TIOION A2YOENH OA ITAPAITEMYS2 3 TON

EIIEMBATIKO KAPAIOAOIOITIIA
1 AITEIOIINAYTIKH
> (KAPAIOXEIPOYPIOZ)

OEOARLPOX KAPAIYKOX
SYNTONIZTHE AIEYOYNTHX
XEIPOYPI'IKH KAINIKH KAPALAY — ©QPAKOX
I'"ENIKO NOXOKOMEIO OEZXAAONIKHE “T". [LATLANIKO.1A0Y”







fpadnua 1. Nocootiaia karavour Bavatwv katd KupLdtepeg Katnyoplieg attuwyv Bavéatou, £tog 2020

Evdoxpivixa voonuora

Kapdiaxa voonuata
/ 23,9%

Noonuara Tou
VEUPIKOU TUCTHHATOS
3,1%

Eyxedalixka voonpara
/ 9,9%

* EAAnVIkA Ztatiotiki Apxn (EAZTAT) - 2020
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Prevalence has remained
stable or increased

CVD risk factors in the Greek population

Arterial hypertension

Hypercholesterolemia

Diabetes mellitus

Obesity

Decrease in smoking

Increase in physical
activity

N 4

CVD mortality
remained
unaffected but
there is evidence
that the
incidence of
cardiovascular
events is
increasing

Unhealthy dietary
habits

Healthcare
deficiencies

Inability of some
patients to afford
their medications

Increase in
depression

/\
</ )/‘

/
/]

/ |

prevalence
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* H Xreporveaioe Iopoiscoudn amorederl tyy xwoeAbrepn Oeporsvtisey

emtdoyyn arny Nooo Xtedeyoug ser tny IT1oAvecyystoey Lreporyvoctor
Nooo

* Yyetiletor ue AtyoTegeg emeUBolOELS ETAVAIUXTWTS HoXl TTOOTPEQE!
Beittwuevy emBiwon

J Am Coll Cardiol (2022), Eur Heart J (2019)

® ovyxovouevy axoun xer to tedevratug yeveas Drug-Eluting

Stents romoOstnueve axoun sor xaromty usAeryng touv fractional
flow reserve (FFR)

N Engl ] Med (2022), Eur J Cardiothorac Surg (2022)




[TAeovextnuata tne 2vupatikne (Avoktnc)
>tepaviaiag ITapakauyng

LIMA-LAD MOXXEYMA ATAGETEI THN KAAYTEPH
MAKPOITPOOEXMH BATOTHTA

» XAMHAOTEPO ITIOX0OXTO ANAT'KHX I'TA
EITANAAHIITIKH EITANAITEIOQXH MAKPOITPOOEXMA

A Death from Any Cause B Death from Any Cause, Stroke, or MI

5 year patency:>95 %

10 year patency: > 90%

N Engl J Med 2009, 360 (10) 961-972
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AXOENEILX ME XAKXAPQAH AIABHTH

e with PTCA had a 5-year mortality of 34.5% versus 19.4% with CABG —
BARI trial

* collaborative meta-analysis from 7812 patients in 10 trials of PCI versus
CABG: total mortality significantly reduced by 30% with CABG in the
subset of 1233 diabetic pts

* FREEDOM trial - 1900 patients with diabetes and multivessel CAD -
significant reductions in all-cause mortality and the composite of death
or MI in CABG-treated diabetic patients

* better long-term clinical outcomes with CABG than with PCI, even when
using DES

Braunwald’s Heart Disease - 2022

s
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\\O NOXZOX XTEAEXOYX KAI ITOAYAITEIAKH NOXOX O/
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* BeATiIwUEVN TEXVIKD Emavayyeiwon Je apmmplaka pooyevpata

* BeAtiwpévog oxedraouog twv evoompobecewy - DES BB BOEC 1O AntoTeALo T

* Meiwon Bvntomtag ota O&Ea Eteaviaia Zuvépoua B OTGaC Kaptiog

* T'pnyopn emavevtaln kal feATioon g moloTnTag (wNng RO 4G G Eatey Darieg Texvucs

