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CABG ya PCl

eKoronar arteriya xastaliyi sol madaciyin sistolik disfunksiii\a\s\l va Urak
catismazliginin an ¢ox yayillmig sababidir.

e Bu moantiqla tUrak catismazliginda revaskulyarizasiya trak catismazliginda
mualicanin bir secimi ola bilar.

e AKS ila revaskulyarizasiya bu xastalar tcun tak tibbi mualica ile muqgayisada
butlin sabablardan 6lim hallarini azaldir, lakin Grak catismazligi olan xastalarin az
bir hissasinda AKS aparilir.(<10%)

*PTKA texnologiyasi va texnikasinda son nailiyyatlar Grak catismazligi olan
yuksak riskli xastalards perkutan koronar midaxila ila genis revaskulyarizasiyaya
nail olmaga Umid verir.



AFaUC-da mualicanin 3 magsadi var
1.0lum hallarini azaltmag

2) UC agirlasmasi sababindan takrar
hospitalizasiyalarin garsisini almag

3) Klinik vaziyyatin, funksional imkanlarin va hayat
keyfiyyatinin yaxsilasdiriimasi



UC-da Revaskulyarizasiyanin asaslar

1.1semik miokardin revaskulyarizasiyasi sol madaciyin re 'B‘h\é\\lﬁvaqbbal
mexaniki va metabolik funksiyasini yaxsilasdirir.

2.Ugurlu revaskulyarizasiya, LV EDV va LV ESV-da shamiyyatli azalma va
AF-nin artmasi ila aks LV remodelingina sabab ola bilar.

3.Revaskulyarizasiyadan sonra LV funksiyasinin yaxsilasmasi uzunmuddatli
prognoza tasir edacak.

4.Revaskulyarizasiya diastolik funksiyani yaxsilasdira va hatta dinamik mitral
requrgitasiyani azalda bilar.

5. Revaskulyarizasiya re-entry fenomeni ila bagl madacik aritmiyalarinin
tezliyini azalda bilar.
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AFaUC-da garsilasdigimi:

1.AFaUC-da revaskulyarizasiyanin yeri varmi?

2.Hansi revaskulyarizasiya Gsullari var?

3.Hansli revaskulyarizasiya metodu ideal hesab olunur?
4.AFaUC-da miokard canhliginin tayinin shamiyyati varmi?

5.Kima hansi mualica Gsulunu secak?
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1.UC olan segilmis xastalards,azalmisAF(AF<35% ),va
carrahi revaskulyarizasiya uygun koronar anatomiyall
CABG plus GDMT, simptomlari yaxsilasdirmaq, CV
hospitalizasiya va uzun vadali bitln sabablardan

6lum baximdan faydahdir

2.Stenokardiyasi olan UC xastalarinda,uygun
anotomiyasi,LM va ya ekvivalenti olan

xastalarda OMT-a alava CABG va ya
PCigdstarisdir

3.LV yungul va orta daracali sistolik
disfunksiyasi olan va ahamiyyatli cox damar
va ya proksimal LAD stenozu olan
xastalarda sag galmani yaxsilasdirmagq tgun

CABG maqbuldur

4.1V agir difunksiyasi olan (AF<35%)

KAX olan xastalarda xastalanma va

6lim nisbatini azaltmagq ugliin CABG
nazara alinmahdir




ESC rahbar tovsiyyasi(z

Recommendations . Class® Level®

Ciddi sol madacik disfunksiyasi va
interventsiyaya uygun KAX olan xastalarda >
miokard revaskulyarizasiyasi tovsiyya olunur

Cox damar xastaliyi olan va carrahi risklari

gabul edan xastalarda,CABG birincili B2
revaskulyarizasiya strategiyasi tovsiyya olunur

1 va ya 2 damar xastaliyi olan pasientlarda tam
revaskulyarizasiya olunacaqsa,CABG-a a
alternativ PCi nazara alinmalidir

3 damar xastaliyi olan,Heart Team tarafindan
koronar anotomiya,go6zlanilan
revaskulyarizasiya naticasi,diabetik a
status,comorbidlar nazara alinaraq PCi nazara
alinmahdir

