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Objetivos en STEMI

Restaurar tempranamente el flujo
en la arteria responsable

Disminuir el tamano del infarto
Preservar la funcion ventricular

Mejorar la sobrevida



MVD en STEMI

Background

Enfermedad de MV presente en 40-65% de los STEMI

Los pacientes con STEMIy MVD presentan:
Peor funcion del VI post STEMI

Mayor mortalidad post STEMI

Van der Schaaf et al, Heart, 2006, (12):1760-3



Algunos puntos importantes

Muchos pacientes sometidos a PCI por STEMI, tienen multiples placas
complejas que causan angina recurrente y requieren nueva PCI
(Goldstein et al NEJM 2000)

El flujo en las lesiones no culpables, esta enlentecido en el STEMI
(Gibson et al JACC 1999), increasing amt of jeopardized Myocardium

Mejorar la funcion en los segmento no infartados mejora la sobrevida
(Grines at al Circulation 1989)

La hipercontractilidad compensatoria de los segmento no infartados, puede
comprometerse por lesiones significativas de los vasos no culpables del STEMI
(Grines at al Circulation 1989)



Pacientes vulnerables
80% de los SIA
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N° de placas rotas
“no culpables”

Rioufoly cols. Circulation 2002; 106:804-808.



MVD in STEMI

Mortality (%)
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Van der Schaaf et al, Am J Cardiol 2006;98:1165-9



Cumulative dead rate %
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Claessen BE et al. JACC: Cardiovascular Interventions 2009. Nov;2(11):1128-34



MVD in STEMI

WAIT @ SEE; COOL DO COMPLETE REVASCULARIZATION
(Ischemia or bad clinical outcome

driven revascularization)

Stress testing before discharge?

Stress testing during F/UP?



In-hospital
Technical
Success’,
1n (o)
Clinical success’,
1n (o)
AMIL. n (%)
Death, n (%)

FU
[Death for
any cause (%)
Noncardiovascular
death (%)
AMI (%)
Re-PTCA
for restenosis
(TLR) (%)
Re-PTCA for the 0 (m
novo lesions (%)
CABG (%) 1 (3)

* Residual lesion <10%.

h == ® v —
lechnical success without MACE.

Telayna JM et al. Cardiovascular Revascularization Medicine 8 (2007) 116 — 154



Percent

Number at risk

Single vessel 1061

Multivessel

222

Survival Survival free of

MI or new revascularization

Single vessel

Multivessel Multivessel

Single vessel

Percent

18

18
Months

Months

Number at risk
887 765 633 587 Single vessel 1061 640 514
176 149 119 107

Multivessel 222 127 99

Chen et al. Am J Cardiol 2005:95:349-354



CR Worst

IRA only Multivessel

No.

Procedural complications
Acute occlusion
Perforation
Procedure-related CVA
Maijor bleed
Vascular complications
Urgent CABG

Inhospital mortality

arger vessel revascularizartion

CABG
Mortality

Re-infarction
Target vessel revascularization

PCI

354

0 (0%)

0 (0%)

3 (0.8%)
26 (7.3%)
21 (5.9%)

0 (0%)
20 (5.6%)

2(0.6%)
28 [8+0° )
23 (6.5%)
52 (15%)
10 (2.8%)
53 (15%)

28 [28°n]

Corpus et al. Am Heart J 2004;148:493-500

PCI

152

0 (0%)
0 (0%)

0 (0%)

7 (4.6%)
6 (3.9%)
1(0.7%)
8 (5.3%)

14 (9.2%)

4(2.6%)
15 (9.9%)
33 (22%)

20 (13%)
38 (25‘%]

61 (40‘%]

