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Cuando ‘““Revascularizar’ en Sindromes Coronarios Cronicos

Angina limitante MuertE/l M

Angina “no limitante”

Angina desapercibida <5% al ano

Death Rate at
Group Syrs 10yrs 14 yrs

IVDEOMT 8% 29% 37%

IVD&PCI 6% 24% 39%

ICP rutina SIDeFe % SN o
no C-E

3VD&OMT 15% 36% S0%
3VD&PCI 16% 35% S3%




Entonces.....

:Cudando Revascularizar un

Sindrome Coronario Cronico:
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Mensaje 1. Como norma, hoy en dia no
deberiamos diagnosticar una enfermedad
coronaria sin una confirmacion anatémica
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Optimal Medical Therapy with or without PCI
for Stable Coronary Disease

STUDY POPULATION

Patients with stable coronary artery disease and
those In whom initial Canadian Cardiovascular
Society (CCS) class IV angina subsequently stabi-
lized medically were included in the study. Entry
criteria included stenosis of at least 705 in at least
one proximal epicardial coronary artery and ob-
jective evidence of myocardial 1schemia (substan-
tial changes in ST-segment depression or T-wave
inversion on the resting electrocardiogram or in-
ducible 1schemia with either exercise or pharma-



Table 2. Primary and Secondary End Points after a Median Follow-up of 4.8 Years.*

Standard Care
All Participants  Standard Care plus CTA Hazard Ratio
End Point (N=4146) (N=2073) (N=2073) (95% CI)f
number of patients (percent)
Primary end point: death from CHD or non- 129 (3.1) 81(3.9) 48 (2.3) 0.59 (0.41-0.34)§
fatal myocardial infarction}
Secondary end points
Death from CHD, nonfatal myocardial 160 (3.9) 97 (4.7) 63 (3.0 0.65 (0.47-0.89)
infarction or nonfata stro-kc
Nonfatal myocardial infarction 117 (2.8) 73 (3.5) 44 (2.1) 0.60 (0.41-0.87) ]
Ot SRy o Ty ™= e )
Death
From CHD#$ 13 (0.3) 9 (0.4) 4(0.2) 0.46 (0.14-1.48)
From any cause 86 (2.1) 43 (2.1) 43 (2.1) 1.02 (0.67-1.55)
Cardiovascular 17 (0.4) 12 (0.6) 5 (0.2) 0.43 (0.15-1.22)
Noncardiovascular 69 (1.7) 31(1.5) 38 (1.8) 1.24 (0.77-2.00)
Procedures
Invasive coronary angiography 993 (24.0) 502 (24.2) 491 (23.7) 1.00 (0.88-1.13)
Revascularization§ 546 (13.2) 267 (12.9) 279 (13.5) 1.07 (0.91-1.27)
Percutaneous coronary intervention 431 (10.4) 212 (10.2) 219 (10.6) 1.06 (0.88-1.28)
Coronary-artery bypass grafting 131 3.2) 62 (3.0) 69 (3.3) 1.12 (0.80-1.58)

Estudio SCOT-HEART

Stable Patient
Moderate or severe ischemia
(determined by site; read by core lab)

v &

CCTA not required [ Blinded CCTA ]
e.g., eGFR 30 to <60
or coronary anatomy Vl' NO
previously defined [ Core lab anatomy eligible? ]—>
YES |
| RANDOMIZE )

INVASIVE Strategy

CONSERVATIVE Strategy
OMT alone
Cath reserved for OMT failure

Average ~3.5 years of follow-up
Primary Endpoint: Composite of CV Death, M,
resuscitated cardiac arrest,
hospitalization for unstable angina or heart failure
Key Secondary Endpoints: CV Death or MI; angina QOL

OMT + Cath +
Optimal Revascularization

Estudio ISCHEMIA

Table 2

91 day=3.5 year cumulative risk and hazard ratios with 95% confidence intervals for the composite endpoint

Mo. patients

Mo CAD 9299
Mon-obstructive CAD 4894
Obstructive CAD 2737
One-vessel 1885
Two-vessel 612

Three-vesselfleft main

Mo. events Risk™ % (95% CI) Hazard ratio (?5% CI)

140 151 (1.28-1.78) 1 {reference) 1 (reference)
161 3319 (1.83-383) 220 {1.76-1T6) 128 {1.01-1.63)
185 676 (5.88-7.7T) 4.62 {3.71-5.75) 2135 (1.73-191)
92 4,88 (4.00-5.96) 330 {2.53-429) 183 (1.37-1.44)
57 932 (7.27-11.91) 646 (4.75-8.80) 197 (2.09-4117)
36 1500 (11.06-20.18) 10.71 (7.43-15.45) 447 (2.90-6.69)

Campasite endpaoint comprising late coronary revascularizatio

Registro DANES



Mensaje 2. En pacientes con isquemia leve,
aceptada por médico y el mismo,
la revascularizacion de rutina no es la panacea
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Initial Invasive or Conservative Strategy for Stable Coronary Disease

E518 Patients were enrolled

3339 Were excluded
1350 Did rot have moderate or
gagare jicharmia, according
to stress core laboratory
1218 Did not have obstructive CAD
434 Had unprotected LMCA
digease

J

5179 Undensent randomization
3783 (73.07%) Underwent trial CCTA
1356 (27.00) Did not undergo trial CCTA
575 Had low eGFR
700 Had known coronary anatamy
111 Had other reason

| |

254K Were atsigned o invasive 2591 Were assigned to conservative
atrategy atrategy

Estudio ISCHEMIA




Estudio ISCHEMIA

Proyectados 8000 pacientes con isquemia moderada a severa

Reclutados 5000 pacientes, con isquemia de moderada a ligera

10 afios y 100 MS después.......