NYHA klas lll/IV,genis LV anevrizma,bdyuk
tromb,aritmiyalarin sababi anevrizma olan
pasientlarda,CABG vaxti LV anevrizmaektomi
nazara alinmahdir

1la

Secilmis pasientlarda tacriibasi olan
markazlarda,CABG sirasinda madacik b :
restavrasiyasl nazarda tutula bilar




Calismalardan na natica

Scenario

= Impaired LV function
= |schemic heart disease
- Substantial viable myocardium

- Improvement of LVEF
- Improvement of symptoms
= Better long-term survival

Evidence

HEART
APPROACH
CREDO-Kyoto
STICH
STICHES
NNECDSG
KorAHF

High

periprocedural

risk

A

—

N

-_“—

Late

mortality
benefit
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UC revaskulyarizasiya bagli \aj%imalar

e FREEDOM calismasi (diabet xastalari): LV disfunksiyasi da daxi 51\r;i\\a\;dla,bt1t(]n
komorbid kateqgoriyalarda PCI (DES ila), CABG ile miigayisada takrar midaxila va
prognostik baximdan shamiyyatli daracada asagi idi.

eHEART (The Heart Failure Revascularisation Trial (HEART)): Calismasi (comi
138xasta)isemik Uirak catismazliginda miokard canliligina asasan CABG(30xasta) va ya
PCl(15xasta)-nin revaskulyarizasiya strategiyasini OMT ila mligayisa etmayas c¢alisdi,
maliyya sababindan sinaq yarim¢iq dayandirildi.

¢ APPROCH:AIberta Provincial Project for Outcomes Assessment in Coronary Heart
Disease (APPROACH). 1995-2001il.N: 4228xata.isemik tirak catismazligi olan xastalards
CABG ila PCI-ni mlgayisa etdi, bu da CABG-nin PCl ile migayisada daha yaxsi sag galma
vo toakrar revaskulyarizasiya daracasi iloa shamiyyatli daracada UGstin oldugunu gostardi.
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UC revaskulyarizasiya bagli \aj%imalar

e Koreya Kaskin Urak Catismazligi Qeydiyyati (Kor AHF): Kaskin isemik Girak catismazhgi
olan xastalarda CABG va PCl-ni mugayisa etmak magsadi dasiyan prospektivli,
coxmarkazli kohort tadqigati. Har hansi bir ssbabdan 6lim nisbati 4 il arzinde CABG
grupunda, PCl ila muiqgayisada daha asagi olmusdur.

Tam revaskulyarizasiya PCl iloa muqgayisada CABG-da daha ylksak idi.

eCREDO-Kyoto PCI/CABG Kohort-2: Yaponiyadan reyestr malumatlarina asasan (ic damar
xastaliyinda 3 il arzinda PCl va CABG arasinda naticalari mligayisa etdi.

Stabil cox damar xastaliklari va tUrak catismazlig! Gictin 25 000-dan ¢cox xastanin boylk
prospektivli multisentrik malumat bazasindan alda edilmisdir.

3illik 6lim va hospitalizasiya PCI va CABG qrupunda eyni idi.

Tokrar revaskulyarizasiya PCl ilo yuksak idi.



The STICH trial (surgical Treatment for Ischemic Heart
Failure)

CENTRAL ILLUSTRATION: Long-Terrm Impact of CABG for
Ischemic Cardiomyopathy

1.212 patients with ischemic
cardiomyopathy and LVEF =252 and
followed for 9.8 yvears

359 (5992%6) died Of 1,199 hospitalizations:
610 randomized to CABG 349 (5726) hospitalized at least once 744 cardiovascular

1. 199 total hospitalizations 295 due to heart failure
850 (712%) hospitalizations were recurrent 455 non-cardiovascular

398 (662%6) died OFf 1,250 hospitalizations:
602 randomized to medical 383 (64°%6) hospitalized at Lleast once 968 cardiovascular
therapy 1.250 total hospitalizations 512 due to heart failure
o967 (7226) hospitalizations were recurrent 382 non-cardiovascular

\
)

W

N

1.5

Mean Cumulative Incidence of All Cause Rehospitalization
N
0

0.5
o
(@] 2 =8 [ =2 10
Years from Randomization
Medical Therapy —_— CABG

Howvlett, J.G. et al. J Am Coll Cardiol HF. 2019:7(10)-878-87.




