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BACKGROUND

* Primary PCl is the default therapy for STEMI
with class | A indication

* |n patients with MVD there remains a
continuing controversy re revascularization
strategy in STEMI in the absence of CGS

e MV PCl in STEMI remains a Class Il indication
in the 2013 ACC/AHA guidelines based on a
consensus conclusion of the writing committee
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RATIONALE FOR MVD PCl in STEMI

* |n patients presenting with STEMI 30-60% have
significant MVD with increased morbidity and mortality
compared to patients with SVD

* Normal compensatory mechanism of non-infarct zone
is compensatory hyperkinesis, but in MVD, non-infract
zone may become hypokinetic or dyskinetic

* Decreased epicardial flow and microvascular flow in
non-infarct zones with decreased CFR is predictive of
increased mortality

* |nterventional Rx of STEMI has evolved remarkably
over the past three plus decades with Primary PCI the
recognized default Rx resulting in a precipitous decline
in IH and long-term mortality. In the current DES era,
can PCl in STEMI be extended to MV intervention?
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Why Might MVI in STEMI BE UNSAFE?

PCl is riskier in general in the setting of hemodynamic
instability and LV dysfunction

Prothrombotic and inflammatory milieu in the early
phase of AMI may increase risk

Lesion severity in nonculprit vessels may be
overestimated at the time of PPCI because of diffuse
vasoconstriction and systemic endothelial dysfunction

MV PCl increases contrast load which may be less well
tolerated in terms of renal and myocardial function

Complications in the nonculprit vessel may be poorly
tolerated with hypotension and resultant acute stent
thrombosis in both vessels
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STRATEGIES IN PRIMARY PCI

In non-shock patients
e Culprit vessel only

e Culprit vessel + non-culprit vessel(s) in single
setting

* Culprit vessel + non-culprit vessel(s) as staged
procedure

We assume that all patients receive the best GDMT
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STUDIES OF CULPRIT ONLY VS MVPCIl in STEMI

What are the Data?
* Prospective Registries and Retrospective Analyses
 Meta-Analyses

* Sophisticated statistical gymnastics required to
account for all the confounding variables

* Majority of studies are retrospective and only a few
were performed in the contemporary era of PCI
technique with widespread use of DES and potent
antithrombotic agents

e Randomized Controlled Trials
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The PRAMI Trial

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Randomized Trial of Preventive Angioplasty
in Myocardial Infarction

David S. Wald, M.D., Joan K. Morris, Ph.D., Nicholas J. Wald, F.R.S.,
Alexander J. Chase, M.B., B.S., Ph.D., Richard J. Edwards, M.D.,
Liam O. Hughes, M.D., Colin Berry, M.B., Ch.B., Ph.D.,
and Keith G. Oldroyd, M.D., for the PRAMI Investigators*

The N EnglJ ot Med 2013,369:1115-1123
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The PRAMI Trial

465 Patients with acute STEMI in 5 centers between
2008-2013

RCT - Preventive PCl vs No Preventive PCI

Subsequent PCl only for refractory angina with objective
evidence of ischemia

Primary EP - composite of cardiac death, non-fatal Ml, or
refractory angina

Conclusion: In patients with MV CAD undergoing infarct
artery PCl, preventive PCl in non-infarct coronary
arteries significantly reduced the risk of adverse CV
events, as compared with PCI limited to the infarct artery

Wald et al The N Engl J of Med 2013;369:1115-1123

School of Medicine
— TEMPLE IVERSITY®

M UNIV



The PRAMI Trial
“A Straw Man”

* After completion of PCl in the infarct artery,
eligible pts were randomized to undergo no
further PCI or to undergo immediate PCl in
noninfarct arteries with more than 50%
stenoses (preventive PCl)

e Staged PCl in pts without AP was discouraged
The intention of the investigators was that
further PCI for AP should be performed only in
cases of refractory AP
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The PRAMI Trial
“A Straw Man”

In other words

* |t was acceptable to stent a 50% stenosis in a
noninfarct vessel at the time of primary PCI

e But it was unacceptable to do a “staged PCl” in a
90% stenosis of a major epicardial vessel if the
patient is asymptomatic

