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Original Article
Long-term changes in ischemic burden after chronic  
total occlusion percutaneous coronary intervention:  
a retrospective observational study
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Abstract: Objective: There is uncertainty of the benefit of percutaneous coronary intervention (PCI) for chronic coro-
nary total occlusion (CTO). The study aimed to investigate potential long-term changes in ischemic burden in pa-
tients with CTO after PCI. Methods: Patients who underwent CTO PCI with available records of 15O-H2O positron 
emission tomography within 3 months prior to and at least 6 months after successful CTO PCI were retrospectively 
included. Data on perfusion defect size, hyperemic myocardial blood flow (MBF), and coronary flow reserve (CFR) 
within the CTO area before and after CTO PCI were extracted and compared for evaluating ischemic burden. The 
comparisons were also performed after stratifying by baseline perfusion defect sizes. Results: A total of 74 eligible 
patients were included with an average age of 62.0±7.5 years. Significant decrease in perfusion defect size (3 (2-4) 
versus 1 (0-2) segments, P<0.001) and significant increase in hyperemic MBF (1.32±0.39 versus 2.27±0.52 mL/
min/g, P<0.001) and CFR (1.72±0.47 versus 2.73±0.73, P<0.001) were observed after CTO PCI when compared 
to that at baseline. When stratifying by baseline perfusion defect size, no significant differences were observed 
between groups in changes of hyperemic MBF (P=0.301) and CFR (P=0.850), but patients with larger perfusion 
defect size exhibited greater reduction in perfusion defect size (P<0.001). Conclusions: CTO PCI relieved ischemic 
burden for at least 6 months, and patients with larger baseline perfusion defect size might benefit more from CTO 
PCI in terms of ischemic burden.

Keywords: Chronic coronary total occlusion, prognosis, percutaneous coronary, intervention, positron emission 
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Introduction

Chronic coronary total occlusion (CTO) is de- 
fined as a 100 percent stenosis of a coronary 
artery with Thrombolysis in Myocardial Infar- 
ction (TIMI) 0 flow for more than three months 
based on angiography or symptoms [1]. It is 
often found in patients who underwent diag-
nostic coronary angiography, with a prevalence 
of about 25-33% [2-6]. CTO not only causes 
symptoms such as angina, but also lead to poor 
prognosis. Patients with CTO usually are older 
and have more comorbidities [2-4]. In addition, 
unrevascularized CTO was associated with hi- 
gher mortality and major adverse cardiovas- 
cular events when compared to revascularized 

CTO [7, 8]. Percutaneous coronary intervention 
(PCI) is one of the interventions for revascular-
ization when indicated, but the procedure is 
much more challenging compared to non-CTO 
PCI. The success rate of CTO PCI was reported 
to be about 50-70%, while it is about 95% for 
non-CTO PCI [9-11]. Although increased suc-
cess rates have been reported in experienced 
centers in recent years with advance in the te- 
chnique [12-15], there is uncertainty of the ben-
efit of PCI for CTO patients. Evidence from lim-
ited studies supports the effect of CTO PCI on 
relief of ischemic burden and symptoms, and 
on improvement in myocardial perfusion [16-
19]. Current guideline suggests CTO patients 
with a marked ischemic burden to receive PCI 
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[20]. A recent study indicated that at 3 months 
after CTO PCI, patients with a larger perfusion 
defect showed more reduction in defect size, 
and significant increase in hyperemic myocar-
dial blood flow (MBF) and coronary flow reserve 
(CFR) within the CTO area irrespective of base-
line defect size [21]. However, it remains un- 
clear whether the observed benefits in reduc-
ing ischemic burden would exist after a longer 
follow-up. In this study, we aimed to investigate 
potential long-term (i.e., 6 months) changes in 
ischemic burden in patients with CTO after PCI.