STICH

Table 2. Study Outcomes.*

Medical Hazard Ratio
Therapy CABG with CABG
Outcome (N=602) (N=610) (95% Cl) P Valuey
no. (%)
Primary outcome: rate of death from any cause * 244 (41) 218 (36) 0.86 (0.72-1.04) 0.12
Secondary outcomes
Death from any cause within 30 days after
randomization
Logistic-regression model 7 (1) 22 (4) 3.19 (1.35-7.52)% 0.008
Cox proportional-hazards model 7 (1) 22 (4) 3.12 (1.33-7.31) 0.006
Death from cardiovascular causes P8 201 (33) 168 (28) 0.81 (0.66-1.00) 0.05
Death from any cause or hospitalization for e 324 (54) 290 (48) 0.84 (0.71-0.98) 0.03
heart failure
Death from any cause or hospitalization for 411 (68) 351 (58) 0.74 (0.64-0.85) <0.001
cardiovascular causes *
Death from any cause or hospitalization for any cause 442 (73) 399 (65) 0.81 (0.71-0.93) 0.003
Death from any cause or revascularization with the 333 (55) 237 (39) 0.60 (0.51-0.71) <0.001

use of PCl or CABG

* All analyses were adjusted for patient stratum (stratum A, which included patients eligible for either medical therapy
alone or medical therapy plus CABG vs. stratum B, which included patients eligible for medical therapy alone, medical
therapy plus CABG, or medical therapy plus CABG and surgical ventricular reconstruction). CABG denotes coronary-
artery bypass grafting, and PCl percutaneous coronary intervention.

1 All P values were calculated with the use of the log-rank test, except for one of the analyses of death from any cause
within 30 days after randomization, for which, as noted, the P value was calculated with the use of the logistic-regres-
sion model.

i This value is an odds ratio rather than a hazard ratio.
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— Medical Management (Cl)

=== CABG ()
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 Percutaneous Revascularization for Ischemic Left Ventricuiar Dysfunction

The REVIVED-BCIS2 Trial 2022
4 Question R
For patients with severe Ischemic LV systolic dysfunction, does the addition of revascularization with PCl improv ent free survival and LV
pa )4 4
\_ function over optimal medical theral;')y alone? i )
4 Inclusion Criteria g i Mwi; >
* LVEF <35% - sl
* Extensive CAD ( Primary Outcome 3 -
* Viability In 24 dysfunctional myocardial segments that No significunt difference In composite @@ e
\_ can be revascularized by PCI J death from any cause or Ma’or:leedlng::; year
. . . . '0._5% ( {@ ﬁ&}) 09 -
£ Exclusion Criteria “y heart failure hospitalizations. 95.%‘3”09 243
 Acute MI within 4 weeks Majoe DRedingutlysars
| » Acute decompensated heart failure requiring inotropic, m @ Nt significant
) ventilatory, or circulatory support k =y
. Vi?ﬁt;rigular arrhythmia or t_:pprgpriate. defibrillator shock ( Conclusion ™
within 72 hours of randominzation 37.2% HR 0.99 ' ' .
« Valve disease requiring Immediate Intervention In severe ischemic LV dysfunction:
. Ages yea\fs \_ 95% C10.78 - 1.27 .
N 3 ' ~ PCI In addition to OMT
p 700 patients . Secondary Outcomes DOES NOT significantly Improve
Prospective, multicenter, No significant differences In: overall mortality or heart failure
randomized, open label trial LVEF at 6 and 12 months hospitalization
\ NYHA functional class
‘: Li‘éﬁs‘f&ﬁﬂw PCI In addition to OMT
A P : IS NOT significantly different
Cardiovascular mortality from OMT alone in improving
Optlmal medical Acute MI lic f 3
therapy alone | PCI + optimal o J NI‘}\:‘I:);StO I::. untl:tl;on,
353 patlents “ iothest tlllorapy Created by Anjali Agarwalla, MD unc. i ,c 53
9 | 347 patients (eoniicgarmniie) L or quality of life. y

InvesLtigutors, Percutaneous Revascularization for Ischemic Left Ventricular Dysfunction. N Engl J Med. 2022 Aug 27. doi: 10105 6/NEIMoO22066086. Epub ahead of print. PMID: 36027563.