* And a subsequent revascularization in this vessel
is counted as MACE

 We also know that there are many 50% and 70%

stenoses that are not physiologically significant
TSESZEOd ofS Medicine



The PRAMI Trial

Table 3. Prespecified Clinical Outcomes.*

Wald et al The N Engl J of Med 2013;369:1115-1123

Preventive  No Preventive
PCl PClI Hazard Ratio
Outcome (N=234) (N=231) (95% ClI) P Value
no. of events
Primary outcome
Death from cardiac causes, nonfatal myocardial 21 53 0.35 (0.21-0.58) <0.001*
infarction, or refractory angina¥
Death from cardiac causes or nonfatal 11 27 0.36 (0.18-0.73) 0.004 h
myo e
%thfrom cardiac causes 4 10 0.34 (0.11-1.08) EF
Nonfatal myocardialinfarction 7 26 03Z(0.13-0.75) 0.009
Refractory angina 12 30 0.35 (0.18-0.69) 0.002 z
Secondary outcomes
Death from noncardiac causes 8 6 1.10 (0.38-3.18) 0.86
Repeat revascularization 16 46 0.30 (0.17-0.56) <0.001
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Questions

What was the contribution to the final infarct size of the
PCl in the non-infarct related vessel?

What is the value of PCl in a 50% stenosis in a non-
infarct related vessel at the time of the primary PCl vs a
staged PCl in a 90% stenosis in a non-infarct related
vesse|?

What was the distribution of stenosis severity left
untreated

Would you participate in a RCT that discouraged a
staged PCl for a 90% stenosis in a non-culprit lesion but
encouraged a same setting PCl in a non-infarct vessel
with a 250% stenosis? i.e. clinical equipoise?
TSECES()lI (ngS IMedicine
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Randomized Trial of Complete Versus Lesion-only
Revascularization in Patients Undergoing Primary Percutaneous
coronary Intervention for STEMI and Multivessel Disease

The CvLPRIT Trial
Gershlick et al. 1 Amer Coll Cardiol 2015;65:963-72

* Open-label RCT comparing complete revascularization
(CR) at index admission with treatment of the infarct-
related artery only (IRA)

e 296 patients with randomization stratified according to
infarct location (anterior/non-anterior) and symptom
onset (<3h or >3h) with composite EP of all cause death,
recurrent MI, heart failure, and ischemia driven
revascularization)

* CR performed at time of PPCI or before discharge

 The primary EP occurred in 10% of CR patients vs 21.2%
of IRA patients with no significant reduction in death or
MI and a non-significant reduction in all primary EP
component as seen
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CvLPRIT TRIAL

" 1on Complate Versus Lmion-Only Revascularization in Acute Wi

Lesion in
Non-infarct Occluded Infarct
Related Related Artery (IRA)

Artery (N-IRA)

Complete Lesion-Only
Revasculanization: Revascularization:
Treat IRA and Treat Treat IRA Only
N-IRA Stenoses Leave N-IRA

Stenoses

Garshbiod, A4, wt . ) Am Colt Covmnan 20T 65NN 96372

CR - 64% at time of PPCI of IRA
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CvLPRIT TRIAL

Important Questions/Criticisms

In the CR group, how did the MVPCI contribute to the peak CNZ levels and
the final infarct size? — Were there any significant differences in peak
enzyme levels between groups?

The trial is underpowered with no significant difference between the two
groups in the components of the composite EP. As a small study, the study
has low statistical power and is vulnerable to the play of chance

There are few events in the patients which adds to the uncertainty of the
results

— Crossover 5% in IRA only and 7% in CR pts.
— Lostto f/u 5% in IRA and 7% in CR pts

CR performed at the time of PCI of IRA in 64% with 36% of patients having
“staged CR” — Clearly two different stategies

Repeat revascularization was for which vessels in the CR group?
Revascularization is an unreliable measure of benefit in an open-label trial
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Prognostic Impact of Staged Versus
“One-Time” Multivessel Percutaneous Intervention
in Acute Myocardial Infarction

Analysis l ym the HORIZONS-AMI (Harmonizing Outcome
With Revas u]nl/m n and Stents in Acute Myocare illl llhlt n) 1rial

