77777777

29°
CONGRESS0

DE CARDIOLOGIA
DO ESTADO DA BAHIA

Hospital

SANTA IZABEL 5i-1|'|[a“::;."=ﬂﬂﬂ
10 a 13 de maio de 2017
Bahia Othon Palace

Dr. Joberto Sena

Cardiologista Intervencionista do Hospital Santa Izabel
Diarista da UTI Cardiovascular do Hospital Santa Izabel
Diretor de Promocéao de Saude Cardiovascular da SBC Bahia

11/04/2017



HISTORIA DO CATETERISMO CARDIACO
O BALAO DE GRUENTZIG

AT

| s caxcen, ronuany 4, 1978

The New England
Journal of Medicine

cits Medic

Letters to the Editor

Copyright, y the Mas

Volume 30 JULY 12, 1

)79 Numbe

NONOPERATIVE DILATATION OF CORONARY-ARTERY STENOSIS
Percutancous Transluminal Coronary Angioplasty
AxpREAS R. GRONTZIG, M.D., AKE SENNING, M.D., AND WALTER E. StEcENTHALER, M.D

Abstract In percutaneous transluminal coronary an-

cy bypass was later necessary in five
three showed electrocardiograpic evides

ery under [ocal anesthesia to dilate

ry by controlled inflation of a diste gle-vessel disease appear to be

Over the past 18 mon

in 50 patients. The techni
reducing the sten

ent (P<0.001)

1 s estimate that
15 per cent of candidates for bypass
esions suitable for this procedure. A
ive randomized
its usefulne 3
al management

19 mm Hg (P<0.001)
mprovement in cardiac
ow mination. Because of and m
n in clinical status, emergen-  1979)

function during foll
acute deterioratiol

The NEW ENGLAND
JOURNALof MEDICINE

Volume 328:673-679

Number 10

Mareh 11,1993

A Comparison of Inmediate Angioplasty with
Thrombolytic Therapy for Acute Myocardial Infarction
Cindy L. Grines, Kevin F. Browne, Jean Marco, Donald Rothbaum, Gregg W. Stone, James
O'Keefe, Paul Overlie, Bryan Donohue, Noah Chelliah, Gerald C. Timmis, Ronald E.
Vlietstra, Michelle Strzelecki, Sylvia Puchrowicz-Ochocki, William W. O'Neill, for The
Primary Angioplasty in Myocardial Infarction Study Group

Volume 328:680-684 Number 10

March 11, 1993

A Comparison of Inmediate Coronary Angioplasty with
Intravenous Streptokinase in Acute Myocardial Infarction
Felix Zijlstra, Menko Jan de Boer, Jan Hoorntje, Stoffer Reiffers, Johan Reiber, and Harry
Suryapranata

Volume 328:685-691 ~ March 11,1993 Number 10

Immediate Angioplasty Compared with the Administration

of a Thrombolytic Agent Followed by Conservative

Treatment for Myocardial Infarction
Raymond J. Gibbons, David R. Holmes, Guy S. Reeder, Kent R. Bailey, Mona R
Hopfenspirger, Bernard J. Gersh, for The Mayo Coronary Care Unit and Catheterization
Laboratory Groups




A nealizagao de BUL de 12 dersagies. pels egiape i ambulincia no local do
primeim atendimento médico

Reduzir o tempo pré-hospitalar para o diagndstios e o tratamento inscial

do IAMCST

Padentes gue sip levados por ambulincas ds instituictes emergenciais com
disponbeladade para P gimaris devem [ed ufn Deapd ening & pnimsesnd Soniano
médica-baldn” nio maioe do que 940 minwps
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fabels 27 — ICP primaria - eatiatégus de revasculanzagac do mircdrdia
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Background

30-50% of STEMI patients have additional
stenoses other than the infarct related artery®2

Current guidelines support culprit vessel PCl only

Contamporary studies have, however, suggested
preventive revascularisation®#

! jong JAal Coronary Artery disease 2006
“pullar DWW et ol. Am Heart ] 1991
*Wald et oi. NEIM 2013

YGershlick ot al. C5C 2014
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Lesion-Only Revascularization in Patients
Undergoing Primary Percutaneous
Coronary Intervention for STEMI

and Multivessel| Disease
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CENTRAL ILLUSTRATION Complete Yersus Lesion-Only Revascularization in Acute M
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The Third DANish Study of Optimal Acute Treatment of Patients with ST-segment Elevation Myocardial Infarctio




DANAMI3-TRIAL PROGRAM

2239 STEMI < 12 hours
Y

Randomise conventional PPCI, iPOST, defer stenting

¥
2212 Successful infarct related artery PCl

y
027 Multivessel disease
(>50% stenosis in non IRA > 2 mm suitable for PCI)

i * =1
Randomise

I 313 IRA PCl only \ 314 FFR guided complete revascularisation

@ACCh



Primary endpoint

Composite
All-cause mortality
Nonfatal myocardial infarction
Ischemia driven revascularisation of non IRA lesions

