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INTRODUCTION

	 Chronic total occlusions (CTO) are amongst the 
most difficult coronary artery lesions to be treated with 
percutaneous coronary interventions (PCI).1 Previously, 
PCI for CTO lesions was associated with the high 
complication and reduced success rates.2 However, with 
continuous advances in CTO equipment and technology, 
clinical outcomes have greatly improved.3 A recent trial 
has demonstrated that CTO-PCI is indeed feasible with 
good success rates and there is no difference in the risk 
of major adverse cardiovascular events (MACE) between 
CTO and non-CTO-PCI.4 Research has also shown that 
successful PCI for CTO lesions leads to improved quality 
of life, better left ventricular function, improved survival, 
and a decreased risk of coronary artery bypass grafting 
(CABG).5,6

	 Indeed, the use of PCI for CTO has increased 
significantly in the past decade with a corresponding 
increase in procedural success.7 Evidence from 
randomized controlled trials suggests that in comparison 
to PCI, CABG results in significantly better long-
term outcomes in complex coronary artery diseases.8,9 
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ABSTRACT
Objective: This review assessed evidence on the impact of prior coronary artery bypass grafting (CABG) on outcomes 
of percutaneous coronary intervention (PCI) for chronic total occlusions (CTO). 
Methods: PubMed, CENTRAL, Embase, ScienceDirect, and Google Scholar databases were searched from 1st January 
1980 up to 10th January 2022 for studies assessing outcomes of CTO-PCI in patients with and without prior-CABG. 
Results: Eight studies were included. The meta-analysis demonstrated significantly reduced odds of procedural success 
in patients with prior history of CABG (OR: 0.51 95% CI: 0.41, 0.64 I2=84% p<0.00001). There was a tendency of 
increased in-hospital mortality (OR: 1.72 95% CI: 0.97, 3.04 I2=26% p=0.06) and major adverse cardiac events (MACE) 
(OR: 1.30 95% CI: 0.99, 1.69 I2=0% p=0.05), along with a significantly increased risk of myocardial infarction (MI) (OR: 
2.56 95% CI: 1.65, 3.97 I2=0% p<0.0001) and coronary perforation (OR: 1.52 95% CI: 1.03, 2.24 I2=70% p=0.04) in patients 
with history of CABG. There was no difference in the risk of stroke, pericardial tamponade, major bleeding, vascular 
access complications, and renal failure. 
Conclusion: Our results suggest that patients with prior history of CABG undergoing PCI for CTO have a 49% reduced 
chance of procedural success. Such patients are at an increased risk of in-hospital mortality, MACE, MI, and coronary 
perforation.
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However, it is also known that CABG itself precipitates 
atherosclerosis in the native coronary arteries.10 CABG 
alters the blood flow and induces stasis, negative 
remodeling, and calcifications leading to accelerated 
development of atherosclerotic lesions in native coronary 
arteries proximal to the grafted site.11 Indeed, prediction 
models for CTO-PCI have reported a prior history of 
CABG to be a risk factor for procedural failure.12

	 Several studies have attempted to compare outcomes 
of CTO-PCI between patients with and without a 
history of prior CABG but with conflicting results. 
While some13 report worse outcomes in patients with 
prior CABG others14 suggest no such difference. Two 
meta-analysis studies have been conducted on this 
topic.15,16 While one review16 could only include studies 
published up to 2019, another recent review15 included 
studies with overlapping data reporting outcomes from 
the same institute or PCI registries thereby resulting in 
biased reporting. Furthermore, more recently published 
studies14,17 were not included in both these reviews. 
Therefore, to overcome the limitations of past reviews, 
we designed the current study to compare in-hospital 
and long-term outcomes of CTO-PCI in patients with 
and without prior CABG.

