
score was 9. The c-index of FRANCE-2 score for predicting
30-day mortality was 0.793 (p=0.009) and for 1-year mortal-
ity 0.679 (p=0.016). The mean survival time for patients with
high FRANCE-2 scores (18.6 months) was significantly less
than for patients with low (53.8 months) and moderate (53.6
months) scores (p=0.0004) (figure 1). The logistic Euro-
SCORE was poorly associated with mortality with a c-index
of 0.605 (p=0.346) and 0.616 (p=0.11) for 30-day and 1-
year mortality respectively. The FRANCE-2 risk score is pre-
dictive of medium term as well as short term survival after
TAVI in a single UK centre clinical practice. The logistic Euro-
SCORE is a poor predictor of short and medium-term sur-
vival after TAVI. The presence of a high FRANCE-2 score
(>5) is associated with poor survival after TAVI. The use of
the FRANCE-2 scoring system may be a useful additional tool
for the Heart MDT in identifying patients who will benefit
least from TAVI.
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Background Trials and registry studies suggest lower long-
term mortality after invasive than medical management

among patients with non-ST elevated myocardial infarc-
tion (NSTEMI), but elderly patients were underrepre-
sented. The aim of our study was to estimate the effect
of invasive compared with medical management on sur-
vival in patients with NSTEMI aged 80 years, using rou-
tine clinical data.
Methods We used National Institute for Health Research
Health Informatics Collaborative data to identify eligible
patients admitted during 2010–2017 at five tertiary centres.
We compared patients who did and did not have invasive
management within 3 days of their peak troponin level. To
limit the effect of immortal time bias, follow-up started 3
days after peak troponin: deaths within three days were
excluded. We conducted intention-to-treat analyses.

Propensity scores were derived from a logistic regression
model based on pre-treatment variables: patient demographics,
blood test results, cardiovascular risk factors, history of cardio-
vascular disease and other comorbidities. We modelled non-lin-
ear relationships using splines. Patients with high probability
(based on propensity score) of medical or invasive intervention
were excluded. We used Cox models to estimate hazard ratios
(HR) comparing invasive with medical management. Three
methods were used to control confounding; multivariable-
adjusted, multivariable-adjusted additionally for continuous
propensity score and inverse-probability-of-treatment (IPT)
weighting. Kaplan-Meier survival curves were plotted. The
robustness of the results to unmeasured confounding was
assessed in sensitivity analyses.
Results The 1,636 patients (59.8% medical management)
included in analyses had a median age of 85 (IQR 82–89)
years. During a median follow-up of 32.4 (IQR 11.5–53.9)
months, there were 717 (43.8%) deaths. At 3-years, cumula-
tive survival was 76.9% and 53.6% in the invasive and medi-
cal management groups, respectively (figure 1).

The crude HR comparing invasive with medical manage-
ment was 0.41 (95% CI 0.34–0.50). The multivariable-
adjusted HR was 0.51 (95% CI 0.42–0.63), was 0.50 (95%
CI 0.40–0.61) with additional adjustment for propensity score,
and was 0.54 (95% CI 0.48–0.61) in the IPT-weighted model
(all p<0.0001). The E-value for the point estimate was 2.61:
this implies that residual confounding could explain the
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association if there is an unmeasured covariate with a relative
risk of at least 2.61 for both mortality and undergoing inva-
sive management. The highest mortality HR for comorbidities
included in our model were heart failure (HR 2.06 (95% CI
1.60–2.63)) and aortic stenosis (HR 1.95 (95% CI 1.42–
2.67)).
Conclusion This study provides evidence that the survival
advantage from invasive management may extend to elderly
patients with NSTEMI. Future research should address the
possibility of unmeasured confounding, including by post-
admission prognostic factors that affect choice of invasive or
medical management.
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Aim Revascularisation of CTOs is a technically challenging
procedure and complex cases often require dual access.
Advancements in techniques have made bi-radial access more
feasible. However, the limited evidence suggests that in
patients with complex lesions radial access is associated with
lower success rates. Our primary outcome was to determine
how effective bi-radial access is compared to femoral.
Methods This was a retrospective single centre observational
study. Patients who had undergone CTO-PCI between January
2014 and January 2018, that required dual-access, were
enrolled. They were separated into bi-radial access and radio-
femoral or bi-femoral access. Every angiogram was reviewed
independently to calculate a JCTO score (a measure of lesion
complexity). Data on demographics, co-morbidities, complica-
tions, lesion characteristics, radiation and contrast dose were
collected. Standard univariate analyses were performed to look
for any tends that predicted failure to revascularise.

Results In total, 150 cases were identified, 109 bi-radial, 41
femoral (36 radio-femoral and 5 bi-femoral) access. Although
there was no statistically significant difference in success rate
for revascularisation between the radial and femoral groups
(87% vs 78%; p = 0.17), there was a trend in favour of
radial access. The average JCTO score was 3 vs 4 (p=0.04)
indicating that those undergoing femoral procedures had more
complex lesions. When only comparing cases with a JCTO
score of 4, success rates were equivalent (78.1% vs 80.9% p
= >0.99).

Although statistical significance was not reached due to the
overall small population, the following were associated with
CTO-PCI failure: raised BMI, poor renal function, previous
CABG, a higher JCTO score, CTO length > 20mm, presence
of a >45° bend within the diseased segment and the absence
of collateral vessels. The radial access group had shorter pro-
cedure lengths (111 minutes (68–137) vs 147 minutes (100–
165); p=0.02), reduced radiation exposure (dose area product
17452 CGYcm2 (9827–23958) vs 23651 CGYcm2 (15303–
27016); p=0.05) and required less contrast (237 mls (180–
320) vs 315 mls (256–345); p= 0.04). There was also a
reduction in mean length of in-hospital stay (0.38 ± 1.3 vs
0.61 ± 1.1 days [p=0.02]). A trend towards a higher rate of
complications was noted in the femoral group [10.1% vs
19.5% p=0.12] (table 1 and table 2).
Conclusion Bi-radial access is a safe alternative to radio-femo-
ral or bi-femoral access in CTO-PCI. Previous studies have
suggested that more complex cases require femoral access.
However, when only JCTO 4 patients were compared there
was equivalent rates of success. We use 7 French sheaths
routinely in bi-radial access. This provides more support and
may partly explain why success rates are comparable. With
shorter length of stay, fewer complications, and less contrast/
radiation used in radial cases we suggest that even in com-
plex CTO-PCI cases, bi-radial access is an effective and safer
alternative.
Conflict of Interest None
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