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The "apparent” controversy

Published evidence consistently shows very different risk profiles and time-

varying benefit for PCl and CABG.

In real world practice the majority of patients have clinical or anatomic

characteristics that clearly drive the decision between the two treatment

modalities

The key Is individualization of treatment to the patient and the local expertise

Time to get over the controversy
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Figure 2: Kaplan-Meier cumulative event curves at 5 years’ follow-up
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Figure 2: Kaplan-Meier curves for primary analysis of 10-year all-cause death (intention-to-treat population)
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PCl group CABG group HR (95% CI) Pinteraction
Type of coronary disease
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Figure 4: Forest plot of prespecified subgroup analyses of 10-year all-cause death (intention-to-treat population)
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Figure 2: Mortality after CABG versus after PCl during 5 years' follow-up, by subgroup
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CENTRAL ILLUSTRATION: SAQ: Health Status After PCI Versus CABG

A. SAQ Angina Frequency

B. SAQ Physical Limitation
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Subgroup PClI  CABG PClI  CABG Adjusted Hazard Ratio (95% Cl)
total no. 1-yr incidence (%)
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Age
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Figure 2. Subgroup Analyses of the Primary End Point.
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Incidence Rate

Study Ratio IRR 95%-Cl
Low SYNTAX score (< 22)

EXCEL™ — e 0.84 [0.58; 1.24]
NOBLE'® —— 1.81 [1.25; 2.63]
PRECOMBAT'" 1.23 [0.59; 2.56]
BEST'® —_— 1.04 [0.59; 1.85]
FREEDOM'® —a— 1.35 [1.06; 1.72]
SYNTAX'® & 1.27 [0.94;1.72]
Random effects model << 1.25 [1.02; 1.54]
Heterogeneity: P = 42%, t° = 0.0265, P = .12

Intermediate SYNTAX score (23-32)

EXCEL'™ f—— 1.32 [0.96; 1.80]
NOBLE'® —— 1.36 [0.95; 1.94]
PRECOMBAT'" 1.83 [0.91; 3.70]
BEST'® . 2.14 [1.14; 4.04]
FREEDOM'S 4B 1.50 [1.22; 1.84]
SYNTAX'® — 1.53 [1.14; 2.086]
Random effects model < 1.48 [1.30; 1.69]
Heterogeneity: P = 0%, 1 =0, P=.78

High SYNTAX score (= 33)

EXCEL' e 1.33 [0.89; 1.99]
NOBLE'® 1.07 [0.52; 2.22]
PRECOMBAT'" 1.08 [0.51; 2.29]
BEST13 1.30 [0.57; 2.96]
FREEDOM'® — — 1.35 [1.02; 1.78]
SYNTAX'® e 1.57 [1.19; 2.08]
Random effects model > 1.39 [1.18; 1.63]
Heterogeneity: P = 0%, ©° =0, P= .88 i

Random effects model > 1.39 [1.27; 1.51]
Heterogeneity: P = 0%, 12 =0, P= .58 05 1 5

Residual heterogeneity: P = 0%, P = .61
Test for subgroup differences: XS =1.86,
df =2 (P = .40)

Favors PClI Favors CABG
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Comparison of the risk of
major adverse cardiac and
cerebrovascular events in
different SYNTAX score
groups in randomized
trials comparing PCI
versus CABG, using IRR
(an estimator of the
hazard ratio)

as effect of choice
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Kaplan-Meler estimates of 5-year clinical outcomes
In intention-to-treat population — NOBLE trial
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Time-to-First-Event Curves for the Primary and
Secondary Composite Outcomes through Follow-up —

A Death, Stroke, or Myocardial Infarction B Death, Stroke, Myocardial Infarction, or Ischemia-Driven Revascularization
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Time-to-First-Event Curves for the Components of the Primary
and Secondary Composite Outcomes through 5-Year Follow-up — EXCEL trial
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Piecewise analysis for the primary composite outcome of death, stroke or myocardial infarction from O
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CENTRAL ILLUSTRATION: Disease-Specific Health Status After PCI Versus
CABG as Measured by the SAQ

SAQ - Angina Frequency SAQ - Physical Limitations
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Incidence of different definitions of procedural myocardial infarction
and their impact on cardiovascular mortality by treatment in the EXCEL Trial
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CENTRAL ILLUSTRATION Infarct Prevention Through Bypass Grafting

Percutaneous Coronary Intervention Coronary Artery Bypass Grafting

CABG provides

Potential cause protection

for rupture and aga{un:it vea\sel .
thrombotic :ucrc ica(lm roug
gecucion collateralization

Doenst, T. et al. J Am Coll Cardiol. 2019;73(8):964-76.

Schematic illustration of mechanistic differences between percutaneous coronary intervention and coronary artery bypass grafting (CABG). Although both stents and
bypass grafts provide revascularization to vascular territories affected by flow-limiting stenoses, only CABG also provides protection against vessel occlusions (i.e.,

myocardial infarctions) from non-flow-limiting stenoses, because the majority of bypass graft insertions are performed distal to the plaque location.

Doenst et al. 3 Am Coll Cardiol, 2019



Conclusions/Take-home message

 In patients with MVD and LMD amenable to PCl and CABG, surgery

has consistently been associated with improved long term outcomes at

the price of increased periprocedural risk and longer recovery

« The absolute differences between the two interventions are small
(except for RR) and become evident in the long-term follow-up
« The difference in favor of surgery is particularly evident among

diabetics and patients with complex disease




Conclusions/Take-home message

PCIl and CABG are different interventions that are performed in different

patients with different aims.

Surgery is associated with higher peri-procedural risk and discomfort and

better clinical outcomes in the long term

PCI assures outcomes comparable to surgery in the first 1-2 years after the

procedure with lower invasiveness.

. The two interventions are complementary, not antagonists.




Thank you for your attention