P




CR Worst

Multivessel PCI

Same Staged,
IRA only procedure inhospital

Mo, A54 26 126
Procedural complications
Acute occlusion 0 (0%%) 0 (0%) 0 [0%%)
Perforation O (08) 0 (0%) O [05)
CVA 3 (0.8%) 0 (0%) 0 [0%)
Major bleed 26 (7.3%) 1(3.8%) 6 (4.7%)
Vascular complications 21 (5.9%) 1(3.8%) 5(4.0%)
| i " {l“f‘-'l-] i il"‘l":'l-:! 1 [ﬂ ﬂ‘-'-'":
Inhospital mortality 20 (5.6%) 5019%) 3(2.4%)
Re-infarction 2 (0.6%) 0 (0%) 14(11%) <
Target vessel revascularization 28 (7.9%) 1(3.8%) 8 (6.3%) 66
CABG 28 (8.0%) I (3.8%) 2 (2.4%) o7
Mortality 23 (6.5%) 5 (19%) 10 (7.9%) 06
MACE 52 (14.7%) & [23%) 27 (21%) 15
-Year outcome
Re-infarction 10 (2.8%) 1(3.8%) 19 (15%) =001
Target vessel revascularization 53 (15%) 3(12%) 35 (28%) 004
CABG AT 12T T 7] 51639 ¥l
Mortalit A2 (1250 5[] 9%) 12 (% .5%] 34
MACE 98 (28%) 9 [35%) 53 (41%) 02

IR4, Infarct related artery; PCI, percutanecus coronary intervention; CVA, cersbrovascular accident; CABG, coronary artery bypass grafiing; MACE, major adverse cardiae
avents.
*Comparison among all reatment groups

Corpus et al. Am Heart J 2004;148:493-500




CR Better

Adjusted HR=0.5 (0-1.16) P=NS
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Kalarus et al Am Heart J Volume 153, Number 2 February 2007



Cumulative Proportion of Survival (x100%)

Cumulative Proportion of Survival (x100%)

CR Better

Diabatic Patients
Rdgsted HR=4.3(1.53.4.99) Pc0S

&

£ £

=
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Cumulative Proportion of Survival (x100%)
P P P P
- - 1% ] o
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Days after AMI

Patients with Lowered Ejection Fraction
Adpusted HR=2.5 (209.297) Pe0b

LT
Tossmamnnn
Samaman

Cumulative Proportion of Survival (x100%)

Days after AMI

Patients with Impaired Renal Function
Adjusted HR=1.7 (2.81.3.89) P<.05

1000 1500
Days after AMI

Patients Aged over 70
Adprstod HR=1.6 (1.18.2.07) PaNS

"
SRR
-

1000 1500
Days after AMI|

Kalarus et al Am Heart J Volume 153, Number 2 February 2007



STEMI

DEATH in Registries
n: 2077 patients

n: 73
Khattab * OR 0.67 (0.36-0.93)
o : 108
Rigattieri n4 OR 0.25(0.21-0.62)
) n: 120
Qarawani ¢ OR 1.17 (0.78-1.35)
n: 158
Roe N * OR 1.52 (0.84-1.81)
Kalarus —— OR 0.50 (0.43-0.58)
n: 820
Corpus * OR 0.92 (0.62-1.26)
n: 1982
Kong ¢ OR 0.27 (0.08-0.90)
n: 4059
OVERALL OR 0.40 (0.30-0.73)
| | | | | |
0.50 1 1.5
Favours MV PCI Favours CO PCI

AHG DK Meta-analysis of publshed data
T Gershlick. TCT 2008



STEMI

MACE in Registries
n: 2077 patients

n: 73
Khattab . OR 0.87 (0.54-1.02)
_ . n: 108
Rigattieri  ——¢— OR 0.39 (0.19-0.48)
Qarawani n: |120 . OR 0.32 (0.26-0.60)
n.
Roe . OR 1.26 (0.70-1.60)
n: 798
Kalarus o OR 0.45 (0.38-0.54)
n: 820
Corpus * OR 1.43 (1.20-1.69)
OVERALL et OR 0.48 (0.32-0.65)
| | | | | |
0.50 1 1.5
Favours MV PCI Favours CO PCI

