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… I forgot to mention that I am an interventional cardiologist…



HAVE DIABETES OR HEART ATTACK IS THE SAME THING !





Jenny E. Kanter Circ Res. 2007;100:769-781

Non-diabetic Non-diabetic

Diabetic Diabetic

Early lesion More advanced lesion









Krucoff, 2004;110:e553

Il tempo è trombo !

Dinamicità del trombo nelle prime ore

http://circ.ahajournals.org/current.shtml


Thrombotic Risk





Circulation 2011;123;798-813



Platelet deposition and activation occur at the injury site, leading to the release of
cell-signaling molecules. 



Circulation 2011;123;1492-1500
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Casella G, et al. Ital Heart J 2005; 6: 374-383

Is better to have a heart attack or diabetes?



PATIENTS WITH AND WITHOUT GLYCO-METABOLIC FAILURE:

INFLUENCE ON CORONARY ATHEROSCLEROTIC BURDEN.



La riperfusione nel diabetico
“Limiti della PCI primaria nel diabetico”

Diabete predittore indipendente di: 
minor riperfusione, infarti più estesi, maggior sviluppo di scompenso e maggior mortalità.

Marso S,et al. for the EMERALD Trial.  Am J Cardiol 2007; 100:206-210



ALLORA, TESTA O CROCE?



Hazard ratio at five to six-years of follow-up for 
initial PCI compared with CABG among patients with 

diabetes and multivessel disease



SURVIVAL OF PATIENTS WITH DIABETES AND MULTIVESSEL 

CORONARY ARTERY DISEASE AFTER SURGICAL OR 

PERCUTANEOUS CORONARY REVASCULARIZATION



CABG OR PCI IN DIABETIC PATIENT

Mortality in diabetics undergoing revascularization



Arterial Revascularization Therapies Study 

(ARTS) Randomized Trial: 

3-years event-free survival 

Legrand et al, Circulation. 2004;109:1114-1122



Serruys PW et al, JACC 2005

FIVE-YEAR OUTCOMES AFTER CORONARY STENTING 

VERSUS BYPASS SURGERY FOR THE TREATMENT OF 

MULTIVESSEL DISEASE

The Final Analysis Of The Arterial Revascularization Therapies Study (ARTS) Randomized Trial 
in patients with diabetes stratified according to treatment
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DRUG-ELUTING STENT VERSUS CORONARY

ARTERY BYPASS GRAFTING IN PATIENTS WITH

DIABETES MELLITUS



OUTCOMES OF CORONARY ARTERY BYPASS GRAFTING

VERSUS PERCUTANEOUS CORONARY INTERVENTION

WITH DRUG-ELUTING STENT FOR PATIENTS WITH

MULTIVESSEL CORONARY ARTERY DISEASE



COMPARISON OF BYPASS SURGERY WITH

DRUG-ELUTING STENTS FOR DIABETIC

PATIENTS WITH MULTIVESSEL DISEASE



Superior Treatment Modality

CORONARY ARTERY REVASCULARIZATION IN DIABETES 

TRIAL (CARDia)

Kapur et al, ESC hot line Trial. Munich sept 2008

Hypothesis:
in diabetics patients with multivessel disease amenable to both 

CABG or PCI
Optimal PCI is not inferior to up-to-date CABG



Hlatky et al, Lancet 2009

INCLUDING BARI

EXCLUDING BARI



BARI 2D, New Engl J Med 2009

Med Rx 
= 

PCI

Med Rx 
< 

CABG



THE SYNTAX 

TRIAL 

1 and 2 YEARs

Serruys et al, New Engl J Med 2009

The SYNTAX trial of
CABG versus PCI with
paclitaxel drug eluting
stents in patients with
left main or three vessel
coronary disease
included:



Revascularization strategies for stable

multivessel and unprotected left main

coronary artery disease:

From BARI to SYNTAX

1. Emerging evidence suggests that patients with higher atheroma burden,

as indicated by older age, presence of diabetes mellitus and extensive

MVD in combination with LV dysfunction may derive the greatest

benefit from CABG.

2. PCI for unprotected LM with limited additional disease has been revised

to a class II recommendation in the recent U.S. and European guidelines.

3. An interdisciplinary team of both cardiac surgeons and cardiologists may

optimize treatment in patients with intermediate-to-high disease severity

characteristics.



TAKE HOME MESSAGES



ACCF/SCAI/STS/AATS/AHA/ASNC 2009 Appropriateness Criteria for Coronary Revascularization

Appropriateness of Revascularization



PRACTICAL FLOWCHART

ULM or 3VD with any of the following 

unfavorable features:

•True bifurcational disease of ULM

•1 or > clinically relevant CTO

•LV dysfunction (LVEF<40%)

•Diabetes mellitus

•Other surgical indications

CABG as first choice! 

Attempt PCI if:

• CABG contraindicated

• Patient/family and cardiac surgeon agree on PCI

CABG favored, but PCI reasonable
ULM or MVD without any of above unfavorable 

features

Risk-benefit balance fine for PCI, but CABG can still be 

Appropriate and thus should be discussed with patient

and family

Protected LM or 2VD with any of these 

“favorable” features :

•Ostial LAD ok

•Lack of diffuse disease

•No true bifurcations

•No CTO

•No diabetes

•Ongoing STEACS

PCI recommended (CABG should be considered only for 

proximal LAD)
1VD without other surgical indications







Patient with stable symptoms and only a small
percentage of the myocardium that is
ischaemic will do well with medical therapy.

Both stable and acute patients with large areas
of ischaemia should have angiography and
prompt revascularisation.

Data from both trials and registries confirm that CABG offers a more permanent
solution to angina, reducing repeat revascularisation rates. However, recent data
suggest, at least at one to two years, the overall stroke rate is higher with CABG
than PCI with the death and myocardial infarction rates equivalent.






