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| did ask people who know David Taggart some advice
on how to debate him..........



Their Advice......
GOD BLESS YOUR SOU




How | really feel about this debate......

Taggart VS.
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Surgery has to be the standard for all MVD....

* CABG improve survival
* |[SCHEMIA results doesn’t apply to CABG
* Medical therapy or PCIl doesn’t reduce Ml



Management of Stable CAD: OMT
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OMT vs. CABG vs. PCI: Tradeoffs




Surgery has to be the standard for all MVD....

* CABG improves survival



ENOUGH!
LET'S MOVE ON
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The question we are debating is....

* Does CABG improves survival in patients with MVD and
reduced LV systolic function? sticHES proved CABG does

e Does CABG improve CV death iscHEMmIA shows Invasive strategy (PCI
or CABG) has a small (0.3%/year) reduction in CV death

The question we are debating is....

* Does CABG improve overall survival in patients with MVD
and preserved LV systolic function?
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al therapy....

Lets sprinkle in a touch of medic
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Contemporary Revascularization vs. Medicine SIHD Trials
No difference in mortality

2007 2009
BARI 2D

(OURAGE el FAME 2
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No difference in death No difference in death No difference in death



ISCHEMIA and ISCHEMIA-CKD trials
No difference in mortality

ISCHEMIA-CKD

Adjusted Hazard Ratio = 1.05 (0.83, 1.32) HR,y = 1.02 (0.76, 1.35)
P-value = 0.67 P-value = 0.91

Bayesian Analysis: HR,4=1.03 95% Crl (0.76-1.36)
Probability HR <0.90: 20%
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Cumulative Incidence (%)

Follow Up Time (Years)
Subjects at Risk 2 3
CON 2591 2548 2065 1445

INV 2588 2518 2061 1431 Follow up (years)

Maron et al. N Engl J Med. 2020 Apr 9;382(15):1395-1407 Bangalore et al. N Engl J Med. 2020;382(17):1608-1618



Routine Revasc vs. Initial Medical Therapy
Death

14 RCTs with 14,877 patients followed up for 4.5 years with 64,678 patient years of follow-up

Revascularization Medical Therapy

Trial Event N Event N RR (95% CI) RR (95% CI) % Weight

No Stents

ACME-1 115 1.04 (0.51, 2.10)
ACME-2 51 0.88 (0.36, 2.17)
AVERT 177 0.93 (0.06, 14.81)
DEFER 90 0.84 (0.26, 2.76)
MASS-1 142 0.68 (0.23, 1.95)
RITA-2 43 504 1.02 (0.67, 1.56)

D+L Subtotal (l-squared = 0.0%, p = 0.987) 0.96 (0.70, 1.30)

I-V Subtotal 0.96 (0.70, 1.30)

Stents
BARI 2D 155 1176 0.98 (0.78, 1.22)
COURAGE 284 1149 1.02 (0.86, 1.20)
FAME-2 23 447 0.99 (0.55, 1.76)
ISCHEMIA 145 2588 1.01 (0.80, 1.27)
ISCHEMIA-CKD 94 388 0.96 (0.72, 1.28)
JSAP 6 192 0.86 (0.29, 2.55)
MASS-2 58 408 0.87 (0.57, 1.34)
TIME 45 153 1.09 (0.71, 1.67)

D+L Subtotal (l-squared = 0.0%, p = 0.998) p 0.99 (n.an 110}

|-V Subtotal p 0.99 (0.90, 1.10)

D+L Overall (l-squared =0.0%, p = 1.000) - 0.99 (0.90, 1.09)
I-V Overall ) 0.99 (0.90, 1.09)

Test for Interaction P = 0.85
A 10

Favors Revascularization Favors Medical Therapy

Bangalore et al. Circulation. 2020 Sep;142(9):841-857



Does CABG Reduce Mortality Over GDMT?
BARI-2D CABG Stratum

Revascularization
36.4

836
Medical therapy

&
©
2
>
e
>
wn

1 2 3 4

Years since Randomization

No. at Risk 763 734 718 692

Frye et al. N Engl J Med. 2009;360(24)



Does CABG Reduce Mortality Over GDMT?
MASS I
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Hueb W et al. Circulation. 2010;122:949-957



Surgery has to be the standard for all MVD and
preserved EF....

* CABG improves survival

o Benefit seen in older trials with no med therapy
and curves converge at 10-years



Surgery has to be the standard for all MVD and
preserved EF....

* |[SCHEMIA results doesn’t apply to CABG



CABG as the Revascularization Modality in Trials
of Revasc vs. Medical Therapy

* ISCHEMIA (2020): 530 patients
* BARI 2D (2009): 378 patients
* MASS Il (2010): 203 patients

* VA study (1984): 332 patients
* European study (1988):. 394 patients
* CASS study (1983): 390 patients



ISCHEMIA In the Context of Prior Trials

Contemporary Trials

MASS Il (7)
BARI 2D CABG Stratum

ISCHEMIA (4)

Older trials without GDMT
CASS Study (9)
VA Study (10)
European Study (11)

Publication
Year

Death

Number of Follow-up Mortality P-value for
patients Reduction Mortality
who with CABG Difference

underwent
CABG

203 10 years
378 S years

530* 4 years

10 years
11 years
12 years




Surgeon’s Reaction to ISCHEMIA and ISCHEMIA
EXTEND

ISCHEMIA results
apply to CABG

ISCHEMIA-EXTEND
results must be due to
CABG




Surgery has to be the standard for all MVD and
preserved EF....