AHG DK Meta-analysis of publshed data
T Gershlick. TCT 2008



Study Year  Subjects Age Men  Cardiogenic Killip Diabetes  Follow-up Multivessel
{years) Shock Class 3/4 (months) Revascularization
Setting
1 Setting  Staged

Corpus et al'! 2004 506 63 69% 3.4% — 17% 12 + +
Grantham'” 2006 201 61 73% 0% 4.8% 22% 6 0 +
Hannan et al'? 2010 1524 — 80% 0% — 22% 42 + +
HELP-AMI’ 2004 69 64 87% 0% 18.8% 19% 12 . 0
Hudzik ' 2000 2000 64 57% 12% 11.8% 26% 36 0 +
Kalarus et al'® 2007 786 61 71% 10% 10.0% 33% 30 + +
KAMIR'" 2000 804 63 75% 0% 6.0% 28G 8 + 0
Khattab et al'® 2008 73 66 77% 4% — 124 12 + 0
MEDPAR?’ 2000 24,106 — 60% — — — 0 + 0
NCDR>* 2009 25,847 61 2% 0% — 24% 0 + 0
NYS Angioplasty Registry™' 2006 1982 61 74% 0% 7.5% 19% 0 - 0
Politi et al® 2010 149 65 7% 0% — 19% 30 + 0
Qarawani et al'’ 2007 120 66 65% 0% 22.5% 13% 12 - 0
Rahman et al'® 2010 2077 — — — — — 12 + 0
Rigattieri et al™ 2008 110 66 75 0 — 236 13 0 +
Roe et al”’ 2001 158 63 % 28% 33.2% 33 6 + 0
Seo et al™? 2000 200 — — — — — 48 + 0
Telayna™ 2002 113 60 85% 0 8.8% 19% 6 + 0
Varani et al** 2008 300 60 % — 10.6% 16% 21 + +

* Cohort without cardiogenic shock.

Bangalore S, et al. Am J Cardiol 2011;107:1300 —1310



30 Days Mortality

COR
Study QR (95% C c...:q n/N %L¥¥elght
1- Setting :
Compus : e E— 8.43 (1.40, 20.48) 528 231354 0.50
HELP AMI 1 - > 3.77(0.04, 366.19) 162 07 0.06
Hannan N 1.70 {0.79, 3.66) 17503 101503 2.00
KAMIR —— 0.36 (0.2, 1.13) 35402 9/d02 090
Kalarus (Immadiate) — 0.37 (0.15, 0.94) 148 731605 1.36
Khattab 0.80 (0.08, 8.57) 1728 2145 021
MEDPAR 1.25 (1.07, 1.45) AE02T8 128720828 5136
NCDR 1.33{1.04, 1.71) BA/2701 58523148 1B.71
NYS-Angioplasty Registry —8— : 043 (0,21, 08T) 5632 31350 2.3
Foliti — 0.40 (0.10, 1.54) 265 7/84 0.64
Crarawam 1.30(0.17. .74 595 1725 .29
Rahman 1.07 (0.59, 1.98) W25 11472104 3.19
Ros 1.88 {0.82, 4.25) 1779 1079 1.72
Seo 0.42 (0,14, 122} 282 16217 1.03
Telayna 0.28 (0.03, 2.88) o7 6/96 0.22
Varani 1.53 {(0.67, 3.52) 141147 101156 189
Subtotal {ksquared = 56.6%, p = 0.003) 1.19 {1.08, 1.34) A20M8380  2185/50011 $8.22
Staged (In-hospital)
Corpus | 1.25{0.56, 2.79) 104126 231354 1.82
Granham = 0.85 (0.04, 11,1%) 1175 1115 015
Hannan = 0.60 (D.15, 2.43} 3258 5/259 060
Hudzik B | 0.37 (0.25. 0.56) 01457 13611642 700
Kalarus (staged) —- | 0.38 (0.21, 0.70} 41133 731605 319
Rigathen - I 0.08 {0.01, 0.64} 0/64 4,46 0.29
Varani — 0.39 (0.12.1.27) 296 10156 082
Subtotal {ksquared =41.1%, p = 0.117) O : 044 {0.33, 0.59) 281310 252P3178 13.78
Owerall {-equared = 73.6%, p = 0.000) ? 1.04 (0,93, 1.15) AQMOB00  2437/53189 100400
Interaction P-Value: <0, 0001 | k |
-1 1 10
Complete Revascularization Better Culprit Only Better

