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New recommendations in the 2018 ESC/EACTS Guidelines
on Myocardial Revascularization

Completeness of revascularization

prioritized, when considering CABG
vs PCI

MNOAC preferred over VKA in patients
with non-valvular AF requiring
anticoagulation and antiplatelet
treatment

Mo-touch vein technique, if openvein
harvesting for CABG

Annual operator volume for left main
PCl of at least 25 cases per year

Pre- and post-hydration with isotonic
saline in patients with moderate or
severa CKD if the expected contrast
volume is =100 mL

Class | Class lla
Class b Class I

PCl as alternative to CABG




New recommendations in the 2018 ESC/EACTS Guidelines
on Myocardial Revascularization

Stable Multi-vessel or Left Main Coronary Artery Disease
With Suitable Anatomy for PCl and CABG and
Clinical Eligibility for either PCl or CABG
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on Myocardial Revascularization
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Intermediate Risk
* Diabetes mellitus or renal
insufficiency*
* LVEF <40% or congestive heart failure
* Early post-infarction angina or prior
PCI/CABG
* GRACE risk score >109 and <140 or
recurrent symptoms/ischaemia on
non-invasive testing.
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New recommendations in the 2018 ESC/EACTS Guidelines
on Myocardial Revascularization

prioritized, when considering CABG

-
Completeness of revascularization ]
| VS PCI

When condderingthe decidon between CABG and PC, completenes o revascubrization should be piortzed,** ‘ lla n

NOAC preferred over VKA in patients
with non-valvular AF requiring

anticoagulation and antiplatelet
treatment

\'
Mo-touch vein technique, if open vein
harvesting for CABG

Annual operator volume for left main
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Pre- and post-hydration with isotonic
saline in patients with moderate or
severe CKD if the expected contrast
volume is =100 mL
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New recommendations in the 2018 ESC/EACTS Guidelines
on Myocardial Revascularization

Completeness of revascularization

prioritized, when considering CABG

vs PCI
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NOAC preferred over VKA in patients

with non-valvular AF requiring

anticoagulation and antiplatelet In patients with non-valvular AF requiring anti-

\{reatment coagulation and antiplatelet treatment, a lla

-

NOAC should be preferred over VKAs.”>® 740

Mo-touch vein technique, if open vein
harvesting for CABG

Annual operator volume for left main
PCl of at least 25 cases per year

Pre- and post-hydration with isotonic
saline in patients with moderate or
severe CKD if the expected contrast
volume is =100 mL

Class | Class 3
Class b Class i




\mm

22.375(25):242&2
'revention of

2.

2011 AUg

V5454, EpUD
sNEJM03Y/

24, gor. 10.1056ME:

315

311619V
1931111
wodt
Med

LEngLIMER

1 Moats1yse 16
s Nov 14
ceding in ents y;
S with Bril)ag:
jal Fibrillatic L’I(:%dh % . SBoge o1 Halpgyip, ;1 Crtygt 1 ’ ation y gomg Pcy
c‘ in Atr‘a‘ " \k ’% '%1'%’, ’- — \UQOOSEP v%ngham M’ SJ1, BU”OHP’ v g
qatran after P - gﬁﬁ— Uthor inform, - Burigp p “Eickess Konjgn g1 Daatoy 1
: big rkely B :@ﬁa,n_——j
Therapy with D Tt MO S can g
tic is SG', Kim ! RE-DUAL BB S22 ACKGROUND: In pati ;
ombo ip GYH', Elis S9 er SH'. f o _ 1S with atria) fibrijjag )
ntithr ' LipG ! Hohnlos | ang Ulatiop, Wi o . lldgmol n
Jual A - ‘Q\’qg%‘jg JM', Steg PG, HEEEEE thfombOsis e s:o';ea;””afm K antagoms( Plus Quay antipjs egﬁmmr 'Y inteny, tion (p ) with
L n - / i
M"(e:%\ M e is M" MO an”plat agen 'S are UII:C;?::’? Ofbl@gdi ’ The e”eqﬂ/ and)Safe[y f Y12 -
tanassie s - (473) 1 agents is . eness
orators fipiatelet aget" ted) ME THops. _ N
p Collab information cfarin pIUS me is associd [ 114 Tatio, IowﬂOSend:v,:lr};aSSIgneazw" pa”'clpants '
p Author ic therapy wmb::anon e ith atrial f‘m“a}’ qaily) piys DApT £, 16 an 15
ile antithrombotic i atrial fi fients Wit ths) (0 4 6org Mont '
e KGROUND:Tige an fo paerts ¥l ssgped 2720 B b Bleeding oo
3ACKGR(‘:\\eNentm (PCh rial, we mndomW " relor) and _a.s‘;n(dopmre‘ o:sn;{agge’ "9 dcco
oronary S mu\ﬁc‘?“‘,e; ¢ copidogee o 22?"2\( v inmt:'s\ of age; 270 yea
IETHQD;;B aPYi2 ‘“:‘gm twice m g‘aﬁe“‘s (0
sl tes. €
labigAran e Un .
Outside
\IOUpS)'

