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= CHIPa koronarni kalcifikace
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Rizikovy pacient

* vek

e krehkost

* riziko krvaceni

e kontraindikace KCH

* komorbidity (CKD, DM)

~distalni kmen
MVD
kalcium
dlouhé léze
 difuzni postizeni
* bifurkace
postCABG

Hemodynamicky stav
* akutni koronarni syndrom
 srdecni selhani

* kardiogenni Sok

* arytmie

* chlopenni vady



CENTRAL ILLUSTRATION: In-Hospital Major Adverse Cardiac or
Cerebrovascular Events

CHIP Scores and Assodated MACCE for
United Kingdom PCILN = 313,054
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B Cumulative MACCE
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Protty, M. et al. J Am Coll Cardiol Intv. 2022;15(1):39-49.
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« EF LK<30%
« po CABG
e kreatinin = 200umol/I

* kmen

« CTO
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TABLE 1. CHIP OPERATOR PROFICIENCIES AND TOOLBOX

Large-bore sheaths
Radial access
Bilateral femoral access

Advanced techniques (percutaneous
axillary/transcaval)

Antegrade wire escalation
Antegrade dissection reentry
Retrograde

One-stent/provisional strategies

Two-stent techniques (double-kissing
crush/culotte)

Proficiency with IVUS/OCT

Rotational atherectomy/orbital
atherectomy

Impella 2.5/CP for protected PCI treatment
of cardiogenic shock
Intra-aortic balloon counterpulsation

Extracorporeal membrane oxygenation

Coronary perforation management
techniques (covered stents, coils,

embolization)
Access site complications (peripheral .
skills/covered stent deployment) Essentials for a CHIP Program
. . . A comprehensive CHIP program requires a true heart team approach, specialized
Hepﬂlf of coronary dissection operator skills and training, and institutional support and resources.

. H H By Justin Levisay, MD ' H
Emergency pericardiocentesis Y g Cardiac Interventions
TODAY
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CENTRAL ILLUSTRATION: Study Overview and Main Results

PCI Outcomes and Mortality Risk Scores for Surgically Ineligible

Patients With Left Main or Multivessel CAD (N = 726)
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Turned away from it all like

.blind man




Intravascular imaging-guided coronary
drug-eluting stent implantation: an updated

network meta-analysis

Prof Gregg W Stone MD " © = @& , Evald H Christiansen MD & Prof Ziad A Ali MD DPhil 5,

Lene N Andreasen MD 2, Prof Akiko Maehara MD © &, Yousif Ahmad PhD f,

T

Prof Ulf Landmesser MD 2 ", Niels R Holm MD ®

12,428 pacientt

IVl-vedena PCI proti angio-vedené snizuje:

TLF
e kardialni dmrti
e TV-MI
« TLR

trombozu stentu
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31%
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20%
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18%
25%

OCT or IVUS vs Angio trials (1)
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Insanity laughs
under pressure

we're breaking




Koronarni kalcifikovane leze

* pritomne u cca |/3 PCI

* prevalence stoupa
* rizikove faktory — vek, diabetes, CKD, hypertenze, koureni, obezita, zanét
* snizuje uspesnost PCI

* malapozice, under-expanze - in-stent restenoza a tromboza

* periproceduralni komplikace (edge-disekce, ruptura, ...)

* rozsah kalcifikaci koreluje s vyskytem MACE






SCAI Expert Consensus Statement on the Management
of Calcified Coronary Lesions

Robert F. Riley, MD, FSCAI = Mitul P. Patel, MD, FSCAI = J. Dawn Abbott MD, FSCAl = ___
Jennifer A. Rymer, MD  FSCAI « Nadia R. Sutton, MD, FSCAI = Binita Shah, MDA, MS, FSCAI & El e

1: Maximumn arc of calcium 2 Calcified 3; Calcium >270" in >5mm longth 5: Minimum calcium thickness (OCT)
360" calcium nodule — PR NS

Eruntiva ON Non-eruptive CN
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Consensus Tips for Calcified Nodules

Consensus Tips for Rotational Atherectomy

e The recommended burr size/artery ratio is 0.4 to 0.6. Typically, a l
1.5-mm burr can be used for most arteries <3 mm in diameter
and a 1.75-mm burr for those >3 mm. Due to increased risk of

