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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 (Ó 70%) with 

RD > 2.0 mm)

NO

-Intermediate lesions (50-69%) 

-Severe lesions in vessels with 

RD Ò 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)



2.23.1

1.3

4.4

0.4

3.1

9.3

3.6
4.0

11.

6

6.7

16.

9

0.9

3.1

0.5

6
0.0

4

0.0

7

0.01 0.1

7

0.0010.00320

18

16

14

12

10

8

6

4

2

Deat

h

AMI CVA D/MI/CVA TVR MACCE Stent 

thrombosis

ERACI III vs ERACI IV
Eventsprogressioncomparisonat 2 yearsof follow-up

Two years follow-up

Haiek C, Rodriguez AE et al. Catheter Cardiovasc Interv. 2016 Mar 7 





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 
ǎǘǳŘȅ ŀƴŘ ŀƭǎƻ ŘƛŘƴΩǘ ƳŜŜǘ ŎǊƛǘŜǊƛŀ ŦƻǊ ǎŎƻǊƛƴƎ ƛƴ 
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 RevascMedicine, 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 (1ę 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
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Interpretacionde estosHallazgos
-Existirianclarasdiferenciasenƭŀ άǇŜǊŦƻǊƳŀƴŎŜέ ŜƴǘǊŜ  59{Σ .a{ ȅ /!.D durante
diferentesperiodosdel follow up.

- Enel 1er ano DES (2da generacion) muestraclaros beneficiosde seguridady eficacia
comparadocon BMS y CABG. Menor TVR-MI y TLR comparadoa BMS y menor incidencia
a 30 dias de muerte/IAM y CVA comparadoa  CABG.

-Sin embargo, estamosviendouna perdidade estagananciacon DES luegodel 1er ano de 
follow up que no es vista en el mismotiempo de follow up tanto con BMS y CABG. Estas
desventajasse trasladana una mayor incidenciade mortalidad e infarto espontaneocon 
DES cuandocomparamoscon la CABG. 

-De maneraque nosotrosnecesitamosuna estrategiade PCI que combine la seguridady 
eficaciade DES (2da generacion) dentro del 1er ano con la eficaciade BMS luegodel 
mismo.

La estrategiade PCI guiadapor FFR (SYNTAX II) o con escoresde riesgocomoel ERACI 
score asociadosa DES con muy pocacantidadde droga y localizadasolo en zonas 
abluminales(polimerosBIO ) podrian ser la respuestaadecuadapara reducireste
recientee inesperadoάƎŀǇέŜƴǘǊŜPCI y CABG enMVD.

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)




