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Cile prednasky

 zjednoduseny a prakticky pohled na indikaci PCl a CABG podle
guidelines ESC 2024

 upozornit na limity guidelines a realitu klinickeé praxe



Recommendations Class® Level® Choice of revascularization modality
It is recommended that physicians select the most appropriate revascularization modality based on patient profile,S coronary anatomy,” c
Informed and shared decisions procedural factors LVEF, preferences, and outcome expedatlons_ﬂ9,725,723,792—795,&01,51e,azn,szz,sszsw

It is recommended that patients scheduled for percutaneous or surgical revascularization receive complete information about the benefits,

847,848,857 (o} CABG, coronary artery bypass grafting; CAD, coronary artery disease; CCS, chronic coronary syndrome; FFR, fractional flow reserve: iFR, instantancous wave-free ratio; [VUS, intravascular

ultrasound; LAD, left anterior descending; LV, left ventricular; LVEF, left ventricular ejection fraction; MVD, multivessel disease; OCT, optical coherence tomography; PCI, percutancous
coronary intervention; QFR, quantitative flow ratio; STS, Society of Thoracic Surgeons; SYNTAX, SYNergy Between PCl with TAXUS and Cardiac Surgery.
*Class of recommendation.
®Level of evidence.
c . -
Age, frailty, cognitive status, diabetes, and any other comorbidities.
“Multivessel disease with/out left main stem involvement, high anatomical complexity, and likelihood of revascularization completeness.
“Local expertise and outcomes, surgical and interventional risk.

risks, therapeutic consequences, and alternatives to revascularization, as part of shared clinical decision-making.
For complex clinical cases, to define the optimal treatment strategy, in particular when CABG and PCl hold the same level of

recommendation, a Heart Team discussion is recommended, including representatives from interventional cardiclogy, cardiac surgery,
non-interventional cardiology, and other specialties if indicated, aimed at selecting the most appropriate treatment to improve patient

outcomes and quality of life.

It is recommended to communicate the proposal of the Heart Team in a balanced way using language that the patient can understand. C

literacy, cultural circumstances, and social support.®*-°1 © Recommendation Table 23 — Recommendations for mode of revascularization in patients with chronic coronary syn-
; : ; drome (see also Evidence Table 23

It is recommended that the Heart Team (on site or with a partner institution) develop institutional protocols to implement the appropriate c ( )

855,856,858

revascularization strategy in accordance with current guidelines. A ically and clinically based r dations for re’ ilarization in CCS Class® Level®

Revascularization to improve outcomes
Left main disease

e e e e In CCS patients at low surgical risk® with significant left main coronary stenosis, CABG:

In CCS patients with LVEF >35%, myocardial revascularization is recommended, in addition to guideline-directed medical therapy, for + is recommended over medical therapy alone to improve survival/™®
: . : P - : : ia| 718719,859,860
patients with functionally significant left main stem stenosis to improve survival. * is recommended as the overall preferred revascularization mode over PCl, given the lower risk of spontaneous myocardial infarction and

In CCS patients with LVEF >35%, myocardial revascularization is recommended, in addition to guideline-directed medical therapy, for repeat revascularization.”23730782

patients with functionally significant three-vessel disease to improve long-term survival and to reduce long-term cardiovascular mortality In CCS patients with significant left main coronary stenasis of low complexity (SYNTAX score <22), in whom PCI can provide equivalent

It is recommended that the decision for revascularization and its modality be patient-centred, considering patient preferences, health -

: 55,56,317,732-734 ) ) ) e P
and the risk of spontaneous myocardial infarction. completeness of revascularization to that of CABG, PCl is recommended as an alternative to CABG, given its lower invasiveness and

In CCS patients with LVEF >35%, myocardial revascularization is recommended, in addition to guideline-directed medical therapy, for non-inferior survival, 718728730802813

patients with functionally significant single- or two-vessel disease involving the proximal LAD, to reduce long-term cardiovascular mortality
55,56,317,719,732-734

In CCS patients with significant left main coronary stenosis of intermediate complexity (SYNTAX score 23-32), in whom PCI can provide

and the risk of spontanecus myocardial infarction. equivalent completeness of revascularization to that of CABG, PCI should be considered, given its lower invasiveness and non-inferior lla

0 718,728,730,802,805,809.813,820,822
In chronic coronary syndrome patients with left ventricular ejection fraction <35% survival.