Perera D, Clayton T, O'Kane PD, Greenwood JP, Weerézckody R, Ryan M, Morgan HP, Dodd M, Evans R, Canter R, Arnold S, Dixon LJ, Edwards RJ, De Silva K, Spratt JC, Conway D, Cotton J, McEntegart M, Chiribiri A, Saramago P, Gershlick A, Shah AM, Clark AL, Petrie MC; REVIVED-BCIS2
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100 .
PCl: 129 events (in 37.2%6 of patients)

90+ Optimal medical therapy: 134 events (in 38.0%% of patients)
0 20—
&, Hazard ratio, 0.99 (95% Cl, 0.78—1.27)
8 70 p=0.96
- 60— . : -
S Optimal medical therapy
= 5.0~ i
W
= 40— PCI
s
= _
B 30
O 20—

104

0 1 T I | I | T | I

0 1 2 3 4 5 6 7 3

Years since Randomization

No. at Risk

PCI

Optimal medical therapy 353 299 276 191 142 82 33 10

347 295 262 175 130 80 32 14

- W




Table 2. Primary and Secondary Outcomes.

Primary outcome

Death from any cause or hospitalization for * 129 (37.2) 134 (38.0)

Secondary outcomes::

Components of the primary outcome

N\

Optimal Medical \ O\
PCl Therapy ¥ reatment Effect
Outcome (N=347) (N=353) N\ L (9596 CI)*

N\

heart failure — no. (2%)

Death from any cause Y 110 (31.7) 115 (32.6) ‘
Hospitalization for heart failure§ * 51 (14.7) 54 (15.3) 0.97 (0.6\6;1‘.‘43)"""""""”*
Death from cardiovascular causes — no. (24)9] 76 (21.9) 88 (24.9) 0.88 (0.65—-1.20) —
Acute myocardial infarction — no. (26) | 37 (10.7) 38 (10.8) 1.01 (0.64—1.60)
Periprocedural — no. (26) % 14 (37.8) o
Spontanecus — no. (26)3 18 (48.7) 33 (86.8)
Sudden death — no. (2&8)* 17 SEEF3H5 SN (A3 52)
Unplanned revascularization — no. (2&)ii: 10 (2.9) 37 (10.5) 0.27 (0.13—-0.53)
PCl — no. (26)§§ 9 (90.0) 29 (78.4)
CABG — no. (96)§§ 1 (10.0) 8 (21.6)
Major bleeding — no. (26)
At 1 yr ToyETe«{E.1) 2/316 (0.6) 4.95 (1.09-22.43)
At 2 yr 10/292 (3.4) 7/290 (2.4) 1.42 (0.55—3.68)

Treatment effects are hazard ratios, except for major bleeding, for which the treatment effect is the risk ratio.
Randomization was stratified according to recruiting center. When recruiting center was taken into account as a co-
variate, the hazard ratio for a primary-outcome event was 1.00 (9525 Cl, 0.78 to 1.28; P=0.96).

Because the statistical analysis plan did not include a provision for correcting for multiplicity when conducting tests
for secondary or other outcomes, the results are reported as point estimates with 9526 confidence intervals. The
widths of the confidence intervals have not been adjusted for multiplicity, so the intervals should not be used to infer
definitive treatment effects for secondary outcomes.

When death from any cause was taken into account as a potential competing risk, the hazard ratio for hospitalization
for heart failure was 0.97 (9525 ClI, 0.66 to 1.42).15

When death from noncardiovascular causes was taken into account as a potential competing risk, the hazard ratio for
death from cardiovascular causes was 0.87 (9526 ClI, 0.64 to 1.18).*'°

When death from any cause was taken into account as a potential competing risk, the hazard ratio for acute myocar-
dial infarction was 1.01 (9526 CI, 0.64 to 1.59).'®

The denominator is the total number of acute myocardial infarctions.

