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Recommend

ations for 

reperfusion 

strategies in 

ST-segment 

elevation 

myocardial 

infarction 

patients

ESC/EACTS Guidelines     European Heart Journal (2010) 31, 2501–2555 



- STEMI



ESC/EACTS Guidelines     European Heart Journal (2010) 31, 2501–2555 

Recommendations for percutaneous coronary 
intervention in ST-segment elevation myocardial infarction



Specific 
recommend

ations for 
diabetic 
patients 

ESC/EACTS Guidelines     European Heart Journal (2010) 31, 2501–2555 



Recommendations for patients with chronic heart failure and 

systolic left ventricular dysfunction (ejection fraction ≤35%), 

presenting predominantly with anginal symptoms

ESC/EACTS Guidelines    
European Heart Journal 
(2010) 31, 2501–2555 



Crossed revascularization procedures 

ESC/EACTS Guidelines     European Heart Journal (2010) 31, 2501–2555 



- NSTEMI



Unresolved issues:
HOW  PCI MATCHES  CABG 

IN 
LMCA LESIONS
MULTIVESSEL CORONARY ARTERY DISEASE
MULTIVESSEL CAD IN DIABETICS
?



GLOBAL RISC CLASSIFICATION





MACCE to 5 years by Syntax Score Tercile

Left Main Disease

CABGPCI or CABGPCI or CABG
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Figure 4. Adverse events in patients treated with DES for distal LMCA disease (DLMCAD) 

compared with patients treated for nondistal LMCA disease (NDLMCAD). 

Smith C R Circulation 2009;119:1013-1020
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All end-points in favour of CABG



Figure 6. The 95% CI for Ln (adjusted hazard ratio) of CABG patient death and percutaneous 

transluminal coronary angioplasty (PTCA) patient death within a 3-year period (excluding 

patients with MI <24 hours before procedure). 

Smith C. Circulation 2009;119:1013-1020
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Impact of Revascularization on Mortality in Diabetic 
Patients with Multivessel Disease - MASS II Trial

Soares, Circulation 2006







PCI vs. CABG in Diabetes
• FREEDOM: 1900 pts with diabetes + MVD
• Randomized to SES/PES vs CABG

Primary Endpoint: Death, Stroke, or MI



Freedom - Myocardial Infarction



Freedom – All cause of death



Freedom – Stroke



Freedom – Repeat Revascularitation



Freedom – MACCE 
(death,stroke,MI,repeat revascularization)



- NSTEMI





Date of download:  9/22/2013
Copyright © 2012 American Medical 

Association. All rights reserved.

From: Coronary Revascularization Trends in the United States, 2001-2008

JAMA. 2011;305(17):1769-1776. doi:10.1001/jama.2011.551

Figure Legend:

”Real life data”



Heart Disease and Stroke Statistics--2012 Update
Circulation. 2012;125:e2-e220

CABG

PCI

”Real life data”



Real world data
The annual rate of revascularization decreased significantly, but 
by only 15% (p<0.001).

The CABG rate decreased significantly, by nearly 40%, 
from 1742 surgeries per million adults per year  to 1081 
(p<0.001).
PCI rates did not change significantly (from 3827 procedures per 
million adults per year to 3667 procedures, p=0.74).
The number of hospitals that provide CABG increased, resulting 
in a 28% decrease in the median CABG caseload per hospital.
The results, write the authors, “suggest the possibility that 
several thousand patients who underwent PCI in 2008 would 
have undergone CABG surgery had patterns of care not changed 

markedly between 2001 and 2008. Our data imply a sizeable 
shift in cardiovascular clinical practice patterns away 
from surgical treatment toward percutaneous, catheter-
based interventions.”

(JAMA. 2011;305[17]1769-1776.)



Emerging new Scoring Systems

Anatomical (2)

» Syntax score

» LMCA

Clinical (6)

» Age

» CrCl

» LV EF

» Sex

» COPD

» PVD



Syntax score II

CABG – 40.0
» 4y mortality 15.1%

PCI  - 35.0
» 4y mortality 9.8%

PCI

CABG

Age 75

27 11





CONCLUSIONS

PCI 
PREFERRED

IN

1. STEMI
2. NSTEMI (CULPRIT LESION only)
3. NSTEMI W. CARDIOGENIC SHOCK – MV PCI)
4. LMCA (OSTIUM, SHAFT) + 1 VD
5. EARLY GRAFT FAILURE AFTER CABG
6. LATE GRAFT FAILURE AFTER CABG



CONCLUSIONS

PCI OR CABG
TO BE 

DISCUSSED 
BY HEART 

TEAM

1. STEMI
2. NSTEMI MVD EXCEPT CULPRIT LESION
3. DISTAL LMCA
4. MVD DISEASE GRC <32
5. MVD IN DIABETICS GRC <32



CONCLUSIONS

CABG 
remains standard 
of care for more 

complex 
disease

and diabetics

1. LMCA DISTAL 
(BIFURCATION)+MVD

2. MVD WITH GRC>33
3. MVD IN DIABETICS<32



PATIENT INFORMATION & CONSENT 



MY PERSONAL VIEW

UNFAVOURABLE ANATOMY IS THE ONLY REASON 

FOR NOT PERFORMING PCI IN THE DES ERA:

feasibility = indication
feasibilty = ability to perform the complex procedure 
safely at a reasonable and acceptable risk



Ethic of reciprocity – ”Golden Rule”

“Do not unto others what you would not have 
others do to you! This is the whole law; the 

rest, merely commentaries upon it!”

Rabbi Hillel Hannasi, The Babylonian, 110 BC – 10 AD, Talmud