. ded 2 e Intracoronary imaging can identify CN in relation to overall cal-

cium distribution, assess guide wire bias, and provide reference

S~

Consensus Tips for Intravascular Lithotripsy

e IVL is best for modifying circumferential calcium in balloon-
crossable lesions. Although data show effectiveness of IVL ther-
apy in eccentric and nodular calcium, more pulse delivery may be

S J—

Proximal visibie EEL dlametor



*Criteria for Ca Modification:

*  360° arc of calclum
*  >270°arc of calclum and >5 mm length of calclum

Additional characteristics of calcified lesions that may
nqulm-ldummodﬂadon
Calcified nodule
* Lesion EEL <3.5 mm or Negative remodeling (Lesion
EEL diameter <distal EEL diameter)
*  Minimum thickness of calcium >0.5 mm (OCT)

Unable to Deliver

Angiographic Evidence of Calcified Coronary Lesion

Intravascular Imaging to Evaluate
Criteria for Calcium Modification’

Considerations
* Long, diffuse calcium with or without nodular calcium

! Concentric, eccentric, or nodular calcium
t Focal calcium

Intravascular Imaging Not Feasible
or Imaging Criteria Not Met

1:1 sized NC/Specialty Balloon

Calcium fractures on intravascular imaging
and/or
Full Expansion of a 1:1 Balloon in 2 Views

B

Intravascular Imaging
Criteria Met

l

Atherectomy®
Intravascular Lithotripsy™ *
Specialty Balloons*

4

SCAI Expert Consensus Statement on the Management
of Calcified Coronary Lesions

Robert F. Riley, MD, FSCAI « Mitul P. Patel, MD, FSCAI » J. Dawn Abbott, MD, FSCAl » .
Jennifer A. Rymer, MD, FSCAI « Nadia R. Sutton, MD, FSCAI e Binita Shah, MD, MS, FSCAI 2 -




‘ Lesion with High Calcium Content on Coronary Angiogram '

Balloon Crossability

Predilation Crossing with Microcatheter
1

$

Intravascular Imaging (OCT > IVUS)
« Calcium Arch > 180°
« Calcium Length > 5 mm
» Calcium Thickness > 0.5 mm

Orbital Atherectomy

Non-Compliant Balloon
Cutting/Scoring Balloon

'

’ Optimal Balloon Expansionl

Optimal Balloon Expansion I

al Atherectomy I

@[ Optimal Balloon Expansion I

Lithoplasty Balloon Yes

Stenting & Stent Optimization

Intravascular Imaging (OCT > IVUS)

Stent Stent
Malapposition [ Underexpansion
Postdilation with

Non-Compliant Balloon
Super-High Pressure Balloon

Lithoplasty Balloon

Management of Calcific Coronary Artery Lesions: Is it
Time to Change Our Interventional Therapeutic
Approach?

Giovanni Luigi De Maria 1, Roberto Scarsini !, Adrian P Banning 2




Calcium assessment Lesion preparation PCI optimisation
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Co maji spolecneho!?

* intravaskularni imaging (IVI)
2 50% obvodu, 2 5mm délka, =2 0,5mm tloust’ka, nodulus

* ,uncrossable” |éze vyzaduji ablacni techniky

* kritéria pripravy
expanze |:1 NC balonu a/nebo prukaz fraktury Ca/debulking nodulu na VI



Know your weapons




Rotablace vs. IVL
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about ourselves
This is our last dance

This is ourselves
Under pressure




Mean HR comparison
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Changes in Operator’s Heart Rate
Pressure During ChronicTotal
OcclusionPercutaneous Coronary
Intervention

and Blood

Maksymilian P. Opelski MD 9 &=, Umberto Barbero MD, Antoni Zysk MD,

Wojciech Skorupski MD, Vojtech Novotny MD, Mihajlo Kovacic MD, Rafal Walny MD,

Artur Debski MD, Katarzyna Paschalis-Purtak MD, Andrzej Januszewicz MD 7,

Adam Witkowski MD T
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Cardiovascular
Interventions

*>tctmMD’

Occupational Hazard? CTO
Cases Drive Up Operators’ BP,

Heart Rates

Interventionalists who perform complex procedures face stress
that's particularly acute, with the potential for long-term harms.

The Journey to Better

Dr. Bill Lombardi

“Be open to the fact that this
s taking a toll on

YOU and you need to find
safe ways to voice that, and




CTO( 20.11. /21.11. / 2023 >& CHIP
Pardubicka vyzva 2023