Methods

Study design and study participants

The study retrospectively included patients 
who underwent CTO PCI between 2015/01/01 
and 2020/12/31 with available records of  
15O-H2O positron emission tomography within  
3 months prior to and at least 6 months after 
successful CTO PCI. Detailed inclusion criteria: 
(1) patients who were diagnosed with CTO and 
received CTO PCI between 2015/01/01 and 
2020/12/31 in our hospital (see below for 
detailed diagnosis criteria); (2) patients who 
performed examinations of 15O-H2O positron 
emission tomography within 3 months prior to 
and at least 6 months after CTO PCI. Exclusion 
criteria: (1) patients who received an unsuc-
cessful CTO PCI, or received repeat revascular-
ization after the CTO PCI; (2) patients without 
records of 15O-H2O positron emission tomogra-
phy either within 3 months prior to or at least  
6 months after CTO PCI; (3) patients who re- 
ceived coronary artery bypass grafting identi-
fied by patient files. The study was approved  
by the medical ethics committee of our hospi- 
tal (No. 2021-03-B018), and informed consent 
was waived given the nature of a retrospective 
study design and use of anonymous data.

Diagnosis of CTO and successful revasculariza-
tion

To identify patients with a diagnosis of CTO, 
medical records of invasive coronary angiogra-
phy of the patients were screened, and CTO 
was defined as a total occlusion of the vessel 
on invasive coronary angiography with com-
plete interruption of antegrade blood flow (TIMI 
grade 0) for an estimated time of at least 3 
months [1]. Successful revascularization was 

defined as TIMI flow grade 3 and <30% dia- 
meter stenosis [17].

Evaluation of ischemic burden

Records of 15O-H2O positron emission tomogra-
phy were reviewed to extract information about 
ischemic burden. The following variables in the 
CTO myocardial area were extracted: (1) Rest 
MBF, which was obtained from a dynamic emis-
sion scan at rest; (2) Hyperemic MBF, which 
was obtained from a dynamic emission scan 
during hyperaemia by administration of intra- 
venous adenosine (140 μ/kg/min); (3) CFR, 
which was the ratio of hyperemic MBF to rest 
MBF; (4) Perfusion defect size, which was the 
number of myocardial segments that had a hy- 
peremic MBF <2.3 mL/min/g and <75% com-
pared to hyperemic MBF in a normal reference 
vascular territory. In addition, characteristics at 
baseline (before PCI CTO) including age, sex, 
smoking status, medical history about myocar-
dial infarction and previous PCIs, and comor-
bidities were also collected.

Statistical analysis

Continuous data were presented as mean ± 
standard deviation or median (25th-75th per-
centiles) according to whether they were nor-
mally distributed, and categorical data were 
presented as number (frequency). Comparis- 
ons of continuous data between groups were 
analyzed by a paired sample t-test or one-way 
ANOVA, Wilcoxon signed-rank test, or Kruskal-
Wallis test, which depended on distribution of 
the data. Comparisons of categorical data we- 
re analyzed by Chi-squared test or Fisher’s ex- 
act test. A two-sided P value <0.05 was consid-
ered statistically significant. All the statistical 
analyses were performed using SPSS software 
(Version 23.0).

Results

Baseline characteristics of the study partici-
pants

A total of 74 eligible patients were included into 
the study (Figure 1). The average age of the 
study participants was 62.0±7.5 years, of whi- 
ch 86.49% were male. 62.16% of the patients 
were current smokers at baseline, 51.35%  
of them had prior myocardial infarction, and 
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Figure 1. Inclusion of the study participants. CTO: Chronic coronary total occlu-
sion; PCI: Percutaneous coronary intervention.

74.32% had received PCI before. Hyperten- 
sion (63.51%) was the most frequent comor-

(0-2), and 3 (3-4) segments, P<0.001, Figure 
5).

Table 1. Baseline clinical characteristics of the study participants [n 
(%)]

Baseline clinical characteristics Overall patients
(n=74)

Age (years old) 62.0±7.5
Sex
    Male 64 (86.49%)
    Female 10 (13.51%)
Current smoking 46 (62.16%)
Medical history
    Prior myocardial infarction 38 (51.35%)
    Prior myocardial infarction in CTO territory 20 (27.03%)
    Prior percutaneous coronary intervention 55 (74.32%)
    Prior percutaneous coronary intervention in CTO territory 11 (14.86%)
Comorbidity
    Hypertension 47 (63.51%)
    Hypercholesterolemia 35 (47.30%)
    Diabetes 16 (21.62%)
Abbreviation: CTO, chronic coronary total occlusion.

bidities, and about half of 
the patients had hypercho-
lesterolemia (Table 1).