In CCS patients with LVEF <35%, it is recommended to choose between revascularization or medical therapy alone, after careful evaluation, = RN i G cleeEes

In CCS patients at low surgical risk with suitable anatomy, CABG is recommended over medical therapy alone to improve survival.” 8719870
728813

preferably by the Heart Team, of coronary anatomy, correlation between coronary artery disease and LV dysfunction, comorbidities, life

expectancy, individual risk-to-benefit ratio, and patient perspectives. In CCS patients at high surgical risk, PCl may be considered over medical therapy alone.

In surgically eligible CCS patients with multivessel CAD and LVEF <35%, myocardial revascularization with CABG is recommended over Multivessel diseased 3nd diabetes

medical therapy alone to improve long-term survival 23:54742.861

In selected CCS patients with functionally significant MVD and LVEF <35% who are at high surgical risk or not operable, PCl may be
G.526729

In CCS patients with significant multivessel disease and diabetes, with insufficient response to guideline-directed medical therapy, CABG is
recommended over medical therapy alone and over PCl to improve symptoms and outcomes 501 824871-874

considered as an alternative to CAB In CCS patients at very high surgical risk, PCl should be considered over medical therapy alone to reduce symptoms and adverse
55,874
Revascularization to improve symptoms outcomes.

In CCS patients with persistent angina or anginal equivalent, despite guideline-directed medical treatment, myocardial revascularization of L EEsUERE s N ale s

50,321,402,732,734,757 In CCS patients with significant three-vesse| disease, preserved LVEF, no diabetes, and insufficient response to guideline-directed medical

719,722,875

functionally significant obstructive CAD is recommended to improve symptoms.

Assessment of procedural risks and post-pr i — therapy, CABG is recommended over medical therapy alone to improve symptoms, survival, and other outcomes.
In CCS patients with preserved LVEF, no diabetes, insufficient response to guideline-directed medical therapy, and significant three-vesse|

In patients with complex CAD in whom revascularization is being considered, it is recommended to assess procedural risks and ) . . . o o e et -
P P £ ! P disease of low-to-intermediate anatomic complexity in whom PCl can provide similar completeness of revascularization to that of CABG,

post-procedural outcomes to guide shared clinical decision-making. | 326,728,795,798,876

PCl is recommended, given its lower invasiveness, and generally non-inferior surviva
Calculation of the STS score is recommended to estimate in-hospital morbidity and 30-day mortality after CABG.””562-864

Single- or doubl 1di involving the proximal LAD

In patients with multivessel obstructive CAD, calculation of the SYNTAX score is recommended to assess the anatomical complexity of i . L
di 786,865 In CCS patients with significant single- or double-vessel disease involving the proximal LAD and insufficient response to guideline-directed
isease.”"" 52321719.791,792

medical therapy, CABG or PCl is recommended over medical therapy alone to improve symptoms and outcomes.
Intracoronary imaging guidance by IVUS or OCT is recommended when performing PCl on anatemically complex lesions, in particular left

866,337,310,840841 In CCS patients with complex significant single- or double-vessel disease involving the proximal LAD, less amenable to PCl, and insufficient

main stem, true bifurcations, and long lesions. 877-879

response to guideline-directed medical therapy, CABG is recommended to improve symptoms and reduce revascularization rates.

Intracoronary pressure measurement (FFR or iFR) or computation (QFR) : Single- or doubl I di not involving the proximal LAD
4 ¥

. . - : . o ) ) ; 5 . 308,826,866,867
is recommended to guide lesion selection for intervention in patients with multivessel disease; In symptomatic CCS patients with significant single- or double-vessel disease not involving the proximal LAD and with insufficient response

50,321,732

should be considered at the end of the procedure to identify patients at high risk of persistent angina and subsequent clinical
528,830,831,868

to guideline-directed medical therapy, PCl is recommended to improve symptoms.

events; In symptomatic CCS patients with significant single- or double-vessel disease not involving the proximal LAD and with insufficient response

may be considered at the end of the procedure to identify lesions potentially amenable to treatment with additional PCI.2*027831 to guideline-directed medical therapy, not amenable to revascularization by PCl, CABG may be considered to improve symptoms.