METHODS

	 This review was reported based on the PRISMA 
recommendations18 and was  pre-registered on the 
PROSPERO database (CRD42022299439).
Literature search: PubMed, CENTRAL, Embase, 
ScienceDirect, Google Scholar were searched for English 
language studies from 1st January 1980 up to 10th January 
2022. The search terms were: “chronic total occlusion”, 
“CTO”, “percutaneous coronary intervention”, “PCI”, 
“coronary artery bypass”, and “CABG” (Supplementary 
Table-I). The search results were consolidated, 
deduplicated, and screened by title and abstracts by two 
reviewers separately. Articles of interest to the review 
were selected and downloaded for full-text analysis. 
They were cross-checked against the inclusion criteria for 
final selection. Disagreements between the two reviewers 
were cleared in consultation with another reviewer. 
Inclusion criteria on PECO format was:
•	 Population: patients undergoing PCI for CTO.
•	 Exposure: Patients with prior history of CABG
•	 Comparison: patients without any prior history of 

CABG.
•	 Outcomes: success rates, procedural complications, 

MACE, mortality, stroke, myocardial infarction (MI), 
bleeding, cardiac tamponade, coronary perforation, 
renal failure, or target vessel revascularization (TVR). 

Exclusion Criteria: We excluded the following: 
•	 Non-comparative studies, 
•	 Those not reporting required outcomes, 
•	 Editorials, review articles and with duplicate data. 
Data extraction and quality assessment: The reviewers 
sourced author details, study year and type, study 
location and database, sample size, demographic details, 
smokers, comorbidities (Hypertension, diabetes mellitus, 

renal disease, dyslipidemia), previous MI or PCI, target 
vessel, the approach of PCI, prior failed attempts, Japanese 
CTO score (J-CTO), vessel calcification, blunt stump, 
procedural time, contrast volume, study outcomes, and 
follow-up. 
Procedural success as the primary outcome of our 
review: It was defined as residual stenosis <30% and 
TIMI flow grade ≥3 without any MACE in all studies, 
except for one wherein <50% residual stenosis was 
considered as a successful procedure. Other outcomes 
of interest were all-cause mortality, MACE, MI, stroke, 
coronary perforation, pericardial tamponade, major 
bleeding, vascular access complications, renal failure, 
and TVR. Based on the follow-up duration, outcomes 
were separated into in-hospital and late outcomes (>6 
months of follow-up). We assessed the risk of bias using 
the Newcastle-Ottawa scale (NOS).19

Statistical analysis: We used “Review Manager” 
(RevMan, version 5.3; Nordic Cochrane Centre [Cochrane 
Collaboration], Copenhagen, Denmark; 2014) for this 
study. Data was combined to compute odds ratios (OR) 
and 95% confidence intervals (CI). We also sourced 
adjusted hazard ratios (HR) of long-term outcomes 
and combined them to compute the total effect size. All  
meta-analyses were conducted using the random-effects 
model.
	 We assessed inter-study heterogeneity using the I2 
statistic. We assessed publication bias for the primary 
outcome by visual inspection of funnel plots. A sensitivity 

Fig.1: Study flow-chart.
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analysis was conducted for procedural success and all-
cause mortality to assess if any study had an exaggerated 
effect on the pooled estimate.

RESULTS

Search: 2853 unique articles were found (Fig.1). Full-
texts of these 12 studies was reviewed. Three20-22  were 
found to report overlapping data while one23 was a 
review article. Finally, eight studies were included in 
our review.13,14,17,24-28

	 Baseline details are presented in Tables-I and II. All 
were retrospective observational studies. A total of 6182 
PCI procedures for CTO were conducted after CABG 
in the included studies and these were compared with 
a control group of 25445 CTO-PCI procedures. Four 
studies reported only in-hospital data while the other 
four studies also reported long-term data. The NOS score 
of the studies ranged from six to eight. The majority of 
the studies lacked baseline matching of study cohorts.
Procedural success: The meta-analysis showed 
significantly reduced odds of procedural success in 
patients with prior history of CABG (OR: 0.51 95% 
CI: 0.41, 0.64 I2=84% p<0.00001) (Fig.2). There was no 
publication bias (Supplementary Fig.1). The results did 
not differ on sensitivity analysis.
In-hospital mortality: Pooled analysis indicated a 
tendency of increased mortality in patients with prior 
history of CABG, but the results were not statistically 
significant (OR: 1.72 95% CI: 0.97, 3.04 I2=26% p=0.06) 

(Fig.3). On the exclusion of the study of Hernandez-
Suarez et al,17 the results indicated a statistically 
significant increased risk of mortality in patients with 
a history of CABG (OR: 2.24 95% CI: 1.38, 3.64 I2=0% 
p=0.001).
Complications: Based on the available data, our meta-
analysis revealed a tendency of increased risk of MACE 
(OR: 1.30 95% CI: 0.99, 1.69 I2=0% p=0.05) along with 

Dewei Wang et al.

