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Over past 20 years 

12 trials compared PCI to CABG 

• BARI 

• ERACI II 

• RITA 

• GABI 

• MASS 2 

• SoS 

• EAST 

• CABRI 

• AWESOME 

• ARTS 1 & ARTS 2 

• SYNTAX 



Many historical: POBA vs CABG 



 



ARTS II 
5 year results:  JACC March 2010 



Indications for CABG in 

Asymptomatic or Mild Angina  

• Class I evidence  

• 1. Significant left main coronary artery stenosis.  

• 2. Left main equivalent: significant (>=70%) stenosis 

of proximal LAD and proximal left circumflex artery.  

• 3. Three-vessel disease. (Survival benefit is greater in 

patients with abnormal LV function; eg, with an EF 

<0.50.)  



Indications for CABG in Stable Angina  
• Class I evidence  

• 1. Significant left main coronary artery stenosis.  

• 2. Left main equivalent: significant (>=70%) stenosis of proximal 
LAD and proximal left circumflex artery.  

• 3. Three-vessel disease. (Survival benefit is greater when LVEF is 
<0.50.)  

• 4. Two-vessel disease with significant proximal LAD stenosis and 
either EF <0.50 or demonstrable ischemia on noninvasive testing.  

• 5. One- or 2-vessel coronary artery disease without significant 
proximal LAD stenosis, but with a large area of viable myocardium 
and high-risk criteria on noninvasive testing.  

• 6. Disabling angina despite maximal medical therapy, when 
surgery can be performed with acceptable risk. If angina is not 
typical, objective evidence of ischemia should be obtained.  



Indications for CABG in 

Unstable Angina 
• Class I evidence  

• 1. Significant left main coronary artery stenosis.  

• 2. Left main equivalent: significant (>=70%) stenosis of 
proximal LAD and proximal left circumflex artery.  

• 3. Ongoing ischemia not responsive to maximal non surgical 
therapy.  

• Class IIa evidence  

• 1. Proximal LAD stenosis with 1- or 2-vessel disease.  

• Class IIb evidence  

• 1. One- or 2-vessel disease not involving the proximal LAD.  



New guidelines: ESC 
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Appropriateness 

 



Poor LV function Normal LV or mildly impaired 

n = 2223 (96 %) 

Left Main 3 VD 2 VD 1 VD 

7.4 % 
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27 % 

66 % 

7 % 

 

 

Medical R 

PCR 

CABG 

Euro Heart Survey on Coronary Revascularization 

N. Mercado, on behalf of the Investigators and Expert Committee 

No difference in treatment options between diabetics and non diabetics 

Treatment Strategy for Stable Angina  n = 2316 



Conclusion 1 
• Patient selection is primordial 

• Scores are useful to select patients 

• Age of 65 and more may be important 

• Patient comorbidity is important 

• Patient choice is important but often 

modifiable by open discussion 

• Heart team and discussion of patients 

with surgeon is essential 



Conclusion 2 

• Good strategy is essential 

• Right material 

• Use of prior FFR is useful 

• Knowing when to refer patient for 

surgery 

• Recognizing our own limits 
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