Sudden death refers only to the classification of events reported as myocardial infarctions by the recruiting centers.
When death from any cause was taken into account as a potential competing risk, the hazard ratio for unplanned re-
vascularization was 0.26 (952 Cl, 0.13 to 0.53).'®

The denominator is the total number of unplanned revascularization procedures.
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UC-da \
Revaskuyarizasi e |
va strategiyasi

\\\
UCL . (n =1379)
Udcun miokard
U (]
caniiigini tayin
(n= 157 (n =1354)

etmaliyikmi?

Records identified through

N T

Full-text articles Full-text articles excluded,
assessed for eligibility with reasons:
(n = 25) Substudies (n = 17)

*Not assessing
revascularization (n = 4)

Studies included in
qualitative synthesis
(n=4)



Patient consented: 430
Number of sites: 9

PARR-2 (peT 1

Randomization

and Recovery Stratification by
. site
Following
Revascularization) PET STD

Arm Arm
2006 N=218 N=212
21 Removed 3 sites without
long term follow-up 17
y A
PET STD
Arm Arm
n=197 n=195

Events: 105 Events: 111

5 Year Follow-up -

No Event: End point at 1825 No Event:
68 days 59
Dropout = 20 Dropout= 15
Non-cardiac Death = 2 Non-cardiac Death = G

Transplant = 2 Transplant = 1
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PET 197 132 103 EG 75 67
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Brian Mo Ardle. Circulation: Cardiovascwlar Imaging. Long-Temn
Fodiow-Up of Outcomes With F-18-Fluorodeoxyglucosse Positron
Emission Tomograghy imaging—Assisted Management of Patients
With Sewere Left Veniricwlar Oysfunction Sscondary to Coronary
Ciseass, Violumme: 9, lssus: 9, OO

(101161 CIRCIMAGING 1150043 31)

= 36 American Heal Associalon, Inc.




Alternative Imaging Modalities in Ischemic
Heart Failure (AIMI-HF)20:

Total enrolled

s Median follow up:
n=1200) 24.1 months (IQR 11.4, 26.8)

Randomized
Total eligible | | Ex =8)*
N= 271 N= 1110 cluded (n=8)
(n=1382)
Ischemia as Primary Viability as Primary
Clinical Question (n=1381) Clinical Question Excluded n=1¢
(n=672) (n = 709)
|
| ]
Advanced Imaging SPECT imaging Advanced Imaging SPECT Imaging
(n = 400) (n=272) (n=669) (n = 40)

" Inappropriate randomizations, patients
CMR PET CMR PET did not meet inclusionfexclusion criteria

* Administrative withdrawal — patient

(n=19) (n=381) (n=306 ) (N=363) refused to continue post consent, with

limited data




Cumulative Incidence of Cardiac Death in Ischemia Patients

100
804
2
S HR 0.61, 95% CI 0.38-1.00, p=0.049
< 60 -
£
:
£ .
=3
E
-
(&
20 | s
0 L = ¥ T T T T T T T T
1] 4 8 12 16 20 24 28 32 36

Follow-up Time (Months)

group CMR of PET == = SPECT

_Months | 0 | 4 | 8 | 12 | 16 | 20 | 24 | 28 | 32 | 36 |
CMRor 400 381 373 349 326 209 246 112 52 34

PET
SPECT 272 256 252 239 219 208 184 82 43 30




Study feature

Mumber of patients
Countries/sites
Timeline

Clinical question

Baseline LVEF (%)

Imaging techniques
Revascularization

Median follow-up (months)
Result

Key caveat

CANLILIQ

HEART

138

113
2002-2004

Is REV superior to OMT in patients
with significant HM?

24

DBE, PET, SPECT
CABG/PCI

59

Mo significant benefit of REV over
oMT

Severely underpowered (only
recruited 138 of intended 800
patients)

PARR-2

430

/9

2000-2004

s imaging-guided care superior to
standard care in ICM?

27

PET

CABG/PCI

12

Mo difference between PET-guided
care and standard care

25% patients did not adhere to
recommended management based
on PET findings

STICH

1212

22/99
20022007

Is REV superior to OMT in patients
with ICM?