Fig.2: Meta-analysis of procedural success between prior CABG (pCABG) and CABG-naïve patients (nCABG).

Fig.3: Meta-analysis of in-hospital all-cause mortality between prior CABG (pCABG) and CABG-naïve patients (nCABG).

Supplementary Fig.1: Forest plot for the 
meta-analysis of procedural success.
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Supplementary Fig.2: Meta-analysis of complications (MACE, MI, stroke, coronary perforation) 
between prior CABG (pCABG) and CABG-naïve patients (nCABG).

a statistically significant increased risk of myocardial 
infarction (OR: 2.56 95% CI: 1.65, 3.97 I2=0% p<0.0001) 
and coronary perforation (OR: 1.52 95% CI: 1.03, 2.24 
I2=70% p=0.04) in patients with history of CABG, 
but no difference in the risk of stroke (OR: 1.30 95% 
CI: 0.52, 3.26 I2=0% p=0.57) between the two groups 
(Supplementary Fig.2).
	 However, meta-analysis revealed no difference in the 
risk of pericardial tamponade (OR: 0.36 95% CI: 0.11, 
1.12 I2=30% p=0.08), major bleeding (OR: 1.18 95% CI: 
0.89, 1.57 I2=0% p=0.24), vascular access complications 
(OR: 1.67 95% CI: 0.62, 4.48 I2=34% p=0.31) and renal 
failure (OR: 1.73 95% CI: 0.51, 5.85 I2=0% p=0.38) 
between patients with prior history of CABG and 
CABG-naive patients (Supplementary Fig.3).

Long-term outcomes: Limited long-term outcome 
data were available and a pooled analysis was 
possible only for mortality and TVR. Meta-analysis 
revealed an increased risk of all-cause mortality 
in patients with prior history of CABG on long-
term follow-up (OR: 1.54 95% CI: 1.30, 1.84 I2=0% 
p<0.00001). Similarly, patients with prior CABG had 
a higher odds of TVR as compared to the CABG-
naïve group (OR: 1.26 95% CI: 1.03, 1.54 I2=39% 
p=0.02) (Supplementary Fig.4). 
	 Adjusted data from a minimum of three studies were 
available only for all-cause mortality. Quantitative 
analysis showed no statistically significant difference 
in long-term mortality (HR: 1.13 95% CI: 0.93, 1.37 
I2=9% p=0.22) (Supplementary Fig.5).
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Supplementary Fig.3: Meta-analysis of complications (pericardial tamponade, major bleeding, vascular 
access complications, renal failure) between prior CABG (pCABG) and CABG-naïve patients (nCABG).

DISCUSSION

	 Historically, limited number of CTO patients were 
treated by PCI.29 However, technological improvements 
has changed the clinical scenario. Research shows that 
compared to medical therapy, PCI for CTO resulted 
in lower long-term mortality with no difference in the 
incidence of major complications.30 Nevertheless, the 
success rates achieved by CTO-PCI have generally been 
approximately 15% lower as compared to PCI for non-
CTO lesions.30,31 Lower success rates have in turn been 
related with adverse long-term outcomes and reduced 
overall survival.32 Several studies have shown that prior 
CABG could be a risk factor for lower success rates in 
CTO-PCI.33,34

	 To better elucidate the influence of prior CABG on CTO-
PCI outcomes, we conducted a meta-analysis. We noted 
that in patients with prior CABG the odds of procedural 
success are significantly reduced. Our results are similar 
to the prior meta-analysis of Liu et al.16 However, the 

more recent review of Shi et al15 did not analyze success 
rates. Lower procedural success with prior CABG could 
be attributable to several reasons. Firstly, the difference in 
the baseline demographic and patient characteristics are 
important contributors to PCI success. 
	 It can be seen that in the majority of the included 
studies, patients with prior CABG were older, more 
male, had a higher incidence of comorbidities like 
diabetes, hypertension, dyslipidemia, renal disease along 
with the greater frequency of prior MI and PCI. Prior 
CABG patients also had complex lesions which makes 
the procedure challenging. Secondly, the association 
between prior CABG and aggressive development 
of atherosclerosis in native coronary arteries is quite 
well established.10 Research suggests that CTO lesions 
in surgically revascularized patients have greater 
calcification, moderate negative remodeling, and 
excessive prevalence of blunt stumps compared to CABG 
naïve patients.11 
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Supplementary Fig.4: Meta-analysis of long-term all-cause mortality and TVR
between prior CABG (pCABG) and CABG-naïve patients (nCABG).