Changes in ischemic bur-
den after CTO PCI

When compared with ische- 
mic burden at baseline (Ta- 
ble 2), significant improve-
ments in rest MBF (0.76± 
0.17 versus 0.94±0.19 mL/
min/g, P<0.001), hyperem- 
ic MBF (1.32±0.39 versus 
2.27±0.52 mL/min/g, P< 
0.001) and CFR (1.72±0.47 
versus 2.73±0.73, P<0.001) 
were observed after CTO 
PCI, while perfusion defect 
size was significantly decre- 
ased (3 (2-4) versus 1 (0-2) 
segments, P<0.001).

Changes in ischemic bur-
den after CTO PCI according 
to baseline perfusion defect 
size

When stratifying the patien- 
ts by baseline perfusion de- 
fect size (i.e., limited (0-1 
segments), moderate (2-3 
segments), and large (≥4 
segments)) (Table 3), there 
were no significant differen- 
ces among groups in chan- 
ges of rest MBF (0.10 (0.09-
0.32), 0.09 (-0.01-0.31), 
and 0.22 (0.13-0.32) mL/
min/g, P=0.053, Figure 2), 
hyperemic MBF (0.93 (0.85-
1.26), 1.16 (0.70-1.62), and 
0.83 (0.66-1.13) mL/min/ 
g, P=0.301, Figure 3), and 
CFR (1.20 (1.10-1.59), 1.18 
(0.20-1.85), and 1.12 (0.76-
1.46), P=0.850, Figure 4), 
but patients with larger per-
fusion defect size exhibited 
greater reduction in perfu-
sion defect size (1 (1-1), 1.5 



Ischemic burden after CTO PCI

7635 Am J Transl Res 2021;13(7):7632-7640

Table 2. Changes in ischemic burden after chronic total occlusion percutaneous coronary intervention
Ischemic burden At baseline After PCI Changes P-value
Rest MBF (mL/min/g) 0.76±0.17 0.94±0.19 0.14 (0.04-0.31) <0.001
Hyperemic MBF (mL/min/g) 1.32±0.39 2.27±0.52 0.97 (0.69-1.47) <0.001
Coronary flow reserve 1.72±0.47 2.73±0.73 1.18 (0.28-1.77) <0.001
Perfusion defect size (segments) 3 (2-4) 1 (0-2) 2 (0-3) <0.001
Abbreviation: PCI, percutaneous coronary intervention.

Table 3. Changes in ischemic burden after chronic total occlusion percutaneous coronary intervention 
according to perfusion defect size at baseline
Ischemic burden At baseline After PCI Changes P-value
Limited perfusion defect size at baseline (n=3)
Rest MBF (mL/min/g) 0.80±0.23 1.05±0.06 0.10 (0.09-0.32) 0.145
Hyperemic MBF (mL/min/g) 1.30±0.21 2.40±0.64 0.93 (0.85-1.26) 0.049
Coronary flow reserve 1.43±0.59 2.83±0.61 1.20 (1.10-1.59) 0.046
Perfusion defect size (segments) 1 (1-1) 0 (0-0) 1 (1-1) 0.025
Moderate perfusion defect size at baseline (n=48)
Rest MBF (mL/min/g) 0.79±0.17 0.93±0.20 0.09 (-0.01-0.31) <0.001
Hyperemic MBF (mL/min/g) 1.33±0.46 2.30±0.56 1.16 (0.70-1.62) <0.001
Coronary flow reserve 1.83±0.47 2.77±0.80 1.18 (0.20-1.85) <0.001
Perfusion defect size (segments) 3 (2-3) 1 (0-3) 1.5 (0-2) <0.001
Large perfusion defect size at baseline (n=23)
Rest MBF (mL/min/g) 0.69±0.14 0.94±0.16 0.22 (0.13-0.32) <0.001
Hyperemic MBF (mL/min/g) 1.30±0.25 2.21±0.42 0.83 (0.66-1.13) <0.001
Coronary flow reserve 1.51±0.37 2.64±0.58 1.12 (0.76-1.46) <0.001
Perfusion defect size (segments) 5 (4-5.5) 1 (1-2) 3 (3-4) <0.001
Abbreviation: PCI, percutaneous coronary intervention.

