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However, I published the 1st RCT between POBA and CABG in MVD 

(ERACI trial; JACC,1993), therefore, my comments about PCI and 

CABG are related to 30 years journey. 
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Modifying angiographic syntax score according 

to PCI strategy: lessons learnt from ERACI IV 

Study

Rodriguez AE et al. Cardiovasc Revasc Med. 2015 Jul 11.

YES Guided 

-Severe stenosis (≥ 70%) with 

RD > 2.0 mm)

NO

-Intermediate lesions (50-69%) 

-Severe lesions in vessels with 

RD ≤ 2 mm

In addition, excluding all intermediate lesions and severe 

stenosis in vessels

<2mm, the number of diseased vessels also changed, with the 

new scoring

13.4% had 1 vessel CAD, 59.8% 2 vessel CAD and 26.8% 3 

vessel CAD 
(Rodriguez AE et al CRM 2015)
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Lack of External Validation?

From 200 angiographies reported by ORBITA 
investigators in Supp material we found 82 

(41%)  may not full filled inclusion criteria of the 
study and also didn’t meet criteria for scoring in 
ERACI risk score (intermediate stenosis or small 

vessels)



The ORBITA trial: Why is it not 
the last nail for coronary 
angioplasty in stable angina 
patients?

Rodriguez AE; 
Cardiovasc Revasc Medicine, 2019 Jan;20(1).



Primary Endpoint

Death, Stroke or MI at 4 Years

No. at Risk:

PCI

CABG
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PCI

(n=948)

CABG 

(n=957)
HR [95%CI] P-value

Death, stroke or MI (1˚ endpoint) 18.6% 16.7% 1.10 [0.88, 1.36] 0.40

- Death 10.3% 7.4% 1.39 [1.02, 1.89] 0.04

- Definite cardiovascular 4.3% 3.6% 1.17 [0.74, 1.86] 0.50

- Definite non-cardiovascular 5.3% 3.3% 1.61 [1.01, 2.56] 0.04

- Undetermined cause 1.1% 0.7% 1.49 [0.53, 4.19] 0.45

- Stroke 2.6% 3.3% 0.76 [0.44, 1.31] 0.32

- MI 9.5% 8.8% 1.05 [0.77, 1.42] 0.76

- Peri-procedural 3.9% 6.1% 0.65 [0.43, 0.98] 0.04

- Spontaneous 5.7% 3.2% 1.77 [1.12, 2.82] 0.01

- STEMI 1.9% 2.8% 0.65 [0.35, 1.19] 0.16

- Non-STEMI 7.8% 6.3% 1.22 [0.86, 1.72] 0.26

Adjudicated Outcomes at 4 Years (i)



From randomization to 30 days From 30 days to 4 years

PCI  

(n=948)

CABG 

(n=957)

HR               

[95%CI]

P   

value

PCI  

(n=933)

CABG 

(n=929)

HR                

[95%CI]

P   

value

Death, stroke or 

MI
4.9% 7.9% 0.61 [0.42, 0.88] 0.008 14.8% 10.1% 1.48 [1.14, 1.93] 0.003

- Death 1.0% 1.1% 0.90 [0.37, 2.22] 0.82 9.4% 6.5% 1.47 [1.05, 2.05] 0.02

- Stroke 0.6% 1.3% 0.50 [0.19, 1.33] 0.15 2.0% 2.2% 0.94 [0.49, 1.79] 0.85

- MI 3.9% 6.2% 0.63 [0.42, 0.95] 0.02 5.7% 3.0% 1.92 [1.19, 3.08] 0.006

Primary Endpoint                    

Landmark Analysis (post hoc)

Stroke and MI rates are non-hierarchical; i.e. include fatal and non-fatal events. The 30-day to 4-year 

landmark period includes all randomized pts at day 30 except those who died before day 30. Thus there 

may be some patients with a stroke or MI within 30 days who have a second event between 30 days and 4 

years.





10 Years Outcome of Stents vs  CABG 

in LMCA





Sample Line Chart
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Interpretacion de estos Hallazgos
-Existirian claras diferencias en la “performance” entre  DES, BMS y CABG durante
diferentes periodos del follow up.

- En el 1er ano DES (2da generacion) muestra claros beneficios de seguridad y eficacia
comparado con BMS y CABG. Menor TVR-MI y TLR comparado a BMS y menor incidencia
a 30 dias de muerte/IAM y CVA comparado a  CABG.