Bangalore S, et al. Am J Cardiol 2011;107:1300 -1310



30 Days MACE

CR COR
Study OR (25% CI) niN M +, Walght
1
1. Selting 1
I
Corpus JI_ - 191{063,. 577 &26 52!:54 241
HELP AMI | = 3844015, 93.19) 242 o1 0.28
KAMIR _._|. C.209(0.11, 0.82) 302 12402 2.82
[
Katarus (Immediate) _-T 0.42 (0,20, 0.88) a8 118605 515
Khallab : 1.23(0.25 604) 328 45 116
NYS-Angloplasty Registry _._ 0.51(0.29,0.88) 10/%632 4711350 9.22
Pokit ¥ 0.55¢0.15, 201} 345 had 177
a ni + 0.15¢0.05, 0.42) 1685 1325 2.80
1.00{0.71, 1.42) 437226 4022104 24.08
Rahman
Roe 1.80{0.74, 348} 1978 1379 4 92
Subiotal {l-squared = 87.3%, p = §.541] 0 8.74(0.55,834) 1081832 SS%308% ad
I
I
Staged (In-hoapital} I
I .._ 1.63{0.04, 282) 27126 52354 9.81
Corpus .
Hudzik | 0424029, 061) 141457 1601642 2083
Kalarus (slaged) : ¢G41{0.25 087 89132 118/605 11.82
Rigalten — . 188 ({071, 548] 1364 SH6 281
) T
Subtotal (I-squared = 87.5%, ¢ = 4.000]) OI 061045, 8.70) TR0 RIHT6 45.39
Overall (equared = 75.3%, p = 0.000) ¢ .58 (0.57.0.817] 1TVaIZ 1003771 100.00
Interaction P-Value:0.267 | I |
-1 1 10
Complete Revascularization Better Culprit Only Better

Bangalore S, et al. Am J Cardiol 2011;107:1300 -1310



Long term Mortality

Complete Revascularization Better

Culprit Only Better

Bangalore S, et al. Am J Cardiol 2011;107:1300 -1310

CR COR
Study I OR (95% CI) N N v, Weight
- i WVPERIT
CoMpus 197 (0.59.659) 576 421354 163
HELP AMI > 377 (0.04, 35B.18) 1152 w17 0.12
Hanfubn 110(0.75. 1.863)  S503  54i503 15.58
HAMIR 0.50 (0.22, 1.13)  BMO2 164402 362
Kalarus (immedate) 0.58(0.27. 1.24)  5MB H2/605 407
Khatiab i 108 (0,17, 688) 2728 345 0.69
Polkti —l— D.57 (0,22, 1.51) B85 1384 255
Crarawani T 1.19(0.26. 5.45) W95 225 1.03
Rahman : 141 (0.B7, 2.28) 200238 1792188 10.37
Roe I 160 (0.74, 3.48) 1970 1479 308
S0 ‘.‘l 0.32 (0.16.0.83)  4/82 451217 5.08
Telayna i 0.28(0.05 1.70)  OM7 10/96 0.73
Subtotal (kequared = $2.9%, p = 0.016) :<> D81 (0.7, 174} 41835 4804596 4945
Staged {In-hospital} I
Comus 0.7 (042, 1.51) 12126 42354 577
Grantham 064 (0,21, 1.92) TS FiliE 139
Hannan 071 (0.37, 1.38) 16/259 24259 547
Hudzk 047 (0.35.063) 32457 2651642 2695
Kalarus (siaged) 0.40(0.24, 0.66)  &133 N2E05 923
Rigarien —— 013 (0.03.057) 14 rdb 1.13
Subtotal (l-squared = 31.4%, p = 0.200) < 0.50 (0.40, 0.62}  7TBMZI4 4553022 50558
|
Ovorall (I-squared = 82.5%, p = 0.000) ? 087 (0.50,0.79)  220/2M40 S44TEI0 100.00
intaraction P-\ahee 0 0004 1
[ I ]
-1 1 10