Supplementary Fig.5: Meta-analysis of long-term adjusted mortality
between prior CABG (pCABG) and CABG-naïve patients (nCABG).

	 The escalated risk of atherosclerosis after CABG has 
been attributed to abnormal flow patterns resulting in 
altered shear stress.35 The development of blood stasis 
with such atypical blood flow could contribute to the 
higher calcification rates found in native coronary 
arteries of post-CABG patients.11 Such negative 
angiographic features could therefore impact the success 
rates of CTO-PCI. Thirdly, distortion and displacement 
of native vessel anatomy by prior CABG could also 
hinder CTO crossing attempts leading to higher failure 
rates.16 Furthermore, a larger incidence of complications 
in prior CABG patients could reduce the procedural 
success.
	 Indeed, our meta-analysis revealed that there was an 
increased tendency of in-hospital mortality and MACE in 
patients with a history of CABG, but without statistical 
difference. This could be due to the low number of events 
in the included studies. Secondly, there was increased risk 
of MI and coronary perforation in patients with a history 
of CABG, but no difference in other complications. These 
results are similar to Liu et al.16 However, Shi et al15 in their 
meta-analysis have also noted the reduced incidence of 
cardiac tamponade and higher rates of contrast-induced 
nephropathy in patients with prior CABG. 

	 It is pertinent to mention that the studies included in 
our review and that of Shi et al15 are not the same. Two 
of the studies21,22 included by Shi et al15 had overlapping 
data with Azzalini et al27and to evaluate the role of 
the Registry of CrossBoss and Hybrid procedures in 
France, the Netherlands, Belgium, and United Kingdom 
(RECHARGE and Nikolakopoulos et al13 and hence were 
excluded from our meta-analysis. Including the same 
patients twice in a pooled analysis can exaggerate the 
effect of the intervention thereby generating false results. 
We also added two recently published studies with large 
sample sizes thus providing updated evidence.
	 The higher incidence of coronary perforation in prior 
CABG patients could be attributable to the aggressive 
techniques used in such patients. The baseline data of 
the included studies show that prior CABG patients 
frequently underwent the retrograde and dissection re-
entry approach as compared to CABG-naive patients. The 
retrograde approach associated collateral channel damage 
and the requirement of aggressive balloon dilation in the 
severely atherosclerotic vessels of CABG patients could 
also increase the risk of coronary perforations.27

	 Our review is the first to pool evidence on long-term 
outcomes of CTO-PCI between prior CABG and CABG 
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naïve patients. Acknowledging the fact that long-term 
data is currently scarce, we noted higher mortality rates 
in prior CABG patients on the meta-analysis of crude data 
but the results were no longer significant on analysis of 
adjusted data. This indicates that the baseline differences 
in the prior CABG group are the primary drivers of poor 
survival. Crude data on TVR did indicate a higher need 
for revascularization in prior CABG patients, but we 
were unable to pool adjusted outcomes for TVR due to 
unavailability of data from the included studies. 

Limitations: Firstly, the current evidence is derived from 
only retrospective observational studies which have 
an inherent risk of bias. Secondly, PCI in the included 
studies was performed over a large period ranging 
from 1999 to 2020. The current results do not take into 
account the technological developments and technique 
improvements for CTO-PCI occurring over such a long 
time duration. Also, the procedures were carried out 
at different centers worldwide by operators of varying 
experience. 
	 PCI for CTO is a highly skilled procedure 
and success rates are directly proportional to 
operator and hospital experience.36 Thirdly, 
our meta-analysis was a study level and not a  
patient-level meta-analysis. The latter would 
have provided better evidence. Lastly, maximum 
outcomes pooled in our study were from crude 
and not adjusted data. The majority of the 
included studies did not carry out baseline 
matching of the study groups and failed to report  
multivariable-adjusted data. 

Future directions: Further prospective studies with long-
term follow-up are needed to generate better quality 
evidence on the effect of prior CABG on outcomes of 
CTO-PCI. Future studies should carry out baseline 
matching of patient characteristics and reported multi-
variable adjusted data for better interpretation of the 
available evidence. 

