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Recanalization of the culprit lesion 
is the main goal of primaryis the main goal of primary 

angioplasty for acute ST-segmentangioplasty for acute ST segment 
elevation myocardial infarction y

(STEMI).



AHA/ACC Guideline recommend 
Just Culprit vesselJust Culprit vessel

Class III
:  PCI should not be performed in a noninfarct artery at the time of primary 
PCI in patients without hemodynamic compromise (Level of Evidence: C)PCI in patients without hemodynamic compromise. (Level of Evidence: C)



Wh t i th Cl III?What is the Class III?

R d ti th t d t t tRecommendation that procedure or treatment 
is not useful/effective and may be harmful

Are there any interventional cardiologist y g
who have never experience of multi-
vessel angioplasty for STEMI patientsvessel angioplasty for STEMI patients 
without hemodynamic compromise?without hemodynamic compromise?



F/73, STEMI (RCA)F/73, STEMI (RCA)



F/73, STEMI (RCA)F/73, STEMI (RCA)



F/73, STEMI (RCA)F/73, STEMI (RCA)



F/73, STEMI (RCA) with LAD lesionF/73, STEMI (RCA) with LAD lesion



F/73, STEMI (RCA) with LAD lesionF/73, STEMI (RCA) with LAD lesion



F/73, STEMI (RCA) with LAD lesionF/73, STEMI (RCA) with LAD lesion



Wh t i th L l f id C ?What is the Level of evidence C ?

Very limited (1-2) population risk strata 
evaluatedevaluated

Only consensus opinion of experts,
case studies, or standard-of-care.case studies, or standard of care.



Who is the expertsWho is the experts 
in interventional cardiologyin interventional cardiology

Who is the expertsWho is the experts 
in STEMI treatment



D P k J J Ki T hk &Dr Park, Jang, Jung, Kim, Tahk & 
Seung are experts inSeung are experts in 

interventional cardiologist.interventional cardiologist.

If famous USA doctors say “ total revascularization inIf famous USA doctors say “ total revascularization in 
primary angioplasty is very dangerous and harmful 

procedure to paitents” “don’t do that”procedure to paitents”  “don’t do that”

Will you change your practice? 



D fi iti f M lti l diDefinitions of Multivessel disease
• More than 70% stenosis, more than two major 

epicardial coronary artery.p y y

Prevalence of Multivessel CAD in 
SSTEMI patients

• 30 50%• 30-50%,
• Is associated with increased morbidity & mortality



F bl D t f C l it O l iFavorable Data for Culprit Only in 
Primary PCIPrimary PCI



Favorable Data for Culprit Only



Li it ti f thi t dLimitation of this study

• Not randomized, observational studyy
• Selection bias : chosen for one of the treatment 

optionsoptions
• Not able to capture real mortality



Li it ti f thi t dLimitation of this study
• Unmeasured confounders that could explain why 

multivessel PCI is perfomed during the primary p g p y
PCI.

• Favorable setting
• Unfavoralble setting
1. persistent pain/ST segment elevation after dilation of the culprit vessel or
2. Another  lesion causing compromised TIMI flow as well as situations   in which the culprit lesion has 

been easily fixed. In 
3. In the patient in whom procedural success is not apparent.
4. Identification and Tx of the culprit lesion is not always easy in patients with multivessel disease in 

small culprit vessel or  total occlusion receiving collateral circulation



F bl D t f T t lFavorable Data for Total 
revascularization in Primary PCIrevascularization in Primary PCI



tty

Methods Using the 2000–2001 New York State Angioplasty 
Registry database, we compared the in-hospital clinical outcomes 
of patients with multi-vessel disease (> 70% stenosis in at least two 
major coronary arteries) who underwent either multi vesselmajor coronary arteries), who underwent either multi-vessel 
angioplasty (n= 632) or infarct-related vessel angioplasty (n=1350) 
within 24 h of acute myocardial infarction. Patients with previouswithin 24 h of acute myocardial infarction. Patients with previous 
myocardial infarction, angioplasty, bypass surgery, or cardiogenic
shock were excluded.   