Long term MACE

CR COR
Study I ORt {85% CI) nN N ¥ Weight
l
i- Selting I
Carpus I i 1.41 (0.58, 3.41) 26 981354 431
HELP AM) - 047 (.13, 1.67)  1V52 BI17 212
KAMIR _-_ 0.58 (0.35, 0.95) 25/402 420402 13.49
Kalarus {iImmediate) _.—:' (.38 (0.21, 0.69) 14i458 dZ2m0s 0.7
Hhatieb B 0.76 (0.26, 2.35) 6428 1245 286
Poiit _.—: 032(D.17.0.63) 1585 484 7.65
Qarawani < = I 0.14(005,0.39) 1995 1525 356
Roo : —|—— 152 (D.77, 3.0) 279 2079 7.29
Telayna = | 0.31 (009, 1.05) 17 36006 232
Subtotal (laquared = 68.7%.p = 0001) <> 0.54(0.42,0.80) 127812 SEINTOT 5335
2- Sattings [
[
Corpus : — 1.66(1.28, 3.01)  S531M26 98354 1762
Halanrs {staged) —-— : 0.29 (0.20, 0.43) ADM33 322605 2390
Rigattiari T 079(035 1.78)  19/64 16146  5.14
Subtotal (l-aguared = 952% p w0000} <|(> 0.8T {0.51, 0.0T) 1027323 4361005 46.65
[
Overall {l-squared = 83.9%, p = 0.000} 4|> 0.60 (0.50, 0.72) 2201135 10192712 100.00
teraction P-Value:0.246 [
[ I ]
-1 1 10
Complete Revascularization Better Culprit Only Better

Bangalore S, et al. Am J Cardiol 2011;107:1300 -1310



30 Days Mortality (Sensitivity Analysis)

Study 1 OR 9%% CI) YiWeight
1- Seiting
HELP AMI 3,77 (0.04, 355.19) 1.30
Hannan 1.70 (0. 78, 1.88) 14.18
KAMIR 045 (D.08, 2.25) 712
Khantab 0.80 (D.08, 8.51) 408
Polt 0.40 (D.10, 1.54) 876
Qarawanl 1.30 (017, 8.74) 5.22
Rahman 1.7 (0,37, 3.70) 10.37
Roe 2.72 (0.90, 8.22) 10.77
Se0 B 0.00 (0,00, §.16) 0.37
Telayna 0.29 (0.03, 2.88) 429
Yarand 0.81 {0.08. B.20) 4.22
Subdolal {l-squared = 11.8%, p = 0.332) 1.10 (084, 1.81) 70.88
|
Stagad (In-hospltal) I
Grantham 0.85 (0.04. 11.16) 303
Hannan 0.60 [0.15, 2.43} 84T
Hudzik 0.37 {0.25, 0.58) 1783
Subtolal {l-squared = 0.0%, p = 0.765) O 0.39 (0.27, 0.58) 29.32
|
Overall (Fegquarad = 47.T%, p = 0.024) 0.7 (D.44, 1.15) 100.0¢
Interaction P-Valua:0.001 I
-1 1 10
Complete Revascularization Better Culprit Only Better