or 3
0 aNticog Ul
nonvalvular ]
Once 9aily) piys apy
Nths roy,
=~ Group 3 The pyi b or
dling to Thro bo,
| RESUL Ts:
po'mt Wasa major “ l
’ nd
group. The s
therapy
the triple:
gl’OUp of
! ua‘_mol'aw

- f stents. g
3pirin the ris o
9 "Varoxabay US either (, or
atrigy ibrillatigy,
12 Inhibjtoy for 12 ths 190, /Wlthstentmg lo Ve, in 5
sta with oup 1)\, oxabs
Safety OUtcome s cipga ™ n? dose-ag €0 Vitamin K antagons ety "25mg
Mo o Cant begy 3 COmpositg o PUS DAPT
- anI] or i : ing or mi
| 2Dy (16 g0y s Of i " Sonicapy bleeding i "0 e = atentign)
nferoty o o "~ (16.8% i gry, " 180 N group and 26 7,, 7mem°g'°"ps’ece”’”9”va'°
ne noninferiority en V71007 P<0.09s- Ratio fo g < . M aroyp 5 32ard ratio for groy 9roup "eCeiving Standsary
iria) also tested ‘ogmposi\e efficacy | Ga -”'}'OCa’Uia/ infarctio,, OrsUOkeieresi Vj g(oup * U-63; 950, Cl 0.5010030 P<g v:)g P3, 059 5% Mdence interva/[c/
S ; 6.0%ingrou 3 , : ’"’af'"fhethree roy ity © fates of ath f :
slow-4p, 14 MONS) tome||\CK3€:::;as’w‘anzauoﬂ- - CONCLUs,O : Values for ay COMparison Were o iﬁmng Ps Kapla"ﬂelerest,mates 6.5% jn oroup ; 5692"‘7 Ca"d'OVéJS(.‘UIar
f in vith respect ned o the 11 ’ :In ] — i = ang
with plan the X Pants
w-up (mean fin ,orun A% 63 iy, i I i
prarLise s jsm), dealh it was 15 1, 042100.5% | fiay s a Py, inhiditor g, onund.’”'"g.PC’ PaCement or g, e
fple th embol imary end point W terval [C ndind Of Clinicggp, ... Mon, Ofvely-low-aose s, € admj tration
ok, of SYSEME Oxmep““‘:i/y confidence “‘5 24, .mmcoﬂesg°0m foh, ad";’yl SOnificant Ing than y; U herapy ""a’o"abanplus DAPT o, 4
) : . mabce . o . X - P«l). : >
{ESULTS: The ;t‘:cazam ralio, 0.522;: compared “;‘:2 é‘ 05810 0-83';; ed with 1 " aZ” s;fnegiae o= S, althoygy, e bserye,y g co‘:;’:;: Vitamin K antagoniss
foup group &>+ 0729 ' ined as CO s did N Affairs ang Bayer Pha it ]
henw g |_mw mmno, : cmb‘ e[seeven ik 0 i m’keutlca[
e 150-M0 du;ed States (t\aza‘.me rapy groupse of serious adv PCI. the yiple therapy ts. (FUnGEo®
wtside the U'-‘lo/ in the WO d‘t‘afeﬂomy)‘ The jon who had U se who edmboe“‘m‘c B
b : =
it vs 13 P=0,005 for T h atial f‘b'.‘“a‘: than among mo\o the fisk of 0
18410129, AMONg pa“e"tsw‘; P2Y 7 inhibitd py with respect
“ONCLU S‘ON:;m damm“na:gmr 1o ‘“p‘eTmW )
ual u\o;:\" erapy wa§‘2°qov number, NC
s A als.cC
e
DUF

inis Of i
: -6, or 12 Monthg Was "EI’OW*’OSG
' Plus DApr for 1
Nee INtervays diminish the
i PIONEER AFRCI e
NCT02164864