Kornowskl et al. J Amer Coll Cardiol 2011;58:704-711

Retrospective analysis of prospective, open label, multi-
center, RCT of 3602 pts with STEMI & PPCI

Bivalirudin vs UFH, Taxus vs Express (BMS)

668 of 3602 STEMI pts underwent MVPCl in single
setting (SS) or staged at operators discretion

275 pts (41%) SS MVPCI, 393 pts (59%) Staged
Pts undergoing MVPCI further stratified by excluding
from both groups all pts in whom the second lesion was

in a vessel with TIMI flow 0-2 —i.e. emergent
nonculprit PCl might have been required
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Prognostic Impact of Staged vs “One-Time” MV PClI
in Acute MI —Analysis from HORIZONS AMI

I Therapeutic strategy l
N 508y, e utomes

e~

l ‘True elective’ MV PCI cases

N 0.1 eur Outcomes

Kornowski et al. ] Amer Coll Cardiol 2011;58:704-711
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Prognostic Impact of Staged vs “One-Time” MV
nalvsis.iremHRRIZONS AMI
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Long-Term Outcome in Patients with ST Segment
Elevation Myocardial Infarction and Multivessel
Disease Treated with Culprit-Only, Imnmediate, or
Staged Multivessel Percutaneous Revascularization
Strategies: Insights from the REAL Registry

Manari et al. Cath and Cardiovasc Interv 2014;84:912-922

3465 STEMI
patients with MVD

82 w prior CABS

10 w planned valve
Surgery w/in 45d

L)

FEachucied Tom & amalys

630 in CGS w IABP

163 w severe LMCA dz
456 w at least one CTO

Study population: 2061 patients
706 367 988
Culprit-only PC1 | |Acute multivessel PCI|| Staged PCl of

non-culprit lesions
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Long-Term Outcome in Patients with ST Segment
Elevation Myocardial Infarction and Multivessel
Disease Treated with Culprit-Only, Imnmediate, or
Staged Multivessel Percutaneous Revascularization

Strategies: Insights from the REAL Registry
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Long-Term Outcome in Patients with ST Segment
Elevation Myocardial Infarction and Multivessel
Disease Treated with Culprit-Only, Inmediate, or
Staged Multivessel Percutaneous Revascularization
Strategies: Insights from the REAL Registry

Manari et al. Cath and Cardiovasc Interv 2014;84:912-922

Landmark Analysis of Cumulative Mortality
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Insights from the REAL Registry

* |n patients with STEMI and MVD rx’ed with
primary PCl in a real world setting, a MV
revascularization is associated with better
outcomes compared to culprit vessel only PCI

* The treatment of non-IRA at the time of PPCI
Resulted in a higher short-term mortality

* Thus, our study support the current guidelines
recommendation that in this setting, culprit
only primary PCl should be performed at the
time of STEMI followed by a staged non-
culprit PCl thereafter

Manari et al. Cath and Cardiovasc Interv 2014;84:912-922 School ofS Medicine



Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

* |n pts with STEMI and MVD should PClI be
confined to IRA only or also nonculprit vessels
and if NCV’s during primary PCl or staged?

* Pairwise and network meta-analyses were
performed on 3 strategies for MVD in STEMI
— Culprit only
— MV PCI - culprit and =2 1 nonculprit
— Staged PCI, culprit PCl and > 1 non-culprit staged

* Four prospective and 14 retrospective studies

involving 40,280 patients were included
Vlaar et al. ] Amer Coll of Cardiol 2011;58:6920703
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Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

A y ' B N t I
15 studies m— — 1 2dudies —
Culprit only PCI Multivessel PCI ‘ Culpeit only PCI l Staged PCI
v
|
L |
6 dudies \
Culpent ondy PC Staged PCI 10 studies 4 1 sudy
gdudies
5 stuchion I
Suaged PCY e
AN Multivesse! ICl ‘ Mudtivessel ICT

Vlaar et al. ] Amer Coll of Cardiol 2011;58:692-703 School of Medicine
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Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

Culprit Only vs MV PCI Short-Term Mortality

A Culprit only PCI  Multivessael PCi Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight IV, Random, 35% CI IV, Random, 95% CI
Prospective studies
i Mario 2004 0 17 1 52 09% 0.98 [0.04, 2520] T
Khattab 2008 2 45 1 28 15% 126011, 1453)