Discussion

In the study, we compared the changes in isch-
emic burden among CTO patients who had 
received PCI. The main findings are: (1) At le- 
ast 6 months after successful CTO PCI, im- 
proved ischemic burden could be observed 
from the evaluation of hyperemic MBF, CFR, 
and perfusion defect size; (2) there were no  
significant differences in the changes of hy- 
peremic MBF and CFR after CTO PCI among 
patients with different baseline perfusion de- 
fect size, but patients with larger perfusion 
defect size at baseline displayed a greater 
change in perfusion defect size after CTO PCI. 
Considering that evidence about the effects of 
CTO PCI remains limited, especially for patients 
with different levels of ischemic burden at 
baseline, and that CTO PCI now is mainly rec-
ommended for patients with a large perfusion 
defect at baseline, our study provides support 
for the benefit from CTO PCI in patients with 

limited or moderate perfusion defect size, al- 
though patients who had a larger baseline per-
fusion defect may benefit more from the pro- 
cedure.

There is limited evidence of high quality that 
suggests CTO PCI can improve survival, and 
therefore the principal indication is to improve 
symptoms [22]. A recent study reported that 
the status of recanalization or revasculariza- 
tion for total occlusions was not associated 
with 10-year mortality risk [23], but a signifi-
cant improvement in the health status was 
observed in CTO patients who received PCI 
[24]. Considering that reduction in ischemic 
burden may benefit the survival of CTO pati- 
ents [18], investigations on changes in ische- 
mic burden after CTO PCI are necessary to fur-
ther identify indications for CTO PCI. A recent 
study investigated the changes in ischemic  
burden after CTO PCI, and found major reduc-
tions in ischemic burden after CTO PCI [21]. 
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Figure 2. Changes in rest MBF after chronic total occlusion percutaneous coronary intervention. MBF: Myocardial 
blood flow; PCI: Percutaneous coronary intervention.
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Figure 3. Changes in hyperemic MBF after chronic total occlusion percutaneous coronary intervention. MBF: Myo-
cardial blood flow; PCI: Percutaneous coronary intervention.

Figure 4. Changes in coronary flow reserve after chronic total occlusion percutaneous coronary intervention. PCI: 
Percutaneous coronary intervention.

Similar to our study, the study found that hyper-
emic MBF and CFR were both improved after 
CTO PCI irrespective of baseline perfusion de- 
fect size. A difference is that our study com-
pared baseline ischemic burden with that at 
least 6 months after CTO PCI, while the study 
investigated changes in ischemic burden 3 
months after CTO PCI. Compared to the abso-
lute changes in hyperemic MBF and CFR bet- 
ween these two studies, our study observed 
higher absolute changes. This may be related 
to that the patients in our study had a 3-mon- 
th longer follow-up, since myocardial perfusion 
would gradually increase after revasculariza-
tion [25].

The study has some limitations that should be 
noticed. First, the study used a retrospective 
study design and therefore the identification of 
CTO patients and successful CTO PCI, and the 
evaluation of ischemic burden were all conduct-

ed in a retrospective way, which relied on re- 
view of recorded data without further valida-
tion. In addition, unlike a prospective design, 
indications and procedures of CTO PCI might 
differ between operators, which may have an 
impact on the outcomes of the procedure [26]. 
Second, since we only included patients who 
received successful CTO PCI, the study partici-
pants were highly selected. Given the relative- 
ly low success rate of CTO PCI [9-11], more 
researches are needed to evaluate the risk  
and benefit of CTO PCI especially in patients 
with limited or moderate perfusion defect size. 
Third, the study only included a limited sample 
size. Studies with larger sample sizes and im- 
proved methodology are warranted to confirm 
our findings.

In conclusion, CTO PCI can relief ischemic bur-
den for at least 6 months, and patients with 
larger baseline perfusion defect size might ben-
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Figure 5. Changes in perfusion defect size after chronic total occlusion percutaneous coronary intervention. PCI: 
Percutaneous coronary intervention.

efit more from CTO PCI in terms of ischemic 
burden.

Discloure of conflict of interest 

None.

