
Revascularization After FAME 3
How will we decide?

Spencer King MD MACC MSCAI FESC

Professor of Medicine Emeritus

Emory University School of Medicine

Atlanta, USA











FAME 3 Trial

Stable 3 vessel CAD randomized to CABG or FFR guided PCI (n=1500)

Primary endpoint: death, MI, stroke or repeat revascularization

Noninferiority design

Diabetes  29%, LVEF<50% 18%, CTO 21%

SYNTAX Score 26

0-22=33%

23-32=49%

>32=18%



Figure 1. Kaplan–Meier 

Curves for the Primary 

End Point.

The primary end point 

was the occurrence 

within 1 year of a 

major adverse cardiac 

or cerebrovascular 

event, defined as 

death from any cause, 

myocardial infarction, 

stroke, or repeat 

revascularization. The 

inset shows the same 

data on an enlarged y 

axis. CABG denotes 

coronary-artery 

bypass grafting, and 

PCI percutaneous 

coronary intervention.



FAME 3 MACCE based on SYNTAX Score

• SYNTAX                         PCI                           CABG

• 0-22                              5.5%                           8.6%

• 23-32                           13.7%                         6.1%

• >33                               12.1%                         6.6%

• Total                             10.6%                          6.9%  (HR 1.5; 1.1-2.2)



FAME 3 Endpoints

PCI                        CABG

• Death                        1.6%                       0.9%

• Death, MI, Stroke    7.3%                       5.2%

• Repeat revasc 5.9%                       3.9% 

• (By PCI)                    5.2%                       3.5%

• BARK 3-5                  1.6%                       3.8%

• Re hospitalized        5.5%                      10.2%



Figure 2. Subgroup 

Analyses of the Primary 

End Point.

The Synergy between 

Percutaneous Coronary 

Intervention with Taxus and 

Cardiac Surgery (SYNTAX) 

score is an angiography-

based score evaluating the 

severity of coronary artery 

disease; lower scores 

indicate less complexity of 

coronary artery disease 

and predict a better 

outcome with PCI (the 

lowest score is 0, and 

there is no upper limit). 

Scores were calculated by 

the core laboratory. CI 

denotes confidence 

interval, LVEF left 

ventricular ejection 

fraction, and NSTE-ACS 

non–ST-segment elevation 

acute coronary syndrome.



FLOWER MI Trial

• Patients with STEMI and multivessel CAD (n=1,171)
• Culprit artery PCI followed by angiography guided vs FFR guided non-culprit 

PCI 
• Non-culprit stenting 1/pt in FFR gr and 1.5/pt in angiography gr
• Primary endpoint of death MI or urgent  revasc: FFR guided 5.5% and 

angiography guided 4.2%

•Negative Trial

• NEJM 2021;22:297-308



FUTURE Trial

• FFR vs angiography guided strategy for multivessel CAD (n=927)

• Primary endpoint (Death, stroke, MI revascularization) for FFR gr 
14.6% and for angiography group 14.4%.

•Negative trial, although stopped early

• JACC 2021;78:1875-1885



The good news

Compared to the SYNTAX trial 10 years ago, FAME 3 had a lower 
incidence of repeat revascularization (4.9% vs 13.5%) and lower 
mortality (1.6% vs 4.4%).

This may be due to improvements in stenting technology but use of 
more powerful medical therapies must have played a role as well.



How do we select the revascularization 
method now?



null null et al. J Am Coll Cardiol 2021; 79:e21-e129.

2022 American College of Cardiology Foundation and American Heart Association, Inc.



LCX CTO PCI



RCA CTO PCI



LAD CTO PCI 



Consider the Guidelines and the FAME 3, but 
also the local expertise and experience.



What may change in the future?

• Diagnostic angiograms will be replaced by coronary CT angiograms

• Noninvasive physiology and plaque characteristics will be collected

• Biomarkers may be added

• With these added technologies will we be better able to predict 
which patients will suffer cardiac events and which lesions will be 
responsible?

• ….and therefore be better able to select the best treatment options?



How will revascularization be 
done after FAME 3?

Pretty much as it was done before FAME 3