MVA group were slightly younger, more 
likely to be male, have a lower rate of y ,

pph vascular disease , prior stroke and 
DM

MVA group were more complex lesion
and more likely to receive stents.





pr

Conclusions: Despite the added complexity of multi-
vessel angioplasty, patients in this group had significantly 
lower in-hospital mortality. Therefore, a strategy of p y , gy
multi-vessel angioplasty during acute myocardial infarction 
may be safe compared with infarct-related angioplasty in 
selected patients.



• 69 STEMI patients with multivessel disease to p
unbalanced randomization.

• Culprit lesion treatment (n=17)• Culprit lesion treatment (n=17)
• Complete multivessel intervention (n=52)



Culprit Complete pCulprit Complete p



• A similar incidence of in-hospital MACE and 
revascularizationrevascularization.



• Conclusion: Multivessel treatment during g
primary PTCA was safe in this controlled trial.



214 consecutive patients STEMI with MVD were 
d i d t 3 diff t t t irandomized to 3 different strategies: 

1) culprit vessel angioplasty only (COR group) ) cu p t esse a g op asty o y (CO g oup)
2) staged revascularization (SR group)
3) simultaneous treatment of non-IRAs (CR group)









Conclusions: Culprit vessel only angioplasty 
was associated with the highest rate of long-as assoc ated t t e g est ate o o g
term MACE as compared to multivessel 
treatmenttreatment. 



• 120 consecutive patients with acute STEMI 
d lti l t iand multivessel coronary stenosis,

• Complete revascularization (CR): 95
• Culprit only revascularization (COR): 25



CR i t d• CR was associated 

with reduced 

incidence of major 

cardiac eventscardiac events 

(recurrent ischemia, 

reinfarction, acute 

heart failure and in-heart failure and in

hospital mortality 

16.7 vs 52%, 

p=0.0001)p )



• Conclusion: Multivessel PCI during AMI is 
feasible and safe. Complete revascularization p
resulted in an improved acute clinical course.



• MV PCI Group: 28 patients
• Culprit vessel only PCI Group: 45 patients

• Not randomized, single-center experience,
• To evaluate safety and feasibility of MV PCI 

during primary PCI.during primary PCI.
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• Peak CK and CK-MB were significantly lower
in patients of the MV-PCI groupp g p

Si il t f j d di t• Similar rate of major adverse cardiac events 
(death, recurrent infarction,or TLR) at 30 
days and one year in the two groups.

• The incidence of new revascularization was• The incidence of new revascularization was 
similar in the two groups.



C l iConclusion 

Anyway !y y

B t !• ACC/AHA guideline recommend Just Culprit 
vessel PCI in STEMI patients without But !p
hemodynamic compromise



C l iConclusion 
• We have to do total revascularization in STEMI 

patients with hemodynamic compromisepatients with hemodynamic compromise.



C l iConclusion 

• We can do total revascularization in STEMI• We can do total revascularization in STEMI 

patients in whom successful culprit vessel p p

stenting has been readily accomplished during a 

smooth procedure, leading to TIMI grade III and 

nearly complete ST-segment resolution



We have to solve many problems in the y
treatment of STEMI patients with 

multivessel diseasemultivessel disease.

1. which treatment modality is best ?
Culprit only or 
T t l l i tiTotal revascularization

2. What kind of patients and lesion are 
indications for Total revascularization?indications for Total revascularization?.



We have to solve many problems in the y
treatment of STEMI patients with 

multivessel diseasemultivessel disease.

3. When can we do procedure non-infarct 
related artery?related artery?

during primary PCI or  index in -hospital stay
or  clinically driven or functional study   
induced ishemia guide PCI afterinduced ishemia guide PCI after
discharge 



We have to solve many problems in the y
treatment of STEMI patients with 

multivessel diseasemultivessel disease.

4 What kind of stent is better?4. What kind of stent is better?
Bare metal stent orBare metal stent or  
DES or 
New coming DES 



Thank you for your attention