* Emavaotévwon — 10% DES

¢, EnavaMnntikn Enavayyeioon YynAo Kootog

* IIeproootepo Emepfatikn — 'evikn) AvaioOnoia

* Kivéuvog Eykepaiikot Emeicodiov



IIEPIIIOY TO 1/5 TON AXOEN'QN
ME N'OXO XTEAEXOYX & ITOAYAITEIAK'H NOxXO

E'INAI XEIPOYPI'TKA AKATAAAHAOI
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STS SCORE

* I'evikd, av 0 TPOPALTOUEVOC KIVOUVOC XEIPOVPYIKNC OvntomTag
ovu@ova pue to STS sivan
* 4%-8% Oempeltar evolaueocog Kivouvog kat

* 28% 1N Oewpeitar VPNAOL KIVOLVOU

* To STS vrotinua onuavtika T Ovnrotnta otovg acOeveig ue
BaOuoioyia STS > 3 => vypniov kKivovvov.

* H opada vypnAov Kivouvoy aITOTEAEL £va LIKPO TTOCO00TO aolevev
(20%) aAAa ex@EPACEL KAL EVA OTJLULAVTIKO STOGOOTO TIC CUVOAIKIC
Ovnowwomrag (81,8%).




\

l * Ta STS & Euroscore II 6ev Aaupavouv vstoyn Toug OAOUVC TOUC
TTAPAYOVTEC KIVOUVOUL TTOV ETTNPEACOVV TNV ATTOPACT] TOV

YELPOVPYOL Yla un apeupaon onwc:

* O1 KaKOl TEPUPEPTKOL OTOYOL
* To un-Prwoiuo pvokapPo1o
* H maBoyovog mayvoapkia

* To mponynOev Ayyelaxko Eykepaiiko Emelic0610

(
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[TAPAT'ONTEXZ KINA'YNOY IIOY AEN
ITEPIAAMBANONTAI (M'EXPI TQPA) XTOYX
VAV 014 (0)\%(0) 4>

* Hatikn vooo

* [TopoeAavoeldne Aoptr

* Alapaptieg Tov Owpakikov KAwfov
* AkTivoPoAila

* Avolwa / ITapkivoov

* Avumap&la HooYEVUAT®Y

e Advvauia [ Frailty ]




H advvapia kat n KapoloKr avemapkela
uotrpadovtal kKorvoug maforoyikovg

U XAVIOLOVE, CLUYVA CUVUITAPYOLV Kl
OXETICOVTAL LIE TA XEIPOTEPA KAIVIKA
ammoteAeouata. H ektiunon g Papuvtntag tme
aduvauliag Ue Tn XPron ATA®V Kol EVYPTOTOV
TEOT IOV AKOAOVOOVVTAL ATTO AETTTOUEPEIC
a&loAoy10€1g elval ONUAVTIKOG Y10 TOV
EVTOTIIOUO KAl TNV TAVTOTON 0T TV evTadwv
aoBevwv ue Kapolakn Avemapkela kabwg n
napeuPaon o TOAATAOUC TOUEIC UTTOPEL VA
ETTUPEPEL TN PEATIOON TV ATTOTEAECUATWV.

CENTRAL ILLUSTRATION: The Inter-Relationship Between Frailty and
Heart Failure

Assessment Tools

» Gait speed/Grip strength
« Fried phenotype
« Frailty Index

Poor Outcomes

« High risk of mortality &
hospitalization

* Worse QOL

A
Frailty | 1, HF

4 comorbidities

4 comorbidities )

Inflammation Inflammation

Sarcopenia Sarcopenia

Global dysfunction Global dysfunction

* HF risk * Frailty

50% with HF
& Frailty

Potential Interventions

» Multidomain rehabilitation
« Diet & nutritional support
« Cognitive support

Pandey, A. et al. J Am Coll Cardiol HF. 2019;7(12):1001-11.