Assessed when the last included patient had
been followed for 1 year



Individual components of primary endpoint
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Conclusions

Complete FFR guided revascularisation of multivessel disease in STEMI patients,

staged within the index admission, reduced the primary endpeint of all cause death,
reinfarction and repeat revascularisation

40% of repeat revascularisations were urgent

However, the reduction in the primary endpoint was driven by repeat revascularisations
and not by hard endpoints

Therefore, although complete revascularisation should be recommended, any condition

that makes complex PCl unattractive may support a more conservative strategi of IRA
PCl only
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COMPARE-ACUTE

Randomised trial of
FFR-guided complete revascularization
versus
infarct artery only treatment
in
multivessel STEMI patients

On behalf of all COMPARE-ACUTE investigators
Pieter Smits

{-,,-:) Maasstad Hospital -
Y “Compare sam Rotterdam, The Netherlands




Introduction

« Approximately 50% of the STEMI patients have
multivessel disease at presentation; meaning 50% or
more diameter stenosis in one or more non-infarct-
related arteries (non-IRAS)

 What and when to do with these non-infarct-related
artery (non-IRA) lesions remains a unresolved clinical
dilemma



MV-STEMI

Patients

Aggressive Intermediate, |[Conservative
MV-PCl acutely| |Non-IRA staged Medication

N\ N\

Hevasc. Revasc. Rewvasc. Hevasc. Revasc.
basad on based on based on based on based on
anglo FFR angio FFR Ischemia / sympt.
; PRAMI 1
| CVLPRIT )

PRAMI: Wald et al. NEIM 2013; 369: 1115-23 CvLPRIT: Gerschlick et al. JACC 2015; 65: 963 -72 Y o



Trial dESign undergoing primary PClI

FFR was
measured
by Pd/Pa in

rest and after
adenosine iv
or ic

Acute STEMI patients

885 stable multivessel
STEMI pts. randomized

1 : 2 randomization

590 pts

Infarct related artery only treatment
+ blinded FFR of non-IRA lesions

285 pts

Acute FFR-guided complete
revascularization of non-IRA lesions

45 day treatment window for
elective clinically indicated PCI

.

Follow-up at 30 days, 12, 24 and 36 months ‘ t"‘*"_}

-‘f I:l;l'n‘:rl il




Key In- and Exclusion Criteria

Inclusion Criteria

Pts. between18-85 years old

Presenting with STEMI within 12 hours of
onset of complaints with an indication for
primary PC|

And of which the non-IRAs - or their
major side branches of 22.0 mm in
diameter - demonstrated lesions with
=50% stenosis by quantitative coronary
angiﬂgnﬂphy (QCA) or visual assessment
and were judged feasible for PCI by the
operator

Exclusion Criteria

Left main disease

Chronic total occlusion or severe
stennsis with TIMI flow = |l of the non-IRA
lesion

Suboptimal result or complications after
treatment of IRA

Severe valve dysfunction

Killip Class lll or IV

)

l:-nlm‘:rn s



Endpoints

Primary endpoint:

The composite of all-cause death, recurrent myocardial infarction, recurrent
revascularization and cerebrovascular event (MACCE) at 12 months follow-up

Secondary endpoints:

»  The primary endoint (MACCE) at 24 and 36 months

»  The components of the primary endpoint at 12, 24 and 36 months

» The composite of all-cause death and myocardial infarction at 12, 24 and 36 months

»  The composite of cardiac death, myocardial infarction, revascularization,
cerebrovascular event and major bleeding (NACE) at 12, 24 and 36 months

»  Maijor bleeding at 48 hours and 12 months

»  Stent thrombosis at 12, 24 and 36 months

» Treatment costs at 12, 24 and 26 months {:‘: )

l:-nlm‘:rn s



Procedural data

FFR guided complete | Infarct Artery Only
Revascularization Revascularization
(295 pts.) (590 pts.)