Bangalore S, et al. Am J Cardiol 2011;107:1300 -1310



30 Days MACE (Sensitivity Analysis)

|
Sty I OR [35% CI) wwiialght
|
|
1- Selting :
HELP AMI : & 384 (0.15 98.19) 3.59
KARMI Rt —.—:- 0.29{D.11, 0.83) 1502
Khattab —il 1.23 (0.2, 6.04) 10.00
NYS- Angloplasty Regsiry —-- 040 (0,17, 0.54) 1877
Politi ‘ 0.55(0.18, 2.0} 1242
|
Qarawan < = I 0.07 {D.01, 0.48} 7.81
|
Rahman - 1,09 {D.54, 2.20) 18.43
|
Roa i 188 (0.78, 5.03) 15.96
|
|
|
|
Oversll (1-aquared = 60.6%, p w 0.013) <:;> 0.65 {0.34, 1.28) 100.00
[ T 1
-1 1 10
Complete Revascularization Better Culprit Only Better

Bangalore S, et al. Am J Cardiol 2011;107:1300 -1310



Long Term Mortality (Sensitivity Analysis)

Study | OR (95% CI} wWeinht
1- Setting 1
HELF AMI > 3,77 (0.04, 356.19) 0.81
Hannan .10 (0.75, 1.83) 15.84
KAMIR 0.52 (0.29. 2.34) T4
Khattab 1.08 (0.17, 6.84) 3.17
Poili 0.57 (0.22, 1.51) 8.12
Clarawand 1 1.19 [0.25, 5.45) 4.7
Rahman .58 (0.58, 4.30) m
Roe : 1.60 (0.79, 3.24) 1.16
Seo B I 0.06 (0.01, 0.36) 3.9
Telayna L= 0.28 (0.05, 1.70) 3
Subtetal (Fsquared = 43.5%, p = 0.068) <> 0.85 (.56, 1.40) 65.17
|
Staged {Inhaspital} I
Grantham — 064 [0.21.1.52) 638
Har an Q.71 (0,37, 1.38) 1.7
Hudz ik 0.51 (0.35.0.74) 16.06
Subtotal (-squared = 0.0%, p = 0.669) 0.5 (0.41, 0.7 3483
|
Cverall (-squared = 50.9%. p = 0.018) 0.78 [0.54, 1.11) 100.00

Intersction P-Value:0.111

| | |
-1 1 10
Complete Revascularization Better Culprit Only Better

Bangalore S, et al. Am J Cardiol 2011;107:1300 -1310



Long Term MACE (Sensitivity Analysis)

Study [ OR {95% CN SLWWeinht
}
1- Setting I
I
I
HELP &M B 0.47 (0.13, 1.67) 5.58
KAMIR + 0.82 (0.34, 1.13) 14.33
Khatiab : . 0.76 {0.26, 2.25) 1077
Politi —l—:— 0.38 (0.19, 0.78) 13.87
Oarawani < & I 0.14 (0.05, 0.38} 11.59
I
Roe I & 1.40 (0.80, 2.45) 1481
Telayna & : 0.31 (0.09, 1.05) 9.96
Subtotal {ksquared = T0.5%, p = 0.002) <:"> 0.50 {0.28, 0.00) .50
I
I
Staged {In-hospital) :
Corpus I —i— LE7 [1.10, 2.54) 15.50
Subtotal {ksquared s %, p * ) <> 1,87 {1.10,254) 1550
I
Overall {l-squsred = 80.5%, p = 0.000) <>> 0.60 (0.3, 1.08) 100.00
Inieraction P-Vahee:<0.0001 1
[ ' 1
I

-1 1 10

Complete Revascularization Better Culprit Only Better

Bangalore S, et al. Am J Cardiol 2011;107:1300 -1310



Puntos a tener en cuenta cuando consideramos
PClde MV en STEMI

Priorizar un buen resultado en el vaso responsable con un
stent «limpio», flujo TIMI3 y buen «blush» miocardico

Las ventajas versus el riesgo agregado de tratar MV esta
Influenciada por la dificultad anatomica, los recursos disponibles
y la experiencia del operador, entre otras cosas

La PCI en el medio de la noche o intercalada en el trabajo del
dia, por una u otra razon, necesitan terminarse



20D

PARAGUAY

Conclusiones

Hay una base racional para recomendar una revascularizacion lo
mas completa posible, en los pacientes con IAM