CONCLUSION

	 Patients with prior history of CABG undergoing PCI for 
CTO have a 49% reduced chance of procedural success. 
Such patients are at an increased risk of in-hospital 
mortality, MACE, MI, and coronary perforation. The 
reduced success rates and higher complications in prior 
CABG patients are probably related to the unfavourable 
patient demographics, higher comorbidities, and 
increased complexity of CTO lesions. 
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prospero/display_record.php?ID=CRD42022299439], 
reference number [No CRD42022299439].

Conflict of interest: The authors declare that they have no 
competing interest.

Funding: None.

REFERENCES
1.	 Marechal P, Davin L, Gach O, Martinez C, Lempereur M, Lhoest 

N, et al. Coronary chronic total occlusion intervention: utility or 
futility. Expert Review of Cardiovascular Therapy. 2018;16:361-367. 
doi: 10.1080/14779072.2018.1459187

2.	 Akhtar W, Shah ST, Hasrat S, Mustafa W. Evaluating the frequency 
of successful guidewire crossing through a complex lesion in 
coronary artery disease patients having chronic total occlusion. Pak 
J Med Sci. 2022;38:1113-1117. doi: 10.12669/pjms.38.5.4770

3.	 3.	 Creaney C, Walsh SJ. Antegrade chronic total occlusion 
strategies: A technical focus for 2020. Interv Cardiol Rev. 2020;15. 
doi: 10.15420/icr.2020.05

4.	 Lee SW, Lee PH, Ahn JM, Park DW, Yun SC, Han S, et al. 
Randomized Trial Evaluating Percutaneous Coronary Intervention 
for the Treatment of Chronic Total Occlusion: The DECISION-
CTO Trial. Circulation. 2019;139:1674-1683. doi: 10.1161/
CIRCULATIONAHA.118.031313

5.	 Gong X, Zhou L, Ding X, Chen H, Li H. The impact of successful chronic 
total occlusion percutaneous coronary intervention on long-term 
clinical outcomes in real world. BMC Cardiovasc Disord. 2021;21. 
doi: 10.1186/S12872-021-01976-W

6.	 Christakopoulos GE, Christopoulos G, Carlino M, Jeroudi OM, 
Roesle M, Rangan BV, et al. Meta-analysis of clinical outcomes of 
patients who underwent percutaneous coronary interventions for 
chronic total occlusions. Am J Cardiol. 2015;115:1367-1375. doi: 
10.1016/J.AMJCARD.2015.02.038

7.	 Konstantinidis N V., Werner GS, Deftereos S, Di Mario C, Galassi 
AR, Buettner JH, et al. Temporal Trends in Chronic Total Occlusion 
Interventions in Europe. Circ Cardiovasc Interv. 2018;11. doi: 
10.1161/CIRCINTERVENTIONS.117.006229

8.	 Head SJ, Milojevic M, Daemen J, Ahn JM, Boersma E, Christiansen 
EH, et al. Mortality after coronary artery bypass grafting versus 
percutaneous coronary intervention with stenting for coronary 
artery disease: a pooled analysis of individual patient data. 
Lancet (London, England). 2018;391:939-948. doi: 10.1016/S0140-
6736(18)30423-9

9.	 Mäkikallio T, Holm NR, Lindsay M, Spence MS, Erglis A, Menown 
IBA, et al. Percutaneous coronary angioplasty versus coronary 
artery bypass grafting in treatment of unprotected left main 
stenosis (NOBLE): a prospective, randomised, open-label, non-
inferiority trial. Lancet (London, England). 2016;388:2743-2752. doi: 
10.1016/S0140-6736(16)32052-9

10.	 Pereg D, Fefer P, Samuel M, Wolff R, Czarnecki A, Deb S, et al. 
Native coronary artery patency after coronary artery bypass 
surgery. JACC Cardiovasc Interv. 2014;7:761-767. doi: 10.1016/J.
JCIN.2014.01.164

11.	 Sakakura K, Nakano M, Otsuka F, Yahagi K, Kutys R, Ladich E, et 
al. Comparison of pathology of chronic total occlusion with and 
without coronary artery bypass graft. Eur Heart J. 2014;35:1683-
1693. doi: 10.1093/EURHEARTJ/EHT422

