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‘ How Should We Assess for PCI

4.3. Use of Coronary Physiology to Guide
Revascularization With PCI

Recommendations for the Use of Coronary Physiology to Guide

Revascularization With PCI
Referenced studies that support the recommendations are

summarized in

1. In patients with angina or an anginal equiva-
lent, undocumented ischemia, and angio-
graphically intermediate stenoses, the use of
fractional flow reserve (FFR) or instantaneous
wave-free ratio (iFR) is recommended to guide
the decision to proceed with PCL.'®

2. In stable patients with angiographically inter-
mediate stenoses and FFR >0.80 or iFR
>0.89, PCl should not be performed.™°
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‘ How Should We Assess for PCI

4 4. Intravascular Ultrasound to Assess Lesion
Severity

Recommendation for Intravascular Ultrasound to Assess Lesion Severity

Referenced studies that support the recommendation are summarized
in

Recommendation

1. In patients with intermediate stenosis of the left
main artery, intravascular ultrasound (IVUS) is
reasonable to help define lesion severity.'™

2a

Not stated in the guidelines is that IVUS may be particularly helpful
to assess intermediate left main disease when there is downstream
disease in the both the LAD and left circumflex, as this makes
interpreting coronary physiology (FFR/NHPR) more challenging.
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' STEMI with Multivessel CAD

5.2. Revascularization of the Non-Infarct Artery
in Patients With STEMI

Recommendations for Revascularization of the Non-Infarct Artery in
Patients With STEMI

Referenced studies that support the recommendations are
summarized in

Recommendations

1. In selected hemodynamically stable patients
with STEMI and multivessel disease, after
successful primary PCI, staged PCI of a sig-
nificant non-infarct artery stenosis is recom-
mended to reduce the risk of death or MI.™

Based on the COMPLETE trial which showed a reduction in
death/MI at 3 years in over 4,000 patients randomized to culprit only
PCI or staged PCI of non-culprit if >70% or abnormal FFR.

Circulation 2022;145:e18-e114. ‘
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' STEMI with Multivessel CAD

5.2. Revascularization of the Non-Infarct Artery
in Patients With STEMI

Recommendations for Revascularization of the Non-Infarct Artery in
Patients With STEMI

Referenced studies that support the recommendations are
summarized in

Recommendations

3. In selected hemodynamically stable patients
with STEMI and low-complexity multivessel
disease, PCl of a non-infarct artery stenosis
may be considered at the time of primary PCI
to reduce cardiac event rates.'257

Based on the COMPARE ACUTE trial which randomized 885
patients with STEMI and multivessel CAD to immediate FFR-guided
complete revascularization or to culprit only PCl and found lower
rates of MACCE at one year in the FFR-guided complete
revascularization group.
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' STEMI with Multivessel CAD

5.2. Revascularization of the Non-Infarct Artery
in Patients With STEMI

Recommendations for Revascularization of the Non-Infarct Artery in
Patients With STEMI

Referenced studies that support the recommendations are
summarized in

CoR | LOE |

Recommendations

4. In patients with STEMI complicated by car-
diogenic shock, routine PCl of a non-infarct
artery at the time of primary PCl should not be
performed because of the higher risk of death
or renal failure.® 1"

Based on the randomized CULPRIT-SHOCK trial which found
higher rates of death or renal replacement therapy in patients
randomized to complete revascularization at the time of
presentation.
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‘ Left Main Revascularization

Recommendations for Revascularization to Improve Survival in SIHD
Compared With Medical Therapy
Referenced studies that support the recommendations are

summarized in

Left main CAD

3. In patients with SIHD and significant left main
stenosis, CABG is recommended to improve
survival 2

4. In selected patients with SIHD and significant
left main stenosis for whom PCI can provide
equivalent revascularization to that possible with
CABG, PCl is reasonable to improve survival®

Based on old randomized studies for CABG, registries for PCl and
RCTs showing similar survival after PCl or CABG .
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Revascularization to Improve Survival
in Stable Multivessel CAD