* vidi vSechny typy nalezu

* feSi skoro vSechny typy nalezu

e vidi vétsinu selhani PCI

* vidi vétsinu selhani CABG

« vidi relativne mene fungujicich PCI/CABG
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Duvody pro revaskularizaci

Prognoza Symptomy

kmen (EF >35%) angina nebo ekvivalent

3 tepny (EF >35%)

1-2 tepny vCetne prox. RIA

3 tepny (EF <35%)




PROMSs - Patient Related Outcomes
Measures

e anginozni symptomatologie (napr. frekvence, zavaznost)
« dusnost, unava, celkova funkcni zdatnost

 psychosocialni dopad nemoci
* kvalita Zivota souvisejici se zdravim ( SAQ, EQ-5D, SF-36)




Klinicka situace Doporuéeni Uroven
Kmen (SYNTAX nizky) PCl nebo CABG |IA |llaB
Kmen (SYNTAX vysoky) CABG | A

3 tepny + DM CABG | A

3 tepny bez DM (nizka komplexita) PCl nebo CABG |IA

1-2 tepny bez prox. RIA PCI | B

1-2 tepny s prox. RIA PCl nebo CABG |IA

EF < 35% + nemoc vice tepen CABG | B

EF < 35% + vysoké chirurgické riziko PCI zvazit lIb B




Klinicka situace Doporuceni Uroven
Kmen (SYNTAX nizky) PCl nebo CABG |IA |llaB
Kmen (SYNTAX vysoky) CABG | A

3 tepny + DM CABG | A

3 tepny bez DM (nizka komplexita) PCl nebo CABG |IA

1-2 tepny bez prox. RIA PCI | B

1-2 tepny s prox. RIA PCl nebo CABG |IA

EF < 35% + nemoc vice tepen CABG | B

EF < 35% + vysoké chirurgické riziko PCI zvazit lIb B




Klinicka situace Doporuceni Uroven
Kmen (SYNTAX nizky) PCl nebo CABG |IA |llaB
Kmen (SYNTAX vysoky) CABG | A

3 tepny + DM CABG | A

3 tepny bez DM (nizka komplexita) PCl nebo CABG |IA

1-2 tepny bez prox. RIA PCI | B

1-2 tepny s prox. RIA PCl nebo CABG |IA

EF < 35% + nemoc vice tepen CABG | B

EF < 35% + vysoké chirurgické riziko PCI zvazit lIb B




2024 ESC Guidelines for the management ©tc..|
of chronic coronary syndromes

« preference CABG u komplexnich pacientu s vysokym
iIschemickym rizikem

 PCI pri nizsi anatomické komplexité nebo vysokém chirurgickém
riziku



Klinické studie

Klinicka situace Klicove studie

Kmen SYNTAX(ES), EXCEL, NOBLE,
PRECOMBAT

MVD + DM FREEDOM

MVD bez DM SYNTAX(ES), FAME 3

EF <35 % STICH, REVIVED-BCIS2

proximalni RIA Patel 2022, Gianoli 2022 (meta-analyzy)

1-2 tepny bez prox. RIA subanalyzy vCetné SYNTAX, mensi RCT



Studie PCIl vs. CABG u MVD+/-LM

« vstupni kriteria umoznujici PCIl i CABG s relativne nizkym
rizikem

* 6-40% eligible pacientu bylo zarazeno

» mladsi populace s nizSim vyskytem komorbidit

e prumérny vék <66 let



> Circ Cardiovasc Interv. 2021 Jan;14(1):e009686. doi: 10.1161/CIRCINTERVENTIONS.120.009686.
Epub 2021 Jan 11

Heart Team/Guidelines Discordance Is Associated
With Increased Mortality: Data From a National