12.	 Maeremans J, Spratt JC, Knaapen P, Walsh S, Agostoni P, Wilson 
W, et al. Towards a contemporary, comprehensive scoring system 
for determining technical outcomes of hybrid percutaneous 
chronic total occlusion treatment: The RECHARGE score. Catheter 
Cardiovasc Interv. 2018;91:192-202. doi: 10.1002/CCD.27092

13.	 Nikolakopoulos I, Choi JW, Khatri JJ, Alaswad K, Doing AH, 
Dattilo P, et al. Follow-up outcomes after chronic total occlusion 
percutaneous coronary intervention in patients with and without 
prior coronary artery bypass graft surgery: Insights from the 
progress-cto registry. J Invasive Cardiol. 2020;32:315-320. doi: 
10.1016/s0735-1097(20)31926-4

14.	 Shoaib A, Mohamed M, Curzen N, Ludman P, Zaman A, Rashid 
M, et al. Clinical outcomes of percutaneous coronary intervention 
for chronic total occlusion in prior coronary artery bypass grafting 
patients. Catheter Cardiovasc Interv. 2022;99:74-84. doi: 10.1002/
CCD.29691

15.	 Shi Y, He S, Luo J, Jian W, Shen X, Liu J. Lesion characteristics and 
procedural complications of chronic total occlusion percutaneous 
coronary intervention in patients with prior bypass surgery: A 
meta-analysis. Clin Cardiol. 2022;45:18-30. doi: 10.1002/CLC.23766

16.	 Liu MJ, Chen CF, Gao XF, Liu XH, Xu YZ. In-hospital outcomes 
of chronic total occlusion percutaneous coronary intervention 
in patients with and without prior coronary artery bypass graft: 
A protocol for systematic review and meta analysis. Medicine 
(Baltimore). 2020;99. doi: 10.1097/MD.0000000000019977

Pak J Med Sci     July - August  2023    Vol. 39   No. 4      www.pjms.org.pk     1164



Dewei Wang et al.

17.	 Hernandez-Suarez DF, Azzalini L, Moroni F, Tinoco de Paula JE, 
Lamelas P, Campos CM, et al. Outcomes of chronic total occlusion 
percutaneous coronary intervention in patients with prior coronary 
artery bypass graft surgery: Insights from the LATAM CTO 
registry. Catheter Cardiovasc Interv. 2021. doi: 10.1002/CCD.30041

18.	 Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, 
Mulrow CD, et al. The PRISMA 2020 statement: An updated 
guideline for reporting systematic reviews. Int J Surg. 2021;88. doi: 
10.1016/j.ijsu.2021.105906

19.	 Wells G, Shea B, O’Connell D, Peterson J, Welch V, Losos M, et 
al. The Newcastle-Ottawa Scale (NOS) for assessing the quality 
of nonrandomised studies in meta-analyses. http://www.ohri.
ca/programs/clinical_epidemiology/oxford.asp (Accessed 30 
Oct 2020).

20.	 Christopoulos G, Karmpaliotis D, Alaswad K, Yeh RW, Jaffer FA, 
Wyman RM, et al. Application and outcomes of a hybrid approach 
to chronic total occlusion percutaneous coronary intervention in a 
contemporary multicenter US registry. Int J Cardiol. 2015;198:222-
228. doi: 10.1016/J.IJCARD.2015.06.093

21.	 Tajti P, Karmpaliotis D, Alaswad K, Jaffer FA, Yeh RW, Patel M, et 
al. In-Hospital Outcomes of Chronic Total Occlusion Percutaneous 
Coronary Interventions in Patients with Prior Coronary Artery 
Bypass Graft Surgery. Circ Cardiovasc Interv. 2019;12. doi: 
10.1161/CIRCINTERVENTIONS.118.007338

22.	 Dautov R, Nguyen CM, Altisent O, Gibrat C, Rinfret S. 
Recanalization of Chronic Total Occlusions in Patients with 
Previous Coronary Bypass Surgery and Consideration of 
Retrograde Access via Saphenous Vein Grafts. Circ Cardiovasc 
Interv. 2016;9. doi: 10.1161/CIRCINTERVENTIONS.115.003515