Address correspondence to: Shaoxin Wang, The 
First Affiliated Hospital, and College of Clinical 
Medicine of He’nan University of Science and Te- 
chnology, No. 24 Jinghua Road, Luoyang 471003, 
He’nan Province, China. Tel: +86-0379-64830212; 
Fax: +86-0379-64830212; E-mail: dj16882021@ 
163.com

References

[1] Stone GW, Kandzari DE, Mehran R, Colombo A, 
Schwartz RS, Bailey S, Moussa I, Teirstein PS, 
Dangas G, Baim DS, Selmon M, Strauss BH, 
Tamai H, Suzuki T, Mitsudo K, Katoh O, Cox DA, 
Hoye A, Mintz GS, Grube E, Cannon LA, Reifart 
NJ, Reisman M, Abizaid A, Moses JW, Leon MB 
and Serruys PW. Percutaneous recanalization 
of chronically occluded coronary arteries: a 
consensus document: part I. Circulation 2005; 
112: 2364-2372.

[2] Christofferson RD, Lehmann KG, Martin GV, 
Every N, Caldwell JH and Kapadia SR. Effect of 
chronic total coronary occlusion on treatment 
strategy. Am J Cardiol 2005; 95: 1088-1091.

[3] Fefer P, Knudtson ML, Cheema AN, Galbraith 
PD, Osherov AB, Yalonetsky S, Gannot S, 
Samuel M, Weisbrod M, Bierstone D, Sparkes 
JD, Wright GA and Strauss BH. Current per-
spectives on coronary chronic total occlusions: 
the Canadian multicenter chronic total occlu-
sions registry. J Am Coll Cardiol 2012; 59: 991-
997.

[4] Jeroudi OM, Alomar ME, Michael TT, El Sabbagh 
A, Patel VG, Mogabgab O, Fuh E, Sherbet D, Lo 
N, Roesle M, Rangan BV, Abdullah SM, 
Hastings JL, Grodin J, Banerjee S and Brilakis 
ES. Prevalence and management of coronary 
chronic total occlusions in a tertiary veterans 
affairs hospital. Catheter Cardiovasc Interv 
2014; 84: 637-643.

[5] Werner GS, Gitt AK, Zeymer U, Juenger C, 
Towae F, Wienbergen H and Senges J. Chronic 
total coronary occlusions in patients with sta-
ble angina pectoris: impact on therapy and out-
come in present day clinical practice. Clin Res 
Cardiol 2009; 98: 435-441.

[6] Tsai TT, Stanislawski MA, Shunk KA, Armstrong 
EJ, Grunwald GK, Schob AH, Valle JA, Alfonso 

mailto:dj16882021@163.com
mailto:dj16882021@163.com


Ischemic burden after CTO PCI

7639 Am J Transl Res 2021;13(7):7632-7640

CE, Nallamothu BK, Ho PM, Rumsfeld JS and 
Brilakis ES. Contemporary incidence, manage-
ment, and long-term outcomes of percutane-
ous coronary interventions for chronic coro-
nary artery total occlusions: insights from the 
VA CART program. JACC Cardiovasc Interv 
2017; 10: 866-875.

[7] Hannan EL, Racz M, Holmes DR, King SB 3rd, 
Walford G, Ambrose JA, Sharma S, Katz S, 
Clark LT and Jones RH. Impact of complete-
ness of percutaneous coronary intervention 
revascularization on long-term outcomes in 
the stent era. Circulation 2006; 113: 2406-
2412.

[8] Hannan EL, Wu C, Walford G, Holmes DR, 
Jones RH, Sharma S and King SB 3rd. Incom-
plete revascularization in the era of drug-elut-
ing stents: impact on adverse outcomes. JACC 
Cardiovasc Interv 2009; 2: 17-25.

[9] Noguchi T, Miyazaki MS, Morii I, Daikoku S, 
Goto Y and Nonogi H. Percutaneous translumi-
nal coronary angioplasty of chronic total occlu-
sions. Determinants of primary success and 
long-term clinical outcome. Catheter Cardio-
vasc Interv 2000; 49: 258-264.

[10] Suero JA, Marso SP, Jones PG, Laster SB, Hu-
ber KC, Giorgi LV, Johnson WL and Rutherford 
BD. Procedural outcomes and long-term sur-
vival among patients undergoing percutane-
ous coronary intervention of a chronic total oc-
clusion in native coronary arteries: a 20-year 
experience. J Am Coll Cardiol 2001; 38: 409-
414.

[11] Prasad A, Rihal CS, Lennon RJ, Singh M, Jaffe 
AS and Holmes DR Jr. Significance of peripro-
cedural myonecrosis on outcomes after percu-
taneous coronary intervention: an analysis of 
preintervention and postintervention troponin 
T levels in 5487 patients. Circ Cardiovasc In-
terv 2008; 1: 10-19.