New recommendations in the 2018 ESC/EACTS Guidelines
on Myocardial Revascularization

Completeness of revascularization
prioritized, when considering CABG
vs PC

NOAC preferred over VKA in patients
with non-valvular AF requiring

anticoagulation and antiplatelet
treatment

Mo-touch vein technique, if open vein
harvesting for CABG

Annual operator volume for left main
PCl of at least 25 cases per year

Pre- and post-hydration with isotonic
saline in patients with moderate or
severe CKD if the expected contrast
IQnIu me is =100 mL

Class | Class 3
Class b Class i

It should be considered that PCl for LM be performed by trained operators with an annual volume of 225 LM PCl cases

Peryear.

Pre- and post-hydration
with isotonic saline should
be considered if the
expected contrast volume
is >100mL.

1 mbl/kgrh 12 h
before and con-
tinued for 24 h
after the proce-
dure (0.5 mL/
kg/h if LVEF
<35% or
NYHA >2).
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JACC Cardiovasc Interv. 2016 Oct 24,9(20):2086-2093. doi: 10.1016/). jcin.2016.05.011.

Impact of Operator Experience and Volume on OQutcomes After Left Main Coronary Artery
Percutaneous Coronary Intervention.

¥u B', Redfors B2, Yang ¥, Qiao S, Wu ¥', Chen J®, LiuH', ChenJ?, Xu L', Zhao ¥, Guan C', Gao R*, Généreux P7.

[+ Author information

Abstract
OBJECTIVES: The aim of this study was to assess the impact of operator experience on prognosis after left main coronary artery (L)
percutaneous coronary intervention (PCI).

BACKGROUND: LM FCI can be technically challenging and potentially risky considering the amount of supplied myocardium.

METHODS: Consecutive patients who underwent unprotected LM PCI at a single institution were included and compared according to
whether the primary operator was an experienced, high-volume LM operator (defined as an operator who performed at least 15 LM PCls
per year for at least 3 consecutive years) or not. Kaplan-Meier estimates and Cox proportional hazards models are presented.

RESULTS: From January 2004 to Decamber 2011, a total of 1,248 patients underwent unprotectad LM PCI by 25 operators. Of these, 7
operators (28%) were considered experienced, and 158 (72%) were considered less experienced, with an overall mean experience of 12.0 £
11.5 LM PCls per year. LM PCI was performed in 1,422 patients (73%) by experienced operators and in 326 patients (27%) by less
experenced operators. Patients treated by experienced operators had more complex and extensive coronary artery disease. Unadjusted
and adjusted risks for cardiac death were lower for patients who were treated by experienced operators, both at 30-day (unadjusted hazard
ratio [HR]: 0.23; 95% confidence interval [Cl]: 0.09 to 0.60; p = 0.003; adjusted HR: 0.22; 95% CI. 0.09 to 0.59; p = 0.003) and 3-year
(unadjusted HR: 0.53; 95% CI: 0.32 to 0.83. p = 0.02; adjusted HR: 0.49; 95% CI: 0.29 to 0.84; p = 0.009) follow-up. Discrimination improved
when operator experience was added to Cox proportional hazards models containing the SYNTAX (Synergy Between PCI With Taxus and
Cardiac Surgery) score (integrated discriminatory index = 0.004, p = 0.03) or SYNTAX score |l (integrated discriminatory index = 0.007, p=
0.02). No significant interaction was detected between operator experience and distal bifurcation LM lesion, 2-stent bifurcation stenting, and
intravascular ultrasound use (p = 0.10 for all).

CONCLUSIONS: Patients who underwent LM PCI by high-volume and experienced operators had better short- and long-term prognoses.
Operator experience is an important factor in a complex intervention such as LM PCIL.

J




New recommendations in the 2018 ESC/EACTS Guidelines
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Afrer high-risk PCl {e.g. unprotected LM
stenosis), late (3—12 months) surveillance
angicgraphy may be considered, irrespective
of symptoms.

Routine non-invasive imaging-based stress
testing may be considered 1 yvear after PCI
and =5 years after CABG.