* |[SCHEMIA results doesn’t apply to CABG

= More patients in ISCHEMIA underwent
CABG than any trial of revasc vs. med therapy



Surgery has to be the standard for all MVD and
preserved EF....

* Medical therapy or PCIl doesn’t reduce Ml



Therapies proven (by RCTs) to reduce CV Events

All patients with SIHD should receive a set of lifestyle interventions and

medications:
I llallb Il
I — Diet
I — Weight loss

I — Aspirin 75-162mg daily

II — High-intensity statin Rx

II — If hypertensive, Rx to achieve a BP <140/90
II — If diabetic, appropriate glycemic control

— Regular physical activity

— If a smoker, smoking cessation

e

2012 ACC/AHA SIHD Guidelines: 2013 ACC/AHA Cholesterol Guidelines



Newer Therapies with Potential to Further Reduce

Events
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Effect of OMT on Survival in SYNTAX

36% relative reduction in mortality with OMT at 5 years
(HR 0.64, 95% CI 0.48-0.85, p=0.002)

26% relative reduction in mortality with CABG vs.
PCl at 5 years

Favors non-OMT

—
Ceees
=<
(=
~
—
-1
~N
-1
——

_—
.
—
—
o
.—
-
—
—
=
=

T T |

1-month 6-month 1-vear

Igbal et al. Circulation 2015;131:1269-1277



Revascularization Reduces Spontaneous Ml
ISCHEMIA: Invasive vs. Conservative

Type 1 Ml was Reduced by Both PCI and
CABG in ISCHEMIA

Primary Definition

Adjusted Hazard Ratio = 0.67 (0.53, 0.83)

P-value = <0.01 CON

INV-PCI
INV-CABG
INV-None
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Follow Up Time (Years)
Subjects at Risk
CON 2591 2464 1951 1340
INV 2588 2438 1987 1355

Follow-up time (Years from Randomization)

Maron et al. N Engl J Med. 2020 Apr 9;382(15):1395-1407 Chaitman et al. ACC 2020



Routine Revasc vs. Initial Medical Therapy

Other Outcomes

Favors Revasc Favors MT RR (95% CI)
All nonfatal MI — 0.93[0.83, 1.03]
Procedural Ml —i—
Spontaneous Mi —i- 0.76 [0.67, 0.85]
Unstable Angina —— 0.64 [0.45, 0.92]
Heart Failure —{— 1.0310.71, 1.49]
0 1

Bangalore et al. Circulation. 2020 Sep;142(9):841-857



Surgery has to be the standard for all MVD and
preserved EF....

* Medical therapy or PCIl doesn’t reduce Ml



Surgery has to be the standard for all MVD and
preserved EF....

* CABG improves survival

o Benefit seen in older trials with no med therapy
and curves converge at 10-years

* |SCHEMIA results doesn’t apply to CABG

= More patients in ISCHEMIA underwent
CABG than any trial of revasc vs. med therapy

* Medical therapy or PCIl doesn’t reduce Ml



The question we are debating is....

* Does CABG improves survival in patients with MVD and
reduced LV SyStO“C function? sTiCHES proved CABG does

2021 ACC/AHA/SCAI Revascularization Guidelines

LVSD: CABG is recommended to improve survival _

Lawton JS, Tamis-Holland JE, Bangalore S, et al. J Am Coll Cardiol. 2021




The question we are debating is....

Does CABG improve CV death iscHeEmiA (and other meta-analysis) shows
Invasive strategy (PCIl or CABG) has a small (0.3%/year) reduction in CV death

2021 ACC/AHA/SCAI Revascularization Guidelines

Multivessel-CAD: revascularization Is

reasonable to lower the risk of cardiovascular
events such as spontaneous Ml, unplanned urgent
revascularizations, or cardiac death

Lawton JS, Tamis-Holland JE, Bangalore S, et al. J Am Coll Cardiol. 2021



The question we are debating is....

* Does CABG improves survival in patients with MVD and
preserved LV systolic function?

2021 ACC/AHA/SCAI Revascularization Guidelines

3V-CAD: CABG maybe reasonable to improve 2b
survival

3V-CAD: Usefulness of PCI to improve survival is 2b
uncertain

Lawton JS, Tamis-Holland JE, Bangalore S, et al. J Am Coll Cardiol. 2021



My final thought....

with or without PCI

Medical therapy/\ IS enough for most patients with MVD and

preserved LV function with CABG reserved for those with complex
coronary disease