-Sin embargo, estamos viendo una perdida de esta ganancia con DES luego del 1er ano de 
follow up que no es vista en el mismo tiempo de follow up tanto con BMS y CABG. Estas
desventajas se trasladan a una mayor incidencia de mortalidad e infarto espontaneo con 
DES cuando comparamos con la CABG. 

-De manera que nosotros necesitamos una estrategia de PCI que combine la seguridad y 
eficacia de DES (2da generacion) dentro del 1er ano con la eficacia de BMS luego del 
mismo.

La estrategia de PCI guiada por FFR (SYNTAX II) o con escores de riesgo como el ERACI 
score asociados a DES con muy poca cantidad de droga y localizada solo en zonas 
abluminales (polimeros BIO ) podrian ser la respuesta adecuada para reducir este
reciente e inesperado “gap”entre PCI y CABG en MVD.

FAC 2019







FFR lack of demonstration of 

benefit in CABG 
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Impact of intracoronary physiology on PCI

SYNTAX II TRIAL

In addition, excluding all intermediate 

lesions and severe stenosis in vessels

<2mm, the number of diseased vessels also 

changed, with the new scoring

13.4% had 1 vessel CAD, 59.8% 2 vessel CAD 

and 26.8% 3 vessel CAD 
(Rodriguez AE et al CRM 2015)
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Patients allocated to CABG in analysis  
(n=592)

567 receivedCABG
23 received PCI

Randomized (n= 1201)

Allocated to PCI (n=598)
• Received  PCI (n=585)
• Did not receive PCI (n=13)

• Died before PCI (n=1)
• Patient declined PCI (n=4)
• PCI operator declined (n=4)
• LMCA lesion not significant (n=4)

Allocated to CABG (n=603)
• Received  CABG (n=570 )
• Did not receive CABG (n=33)

• Died before CABG (n=1)
• Patient declined CABG (n=15)
• Not eligible for CABG (n=15)
• Cross over by mistake (n=2)

Lost to follow-up (n=6)
• Emigration (n=1)
• Contact lost (n=2)
• Withdrawal (n=3)

Lost to follow-up (n=11)
• Emigration (n=0)
• Contact lost (n=0)
• Withdrawal (n=11)

Patients allocated to PCI in analysis  
(n=592)

580 received PCI
7 receivedCABG





PT ID:01-017 

SYNTAX score = 28 

(Red & white arrows) 4 DES 

Modified ERACI IV SYNTAX score= 16 

(Red arrows) 2 DES

Residual SS = 17

Residual ERACI IV SS =  3.5

DS < 70% or RVD 

> 2.0 mm



PT ID:ADB 
SYNTAX score = 26

(Red & white arrows) 3 DES 

Modified ERACI IV SYNTAX score= 26 

(Red arrows) 3 DES

DS < 70% or RVD 

> 2.0 mm

Residual SS = 0

Residual ERACI IV SS =  0



En Conclusion

• Obviamente no es el Fin de la Controversia entre CABG 

y PCI en pacientes con multiples vasos y TCI.

• Porque la Controversia lleva 30 anos y nunca termina…

• A partir de estos meta-analisis persisten muchos

interrogantes para analizar en futuros sub-analisis:

• Diabetes

• Impact of revascularization on repeat revascularization

• Interaction of age on PCI vs CABG 

• Gender

• Geographic disparitis on PCI vs CABG etc







Park SJ. et al, JACC ,2018;72 ;23 December 11 2018 



ERACI IV
Cumulative outcome of hard clinical endpoints  comparison between 

first, second, third and five years of follow-up
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Interpretation of These Findings
-There are diffrences in outcome among DES, BMS and CABG during different 
follow up periods.

- During 1st year DES showed  clear safety /efficacy advantages over BMS and 
CABG . Less TVR-MI and TLR compared to BMS and less 30 days death/MI and 
CVA compared to CABG.

-However, beyond 1st year  we are seeing and attrition of efficacy  of DES over 
the time to the extend we have not seen either with BMS or CABG. These 
disadvantages translated to poor overall outcome when compared to CABG. 

-Therefore, we should needed a PCI strategy /stent design who combined  
safety/effectiveness of 1st year DES designs with  late safety  /effectiveness of 
old BMS designs.



Primary Endpoint

Death, Stroke or MI at Median 3 Years

No. at Risk:

PCI

CABG
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