In true bifurcation lesions of the left main,
the double-kissing crush technigue may be
preferred over provisional T-stenting**




J Am Coll Cardiol. 2017 Mov 28;70(21)2605-2617. doi: 10,1016/ jacc.2017.08.1066. Epub 2017 Cct 300

Double Kissing Crush Versus Provisional Stenting for Left Main Distal Bifurcation Lesions:
DKCRUSH-V Randomized Trial.
Chen SL', Zhang JJ2, Han Y*?, Kan J%, Chen L* Qiu C® Jiang T° Tao L’, Zeng H® Li L% Xia ¥'°, Gao C"', Santoso T2, Paiboon €2, Wang ¥ '*, Kwan

TW' ve F'8 Tian N9, Liu 72, Lin '8 Lu "7, Wen S'8, Hong L'®, Zhang 2%, Sheiban 1°7, Xu Y22, Wang L 2%, Rab TS%*, Li 72° Cheng G2%, CuiL®", Leon
MBZ% Stone GW=E.

[+ Author information

Abstract

BACKGROUND: Provisional stenting (FS) is the most common technigue used to treat distal left main (LIM) bifurcation lesions in patients
with unprotected LM coronary artery disease undergoing percutaneous coronary intervention. The double Kissing (DK) crush planned 2-
stent technigue has been shown to improve clinical outcomes in non-LIM bifurcations compared with PS, and in LM bifurcations compared
with culotte stenting, but has never been compared with PS in LM bifurcation lesions.

OBJECTIVES: The authors sought to determine whether a planned DK crush 2-stent technigue is superior to PS for patients with true distal
LM bifurcation lesions.

METHODS: The authors randomized 482 patients from 26 centers in 2 countries with true distal LW bifurcation lesions (Medina 1,1,1 or 0.1,1)
to P3 (n = 242) or DK crush stenting (n = 240). The primarny endpoint was the 1-year composite rate of target lesion failure (TLF): cardiac
death, target vessel myocardial infarction, or clinically driven target lesion revascularization. Routine 13-month angiographic follow-up was
scheduled after ascertainment of the primary endpoint.

RESULTS: TLF within 1 year occurred in 26 patients (10.7%) assigned to FS, and in 12 patients (3.0%) assigned 1o DK crush (hazard ratio:
0.42; 95% confidence interval: 0.21 to 0.85; p = 0.02). Compared with P3, DK crush also resulted in lower rates of target vessel myocardial
infarction | (2.9% vs. 0.4%; p = 0.03) and definite or probable stent thrombaosis (3.3% vs. 0.4%; p = 0.02). Clinically driven target lesion
revascularization (7.9% vs. 3.8%; p = 0.06) and angiographic restenosis within the LM complex (14.6% vs. 7.1%; p = 0.10) also tended to be
less freguent with DK crush compared with PS. There was no significant difference in cardiac death between the groups.

CONCLUSIONS: In the present multicenter randomized trial, percutaneous coronary intervention of true distal LM bifurcation lesions using
a planned DK crush 2-stent strategy resulted in a lower rate of TLF at 1 year than a PS strategy. (Double Kissing and Double Crush Versus
Provisional T Stenting Technigue for the Treatment of Unprotected Distal Left Main True Bifurcation Lesions: A Randomized, International,
Multi-Center Clinical Trial [DKCRUSH-V] ChiCTR-TRC-11001213).
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When dabigatran is used in combination with
aspirin or clopidogrel, a dose of 150 mg bid.
may be preferred over a dose of 110 mg bid”™




wengld mea 201/ oc 193/ 1\15)11513-1'321 aolt 10.\UWN|:JM031 [0B454. £pub 2011 AUQ 21.

Dual Antithrombotic Therapy with pabigatran after PCl N Atrial Fibrillation.
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De-gscalation of P2y, inhibitor treatment (e.g. with a switch from prasugrel or ticagrelor to clopidogrel) guided by

platelet function testing may be considered as an alternative DAPT strategy, especially for ACS patients deemed

unsuitable for 12-month potent platelet inhibition.””’




Lancet 2017 Oct 14380010104 1747-1757. doi: 10.1016/50140-6735017)32155-4. Epub 2017 Aug 25.

Guided de-escalation of antiplatelet treatment in patients with acute coronary syndrome
undergoing percutaneous coronary intervention (TROPICAL-ACS): a randomised, open-label,
multicentre trial.