Complex multivessel disease

Anatomy

Poor distal target
Diffuse disease
Severe coronary calcifications
Severe aortic calcification
Prior cardiac surgery

Comorbidities

Advanced age SURGICAL

Frailty
Vot . INELIGIBILITY

Reduced mobility .
Cognitive impairment Hemodynamic

Recent stroke compromise
Neoplasia

Peripheral vascular disease : :
Renal insufficiency / Dialysis Cardiogenic shock
COPD Severe LV dysfunction
Diabetes Mellitus Acute coronary syndrome
Valvular heart disease High LVEDP C om p I eX

SR high-risk PCI




\\K Ao v aAAn....

AoOeveic vypniov kKivovvou yia CABG A0y®w cUVVOOT|POTIHTOV 1)
1I01ATEPOWV AVATOUIK®OV OVOKOAI®V TTAPATIEUTTOVTAL Y1
owadepukn mapepupaon PCI, n orota 1o o mbavo va etvan
TTOAVTTAOKT] KA1 VPTAOTEPOV KIVOUVOU, TTAPA TO YEYOVOC OTL
APKETEC HEAETEC EYOVV Ol OTL akoua kKat peta amo pa PCI
mapeuPaon o kivovvog Oavatov mapauevel 1o 1610 VIPNAOC.

4
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1\(}Outcomes of Percutaneous RevascularizaTlon for

anagement of SUrgically Ineligible Patients with
Multivessel or Left Main Coronary Artery Disease

with Multivessel or left main coronary artery disease:
A Prospective Registry

thgpg}ei of Percutaneous rgvascularizaﬂon
for Management of sUrgically ineligible patients

JACC: CARDIOVASCULAR INTERVENTIONS, VOL. 16, NO. 3, 2023
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PT - CHARACTERISTICS

* >70 XPOV®V

* 31,5% yvvaikeg

* 56,6% XA

* 48,2% Iotopiko Epgpayuatog tov Mvokapdiov
* 32,8% mponynBeioca AyyelomAaoTIK)

* IIponynOBeioa Ztepaviaia ITapakauyn 16,4%

* Kanviopa 18,2%

* Negpikn Avendpkela 37,2%

* KoAmkn Mapuapuyn 23,1%

* Kapdwakrn Avemapkeia NYHA III/1V 23,4%

1\@ OPTIMUM STUDY

Aoyot mov kpidnkav wg¢ Yyniov Kiwvévvov yua
Tre@oaviaia ITapakapapn

* Avoiertovpyla Aproteprig Kouviag 1) un-prwoyuo
pvokapdo 16,8%

* Kaxkol ITeprpepikoi Xtoyot 18,9%
* YoBapov ITeproprouov ITvevpoviko Noonua 16,8%

* FEvnaOeig (frail) n) mpoywpnuevng nAkiag 10,1%

IIpoBAetopevn OvnromnTa amro Tov Yepovpyo 10,4%




Data expressed as percent or mean +SD. *Non-hierarchical




83.2% PCI x1
15.4% PCI x 2
1.4% PCI x 3

Hemodynamic support was
used during PCI in 26.7% of
patients, most frequently with
the Impella percutaneous left

ventricular assist device
(Abiomed)

TABLE 3 Procedural Complications and Mortality (N = 726)

Procedural complications
Coronary perforation 31 (4.3)
Pericardial effusion 13 (1.8)
Hemodynamically significant pericardial effusion 9 (1.2)
Clinical periprocedural myocardial infarction 1 (1.5)
No reflow 9 (1.2)
Emergency cardiac surgery 4 (0.6)

Access site hematoma 36 (5.0)

Non-access site bleeding 31 (4.3)
Mortality

30-d or in-hospital death 41(5.6)

In-hospital death 22 (3.0)

Death within 30 d (out of hospital) 19 (2.6)

Cardiovascular in-hospital or 30-d death 28 (82.4)°

Death within 6 mo 89 (12.3)

Values are n (%). *Records were available to adjudicate cause of death for 34 of
the 41 deaths.