Las guias actuales estratifican la intervencion sobre lesiones “no
culpables ” durante la angioplastia primaria, como
Clase Il (potencialmente perjudicial)

Hay incipiente evidencia que favorece la revascularizacion
completa pero, NO es concluyente

El mejor momento para lograr la revascularizacion completa,
también tiene que ser evaluado

HES Daniel Berrocal, MD, MTSAC, FACC
Hoscilgﬁe%gﬂr';?hlo Jefe de CardiologiaIntervencionista

Instituto de Medicina daniel.berrocal@hospitalitaliano.org.ar
Cardiovascular




MVD in STEMI

Independent prognostic importance of MVD determined
by presence of a CTO in a non-IRA* (n=1417)

40 -
_____ e MVD + CTO
30 - //
‘
I
” Log Rank: 119,58, P<.0001
20 -!
I
I
I
I
10 =i R MVD NO CTO
! Y I T — i — =
,zEETTET MVD
7
I

Van der Schaaf et al, Am J Cardiol 2006;98:1165-9



RCTs

HELP AMI

Rotterdam

Registries

New York State

Kalarus et al. (Poland)
Xu et al. (China)

Mayo Clinic. (USA)
Corpus et al. (USA)
Qarawani et al (Israel)
Khattab et al. (Germany)
Roe et al. (USA)
Registries of STEMI

Metanalysis

2004
2004

2006
2007
2007
2005
2004
2007
2008
2001

MV'T

Culprit only
Y 17
108 111
632 1350
193 605
105 125
239 1145
152 354
95 25
28 45
68 68

T Gershlick. TCT 2008



Metanalisis DA IGUAL

Bangalore S, Kumar S, Poddar KL, et al.
Meta-analysis of multivessel coronary
artery revascularization versus culprit-only
revascularization in patients with ST-
segment elevation myocardial infarction
and multivessel disease. Am J Cardiol.
2011 Volume 107, Issue 9,1300-1310



SOCIEDAD PARAGUAYA DE CARDIOLOGIA

SIMPOSIO INTERNACIONAL DE EMERGENCIA CARDIOVASCULAR
CONSEJO DE CUIDADOS INTENSIVOS CARDIOVASCULARES

Hay una base racional para recomendar una revascularizacion lo
mas completa posible, en los pacientes con IAM

Las guias actuales estratifican la intervencion sobre lesiones “no
culpables ” durante la angioplastia primaria, como
Clase Il (potencialmente perjudicial)

Hay incipiente evidencia que favorece la revascularizacion
completa pero, NO es concluyente

El mejor momento para lograr la revascularizacion completa,
también tiene que ser evaluado






Conclusions

There is a rational basis for recommending a revascularization as
complete as possible in primary PCI

Current guidelines stratify intervention on “no culprit” lesions during
primary PCI as Class |l (potentially harmful)

No conclusive evidence favors the
additional PCI after successful culprit lesion stenting

The right moment for performing PCI in other than culprit vessel,
must also be addressed



MVD in STEMI

possible strategies

Immediate additional revascularization of all MVD lesions
(reducing ischemia and improving recovery and outcome)

Wait and see; Cool down
Only ischemia driven revascularization

Routine revascularization in selected MVD patients
(reducing ischemia and improving recovery and outcome)



Impact of a CTO in STEMI

Independent predictors for mortality

Multivariate Cox regression HR 95% CI
analysis

Shock 4.4 3.6-5.4
CTO 2.8 2.3-35
Age >60 years 1.9 1.5-2.3
LAD related infarction 1.7 14-2.1
MVD without CTO 1.3 1.1-1.7

Postprocedural TIMI 3 flow 0.5 0.4-0.6

Claessen BE, van der Schaaf RJ, Henriques JPS. JACC: Cardiovascular Interventions In Press