Sibbing D', Aradi D2, Jacobshagen C2, Gross L*, Trenk D®, Geisler T2, Orban [M*, Hadamitzky M7, Merkely B2, Kiss RG¥, Komocsi A'°, Dézsi cA", Holdt

L' Felix SB"?, Parma R", Klopotowski M'®, Schwinger RHG'®. Rieber J77, Huber K'%, Neumann FJ®, Koltowski L9, Mehilli J2°, Huczek 7%, Massberg 5%
TROPICAL-ACS Investigators.

i+ Collaborators (20)

# Author information

Abstract

BACKGROUND: Current guidelines recommend potent platelet inhibition with prasugrel or ficagrelor for 12 months after an acute coronary
syndrome managed with percutaneous coronary intervention (FCl). However, the greatest anti-ischaemic benefit of potent antiplatelet
drugs over the less potent clopidogrel occurs early, while most excess bleeding events arise during chronic treatment. Hence, a stage-
adapted treatment with potent platelet inhibition in the acute phase and de-escalation to clopidogrel in the maintenance phase could be an
alternative approach. We aimed to investigate the safety and efficacy of early de-escalation of antiplatelet treatment from prasugrel to
clopidogrel guided by platelet function testing (PFT).

METHODS: In this investigator-initiated, randomised, open-label, assessor-blinded, multicentre trial (TROPICAL-AC S) done at 33 sites in
Europe, patients were enrclled if they had biomarker-positive acute coronary syndrome with successful PCI and a planned duration of dual
antiplatelet treatment of 12 months. Enrolled patients were randomly assigned (1:1) using an internet-based randomisation procedure with
a computer-generated block randomisation with stratification across study sites to either standard treatment with prasugrel for 12 months
{control group) or a step-down regimen (1 week prasugrel followed by 1 week clopidogrel and PFT-guided maintenance therapy with
clopidogrel or prasugrel from day 14 after hospital discharge; guided de-escalation group). The assessors were masked to the treatment
allocation. The primary endpoint was net clinical benefit (cardiovascular death, myocardial infarction, stroke or bleeding grade 2 or higher
according to Bleeding Academic Research Consortium [BARC]) criteria) 1 year after randomisation (non-inferiority hypothesis; margin of
30%). Analysis was intention to treat. This study is registered with ClinicalTrials.gov, number NCT01959451, and EudraCT, 2013-001636-22.

FINDINGS: Between Dec 2, 2013, and May 20, 2016, 2610 patients were assigned to study groups; 1304 to the guided de-escalation
group and 1306 to the control group. The primary endpoint occurred in 95 patients (7%) in the guided de-escalation group and in 118
patients (5% in the control group (Pnon-inferiority=0-0004; hazard ratio [HR] 0-81 [93% CI 0-62-1-06], Psupericrity=0-12). Despite early de-
escalation, there was no increase in the combined risk of cardiovascular death, myocardial infarction, or stroke in the de-escalation group
(32 patients [3%]) versus in the control group (42 patients [3%)]. Pnon-inferionity=0-0115). There were 64 BARC 2 or higher bleeding events
{2%) in the de-escalation group versus 72 events (6%) in the control group (HR 0-82 [95% CI 0-39-1-13]; p=0-23).

INTERPRETATION: Guided de-escalation of antiplatelet treatment was non-inferior to standard treatment with prasugrel at 1 year after
PCI in terms of net clinical benefit. Our tnal shows that early de-escalation of antiplatelet treatment can be considered as an alternative
approach in patients with acute coronary syndrome managed with PCI.
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In cardiogenic shock, routine revasculariza-
tion of non-IRA lesions is not recommended

during primary PCL.™

BRS are currently not recommended for
dinical use outside of clinical studies™****
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J Am Coll Cardiol. 2013 Jul 2:62(1):30-4. doi: 10.1016/ jacc.2013.04.015. Epub 2013 May 1.

Long-term results after simple versus complex stenting of coronary artery bifurcation lesions:
Nordic Bifurcation Study 5-year follow-up results.
Maeng M' Holm NR, Erglis A, Kumsars |, Niemeld M, Kervinen K, Jensen JS, Gallge A, Steigen TK, Wiseth R, Narbute |, Gunnes P. Mannsverk J,

Meverdierks O, Rotevatn 5, Mikus K. Vikman 3, Ravkilde J, James 3, Aarge J, Yiitalo A Helgyist 5, Sjogren |, Thayssen P, Virtanen K. Puhakka M, Airaksinen
J, Christiansen EH, Lassen JF, Thuesen L; Nordic-Baltic Percutaneous Coronary Intervention Study Group.

(+ Author information

Abstract
OBJECTIVES: This study sought to report the 5-year follow-up results of the Nordic Bifurcation Study.

BACKGROUND: Randomized clinical trials with short-term follow-up have indicated that coronary bifurcation lesions may be optimally treated
using the optional side branch stenting strategy.

