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Introduction

•CAD is the most common cause of HF

•Considered as possible cause in all patients with 

new-onset HF

• Lack of data revascularization (PCI/ CABG) for  

ischaemic cardiomyopathy
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Case illustration

• 51 yo male, with severe chest pain after morning breafing at the office 2 hr before 
admission. History of diabetes and  PCI 3 years ago (2 DES LAD)

• BP 90-110/50-70, HR 120-140 x/m

• Medication : metformin 2x500 mg, apilet 1x1, candesartan 1x8 mg (Complience ??)

• Initial lab : Ur 33 ; CR 1.2 ; Hb 12 ; Ht 37 RBG 320
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Emergency PCI + IABP
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SHOCK TRIAL (NEJM 1999)

Conclusion :
- No significant difference in 30 days mortality
- Significantly lower mortality at 6 and 12 months 
compared to Med theraphy
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SHOCK TRIAL 1YR & LT(JAMA 2001,2006)

Survival 1 yr :
- 47.6% vs 33.6%
- RR 0.72 ; CI 0.54-0.95
- 13.2% absolute Δsurvival

- mean F/U 5.9 yr
- 13.1% absolute Δsurvival at 3 yr
- 13.2 % absolute Δsurvival at 6 yr
- Constant after 1 yr
- No difference w/ PCI or CABG
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CULPRIT SHOCK (NEJM 2017/2018)
- Multicenter RCT 706 pt AMI w/ shock
- Culprit lesion PCI VS immediate multivessel PCI
- End point : all cause mortality & Need RRT in 30 days
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CULPRIT SHOCK (NEJM 2017/2018)

- 30 days Composite : 
RR 0.83 (P=0.001

- 1 yr Mortality :RR 
0.88 
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GUIDELINES RECOMMENDATIONS

Canadian CS (2019)

AHA (2021)

ESC (2020) IHEFCARD 2023



CASE (Continue..)

Recent Th/ (3 yr FU) :

- Sac/val 2x100 mg 

- bisoprolol 1x2.5 mg

- spironolactone 1x25mg

- Aspirin 1x80 mg

- empaglifozine 1x10 mg

- Atorvastatin 1x20 mg 

HbA1C 5.71 month
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• Patient male (76 years old), reffered by urologist for cardiac 

evaluation before TURP op

• NYHA fc II-III, BP 130 mmhg, Cr 1.6, no DM

• ECG : SR, Q wave V1-v4

Case illustration
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Echo & CAG

2 months F/U with 
Candesartan 1x16 mg ; 
bisoprolol 1 x2.5 mg 
spironolactone 1x25 mg, 
fx 1x1
→ EF 34%
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Revascularization (Stable CAD)

• 2287 pts → stable CAD & 
objective evidence of ischemia

• PCI +OMT VS OMT

• Death & non fatal MI (med F/U 
4.6yr)

• Exclusion : surgical anatomy & 
EF <30%

• 5179 pts → stable CAD & 
objective evidence of ischemia

• Initial invasive+OMT (74% PCI 
& 26% CABG) VS OMT

• MACE(med F/U 4.6yr)

• Exclusion : LM >50% & EF 
<30%

COURAGE (NEJM 2007) ISCHAEMIA (NEJM 2020)
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Revascularization (Stable CAD)
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Revascularization (Stable CAD)
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Revascularization (ICM)

IHEFCARD 2023



STICH (NEJM 2011)

• InClusion criteria : CAD amenable to CABG w/ 
LVEF < 35%

• Medical theraphy alone (17% crossover CABG)

• Medical theraphy + CABG

• Primary aoutcome : all cause mortality

• Follow –up : Median F/U 56 mths
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• + 60 yr M>F

• 35-40% CCS 0

• 50% CCS2 & >80% NYHA II-III

• LVEF 28% 

STICH (NEJM 2011)
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• PARADIGM HF 2014

• DAPA-HF (2019) &

• Emperor Reduced (2021)

STICH (NEJM 2011)
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STICH (NEJM 2011)

• Median F/U 56 Mths :

• RR 0.86 (0.72-1.04), P 0.12IHEFCARD 2023



STICHES (NEJM 2016)

• Median Survival :

• 7.73 yrs in CABG (1.4 yr longer) Vs 6.29 yrs in medical theraphy

• NNT 14
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• Overall mortality 62.5% of Pts at 10 yrs

• No mortality benefit at 5 yrs post revascularization

• Signal for mortality benefit w/ surgical revascularization at 10 yrs

• Upfront mortality risk (3x) w/ CABG until 2 yrs

• Signal for reduction of CV hospitalization

• Medical theraphy has advanced since the original trial & only 50% 
were on MRA

STICH/ES (NEJM 2011/2016)-Conclusions
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REVIVED BCIS 2 (NEJM 2022)

• Multicenter open label RCT of 700 pts

• PCI + optimal medical theraphy (96.3% underwent PCI→71% 
complete revascularization)

• OMT alone

• Inclusion : LVEF <35% w/extensive CAD ; demonstated viableity in >4 
dysfungsional myocardial segments amenable for PCI

• Primary outcome : all cause mortality & HF hospitalization (median 
F/U 41 mths (3.4 yr)

• Secondary outcome : LVEF & KCCQ QOL score
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REVIVED BCIS 2 (NEJM 2022)
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REVIVED BCIS 2 (NEJM 2022)
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REVIVED BCIS 2 (NEJM 2022)

• F/U 41 mths:

HR 0.99 (0.78-1.27) 
P=0.96
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REVIVED BCIS 2 (NEJM 2022)
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• There is no mortality benefit of PCI Vs Medical theraphy in 
ICM and severe LVD in 41 Mths

• There is no significant improvement in LV function w/ PCI VS 
OMT at 12 mths in ICM and severe LVD

• There is no significant improvement in QOL with PCI Vs 
medical theraphy in ICM & LVD

REVIVED BCIS 2 (NEJM 2022)-Conclusions
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Case (continue)
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• Try to use optimal 
GDMT : Arni 2x200 mg 
; bisoprolol 1x5 mg; 
MRA 1x25 mg  : 
empaglifozin 1x10 
mg→ EF 39%,

• NYHA fc I-II

3 mths

• Deep discussion w/ 
surgeon and 
anastesiologist

• Carefully asses 
functional class and 
congestion pre-op 
(biomarker before and 
after)

• Unveventfull operation 
and could discharge 
after 3 days  

Pre/peri-post-OP

• Admitted again 
due to lack of 
medical 
compliance 

Recent

CASE (Continue..)
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Take Home massage

• Ischaemic LV dysfuction + cardiogenic shock → Urgent 
revascularization (w/ PCI only the culprit vessel)

• Signal mortality benefit of CABG at 10 years

• Revascularization (PCI/CABG) should not be undertaken to treat and 
improve left ventricular dysfunction

• 4 pillar of GDMT got potential outperformed recent advancement in 
revascularization methods

• Revascularization need multidiscipline approach with patient oriented 
care
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Thank youIHEFCARD 2023
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