Update of Korean Guideline
of Ischemic Heart Disease
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The VA Study

The VA Cooperative Randomized Study of Surgery
for Coronary Arterial Occlusive Disease Subgroup
with Significant Left Main Coronary Lesions

SURGICAL GROUP
(60 PTS,)

MEDICAL GROUP
(53 PTS.)
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Takaro T, et al Circulation 1976;54:111107

From a large cooperative prospective
randomized study (n=686), data relating
to a subgroup of 113 pts with LMCA
disease were analyzed: 53 randomly
allocated to a medical treatment group
and 60 to a surgical treatment group.

During the follow-up (30-months), 12 of
60 surgical patients (20%) and 19 of 53
medical patients (36%0) died (p<0.06).
Most deaths occurred within the first
year of diagnosis.

Patients with LMCA disease had a
significantly better survival if treated
surgically as compare to medically
treated patients.




BMS for Unprotected LMCA Stenosis
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rocedural Mortality

Study Years Patients In-hospital
number mortality, %

Black 1994-1998 92 4.3%
Silvestri 1993-1998 0%
Park 1995-2000 0%

Takagi 1993-2001 0%
ULTIMA registry 1994-1996 107 13.7%

Hu 1994-2002 3.0%
Brueren 1991-2001 1.4%
Kelley 1997-2001 9.3%

Kosuga 1986-1997 3.6%




Major Studies of DES vs. BMS
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Chieffo et al. Valgimigli et al. Park et al.

DES BMS DES BMS DES BMS
Patient 85 64 95 86 102 121
Duration, Mo 6 6 503 (median) 11.743.4 30.3x13.7
Death 3.5% 14.1% 14% 16% 0 0

MiI NA NA 4% ** 12% 6.9% 8.3%

Stent 0.1% NA NA 0 0
thrombosis

TVR 18.8%  30.6% 6% ** 2.0% **
Any events NA NA 24% ** 7.9% **

*p<0.05, **p<0.01
All TVR occurred in bifurcation LMCA lesions.




Ostial and Body Lesions
Pooled Analysis from 3 Hospital (Dr. Colombo, Serruys, Park)

Left main stenosis with normal LV function
Ostial and shaft lesions — [IaC
Bifurcation lesion — IIbC

Left main stenosis with LV dysfunction (III)




MAIN-COMPARE Registry

B Death, Q-Wave Myocardial Infarction, or Stroke
100y 95.4

90+
80+

70+

Overall Survival (%)
or Stroke (%)

60+

Freedom from Death, Q-Wave
Myocardial Infarction,

No. at Risk No. at Risk

Stenting 220 Stenting
CABG 317 | CABG

In a cohort of patients with unprotected LMCA disease, we found no
significant difference in rates of death or of the composite end point
of death, Q-wave MI, or stroke between patients receiving stents &
those undergoing CABG. However, stenting, even with drug-eluting
stents, was associated with higher rates of TVR than was CABG.
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Early Invasive Therapy
IN NSTEMI ACS Target Lesion Stabilization

Early invasive strategy
in high-risk patients (IA)

Coronary angiography and revascularization
within 12 to 48 hrs after presentation to emergency room.

Managing NSTEMI ACS by early invasive therapy improves long-term
survival and reduces late myocardial infarction & rehospitalization for
unstable angina/NSTEMI.
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Optimal Medical Therapy with or without
PCI for Stable CAD The COURAGE Trial

Role of PCI in Ischemic Heart Disease

Stable CAD ACS
Symptoms Yes Yes

Prognosis No Yes
(death/Ml)
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Coronary Intervention for Persistent
Occlusion 3-28 Days after AMI: OAT

ACC/AHA2007
A PCI strategy In stable patients with persistently

occluded infarct-related artery after STEMI/
NSTEMI Is not recommended.

New Recommendation

NEJM2006:355: 23




Facilitated PCI, Paradise Lost

—— Facilitated PC|
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Death/CHF/shock within 90d: HR1.39, p<0.01

scheduled to undergo primary PCI with
an anticipated delay of 1-3 h) to standard PCI or PCI
preceded by administration of full-dose tenecteplase

Early cessation because of a higher in-hospital
mortality (stroke T80% ) in the facilitated PCI
(6% vs 3%, p=0-0105)

Lancet2006;367:569

STEMI < 6 h (scheduled to undergo primary PCI
with an anticipated delay of 1-4 h)

TIMI major bleeding: 2.6 vs 4.1 vs 4.8% (p<0.05)

Neither facilitated PCI strategy provided clinical
benefit compared with primary PCI with in lab
abciximab.




ACC/AHA2007

discuss with the patient the need for and duration for

dual anti-platelet therapy before DES implantation

BMS or POBA in patients to require invasive or surgical
procedurals for which dual anti-platelet therapy must be
Interrupted.

New Recommendation
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