METHODS: A total of 413 patients with a coronary bifurcation lesion were randomly assigned to a simple stenting strategy of main vessel
(MV) and optional stenting of side branch (SB) or to a complex stenting strategy, namely, stenting of bath MV and SB.

RESULTS: Five-year clinical follow-up data were available for 404 (98%) patients. The combined safety and efficacy endpoint of cardiac
death, non-procedure-related myocardial infarction, and target vessel revascularization were seen in 12.6% in the optional 3B stenting group
as compared to 21.6% in the MV and 5B stenting group (p = 0.13). All-cause death was seen in 3.9% versus 10.4% (p = 0.16) and non-
procedure-related myocardial infarction in 4% versus 7.9% (p = 0.09) in the optional SB stenting group versus the MV and SB stenting group,
respectively. The rates of target vessel revascularization were 13.4% versus 18.3% (p = 0.14) and the rates of definite stent thrombosis were
3% versus 1.5% (p = 0.31) in the optional SB stenting group versus the MY and 5B stenting group, respectively.

CONCLUSIONS: At 5-year follow-up in the Nordic Bifurcation Study, the clinical outcomes after simple optional side branch stenting remained
at least equal to the more complex strateay of planned stenting of both the main vessel and the side branch.




Circulation. 2090 Mar 18;121(10):1233-43. doi: 10. NS VCIRCULATIONAHA 108.855297. Epub 2010 Mar 1.
Randomized trial of simple versus complex drug-eluting stenting for bifurcation lesions: the
British Bifurcation Coronary Study: old, new, and evolving strategies.

Hildick-Smith D1: de Belder AJ, Cooter M, Curzen ME, Clayton TC, Oldroyd KG, Bennett L, Hoelmberg S, Cotton JM, Glennon PE, Thomas ME, Maccarthy PA,
Baumbach A, Mulvihill NT, Henderson R4, Bedwood SE, Starkey IR, Stables EH.

(# Author information

Abstract

BACKGROUND: The optimal strategy for treating coronary bifurcation lesions remains a subject of debate. With bare-metal stents, single-
stent approaches appear to be superior to systematic 2-stent strategies. Drug-eluting stents, however, have low rates of restenosis and
might offer improved outcomes with complex stenting technigues.

METHODS AND RESULTS: Patients with significant coronary bifurcation lesions were randomized to either a simple or complex
stenting strategy with drug-eluting stents. In the simple strategy, the main vessel was stented, followed by optional Kissing balloon
dilatation/T-stent. In the complex strategy, both vessels were systematically stented (culotte or crush technigues) with mandatory Kissing
balloon dilatation. Five hundred patients 64+/-10 years old were randomized; 77% were male. Eighty-two percent of lesions were true
bifurcations (>=30% narrowing in both vessels). In the simple group (n=250), 66 patients (26%) had kissing balloons in addition to main-vessel
stenting, and 7 (3%) had T stenting. In the complex group (n=230), 89% of culotte (n=73) and 72% of crush (n=16%) cases were completed
successfully with final kissing balloon inflations. The primary end point (a composite at 9 months of death, myocardial infarction, and target-
vessel failure) occurred in 8.0% of the simple group versus 15.2% of the complex group (hazard ratio 2.02, 93% confidence interval 1.17 to
3.47, P=0.0039). Myocardial infarction occurred in 3.6% versus 11.2%, respectively (F=0.001), and in-hospital major adverse cardiovascular
events occurmed in 2.0% versus 8.0% (F=0.002), respectively. Procedure duration and x-ray dose favored the simple approach.

CONCLUSIONS: When coronary bifurcation lesions are treated, a systematic 2-stent technigue results in higher rates of in-hospital and 9-
month major adverse cardiovascular events. This difference is largely driven by periprocedural myocardial infarction. Procedure duration is
longer, and x-ray dose is higher. The provisional technigue should remain the preferred strategy in the majority of cases. Clinical Trial
Reqgistration Information- URL: hitp/fwww clinicaltrials.gov. Unigue identifier: NCT 00321260.
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_ Patients undergoing coronary angiography or MSCT

It is recommended that all
patients are assessed for
the risk of contrast-
induced nephropathy.
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Circulation. 2016 Sep 27 134(13):906-17. doi: 10. 1M1 CIRCULATIONAHA 116.0243583. Epub 2016 Aug 29,

Optical Coherence Tomography to Optimize Results of Percutaneous Coronary Intervention in
Patients with Non-ST-Elevation Acute Coronary Syndrome: Results of the Multicenter,
Randomized DOCTORS Study (Does Optical Coherence Tomography Optimize Results of
Stenting).