28

DbE, SPECT

CABG only

56

Mo benefit of REV over OMT

MNumerous potential confounding
factors affecting both the main trial
and viability sub-study

REY, revascularization.



COMI 1623(858 viability

2000-2021il

2480xasts
Shudy e rsenian Conbrols Ralabive risk 95 CI Weaight
Study Intervention Controls Relative risk 95% CI Weight

STICHZ3 116/ 3104 120026 —i— o.e10 06561263 3T
HE&ARTS 26769 25/69 —_— 108 .533—-2.125 9%
PARR-22% ITM38 16845 —— o687 03361 403 11%%
REVIVED-BCIS217 110/347 115/353% —— o981 0.&99 —1.3159 435G
Total (fixed effects] 289r858 2TEITES "’ a3 0. 750—1_136 1 0%
Total (random effects) 289853 276/TES < 0.922 0.750 —1.135 100

i I— ;

oA 1 10

. Relative risk
Test for heterogensity
i n.Eaez Managerrant adherent Marmagemeant nonadharent

o widbniiily a5 SosSerresal fo wiambility assessarend
OF 3

Significance leval F = 08283

Fevascularizaton in FPatients Wiith Ischemic Cardiomyopathy: For
Winom and How, Wolurmse: 12, lsswe: 6, OO Capyright £ 2023 The Aulhsars. Publishead an baball af ohe
10 11S1 AHA 123 026943) Agrerican Haat Associatan, ne ., by Wilsy Blaskwel

é Ficcarnds Liga. Jownal of the Amencan Heart sAseocigticn. Myccardial
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Managing patients with ischemic cardiomyopath§\\

Anginal symptoms :

m —

Significant hibernating ! —— : T .
myocardium (ie, >7% of the LV) [ - - - - - - — — - i bl e
PET or CMR favored e, >15%ar ihe Ly)

Heart team evaluation - consider CABG

if at low surgical risk (EuroSCORE Il <4%)
Consider PCI in selected cases according to improve prognosi S

the Syntax score Il

Stress

Heart team evaluation - consider CABG
EAEGoNOpar SO if at low surgical risk (EuroSCORE Il <4%);

PClI in case of refractory symptoms
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Early hibernation

Advanced hibernation

v v

Contractile et + + @
reserve
Metabolism ++ + + %)
Perfusion ++ + + @
Recovery DAYS WEEKS MONTHS NO
Time

0%

Probability 100%

REVASCULARIZATION




Patient with CHF without
angina symptoms

High probability of LV

C a n ‘ I ‘ I é a g O r- a dysfunction mi ischemic origin 1

Yes Mo —_—

o0
UC id :
C I a ra Ischemia/viability
[ noninvasive test

olunmasi —

‘ Viability of  Viability of

dysfunctional dysfunctional
. myocardium >25% | . myocardium <25%

|

| Coronary angiography

o ‘ I L J
L Revascularization | f Medical therapy/
PCI/CABG F L™ transplant/IDC-CRT

Figure 2. Practical algorithm for the management of a chronic heart failure patient without
angina symptoms.

CABG: Coronary artery bypass graft; CHF: Chronic heart failure; IDC-CRT: Implanted defibrillator
cardioverter—cardiac resynchronization therapy; LV: Left ventricle; PCl: Percutaneous

coronary intervention.
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Balloon-Pump Assisted Coronary Intervention Study - BCIS-1

Balloon-pump assisted Coronary
Intervention Study (BCIS-1)

The first randomized controlled trial of elective Intra-
Aortic Balloon Pump (IABP) insertion prior to high-
risk PCl vs. PCIl with no planned IABP use

17 UK centres

n=300 (150 in each arm)
80% power, predicted control MACCE 15%
(incl. 10% contingency for incomplete data)

Balloon-pump assisted Coronary
Intervention Study (BCIS-1)

Primary Endpoint:
MACCE at hospital discharge

Hierarchical Composite of Death, MI, CVA or Revascularization

Secondary Endpoints:
Procedural Complications
(prolonged hypotension, VVT/VF or cardiorespiratory arrest)
6-month all-cause mortality
Bleeding Complications
Vascular Complications

