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Second-generation Drug-eluting Stenting vs Coronary Artery Bypass Grafting for Coronary CTO
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Background/Aims: Limited data are available regarding the long-term clinical outcomes
of percutaneous coronary intervention (PCI) using second-generation drug-eluting stent
(DES) versus coronary artery bypass grafting (CABG) in patients with coronary chronic
total occlusion (CTO). We compare the long-term clinical outcomes of patients with CTO
and multivessel coronary artery disease (CAD) treated with PCl using second-generation
DES versus CABG. Methods: Between January 2008 and February 2012, we analyzed
data from 423 consecutive patients undergoing successful revascularization for CTO and
multivessl CAD. Patients treated with PCl using second-generation DES (n=232, 2nd
DES-PCI group) were compared with those treated with CABG (n=191, CABG group) in
terms of desth or myocardid infarction (MI) and major adverse cardiac and cere-
brovascular event (MACCE). Inverse probability of treatment weighting (IPTW) was aso
performed. Results: During a median follow-up duration of 30 months, in multivariate
analysis, there was no significant difference of death or M| (hazard ratio [HR]: 0.97; 95%
confidence interval [Cl]: 0.39 to 2.39; p=0.939) and MACCE (HR: 1.03; 95% Cl: 0.53 to
2.01; p=0.938) between the 2nd DES-PCI group and the CABG group. After IPTW ad-
justment, the incidence of death or MI (HR: 0.97; 95% Cl: 0.39 to 2.39; p=0.939) and
MACCE (HR: 1.03; 95% Cl: 0.53 to 2.01; p=0.938) were still similar in both two groups.
Conclusions: The efficacy of PCl using second-generation DES was comparable to that
of CABG in patientswith CTO and multivessel CAD.
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Early diagnosis of Iron overloads cardiomyopathy with magnetic resonance imaging T2*
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A 43-year-old female refer to the general surgery with dyspnea and elevated cardiac enzymes. She received aliver transplant two months ago and was tak-
ing immunosuppression agents. Transthoracic echocardiography showed a mildly dilated left ventricle (LV) and globd hypokinesia with an LV gection
fraction of 29.3%. LV contractile function has been decreased compared to baseline study. (EF 61.7 -> 29.3%). Coronary angiography was norma and we
performed treatment for heart failure. Patient tacrolimus trough concentration was 23.4 ng/mL (range 5-20 ng/mL), the drug suspected to cause cardiomy-
opathy, was discontinued and replaced with Everolimus. Magnetic resonance imaging was performed to confirm the tacrolimus induced cardiomyopathy.
But LV myocardium appeared diffusely dark on gradient-echo sequences with T2* (T2 star), consistent with severe myocardid iron deposition. (Figure 1).
Dark signa intensity of the liver region of interest(ROI), gradient-echo sequences with T2* consistent with severe iron overload of these organs.
Laboratory studies revealed: serum ferritin 4,982 ng/mL (13-150ng/mL) and iron levels of 230 meg/dL (50-150 meg/dL). We considered chelation therapy
but improved with deferasirox therapy. Our case study shows that cardiac MRI sequences may assist in the initial diagnosis of cardiomyopathy due to iron
deposition. We conclude that cardiac MRI can be used as a non-invasive dternative to biopsy in patients with iron overloads cardiomyopathy.