[12] Christopoulos G, Karmpaliotis D, Alaswad K, 
Yeh RW, Jaffer FA, Wyman RM, Lombardi WL, 
Menon RV, Grantham JA, Kandzari DE, Lembo 
N, Moses JW, Kirtane AJ, Parikh M, Green P, 
Finn M, Garcia S, Doing A, Patel M, Bahadorani 
J, Tarar MN, Christakopoulos GE, Thompson 
CA, Banerjee S and Brilakis ES. Application 
and outcomes of a hybrid approach to chronic 
total occlusion percutaneous coronary inter-
vention in a contemporary multicenter US reg-
istry. Int J Cardiol 2015; 198: 222-228.

[13] Maeremans J, Walsh S, Knaapen P, Spratt JC, 
Avran A, Hanratty CG, Faurie B, Agostoni P, 
Bressollette E, Kayaert P, Bagnall AJ, Egred M, 
Smith D, Chase A, McEntegart MB, Smith WH, 
Harcombe A, Kelly P, Irving J, Smith EJ, Strange 
JW and Dens J. The hybrid algorithm for treat-
ing chronic total occlusions in Europe: the RE-
CHARGE registry. J Am Coll Cardiol 2016; 68: 
1958-1970.

[14] Galassi AR, Boukhris M, Azzarelli S, Castaing 
M, Marzà F and Tomasello SD. Percutaneous 
coronary revascularization for chronic total oc-
clusions: a novel predictive score of technical 
failure using advanced technologies. JACC Car-
diovasc Interv 2016; 9: 911-922.

[15] Habara M, Tsuchikane E, Muramatsu T, Kashi-
ma Y, Okamura A, Mutoh M, Yamane M, Oida A, 
Oikawa Y and Hasegawa K. Comparison of per-
cutaneous coronary intervention for chronic 
total occlusion outcome according to operator 
experience from the Japanese retrograde sum-
mit registry. Catheter Cardiovasc Interv 2016; 
87: 1027-1035.

[16] Obedinskiy AA, Kretov EI, Boukhris M, Kurba-
tov VP, Osiev AG, Ibn Elhadj Z, Obedinskaya NR, 
Kasbaoui S, Grazhdankin IO, Prokhorikhin AA, 
Zubarev DD, Biryukov A, Pokushalov E, Galassi 
AR and Baystrukov VI. The IMPACTOR-CTO trial. 
JACC Cardiovasc Interv 2018; 11: 1309-1311.

[17] Schumacher SP, Driessen RS, Stuijfzand WJ, 
Raijmakers PG, Danad I, Dens J, Spratt JC, 
Hanratty CG, Walsh SJ, Boellaard R, van Ros-
sum AC, Opolski MP, Nap A and Knaapen P. 
Recovery of myocardial perfusion after percu-
taneous coronary intervention of chronic total 
occlusions is comparable to hemodynamically 
significant non-occlusive lesions. Catheter Car-
diovasc Interv 2019; 93: 1059-1066.

[18] Safley DM, Koshy S, Grantham JA, Bybee KA, 
House JA, Kennedy KF and Rutherford BD. 
Changes in myocardial ischemic burden follow-
ing percutaneous coronary intervention of 
chronic total occlusions. Catheter Cardiovasc 
Interv 2011; 78: 337-343.

[19] Hachamovitch R, Hayes SW, Friedman JD, Co-
hen I and Berman DS. Comparison of the 
short-term survival benefit associated with re-
vascularization compared with medical thera-
py in patients with no prior coronary artery dis-
ease undergoing stress myocardial perfusion 
single photon emission computed tomography. 
Circulation 2003; 107: 2900-2907.

[20] Neumann FJ, Sousa-Uva M, Ahlsson A, Alfonso 
F, Banning AP, Benedetto U, Byrne RA, Collet 
JP, Falk V, Head SJ, Jüni P, Kastrati A, Koller A, 
Kristensen SD, Niebauer J, Richter DJ, Se-
ferovic PM, Sibbing D, Stefanini GG, Windecker 
S, Yadav R and Zembala MO; ESC Scientific 
Document Group. 2018 ESC/EACTS guidelines 
on myocardial revascularization. Eur Heart J 
2019; 40: 87-165.