P

<0.01
<0.01
<0.01
<0.01
0.01
<0.01



Impact of a CTO in STEMI

Independent predictors for mortality in hospital survivors

Multivariate Cox regression HR 95% Cl P
analysis

Age >60 years 3.3 2.4-45 <0.01
CTO 1.9 1.3-2.6 <0.01
LAD related infarction 1.7 1.3-2.2 <0.01
Shock 1.6 1.0-2.4 0.04
MVD without CTO 1.1 0.8-1.5 0.51

Postprocedural TIMI 3 flow 0.6

0.5-0.9 <0.01

Claessen BE, van der Schaaf RJ, Henriques JPS. JACC: Cardiovascular Interventions In Press



Further reduction in LVF after STEMI

Impact of a CTO in STEMI

Further reduction in LVEF

P<0.01
40%- \
3% 38%

30%0- LVEF stratified
. P:O.42 >50%
25%0- 41-50%

] 30-40%
20% 17% <30%
15%4 13%

10%-
5%~
0% T T 1
SVD MVD no CTO
CTO

Claessen BE, van der Schaaf RJ, Henriques JPS. JACC: Cardiovascular Interventions In Press



N

o EXPLORE trial

w %]F :XPLORE

S 300 patients after STEMI
CTO in non-IRA

Randomization

PCl of CTO <7 days No PCl of CTO

Primary endpoint @ 4 months MRI

LVEF and LV diameters

Principal investigators: Reneé van der Schaaf / José PS Henriques
Study coordinator: Bimmer Claessen / Loes Hoebers
E-mail: explore@amc.nl



Impact of a CTO in STEMI

Residual LVEF <40%

P<0.01
P=0.32 ‘
< 30% 28%
o
vV 25% 18%
M 16%
Lu 0
> 20%:
S
S 15%-
%
S 10%-
©
S 5%
0%- l l

SVD MVD no CTO CTO

Claessen BE, van der Schaaf RJ, Henriques JPS. JACC: Cardiovascular Interventions In Press



Conclusions

CTO drives mortality in STEMI patients with MVD

An independent predictor for mortality
Associated with reduced LVEF
Assoclated with a further reduction of LVEF



Strategies for MVD in primary PCI

Culprit only or culprit plus

MVD is present in 40-65% of STEMI patients

CTO drives mortality in STEMI patients with MVD

Immediate Multivessel PCI has no benefit ..... (SHOCK?)









Rotterdam study — not AMI

el

——— Complete revascularization
el S 3241 rf-.."-.rarﬂ.!ljgﬁzannn
n: 111

Logrank test: p=0,38

o
o
o
@
b
=
&
L]

Yaars after randomization

Kaplan-Meier survival free from coronary surgery and repeat PCI.

No significant difference in revascularization rates at long-term F/U

Iisselmuiden MD, et al. Am Heart J. 2004, 148(3):467-74



Advice, Recommendations ?

*Evidence is scarce and inconclusive

*Need to individualize therapeutic decisions — we know
STEMI is a heterogenous substrate !!

 MVS definitely justifiable where multiple “culprits”

and where pt still unstable or in shock after obvious
culprit well treated

« MVS may be safe and defendable in hands of
experienced operators with availability of adjunctive
devices eg. thrombectomy, protection devices (prox or
distal) and using pretreatment

with abciximab,

clopidogrel and knowledge of pharmacotherapy for noreflow
etc.



Mortality (%)
50

Log Rank: 119,58, P< ,0001

Van der Schaaf et al, Am J Cardiol 2006;98:1165-9



RCTs

HELP AMI

Rotterdam

Registries

New York State

Kalarus et al. (Poland)
Xu et al. (China)

Mayo Clinic. (USA)
Corpus et al. (USA)
Qarawani et al (Israel)
Khattab et al. (Germany)
Roe et al. (USA)

Culpritonly | MVT

2004
2004

2006
2007
2007
2005
2004
2007
2008
2001

Metanalysis of Registries of STEMI

17 52
111 [V] 108
1350 | 632
605 | 193
125 V] 105
1145 [ V] 239
354 | 152
25 95
a5 V] 28
68 || 68
|

V]

T Gershlick. TCT 2008
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