte
distal LM bifurcation 6.82% DK crush,
lesions p=0.037
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_ Resultados de los estudios de “DK Crush Stenting” |

“Provisional Stent Vs DK Crush”

(2]
# of patients 482
Multicentre,
prospective,
randomised
controlled
trial

[ DKCRUSH-V ]

Trial design

provisional

Comparison DK crush vs
stenting for

distal LM
bifurcation
lesions

TlE:
10.7%
provisional
stenting
5.0% DK
crush
(HR 0.42,
95% Cl: 0.21-
0.85, p=0.02)

Target vessel
MI:

2.9°%6
provisioma |l
stenting
O.4926 DK
crush,
pP=0.03

( )

= .36
pProvisioma l
stenting
O.4a4°%6 DK

crush,
& vt ST A
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_ Resultados de los estudios de “DK Crush Stenting” |

“FFR con Provisional Stent Vs DK Crush”

[ DKCRUSH-IV ]
(7]
# of patients 75

Trial design Single-centre,
prospective,
randomised

controlled trial

Comparison (Haernodynami\
c changes in
FFR with DK
crush vs
provisional
k stenting for )
true
bifurcation
lesions

Late (8-month)
loss in SB FFR:
—0.06x0.11,
DK crush
—0.002+0.07
provisional
stenting

Acute gain in
SB EER:
0.18+0.15 DK
crush
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