Pts. with treated (FFR guided) non-IRA 163 (55.3%)" NA
lesions — no. (%)

during index PCl procedure 136 (83.4%)
delayed during index hospitalization 27 (16.6%)%

Mean index procedure time — min 65+31 59+ 28 0.001
Mean contrast volume during index PCI 224 + 104 20275 0.007
procedure — mi

Median (range) hospital stay - days 4 (1 - 35) 4({1-71) 0.36

Pre-discharge non-invasive stress tests - 21 (7.1%) 71 (12.0%) 0.03

no.[%

Fiw

4] 158 pts. FFR guided + 5 pts without FFR guidance underwent non-|RA treatment & mean delay of 2.1 £ 1.0 days o Compare Anis



FFR outcome

FFR measurements

Min. FFR (mean £ SD)

Positive FFR value

(< 0.80)

Negative FFR value
(>0.80)

FFR-guided
Complete
n=295 pts

450 lesions’

292 (99.0%)

0.78 £0.12

158/292 (54.1%)

134/292 (45.9 %)

IRA-Only
=

n=590 pts value
856 lesions

575 (97.5%) 0.13

0.79+0.12 0.42

275/575 (47.9%)
0.08

300/575 (52.1%)

5
()

Compon Aouie



Primary outcome and its component

* MACCE = the composite of all-cause mortality, non-fatal myocardial
infarction, any revascularization and cerebrovascular events.

Primary endpoint
MACCE* (any first event)

Death, all cause
Cardiac

Myocardial infarction (MI)
Spontaneous

Peri-procedural

Rewvascularization
PCI
CABG

Cerebrovascular event

FFR guided Complete
Revascularization
(n=295)

23 (7.8%)

4 (1.3%)
3 (1.0%)
7 (2.4%)
5 (1.6%)
2 (0.6%)

18 (6.1%)
15 (5.1%)
3 (1.0%)

0 (0.0%)

Number of events (%)

Infarct Artery Only

treatment
(n=590)

121 (20.5%)

10 (1.7%)
6 (1.0%)

28 (4.7%)

17(2.9%)
11 (1.9%)

103 (17.5%)
58 (16.6%)
5 (0.B%)

4 (0.7%)

0.35

0.80

0.50
0.59
0.36

0.32
0.37
1.20

NA

0.22 -0.55

0.25 -2.56

0.22-1.13
0.22 -1.59
0.08 - 1.64

0.20 -0.54
0.24 - 0.57
0.29 - 5.02

NA

<0.001

0.70

0.10
0.29
(.19

<0.001
<0.001
0.80

NA



Secondary endpoints
NACE** (any first event)

Death (all cause) or Mi

Major bleeding
Any bleeding at 12months

Any bleeding at 48h

Hospitalization for heart

failure, unstable angina and
chest pain

Any revascularization

Stent thrombaosis

Secondary endpoints

** NACE = Net Adverse Clinical Events; the composite of cardiac death,
myocardial Infarction, any revascularization, stroke and major bleeding.

FFR guided Complete

Revascularization

Number of events (%)
174 (29.5%)

38 (6.4%)

25 (B.5%)
11 (3.7%6)
3 (1.0%)
9(3.1%)

5(1.7%)
13 (4.4%6)

19 (6.4%)
2 (0.7%)

Infarct Artery Only
treatment

28 (4.7%)

B (1.4%)
47 (B.0%)

161 (27.3%)
1 (0.2%)

-"I" Compar Aculs

0.25
0.54
0.75
0.64

1.25
0.54

0.47
0.58

0.16—0.38
0.29 -1.12
0.20 - 2.84
0.30 -1.36

0.41 -3.83
0.29 -0.95

0.29 -0.76
0.12 - 2.80

<0.001

0.10
0.67
0.25

0.65
0.04

0.002

0.50



Conclusions

* In multivessel STEMI patients, FFR-guided complete
revascularization of non-infarct-related lesions in the acute

phase of primary PCI significantly reduced the risk of the
composite MACCE outcome as compared with a strategy
of treatment of the infarct-related artery only

* This reduction was mainly driven by the decreased need
for subsequent revascularization



Conclusao - Mensagens para casa

- Estudos mais recentes sobre este tema sugerem ser benéfico, de
maneira geral, tratar as lesdes nao culpadas pelo infarto

- Estes estudos tem aspectos que dificultam a validacao externa dos
resultados e a aplicacao deste conceito em uma boa parte dos
casos na pratica diaria

- Pacientes hemodinamicamente estaveis e com anatomia
coronariana simples

- O momento de abordagem da les&o nao culpada foi: no mesmo
procedimento indice no estudo PRAMI e em um segundo momento,
mas na mesma internacao, nos estudos Cvlprit e DANAMI-3



Conclusdes - mensagem para casa

- O tratamento de les6es nao culpadas, parece ser benéfico. Ha evidéncias
de estudos randomizados tanto para a abordagem imediata quanto para o
estadiamento para um segundo procedimento na mesma internacao - nao
ha reducao de desfechos duros

- Utilizacao da FFR para selecionar qual lesao residual tratar parece evitar
o tratamento desnecessario induzido apenas pela angiografia

- E fundamental levar em consideracdo na tomada de decisdo a
complexidade anatomica da lesao residual, bem como o tempo de
procedimento e o volume de contraste utilizados até aquele momento

- Na maioria dos casos deve-se apenas tratar a lesao culpada pelo IAM no
procedimento inicial
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