Polit 2010 7 a4 2 65 3t% 286|057, 1427
Subtotal (95% CiI) 146 145 54% 1.98 [0.57, 8.55)
Total avents 9 4

Hetaroganeity: Tau' =000, Ch# =052 df =2 (P=077) F=0%
Test for overall effect: Z = 1.08 (P » 0.28)

Ratrospective studies

Cavendeor 2010 1321 25802 246 3134 209% 063055, 0.7y
Corpus 2004 20 354 5 2% 59% 0251009, 0.74)
Dziewierz 2010 42 707 9 70 92% 0.43 {020, 0.62)
Hannan 2010 10 503 17 503 B89% 0.53 [0.26, 1.28]
Kong 2008 3 1350 5 632 70% 285(1.14,762)
Poyen 2003 2 81 1 8 15% 2150.19, 24.20]
Qarawani 2008 1 25 - as 1.7% 0.950.10, 6.88)
Roe 2001 10 7 17 79 B1% 0531023, 124)
Schaal 2010 60 124 19 37 9.7% 0.89 [0.43, 1.85]
Toma 2010 94 1983 25 217 145% 0.33 j0.24, 0 67
Varani 2008 8 156 12 147 73% 061[0.24 153
Subtotal (95% C1) 31164 5026 946% 062 [0.45, 0.64)
Total avents 1509 380

Heterogeneity: Taw® = 011, Ch® = 20,44, df = 10 (P = 0.03). F=51%
Test for overall affect: Z « 3.04 (P = 0.002)

Total (95% CI) 31310 5171 100.0% 0.66 [0.48, 0.589)
Total events 1608 364

Heteroganelty: Tau®* = 0.1, Che* = 2431, of = 13 (P = 0.03). F=47%

Test for overall effect: Z = 2 .69 (P = 0.007)

Network meta-analysis
All studies (n=17) 0.70 [0.46, 1.14)

¢ e .WJH{M. "

0.0 0.1 1 10 100
Favors culprit only 9\", Fa-p's multvossel D(_:i

Vlaar et al. ] Amer Coll of Cardiol 2011;58:692-703 School of Medicine
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Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

Culprit Only vs Staged PCI Short-Term Mortality

B Culprit only PCI  Staged PCI Odds Ratio Odds Ratio
Study or Subgroup  Events  Total Events Total Woeight IV, Random, 95% CI IV, Random, 95% CI
Prospective studies
Poiti 2010 7 84 0 65 7.1% 1288[0.71,22619) - »
Subtotal (95% C1) a4 65  7.4% 12.68[0.71, 226,19) e
Total events 4 0
Heterogonely Not apgicable
Tast for overall eflect Z = 1.73 (P = 0.08)

Retrospective studies
Corpes 2004 20 354 3 126 388% 246 0.72, 8.41) S
Han 2008 1 149 0 63 5% 1.89 [0.08, 46 85) v
Hannan 2010 5 259 3 259 28.3% 1.68 [0.40, 7.10) S —
Rigatsen 2007 4 46 0 64 68% 13.66(0.72 26026) v ’
Varar 2008 3 156 | 86 134% 514063 41.72) T —
Subtotal (95% C1) 364 638 929% 2.71[1.22, 6.01) -~
Total events 3 7
Hotorogonoty: Taw® = 0.00; Cht = 201, df = 4 (P = 0.73); = 0%
Test for overa effect 2= 248 (P =0.01)
Total (95% CI) 1048 703 100.0% 3.03 [1.41, 6.51] <&
Total events a5 7
Heterogenety: Taw® = 0.00; Chi =303, of = 5 (P = 0.89), F=0%
Test for oversll effect Z « 283 (P = 0.005)
Network meta-analysis
All studies (n=17) 5.33[2.07, 17.01) Eo=—
0.01 01 1 10 100

Vlaar et al. ] Amer Coll of Cardiol 2011;58:692-703

Favors culprit only PCI Favors stagod PCI
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Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