Survey of Revascularization in Patients With PCI
Complex Coronary Artery Disease
Guy Witberg 7 2, Amit Segev 2 2, Yaron D Barac # 2, Ehud Raanani 2 3, Abid Assali 2 3,
Ariel Finkelstein 2 5, Ariel Roguin 7 8, Gideon Sahar ? 10, Hana Vaknin-Assa ' 2, Gil Bolotin 7 1! o — I
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Outcomes of Medical Therapy Plus
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OPTIMUM Investigators

CENTRAL ILLUSTRATION: Study Overview and Main Results

PCI Outcomes and Mortality Risk Scores for Surgically Ineligible

Patients With Left Main or Multivessel CAD (N = 726)

A Observed-to-Expected Mortality Ratios

1.06 (0.75-1.38)

Society of Thoracic Surgeons
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NejCastejsi guidelines vs. reality gap

« 3 tepny +/- kmen, nizka EF

* nevhodni pro operaci
kfehkost, komorbidity (CKD), pfedchozi operace...

* PCl jako plan B



HFrEF, EF 30%, CKD
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Trvanlivost stepu

pruchodnost LIMA-

Casové obdobi LA priachodnost SVG
1 rok 90-95 % 75-85%
3 roky 90 % 60—-70 %
5 let 85-90 % 50-60 %
10 let 80-90 % 30-50 %

Xenogiannis |, et al. Saphenous Vein Graft Failure: From Pathophysiology to Prevention and Treatment Strategies.

Circulation. 2021;144:728-45




Trvanlivost stepu

pruchodnost LIMA-

Casové obdobi LA priachodnost SVG
1 rok 90-95 % 75-85 %
3 roky 90 % 6070 %
5 let 85-90 % 50—-60 %
10 let 80-90 % 30-50 %

« plné arterialni revaskularizace: u cca 10-15 % CABG

Xenogiannis |, et al. Saphenous Vein Graft Failure: From Pathophysiology to Prevention and Treatment Strategies.

Circulation. 2021;144:728-45
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Lifetime management ICHS

* premyslet o revaskularizaci jako o cyklickém procesu, nikoli
jednorazovem zakroku

« 1 z 5 pacientu potrebuje opakovanou revaskularizaci do 5 let od
prvni procedury, Castéji po PCI

* selhani revaskularizace (restenoza, uzaver stepu, progresivni
nemoc v nativnich tepnach) je béznym jevem

* vyzaduje dlouhodobé sledovani a reintervence

* individualizovany vyber revaskularizacni modality s ohledem na:
1. o¢ekavanou zivotnost Sstépu/stenti
2. vék a o€ekavanou délku zivota pacienta
1. moznost budouci reintervence



Hybridni revaskularizace

* MIDCAB-LAD + PCI zbytku reciste

* jen ~0,1 % vsech CABG

Typ dat/studie

Zjisténi

Registr NCDR CathPCI (Lowenstern et al.
2019)

vySSi vyskyt krvaceni, renalniho selhani, infarktu
myokardu a srdec€niho selhani pfi hybridni
revaskularizaci oproti PCl samotné

RCT (Ganyukov et al., JACC 2021)

mala RCT — podobné dlouhodobé vysledky
mezi hybridni revaskularizaci, PCl a CABG

Hybrid Coronary Revascularization Trial

predéasné ukonéena kvuli pomalému naboru




Jak rozhodovat v praxi?

- anatomie

kmen, proximalni RIA, celkova komplexita
 pacient

symptomy, krehkost, komorbidity, preference
e cil

symptomaticka uleva vs. progndza
 technické moznosti

PCI tym (vCetné CHIP intervenci), kardiochirurgie



Informovany & sdileny rozhodovaci
proces




Zaver

 guidelines # realita

* revaskularizace pouze jednim z aspektu lécby

« CABG je vyborna metoda — ne dokonala, ne vzdy mozna

* PCI neni ,druha liga” — casto nejlepsi mozna volba

* budme nejen interprety doporuceni, ale i advokaty pacienta



Every STENT you take, every GRAFT you
make...

I'll be WATCHING
you!