/
OPTIMUM
SURGICAL RISK PREDICTION, 30-DAY/IN-HOSPITAL MORTALITY
\

S
:

O
j £ STS Predicted Mortality
EuroSCORE II Predicted Mortality

Surgeon’s Predicted Mortality

Observed 30-day/In-hospital Mortality

More than 82% of patients had no angina at 6 mo



AvTUETOITLOT) g

K\O 1. Xre@aviala NOoo¢ akataiAnAn yia Xe1povpyikn /

2. YPp16wkn Entavayyeimon

1. Xvvovaotika pe EAayiotng Ilpooreiaonc
Sre@aviaia IHapakauyn (cvvnOwg Off-
Pump LIMA otov LAD)

2, YUWTIANPOUATIKA 0€ XEIPOVPYELO
Avemapkovg Ermavaipatwong (ocuvnOwg Off-
Pump LIMA otov LAD)




Hybrid Revasc Rationale

Lonfgevit of LIMA to LAD graft
contributes substantially to survival
advantage of CABG

* 10-year patency >90%

* Up to98% at 10 years [1,2]

LIMA is resistant to atherosclerosis
and thrombosis
Endothelial layer has fewer fenestrations

Intercellular junctions have low
permeability

Higher eNOS activity
Resistant to transfer of lipoproteins

Prevents disease progression in native
coronary artery

Tatowlis J. B BF, Fuller JA. Patencieon of 2127 arterial
Surg 20047793104, 11

2. Hayward PA, Byxtop BF. Contemparpry coronary graft pateney: 5 year obse
triad OF conduits. Ann Thorac Surg b Pt

Veins are not designed to bear load of
systemic pressures

More prone to atherosclerotic degeneration
Higher early and long term failure

SVG patency declines significantly with time:

° F% ] 32% of grafts occlude within 1 year
3,4

* Additional 1% to 2% occlude each year
during 1 to 5 years after surgery

3. Denai ND, Maylor CD, Kiss A, et sl impact o((puh-ﬂt and lju’r( vesrel characteristicos on artenal a venowus
gralt patency: iAsight from a randomized trial. Cuculation 2007115484 91

4. Kim KB, Cho KR, Jegng DS. Midterm angiographic follow 4 after oM gump cotonar rtery bypaas serial com P arison
lnl'x,i yeo rvo J ﬂor--: (,-rtfu 4 | .'b‘SIJ;! !&

using early, {.yoar, ar posteperat anglograms ovase Su o7




PROS AND CONS FOR PCI VERSUS HCR VERSUS CABG

* Lower procedural

morbidity Best durability, less

Comparable for low Low procedural morbidity repeat
complexity disease Minimally-invasive but revascularization, best

includingnon- LAD still treated with symptom relief
complex proximal LIMA Higher procedural
LAD lesions Non-LAD vessels morbidity

Low incidence of in- comparablytreated with Best for diffuse, 3-

stent restenosis PCI vessel, high complexity

Alternativeto patients disease

with anatomy suitable for Best in diabetic
CABG but with patients, low EF
comorbidities
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CORONARY REVASCULARIZATION FOR HYBRID VS
CONVENTIONAL CABG

multivessel disease (at least 70% stenosis in 2 or more major epicardial coronary arteries) that
included a diseased (=70% stenosis) LAD artery, and if they underwent either conventional CABG
surgery (defined as sternotomy with or without cardiopulmonary bypass) or HCR (minimally
invasive CABG surgery in the LAD artery, and PCI in one or more other diseased arteries)

The options for surgical revascularization during HCR include minimally invasive direct coronary
artery bypass (MIDCAB), robotic-assisted CABG, and totally endoscopic coronary artery bypass
(TECAB)

PCI procedures performed within 60 days before or after the CABG surgery in non-LAD vessels.

HCR and conventional CABG have no different 6-year mortality rates, but HCR is
associated with higher mortality after 1 year and higher rates of subsequent
revascularization that are caused by both the need for repeat revascularization in the
LAD artery where minimally invasive CABG was performed, and in the left circumflex
and right coronary arteries where PCI was performed.

Circ Cardiovasc Interv. 2020;13:e009386.