Meneveau N', Souteyrand G2, Motreff P¥, Caussin C°, Amabile N, Ohlmann P2, Morel O¢, Lefrancois ¥2, Descotes-Genon V2, Silvain J°, Braik N°, Chopard
RZ, Chatot M*, Ecarnot FZ, Tauzin H®, Van Belle E®, Belle L%, Schiele F2.
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Abstract
BACKGROUND: No randomized study has investigated the value of optical coherence tomography (OCT) in optimizing the results of
percutaneous coronary intervention (PCI) for non-ST-segment elevation acute coronary syndromes.

METHODS: We conducted a multicenter, randomized study involving 240 patients with non-ST-segment elevation acute coronary
syndromes to compare OCT-guided PCI (use of OCT pre- and post-PCIl;, OCT-guided group) to fluoroscopy-guided PCI (angiography-guided
group). The primary end point was the functional result of PCI assessed by the measure of post PCI fractional flow reserve. Secondary end
points included procedural complications and type 4a periprocedural myocardial infarction. Safety was assessed by the rate of acute kidney
injury.

RESULTS: OCT use led to a change in procedural strategy in 50% of the patients in the OCT-guided group. The primary end point was
improved in the OCT-guided group, with a significantly higher fractional flow resernve value (0.94+0.04 versus 0.92+0 05, P=0.00%) compared
with the angiography-guided group. There was no significant difference in the rate of type 4a myocardial infarction (33% in the OCT-group
versus 40% in the angiography-guided group, P=0.28). The rates of procedural complications (5.8%) and acute kidney injury (1.6%) were
identical in each group despite longer procedure time and use of more contrast medium in the OCT-guided group. Fost-PCI OCT revealed
stent underexpansion in 42% of patients, stent malapposition in 32%, incomplete lesion coverage in 20%. and edge dissection in 37.5%.
This led to the more frequent use of poststent overdilation in the OCT-guided group versus the angiography-guided group (43% versus
12.5%, P=0.0001) with lower residual stenosis (7.0+4.3% versus 5.7+6.3%, P=0.01).

CONCLUSIONS: In patients with non-ST-segment elevation acute coronary syndromes, OCT-guided PCI is associated with higher
postprocedure fractional flow reserve than PCI guided by angiography alone. OCT did not increase periprocedural complications, type 4a
myocardial infarction, or acute kKidney injury.
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M Engl J Med 2017 Sep 21,377012):1132-1142. doi: 10.1056/NEJMoa1706443. Epub 2017 Aug 27,

Bivalirudin versus Heparin Monotherapy in Myocardial Infarction.

Erlinge D', Omerovic E', Frobert 07, Linder R, Danielewicz M', Hamid M, Swahn E', Henareh L', Wagner H', Hardhammar P'. Sjdgren 1*, Stewart J",
Grimfiard P!, Jensen J'. Aasa M', Roberisson L', Lindroos P!, Haupt J', Wikstrém H', Ulvenstam A, Bhiladvala P', Lindvall B, Lundin A', Todt T, loanes
D' Ramunddal T' Kellerth T!, Zagozdzon L', Gotberg M, Andersson J', Angerds O, Ostlund 01 Lagerquist B!, Held C', Wallentin L', Scherstén F',
Eriksson P!, Koul S', James §'.
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Abstract
BACKGROUND: The comparative efficacy of various anticoagulation strategies has not been clearly established in patients with acute

myocardial infarction who are undergoing percutaneous coronary intervention (PCI) according to current practice, which includes the use of
radial-artery access for PC| and administration of potent P2Y 4> inhibitors without the planned use of glycoprotein [Ib/lla inhibitors.

METHODS: In this multicenter, randomized, registry-based. open-label clinical trial, we enrolled patients with either ST-segment elevation
myocardial infarction (STEMI) or non-STEMI (NSTEMI) who were undergoing PCI and receiving treatment with a potent P2Y 42 inhibitor
(ticagrelor, prasugrel, or cangrelor) without the planned use of glycoprotein lIb/lla inhibitors. The patients were randomly assigned to receive
bivalirudin or heparin during PCI, which was performed predominantly with the use of radial-artery access. The primary end point was a
composite of death from any cause, myocardial infarction, or major bleeding during 180 days of follow-up.