Am Heart J 2009;158:910-916

Inclusion Criteria

L

Impaired LV function (EF < 30%)
and

Extensive Myocardium at Risk

« BCIS-1 Jeopardy Score > 8

= or...Target vessel supplying occluded
vessel which supplies >40% of
myocardium

Am Heart J 2008,;158:910-916

LVEF < 30%
BCIS-1 Jeopardy Score = 8

4

Randomize

Elective IABP No Planned
Insertion IABP

Remove IABP 4-24 hrs
after PCI

Hospital Follow-up
To discharge or 28 days

I

6 month follow-up
ONS / GROS Am Heart J 2009;158:910-916




BCIS alismasi(Balloon Pump-Assisted

Coronary Intervention Study)

BCIS STUDY:
RESULTS DO NOT SUPPORT PROPHYLACTIC USE OF IABP

MACCE at Discharge

p=0.85 No planned IABP
------ Elective IABP

15.2% 189%

_________
_______

Cumulative
Mortality, %
o H 8 G W

Log-rank P =.33

N= 151 N= 150 o 1 2 3 4 5
Follow-up, mo

Elective Not Planned IABP
|1ABP
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Cumulative Mortality Estimates by Treatment Assignment :
3 - 38,7%
F\g 7
&
2
[ =
5 & 27,8%
2
S8
g
3
2 —
o -4
1 1 I 1 1 1
0 1 2 3 4 5
Time (years)
Number at risk
No planned IABP 150 130 117 93 52 19
Planned IABP 151 137 127 111 66 21

NoplannedIABP ————-~ Planned IABP




PROTEC Il galismasi(2007.2010)

Intent-To-Treat (ITT)
population
(N=4438)

Randomized
Intent-to-Treat
N=448

l

IABP (N=223)

30day, N=222
90day F/U, N=219

2 Withdrew consent post PCI (alive)
3 EF>=35%

3 Not 3VD or ULM

1 Active MI

1 Severe PVD

1 Platelets<70000

1 Lost to F/U post discharge (day3)

Per Protocol (PP)
population

(N=427)

IABP

30day, N=211
90day F/U, N=210

|

Impella 2.5 (N=225)

30day, N=225
90day F/U, N=224

1 EF>=35%

1 Not 3vD or ULM

2 Active Ml

2 Severe PVD or AS

1 Platelets<70000

1 Ceatinine>4

1 PCI performed after study stopped

Impella 2.5

30day, N=216
90day F/U, N=215




PROTEC Il calismasi(2007-2010)

Primary Endpoint at 90-days: Composite MAE Rate

90 Day Major Adverse Events
(MAE)

|
51.0%  P=0-023 22%

Impella

Major Adverse Events Rate {%)

Logrank test, p=0.048

reduction
40.0%
IABP

T 0 10 20 30 40 50 60 70 80 90

Time postindex procedure (days)

":‘ tCt2019 O'Neill et al, Circulation. 2012:126(14):1717-27 MAE= Major Adverse Event Rate

Per Protocol popufation {(N=427)




PROTECT \\\(2019)

PROTECT Ill Outcomes Compared to Protect | RN

Composite Major Adverse Cardiac and Cerebrovascular Events (MACCE) at 90 Days

P <0001
p=0.033

31.0%

MACCE = Death,

oSl IABP Impella 2.5 Impella 2.5/ CP
PROTECT Il RCT PROTECT lll

N
' tCt201g N = number of patients with 90-day follow-up




ISCHEMIA trial (International Study of Comparative Health
Effectiveness With Medical and Invasive %{bp\q\aches)(ZOZZ)

Event Total Events (4-year Cumulative Incidence) Difference in Event Rate. Interaction
INV - CON (95% CI) P-value
NV COM

Primary endpoint 0.055
No LVD and no prior HF 285 (13.0%) 307 (14.6%) —r -1.6% (-3.8%. 0.7%)
LVEF =45% or prior HF * 33 (17.2%) 45 (29.3%) = -12.1% (-22.6%. -1.6%)