Clinical Hybrid coronary

Investigation

Revascularization
in High-Risk Patients

MeyaAn otevwon tov LAD akataAAnAn yia PCI, aA\a pe PCI-kataAAnAeg PAafeg oe
RCA & Cx, e€etaotnkav yia HyCR eav eiyav = 1 amo ta akoAovda:

* KAKI] aplotepr) Kowila Aertovpyia (kAaopa eEmwOnong <0,30)
* IPOCPATO ELPEPAYIA TOV HVOKAPOIOV (<1 unva)

* ve@pikn averapkela (emuredo kpeatvivng, >2 mg/dL)

* IEPUPEPIKT] apTnpLotadeia

* VEUPOAOVYIKEC Sratapayeg

* OTEVWOT] KAPADTIOAC

* YPOVIA QUTOPPAKTIKT] STVELVHOVOTTafe1a

* kakonOswa



Guideline or consensus statement

Getting the best from the Heart Team: guidance
for cardiac multidisciplinary meetings

OLUATA OYETIKA UE TNV OTPATNYIKI] EMAVAIUATMOTIC OTIC XvvavTnoelg g Ouadag

Kapowag

» AcoOevelg otoug 0010Vg 1 KAAUTEPT OTPATNYIKT Oepamevtikng avtipuetwmiong (tatpikn 1 PCI
11 CABG) 6ev etvan EexaBapn.

» AoOevelig otoug omolovg 1 kaAvtepn otpatnyikn enavaipatwong (PCI ) CABG) 6ev eival
Eexabapn.

» AcoBevelc ue Nooo ZteAeyovg aveEaptnta asmo to Syntax score.

» AcoDevelg e vooo 2 1 3 ayyeiwv stov meprthaufaver eyyuvg PAan otov LAD.

» AoOeveig pe otopaxn PAAPn otov LAD.

» AcoBevelc ue vynAo eneufatiko kivovvo yia PCI 11 CABG AOyw oLuvvoonpoTNToV 1) ZUOTOAIKNG
AvoAertovpylag g Aprotepng KotAlag.

» AoOeveig pe ovvOetn avatouia TV OTEPAVIAI®Y TTOV TTPOoKAAEL TeXVIKA (nthnuata yia PCI 1)
CABG.

» AoOevelg ue tpoAnuATIKN TPOCPaoT) OTIC APTNPIES

Archbold A, et al. Heart 2022;108:e2. doi:10.1136/heartjnl-2021-320510



FAVOURS CABG

Higher anatomical complexity
Lower operative (CABG) risk g\
Stable patient
Younger age
Reduced kidney function
Lower LVEF
Good life expectancy
Preserved FEV1
Concomitant valvular heart
disease?
Diabetic statusbb

aUnless suitable for transaortic
valve replacement (TAVR)

bDiabetic status may be
considered as part of SYNTAX
score Il

Equivalent anatomical revascularisation
Revascularisation guidelines
Resource availability
Operator skill
Patients wishes
Socio-economic status
Cultural attitudes

Cardiac Interventional
Surgeon Clinical Cardiologist
Cardiologist

Other medical/ Nurse/social
surgical specialty worker

Lower anatomical complexity
Higher operative (CABQ) risk
Unstable patient
Older age
Preserved kidney function
Preserved LVEF
Reduced life expectancy
Red uced FEVI
Left main disease
Patient frailty

v
FAVOURS PCI

Fig. 1.29 The heart team and important factors that need to be considered in selecting the most appropriate revascularization modalities. As
discussed in this chapter, clinical tools are required to simplify this process to aid the heart team in undertaking more objective, evidence-based
decision making. CABG, Coronary artery bypass grafting; FEV1, forced expiratory volume in 1 second; LVEF, left ventricular ejection fraction; PCI,
percutaneous coronary intervention. (Reproduced with permission from Farooq V, Di Mario C, Serruys PW. Balancing idealism with realism to safe-
guard the welfare of patients: The importance of Heart Team led decision-making in patients with complex coronary artery disease. Indian Heart J.
2016;68[1]:1-5.)




Ta KAAVTEPA AWTOTEAEGUATA ETVAL
APOIOV LU OWOTIE Stadikaociag
emMA0YN ¢ TV Owafeoumv
Oepatevtik@wy SuvatotTwyv.

'Otav kapo10A0yol Kat

KAPO10YEIpOVvPYOL cVVEPYALOVTAL OOV
pia opada.




YAY EYXAPIXTQ ITOAY
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