23.	 Megaly M, Abraham B, Pershad A, Rinfret S, Alaswad K, Garcia 
S, et al. Outcomes of Chronic Total Occlusion Percutaneous 
Coronary Intervention in Patients with Prior Bypass Surgery. JACC 
Cardiovasc Interv. 2020;13:900-902. doi: 10.1016/J.JCIN.2019.11.033

24.	 Michael TT, Karmpaliotis D, Brilakis ES, Abdullah SM, Kirkland 
BL, Mishoe KL, et al. Impact of prior coronary artery bypass graft 
surgery on chronic total occlusion revascularisation: insights from 
a multicentre US registry. Heart. 2013;99:1515-1518. doi:10.1136/
HEARTJNL-2013-303763

25.	 Teramoto T, Tsuchikane E, Matsuo H, Suzuki Y, Ito T, Ito T, et 
al. Initial success rate of percutaneous coronary intervention for 
chronic total occlusion in a native coronary artery is decreased in 
patients who underwent previous coronary artery bypass graft 
surgery. JACC Cardiovasc Interv. 2014;7:39-46. doi: 10.1016/J.
JCIN.2013.08.012

26.	 Toma A, Stähli BE, Gick M, Colmsee H, Gebhard C, Mashayekhi 
K, et al. Long-Term Follow-Up of Patients with Previous 
Coronary Artery Bypass Grafting Undergoing Percutaneous 
Coronary Intervention for Chronic Total Occlusion. Am J Cardiol. 
2016;118:1641-1646. doi: 10.1016/J.AMJCARD.2016.08.038

27.	 Azzalini L, Ojeda S, Karatasakis A, Maeremans J, Tanabe M, La 
Manna A, et al. Long-Term Outcomes of Percutaneous Coronary 
Intervention for Chronic Total Occlusion in Patients Who 
Have Undergone Coronary Artery Bypass Grafting vs Those 
Who Have Not. Can J Cardiol. 2018;34:310-318. doi: 10.1016/J.
CJCA.2017.12.016

28.	 Budassi S, Zivelonghi C, Dens J, Bagnall AJ, Knaapen P, Avran A, 
et al. Impact of prior coronary artery bypass grafting in patients 
undergoing chronic total occlusion-percutaneous coronary 
intervention: Procedural and clinical outcomes from the REgistry 
of Crossboss and Hybrid procedures in FrAnce, the NetheRlands, 
BelGium, and UnitEd Kingdom (RECHARGE). Catheter Cardiovasc 
Interv. 2021;97:E51-60. doi: 10.1002/CCD.28954

29.	 Kluger AY, Tecson KM, Barbin CM, Lee AY, Lerma E V., Rosol 
ZP, et al. Coronary Chronic Total Occlusion (CTO): A Review. Rev 
Cardiovasc Med. 2018;19:33-39. doi: 10.31083/J.RCM.2018.01.906

30.	 Khan AA, Khalid MF, Ayub MT, Murtaza G, Sardar R, White CJ, 
et al. Outcomes of Percutaneous Coronary Intervention Versus 
Optimal Medical Treatment for Chronic Total Occlusion: A 
Comprehensive Meta-analysis. Curr Probl Cardiol. 2021;46. doi: 
10.1016/J.CPCARDIOL.2020.100695

31.	 Azzalini L, Carlino M, Bellini B, Marini C, Pazzanese V, Toscano 
E, et al. Long-Term Outcomes of Chronic Total Occlusion 
Recanalization Versus Percutaneous Coronary Intervention for 
Complex Non-Occlusive Coronary Artery Disease. Am J Cardiol. 
2020;125:182-188. doi: 10.1016/J.AMJCARD.2019.10.034

32.	 Megaly M, Khalil M, Basir MB, McEntegart MB, Spratt JC, Yamane 
M, et al. Outcomes of successful vs. failed contemporary chronic 
total occlusion percutaneous coronary intervention. Cardiovasc 
Interv Ther. 2021. doi: 10.1007/S12928-021-00819-X

33.	 Jones DA, Weerackody R, Rathod K, Behar J, Gallagher S, Knight 
CJ, et al. Successful recanalization of chronic total occlusions is 
associated with improved long-term survival. JACC Cardiovasc 
Interv. 2012;5:380-388. doi: 10.1016/J.JCIN.2012.01.012