RESULTS: A total of 6006 patients (3005 with STEMI and 3001 with NSTEMI) were enrolled in the trial. At 180 days, a primary end-point
event had occurred in 12.3% of the patients (369 of 3004) in the bivalirudin group and in 12.8% (383 of 3002) in the heparin group (hazard
ratio, 0.96; 95% confidence interval [CI], 0.83 to 1.10; P=0.54). The results were consistent between patients with STEMI and those with
NSTEMI and across other major subgroups. Myocardial infarction occurred in 2.0% of the patients in the bivalirudin group and in 2.4% in the
heparin group (hazard ratio, 0.84; 95% CI, 0.60 to 1.19; P=0.33), major bleeding in 8.6% and 8.6%, respectively (hazard ratio, 1.00; 95% CI,
0.84 to 1.19; P=0.98), definite stent thrombosis in 0.4% and 0.7%, respectively (hazard ratio, 0.54; 95% CI, 0.27 to 1.10; P=0.09), and death
in 2.9% and 2.8%, respectively (hazard ratio, 1.03; 95% CI, 0.78 to 1.41; P=0.76).

CONCLUSIONS: Among patients undergoing PCI for myocardial infarction, the rate of the composite of death from any cause, myocardial
infarction, or major bleeding was not lower among those who received bivalirudin than among those who received heparin monotherapy.

(Funded by the Swedish Heart-Lung Foundation and others; VALIDATE-SWEDEHEART ClinicalTrialsRegister.eu number, 2012-005260-10 ;
ClinicalTrials.gov number, NCT02311231 ).
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Algorithm to Guide the Choice of Revascularisation Procedure
Across Major Categories in Patients With Multivessel or Left
Main Coronary Artery Disease

Stable Multi-vessel or Left Main Coronary Artery Disease
With Suitable Anatomy for PCl and CABG and
Clinical Eligibility for either PCl or CABG

' ;',

Three-vessel CAD Left main CAD
Y Y l l ‘
‘ SYNTAX Score SYNTAX Score SYNTAX SYNTAX SYNTAX
0-22 > 22 Score 0-22 ||Score 23-32 | Score » 32
Y 4 Y N\
No Diabetes Diabetes
l l Y Y Y Y
PCI 1A PCI 1A PCIIA PCIIIIB
CABG |A CABG |A CABG IA CABG IA CABG |A CABGIA
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Aspects to be Considered by the Heart Team for Decision
Making Between PCl and CABG Among Patients With Stable
Multivessel and/or Left Main Coronary Artery Disease

Favours PCI Favours CABG

Climical
characteristics

- Presence of severe co-

morbidity (not adequately
reflected by scores)

- Advanced age/frailty’

reduced life expectancy

- Restricted mobility and

conditions that affect the
rehabilitation process

- Diabetes
- Reduced LV function

(EF = 35%4)

- Contraindication to DAPT
- Recurrent diffuse in-stent

restenosis

Anatomical
and techmnical
aspects

- MY D with SYNTAX score

O-22

- Anatomy likely resulting in

incomplete revascularisa-
tion with CABG due to poor
guality or missing conduts

- Severe chest deformation

or scoliosis

- Sequelae of chest radiation

Porcelain aorta?

- MYVD with SYNTAX score

B 23

- Anatomy likely resulting

in incomplete revasculari-
sation with PCI

- Severely calcified

coronary artery lesions
limiting lesion espansion

Meed for
conconmitant
interventions

- Ascending aortic

pathology with indication
for surgery

- Concomitant cardiac

SUrgery
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Platelet function testing may be consid-
ered to guide the decision on the timing
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The scores are limited by

(i) the specific definitions used or the methodology applied

(ii) the absence of important variables such as frailty

(iii) the practicability of calculation

(iv) a failure to reflect all relevant mortality and morbidity endpoints
(v) limited external validation

Decision-making should not be solely dependent on risk scores.
These scores should be used as a guide within the multidisciplinary
Heart Team discussion




Essential take home messages of the
2018 guidelines

» Decision making for stented percutaneous coronary intervention (PCl) or coronary
artery bypass grafting (CABG) should be based on combined evaluation of anatomy
and physiology (non-invasive or invasive testing; Table 4).

» Evaluation of the extent of coronary artery disease (CAD) by SYNTAX score
(www.syntaxscore.com) is essential when choosing between revascularisation
modalities (CABG or PClI).



Essential take home messages of the
2018 guidelines 2

The presence of diabetes is an important decision modifier by itself.

The probability of achieving complete revascularisation is of extreme prognostic
importance

HEART TEAM
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