CV death or Ml 0.061
Mo LVD and no prior HF 248 (11.4%) 275 (13.1%) —— -1.6% (-3.8%. 0.5%)
LVEF <45% or prior HF * 28 (14.6%) 39 (25.9%) - -11.4% (-21.4%. -1.4%)

All-cause death 0.406
Mo LVD and no prior HFE 126 (6.2%) 123 (5.9%) —-— 0.3% (-1.3%. 2.0%)
LVEF <45% or prior HF 19 (10.2%) 21 (13.3%) = -3.1% (-11.1%. 4.8%)

CV death 0.154
Mo LVD and no prior HF 78 (3.8%) 92 (4.5%) —-- -0.6% (-2.0%. 0.8%)
LVEF <45% or prior HF * 14 (6.7%) 19 (12.7%) = : -6.0% (-13.3%. 1.3%)

MI {Primary Definition) 0.244
Mo LVD and no prior HF 192 (8.8%) 207 (9.7%) — . -0.9% (-2.8%. 1.0%)
LVEF <45% or prior HF 18 (10.5%) 26 (16.5%) = - -6.0% (-14.4%. 2.4%)

UA hospitalization 0.864
Mo LVD and no pricr HF 15 (0.6%) 30 (1.5%) - -0.8% (-1.3%. -0.2%)
LVEF <45% or prior HF 1 (0.5%) 2 (1.1%) .- -0.7% (-2.5%. 1.2%)

Hospitalization for HF 0.550
Mo LVD and no prior HF 43 (2.0%) 16 (0.6%) - 1.4% (0.6%, 2.1%)
LVEF =45% or prior HF 8 (4.4%) 9 (4.5%) —— -0.1% (-4.8%. 4.6%)

Death or HF hospitalization 0.293
Mo LVD and no prior HF 155 (7.5%) 132 (6.2%) —.— 1.3% (-0.4%, 3.1%)
LVEF <45% or prior HF 25 (13.3%) 27 (16.8%) - ! -3.5% (-12.3%, 5.3%)

HF death 0.401
Mo LVD and no prior HF 7 (0.3%) 2 (0.0%) L 0.3% (-0.0%., 0.6%)
LVEF =45% or prior HF 2 (0.7%) 2 (1.8%) —- -1.0% (-4.1%., 2.0%)

-25 -20 -15 -10 -5 L4 >
Favors INV



Primary endpoint (%)

ISCHEMIA Trial

\ \

\ \
\
\\

\

CON, no HF/LVD
CON, HF/LVD
— INV, no HF/LVD
INV, HF/LVD

CON, no HF/LVD
CON, HF/LVD
INV, no HF/LVD
INV, HF/LVD

Subjects at Risk

2404 2311 2260
184 172 169
2372 2218 2164

214 203 199

Months
2114 1781 1469 1222
156 124 a8 77
2040 1764 1455 1189
185 143 121 103

947 690
56 43
913 670
84 63




Miasir PCl

Daha inca

Mudaxilani optimiza
stratli derman :
etmak va CTO PCl-nIn

yénlandirmak tictin ortukli stentlar naticalarinin

damardaxili

ebrintiilama yuksak olmasi

Ciddi kalsifik darliq Yeni Mexaniki

tictin plak : dastak cihazlarin
modifikasiyonu e
alcatanhgi

PCl ila tam

intra koronar _ . Bifurkasion
fiziologiyani revaskulyarizasiya darliglarda

oyranmakls,

Revaskularizasiyaya alda edilmasinda yanafmanm
su bi axsliasmasl
uygunlugu bilmak art|§ yaxslias




Patient with Ischaemic Cardiomyopﬁ\ath%

Q Imaging \ l

0 Heart falure ——— | Heart Team

YEKUN A . A

Review angiogram
Is coronary disease amenable to revascularisation?

Yes l No

Review all imaging, patient factors and preference

* v v
N : -
Conservative
Younger patient Frail patient

Few comorbidities Asymptomatic
Treatable CAD subtends

Anterior wall viability Hariable rGaEitn

Need for valve surgery Limited life expectancy

j Continued optimisation. Device therapies. Follow up.
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