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MALADIE CORONAIRE 
(2000-2020)



Early studies

Boden et al. N Engl J Med 2007;35:1503-16

COURAGEMETAANALYSIS 11 studies



Later studies
ORBITA BARI 2D

BARI 2D Study Group. N Engl J Med 2009;360:2503-2515R Al-Lame et al. Lancet 2018



ISCHEMIE (2020)



Design



Eligibility criteria



1!EP: CV death, MI, hospitalization for
UA,  HF or resuscitated cardiac arrest)

No difference in
all-cause and CV death

MI

Adjusted HR (95% CI) = 0.93 (0.80 to 1.08)

Maron DJ, et al. N Engl J Med 2020;382:1395-407.



Myocardial Infarction



Various definitions of MI

CK-MB Troponin



Revascularization



Improvement in QoL is related to baseline symptoms



Comments on ISCHEMIA

q ISCHEMIA enrolled stable, low risk, normal EF patients

q 4 different imaging modalities

q Selection bias

q Improvement in QOL in patients with significant symptoms

q Likely decline in future use of stress testing vs CTA/FFR

q Is Ischemia the right target? Or just one marker?



VIABILITY (2022)



CABG for ischaemic cardiomyopathy

Velazquez EJ et al, NEJM 2016; 374:1511–20 



PCI for ischemic cardiomyopathy

Perera D et al, JACC HF 2018

Viable Myocardium
on CMR, DSE, SPECT or PET

PCI feasible to lesions subtending ≥4 dysfunctional but viable segments 

LV Ejection Fraction ≤ 35%
Extensive Coronary Disease (BCIS-JS ≥6)

RANDOMISE

PCI Optimal Medical Therapy

Echocardiography at 6m, 12m
Clinical, ICD, biochemical follow up at 6m, 12m, 24m+



Death or Hosp. for HF (1!EP)

LVEF (2!EP)

Perera D et al, NEJM 2022



3 differences (all expected!)

KCCQ Unplanned revasc. MI

Periprocedural MI 14 (38%) 0
Spontaneous MI 18 (49%) 33 (87%)



Comments on ISCHEMIA REVIVED

q ISCHEMIA REVIVED enrolled stable, low risk, normal EF patients

q 4 different imaging modalities

q Selection bias

q Improvement in QOL in patients with significant symptoms

q Likely decline in future use of stress imaging testing vs CTA/FFR

q Is Ischemia viability the right target? Or just one marker?



https://doi.org/10.1016/j.jacc.2021.08.059



Eurointervention 2021



Current guidelines
Extent of CAD (anatomical and/or functional) Class Level

For prognosis

Left main disease with stenosis >50% I A
Proximal LAD stenosis >50% I A
Two- or three-vessel disease with stenosis >50%
with  impaired LV function (LVEF ≤35%) I A

Large area of ischaemia detected by functional 
testing  (>10% LV) or abnormal invasive FFR I B

Single remaining patent coronary artery 
with  stenosis >50% I C

For symptoms
Haemodynamically significant coronary stenosisc
in  the presence of limiting angina or angina equiva
lent, with insufficient response to optimized 
medical therapy

I A

Neumann ESC/EACTS Guidelines, 2019



Suggestion



https://doi.org/10.1016/j.jacc.2022.06.018



In practice?



Sum up

(Angiographically and clinically defined)

CABG à MI

In angiographically selected pts with chronic stable
angina and preserved LV function, there is no benefit
from coronary revascularization upon death or MI

Benefit noted in higher-risk pts

PCI à new revasc

BARI 2D FAME 2 (FFR <0.80) ISCHEMIA
REVIVED

PCI à T1-MI and QOL



Conclusions / CCS management 
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