[21] Schumacher SP, Kockx M, Stuijfzand WJ, Dries-
sen RS, van Diemen PA, Bom MJ, Everaars H, 
Raijmakers PG, Boellaard R, van Rossum AC, 
Opolski MP, Nap A and Knaapen P. Ischaemic 
burden and changes in absolute myocardial 
perfusion after chronic total occlusion percuta-
neous coronary intervention. EuroIntervention 
2020; 16: e462-e471.



Ischemic burden after CTO PCI

7640 Am J Transl Res 2021;13(7):7632-7640

[22] Brilakis ES, Mashayekhi K, Tsuchikane E, Abi 
Rafeh N, Alaswad K, Araya M, Avran A, Azzalini 
L, Babunashvili AM, Bayani B, Bhindi R, Bou-
dou N, Boukhris M, Božinović NŽ, Bryniarski L, 
Bufe A, Buller CE, Burke MN, Büttner HJ, Car-
doso P, Carlino M, Christiansen EH, Colombo A, 
Croce K, Damas de Los Santos F, De Martini T, 
Dens J, Di Mario C, Dou K, Egred M, ElGuindy 
AM, Escaned J, Furkalo S, Gagnor A, Galassi 
AR, Garbo R, Ge J, Goel PK, Goktekin O, Gran-
cini L, Grantham JA, Hanratty C, Harb S, Hard-
ing SA, Henriques JPS, Hill JM, Jaffer FA, Jang 
Y, Jussila R, Kalnins A, Kalyanasundaram A, 
Kandzari DE, Kao HL, Karmpaliotis D, Kassem 
HH, Knaapen P, Kornowski R, Krestyaninov O, 
Kumar AVG, Laanmets P, Lamelas P, Lee SW, 
Lefevre T, Li Y, Lim ST, Lo S, Lombardi W, McEn-
tegart M, Munawar M, Navarro Lecaro JA, Ngo 
HM, Nicholson W, Olivecrona GK, Padilla L, 
Postu M, Quadros A, Quesada FH, Prakasa Rao 
VS, Reifart N, Saghatelyan M, Santiago R, Sia-
nos G, Smith E, C Spratt J, Stone GW, Strange 
JW, Tammam K, Ungi I, Vo M, Vu VH, Walsh S, 
Werner GS, Wollmuth JR, Wu EB, Wyman RM, 
Xu B, Yamane M, Ybarra LF, Yeh RW, Zhang Q 
and Rinfret S. Guiding principles for chronic to-
tal occlusion percutaneous coronary interven-
tion. Circulation 2019; 140: 420-433.

[23] Kawashima H, Takahashi K, Ono M, Hara H, 
Wang R, Gao C, Sharif F, Mack MJ, Holmes DR, 
Morice MC, Head SJ, Kappetein AP, Thuijs D, 
Milojevic M, Noack T, Mohr FW, Davierwala 
PM, Serruys PW and Onuma Y. Mortality 10 
years after percutaneous or surgical revascu-
larization in patients with total coronary artery 
occlusions. J Am Coll Cardiol 2021; 77: 529-
540.

[24] Werner GS, Martin-Yuste V, Hildick-Smith D, 
Boudou N, Sianos G, Gelev V, Rumoroso JR, Er-
glis A, Christiansen EH, Escaned J, di Mario C, 
Hovasse T, Teruel L, Bufe A, Lauer B, Bogaerts 
K, Goicolea J, Spratt JC, Gershlick AH, Galassi 
AR and Louvard Y. A randomized multicentre 
trial to compare revascularization with optimal 
medical therapy for the treatment of chronic 
total coronary occlusions. Eur Heart J 2018; 
39: 2484-2493.

[25] Uren NG, Crake T, Lefroy DC, de Silva R, Davies 
GJ and Maseri A. Delayed recovery of coronary 
resistive vessel function after coronary angio-
plasty. J Am Coll Cardiol 1993; 21: 612-621.

[26] Fanaroff AC, Zakroysky P, Dai D, Wojdyla D, 
Sherwood MW, Roe MT, Wang TY, Peterson ED, 
Gurm HS, Cohen MG, Messenger JC and Rao 
SV. Outcomes of PCI in relation to procedural 
characteristics and operator volumes in the 
United States. J Am Coll Cardiol 2017; 69: 
2913-2924.