MV PCl vs Staged PCI Short-Term Mortality

C Multivessel PC) Staged PCI Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight IV, Random, 95% CI IV, Random, 95% Ci
Prospective studies
Ochala 2004 0 44 0 44 Not gstimable
Foll 20170 2 65 0 6s 74% 516 [0.24, 109.55) =
Subtotal (95% C1) 113 109 TAY% 516024, 100.58) | ==
Total everts F 0

MHetorogenety. Not appacabile
Test for overall efipct Z = 1,05 (P = 0.29)

Retrospective studies

Compus 2004 ) % 3 126 307% 976217, 4394 ——
Hannan 2010 17 503 3 25 454% 298 (087, 10.28] e

Varan 2008 12 147 1 98 164% 844 [1.08, 685.04] T——
Subtotal (95% C1) 676 481  92.6% 532 [2.24, 12.408) -

Tolsl events 34 7

Hetarogenety: Tao* =000, ChiP =186, af =2 (P=0.44), "= 0%
Test for overall offect Z = 3.78 (P = 0.0002)

Total (95% Ch) 789 590 100.0% 5.31[2.31,12.21) ’
Total svents 36 7
Heterogenely. Tag® » 000, Chi » 166, df » 3 (P » 0651 F» 0%
Test for overall effect Z = 392 (P < 0.0001)

Network meta-analysis
All studies (n=17) 7.60 [2.80, 24.90] s

0.01 0.1 1 10 100
Favors multvessel PC! Favors staged PC

Vlaar et al. ] Amer Coll of Cardiol 2011;58:692-703 School of Medicine
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Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

Culprit Only vs MV PCl Long-Term Mortality

A Culprit only PCI  Multivessel PCI Odds Ratio Odds Ratio
Study or Subgroup Events Total  Events Total Weight IV, Random, 5% CI IV, Random. 35°% C1
Prospective studios
Di Mario 2004 0 17 1 52 05% 096 [0.04, 2520)

Khattab 2006 3 45 2 25 1.5% 082 013 528) ey ——
Politi 2010 13 B4 6 65 49% 1.80 [0.64. 503} g T
Subtotal (95% CI) 146 142 68% 145 [0.61, 3.46) >
Total events 16 9

Heterogeneity: Tau® = 000, Ché* » 0.58, af = 2 (P = 0.75), I » 0%
Test for ovorall effect: Z = 0.85 (P = 0.40)

Retrospective studies

Corpus 2004 42 354 5 26 49% 0.57 [0.20, 1.58) -1
Dziewderz 2010 57 Tor n 70 105% 04T [0.23 0.89) o com
Hannan 2010 L] 503 3% 503 197% 076 046 127) dat
Mohamad 2010 3 30 2 4 12% 0281004, 211)

Qarawan 2008 2 25 9 95 20% (R <BURPAERE)

Roe 2001 13 7o 19 7% 83% 0621028 137 —
Schaafl 2010 88 124 22 37 82% 0.78 [0.37, 1 63} T B
Toma 2010 m 1978 rid 216 257% 0421027, 0.65) ~--
Varan 2008 18 152 24 142 118% 0.66 [0.34, 1.28) o
Subtotal (95% C1) 3953 1175 932% 0.57 [0.45.0.73] &
Total events 340 155

Heterogeneity: Tau* = 000, O =507, af = B (P = 0.75), F= 0%
Test for averall effect: Z = 4. 63 (P < 0.00001)

Total (95% Ci) 4099 1317 100.0% 0.61[0.49,0.77) £
Total events 356 164

Heteroganeity: Tau’ = 0.00; Chi*= 976, af = 11 (P = 0.55), I"= 0%

Test for overall effect: Z = 4 25 (P < 0.0001)

Network meta-analysis
All studies {n=15) 0.63 [0.46, 0.86) <

001 0t ! 10 100
Favors cuipit ory PCI Favors multivessel PC

Vlaar et al. ] Amer Coll of Cardiol 2011;58:692-703 School of Medicine
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Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

Culprit Only vs Staged PCI Long-Term Mortality

B Culpritonly PC!I  Staged PCI Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight IV, Random, 95% CI IV, Random, 95% CI
Prospective studics
Poiisl 2010 13 84 4 B5 141% 2.79 [0.87, 8.01] e
Subtotal {85% CI) B4 65 14.1% 2.79 [0.87, 9.01) e
Total everts 13 4
Hetorogonetty: Not appicable
Test for overall effect 2= 172 (P = 0.09)