34.	 Brilakis ES, Banerjee S, Karmpaliotis D, Lombardi WL, Tsai TT, 
Shunk KA, et al. Procedural outcomes of chronic total occlusion 
percutaneous coronary intervention: a report from the NCDR 
(National Cardiovascular Data Registry). JACC Cardiovasc Interv. 
2015;8:245-253. doi: 10.1016/J.JCIN.2014.08.014

35.	 Hoogendoorn A, Kok AM, Hartman EMJ, De Nisco G, Casadonte 
L, Chiastra C, et al. Multidirectional wall shear stress promotes 
advanced coronary plaque development: comparing five shear 
stress metrics. Cardiovasc Res. 2020;116:1136-1146. doi: 10.1093/
CVR/CVZ212

36.	 Zein R, Seth M, Othman H, Rosman HS, Lalonde T, Alaswad 
K, et al. Association of Operator and Hospital Experience with 
Procedural Success Rates and Outcomes in Patients Undergoing 
Percutaneous Coronary Interventions for Chronic Total 
Occlusions: Insights from the Blue Cross Blue Shield of Michigan 
Cardiovascular Consortium. Circ Cardiovasc Interv. 2020;13. doi: 
10.1161/CIRCINTERVENTIONS.119.008863

Authors’ Contributions:

DW: Conceived and designed the study.
KC, TX, LH, WN and HW: Collected the data and 
performed the analysis.
XW: was involved in the writing of the manuscript and 
is responsible for the integrity of the study.
All authors have read and approved the final 
manuscript.

Pak J Med Sci     July - August  2023    Vol. 39   No. 4      www.pjms.org.pk     1165


	OLE_LINK15
	OLE_LINK55
	OLE_LINK1
	OLE_LINK49
	OLE_LINK2
	OLE_LINK66
	OLE_LINK10
	OLE_LINK48
	OLE_LINK37
	OLE_LINK13
	OLE_LINK25
	OLE_LINK43
	OLE_LINK44
	OLE_LINK42
	OLE_LINK26
	OLE_LINK22
	OLE_LINK50
	OLE_LINK67
	OLE_LINK39
	OLE_LINK33
	OLE_LINK68
	_Hlk100875618
	OLE_LINK58
	OLE_LINK52
	OLE_LINK59
	OLE_LINK72
	OLE_LINK62
	OLE_LINK63
	OLE_LINK56
	_Hlk116051319
	OLE_LINK35
	OLE_LINK74
	OLE_LINK27
	OLE_LINK76
	OLE_LINK78
	OLE_LINK75
	_Hlk119543200
	_Hlk29907029
	_bookmark6
	_Hlk119541915
	_Hlk119532676
	_Hlk119541960
	_Hlk119542183
	_Hlk119542258
	_Hlk119543601
	_Hlk119543823
	_Hlk119543926
	_Hlk128992143
	_Hlk128944770
	_Hlk126476771
	_Hlk125576779
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_Hlk128397488
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_Hlk127596694
	_GoBack
	_GoBack
	_Ref91345770
	_Ref91346185
	_GoBack
	_Hlk110178481
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	bookmark=id.30j0zll
	_GoBack
	_heading=h.1fob9te
	_Hlk113951669
	_Hlk526793642
	_GoBack
	Conclusions:_
	_GoBack
	_Hlk128215481
	_GoBack
	OLE_LINK5
	OLE_LINK6
	OLE_LINK17
	OLE_LINK22
	OLE_LINK23
	OLE_LINK24
	OLE_LINK25
	OLE_LINK1
	_Ref71538069
	_Ref70616035
	_Ref70613026
	_GoBack
	_GoBack
	_GoBack
	_Hlk119447878
	_Hlk119447850
	_Hlk120453982
	_Hlk120491415
	_Hlk126273074
	_Hlk116245239
	_Hlk116245385
	_Hlk112237740
	_Hlk126187988
	_Hlk124033614
	_Hlk126186052
	_Hlk131943897
	_GoBack
	_Hlk128257372
	_Hlk127738830
	_Hlk128039063
	_Hlk127738875
	_Hlk127738952
	_GoBack
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_ENREF_25
	_ENREF_26
	_ENREF_27
	_ENREF_28
	_GoBack
	_Hlk130390429
	_GoBack
	_GoBack
	_Hlk109723753
	_Ref102469887
	_GoBack
	OLE_LINK5
	_Hlk133706596
	_GoBack
	_Hlk133696250
	_GoBack
	_GoBack