Multivessel CAD

5. In patients with SIHD, normal ejection frac-
tion, significant stenosis in 3 major coronary
arteries (with or without proximal LAD), and
anatomy suitable for CABG, CABG may be
reasonable to improve survival.'%1313

6. In patients with SIHD, normal ejection frac-
tion, significant stenosis in 3 major coronary
arteries (with or without proximal LAD), and
anatomy suitable for PCI, the usefulness of
PCI to improve survival is uncertain.'##*

This represents a downgrade for CABG from Class 1, based primarily
on more recent registry and meta-analysis data and the ISCHEMIA trial

Circulation 2022;145:e18-e114.
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' Revascularization to Improve
Survival in Multivessel CAD

Single- or double-vessel disease not involving the proximal LAD

8. In patients with SIHD, normal left ventricular
ejection fraction, and 1- or 2-vessel CAD not
involving the proximal LAD, coronary revas-

cularization is not recommended to improve
survival.10.14,16.262829

9. In patients with SIHD who have =1 coronary
arteries that are not anatomically or function-
ally significant (<70% diameter of non-left
main coronary artery stenosis, FFR >0.80),
coronary revascularization should not be
performed with the primary or sole intent to
improve survival.253°

These recommendations highlight the concept that the less
myocardium at risk, the lower the likelihood of survival benefit.
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‘ PCl to Reduce MACE In Stable
Patients with Multivessel CAD

Recommendation for Revascularization to Reduce Cardiovascular
Events in SIHD Compared With Medical Therapy

Referenced studies that support the recommendation are summarized
1y

Recommendation

1. In patients with SIHD and multivessel CAD
appropriate for either CABG or PCI, revas-
cularization is reasonable to lower the risk of
cardiovascular events such as spontaneous
MI, unplanned urgent revascularizations, or
cardiac death.”®

2a

Both the ISCHEMIA trial and FAME 2 found lower rates of
spontaneous MI in patients undergoing revascularization/FFR-guided
PCI.
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PCIl to Improve Symptoms in Stable
Patients with Multivessel CAD

7.3. Revascularization to Improve Symptoms

Recommendations for Revascularization to Improve Symptoms

Referenced studies that support the recommendations are
summarized in

Recommendations

1. In patients with refractory angina despite
medical therapy and with significant coronary
artery stenoses amenable to revascularization,
revascularization is recommended to improve
symptoms.'®

2. In patients with angina but no anatomic or

physiological criteria for revascularization, nei-
ther CABG nor PCI should be performed.™

Based on the ISCHEMIA trial and FAME 2 as well as numerous other
studies which have shown improved quality of life and reduced angina
after PCl compared with medical therapy in stable CAD patients.
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| IVUS/OCT to Optimize PCI

10.3. Use of Intravascular Imaging

Recommendations for Use of Intravascular Imaging
Referenced studies that support the recommendations are

summarized in

1. In patients undergoing coronary stent implan-
tation, IVUS can be useful for procedural
guidance, particularly in cases of left main or
complex coronary artery stenting, to reduce
ischemic events.”?

2. In patients undergoing coronary stent implan-
tation, OCT is a reasonable alternative to IVUS
for procedural guidance, except in ostial left
main disease.'"'®

3. In patients with stent failure, IVUS or OCT is
reasonable to determine the mechanism of
stent failure.”*'"
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‘ PCIl of Chronic Total Occlusions

10.7. Treatment of CTO

Recommendation for Treatment of CTO

Referenced studies that support the recommendation are summarized

in

Recommendation

1. In patients with suitable anatomy who have
refractory angina on medical therapy, after
treatment of non-CTO lesions, the benefit of
PCl of a CTO to improve symptoms is uncer-
tain.!*

2b

Based primarily on the randomized DECISION CTO trial which
did not show an improvement in angina or quality of life with
CTO PCI.
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‘Conclusions:

= The guid

elines stress the importance of a

multidisciplinary heart team approach to
decision-making.

= The guic

elines stress a patient-oriented

approach to decision-making.

= The guic

elines reflect the challenges of

finding consensus when there are conflicting
or limited data.