Retrospective studies
Corpus 2004 42 354 12 126 204% 1.28 [0.85, 2.52] B
Han 2008 5 149 3 83 8.9% 1.04 [0.24, 4,46 CRm— S——
Hannan 2010 14 259 10 259 23.0% 1.4210.62, 3.26) T
Motamad 2010 3 30 2 12 6.0% 0.56[0.08, 3.83] et
Rigatten 2007 7 48 1 84 B5O%  11.31[1.34,0544]
Varan 2008 8 152 3 85 1286% 367(1.05,12.85) P
Subtotal (95% CI) 990 639 859% 1.62 [0.93, 2.84) >
Totsl averts a5 31
Heterogeretty: Tau* =013, Ch# =688, af =5 (P =023 F=27T%
Test for overall effect Z = 169 (P » 0.09)
Total (95% CI) 1074 704 100.0% 1.74 [1.06, 2.85) <
Total everts 102 a5
Heterogenely: Tau* =010, Chw* =774 of = 6 (P = 0.26), I = 22%
Test for overall effect Z =2 18 (P = 0.03)
Network meta-analysis
All studies (n=15) 1.80 [1.15, 2.93] =
0.01 01 1 10 100

Favorm culprl only PCl Favors staged PCI

Vlaar et al. ] Amer Coll of Cardiol 2011;58:692-703 School of Medicine
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Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

MV PCl vs Staged PCl Long-Term Mortality

C Multivessel PCI Staged PCI Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight IV, Random, 95% Cl V. Random, 95% CI
Prospective studies
Ochala 2004 0 48 0 44 Not estimable
Poll 2010 8 65 N 65 14.0% 155042, 5.78) A
Subtotal (95% Cl) 13 100 14.0% 1.55 [0.42, 5.78) =
Total events 6 B

Heleroganeity. Not applicable
Test for overall effect: Z = 0.65 (P = 0.51)

Retrospective studies

Corpus 2004 4 26 12 126 18.5% 2.2610.72, 7.09) PR—p—
Hannan 2010 : 503 10 259 46.9% 1.92 10.94, 393) .
Mohamad 2010 2 7 2 12 48% 200021, 18.69)

Varani 2008 24 142 3 B85 15.9% 5.56 [1.62, 19.07] —
Subtotal (95% C1) 678 482  86.0% 242143 4.12) <

Total events 87 27

Heserogenaity: Tau® = 000, Chif = 219, df = 3 (P = 0.53); P = 0%
Test for overall effect Z =328 (P =0.001)

Total (85% CI) 791 591 100.0% 22811239 372) e
Total events 73 n

Heterogonoity: Tau* = 0,00, Chi* « 257 dl =4 (P = 0.83), 1" = 0%

Tost for overall offect: Z = 3.29 (P = 0.001)

Network meta-analysis
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Culprit Vessel Only vs MV and Staged PCI for

MVD in Patients Presenting with STEMI
A Pairwise and Network Meta-Analysis

Pairwise meta-analyses demonstrated that staged PCI
was associated with lower short- and long-term
mortality as compared to culprit PCl and MV PCI

MV PCI was associated with the highest mortality rates
at both short and long-term f/u

This meta-analysis supports current guidelines
discouraging performance of MV primary PCl for STEMI.

When significant nonculprit vessel lesions are suitable
for PCl, they should be treated during staged procedures
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Multivessel vs Culprit Only PCl in STEMI

Comments/Perspective

e Further large scale RCT’s to address the impact of complete
revascularization on hard end points (death and recurrent Mil)
are required — await the results of ongoing COMPLETE Trial

* FFR estimation of nonculprit lesion severity should be
considered particularly if MV PCl done in STEMI (staged)
setting

* Until there is a definitive large randomized trial, a deferred
angioplasty strategy of non-culprit lesions in STEMI should be
the standard of care in non-shock patients

* Nonetheless, there will be exceptions where with the exercise
of a physician‘s best judgment MV PCl in the setting of STEMI
may be required in an individual patient
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