A Primary Composite Outcome

1007 251
g &l 20 Conservative strategy
R 801
8 704 1
S
E 60 104 Invasive strategy
£ 504 "
Q -
2 40
K|
g 30" c T T T T T 1
5 2 0 1 2 3 4 5
10-/
0+ T T T T 1
0 1 2 3 4 5
Years since Randomization
No. at Risk
Conservative strategy 2591 2431 1907 1300 733 293
Invasive strategy 2588 2364 1908 1291 730 271

B Death from Cardiovascular Causes or Myocardial Infarction
100+ 25+

:g_ - Conservative strategy

704 137

60- 10

Invasive strategy

Cumulative Incidence (%)
$

s] 7
304 0 T T T 1
20- 0 1 2 3 4 S
10-/
0 T T T T |
0 1 2 3 4 5

Years since Randomization

No. at Risk
Conservative strategy 2591 2453 1933 1325 746 298
Invasive strategy 2588 2383 1933 1314 742 282



Mensaje 3. Como norma, revascularice a los
pacientes con disfuncion ventricular

*el estudio de viabilidad
puede confundir mas
que ayudar
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Coronary-Artery Bypass Surgery in Patients with Ischemic
Cardiomyopathy

A Death from Any Cause [Primary Outcome)

100-
90 Hazard ratio, 0.84 (95%: Cl, 0.73-0.97)
P=0.02 by log-rank test
20+
Medical therapy
ﬁ ?ﬂ_ ,—-"'_._’_
E’ 60 .
B
£ 50—
£ .o
4
L 304
204
104
ﬂ I ] | I ] | | ] | | ] |
0 1 2 3 4 5 ] ! 3 9 10 11
Years since Randomization
Mo. at Risk
Medical therapy 602 532 487 435 404 357 315 274 248 164 82 137
CABG 610 532 4287 460 432 392 1356 312 286 205 103 42

Estudio STICH

Percentage of Patients

Without Viable Myocardium

Medical therapy alone
(N=60; 40 deaths)

CABG plus medical therapy
(N=54; 38 deaths)

T T ] T T T T T T 1

1 2 3 4 5 6 7 & 9 10

Years since Randomization




Mensaje 4. Revascularice a los pacientes con

anatomias de riesgo
(esto es, enfermedad de tronco o multivaso)
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Mensaje 5. Revascularice a pacientes con un
grado extenso de isquemia



Optimal Medical Therapy With or Without Percutaneous
Coronary Intervention to Reduce Ischemic Burden

Results From the Clinical Outcomes Utilizing Revascularization and
Aggressive Drug Evaluation (COURAGE) Trial Nuclear Substudy

50 1 RR=0.47 (95% CI=0.23-0.95)
g 40
£ 30 24,7
= | P=0.037
5 2 13,4
=
‘E 10 _J 2
@ S
=S Y
0 - T E
Ischemia Reduction > 5% No Ischemia Reduction =
n=82 n=232 -
&

COURAGE Nuclear

P=0.002

50 -
m P=0.023 39,3
30 1 P=0.063 22.3
20 - 15,6
10 -

0,0

0 .
0% 1-4.9% 5-9.9% 2 10%

(n=23) (n=141) (n=88) (n=62)



Mensaje 6. Como le seguiran enviando pacientes a
cateterismo, tenga en consideracion las virtudes
de los estudios de fisiologia
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Fractional Flow Reserve-Guided PCI versus Medical Therapy
in Stable Coronary Disease

1007 pcl vs. Medical Therapy: HR 0.46 (95% CI 0.34-0.63) P<0.001
PCl vs. Registry: HR 0.88 (95% CI 0.55-1.39) P=0.57
Medical Therapy vs. Registry: HR 1.91 (95% Cl 1.25-2.91) P=0.003
# 80-
Y
L& ]
& 60-
-
2 40- FFR<0.80 + médico
§ Medical Therapy
E
3 2p- o Registry FFR>0.80 + médico
’g_/__fg_——‘-‘;': = ; FFR=<0.80 +ICP
ﬂ--
0 1 2 3 4 5
Years after randomization
Mo. at risk
Medical Therapy 441 360 349 337 271 258
PCI 447 416 403 391 334 321

Registry 166 156 147 141 116 13




Recomendaciones de las
Guias de Practica Clinica




Angina symptoms

Documented
ischaemia

* Diameter stenosis
>90%

v

Yes

Identify lesions with
FFR =0.80 or
iwFR =0.89

l

* FFR =0.80 or iwFR
<0.89 in major

* LVEF =35% due
to CAD

l

Consider revascularization on top of medical therapy

Documented
ischaemia

Large area
of ischaemia
vessel (>10% of LV) vessel

* Diameter stenosis
>90%

* FFR =0.80 or iwFR
<0.89 in major

* LVEF =35% due
to CAD

l

@ESC

European Society
of Cardiology



Indicaciones de revascularizacion en los

Sindromes Coronarios Cronicos

Sintomas Pronostico
Estenosis >907% Anatomia Funcion
0 ,
Isquemia documentada | 1ronco comun | MTV ¢/ FEVI <35%
6 DA proximal Isquemia >10%

FFR/IFR patologico Arteria Unica FFR/iFR patoldgico

Modificado de Guias ESC MR 2018 y CCS 2019



Conclusiones

Revascularizacion en el SCC... el escenario que define el arte de aplicar la

Medicina Basada en |la Evidencia

Best avallable
research evidence

Clinical Patient values
expertise and preferences
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