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This slide set is adapted from the 2015 ACC/AHA/SCAI Focused
Update on Primary PCI for Patients with STEMI: An Update of the
2011 ACCF/AHA/SCAI Guideline for Percutaneous Coronary
Intervention and the 2013 ACCF/AHA Guideline for the
Management of ST-Elevation Myocardial Infarction.
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The full-text guidelines are also available on the following Web sites:
ACC (www.acc.org) and AHA (my.americanheart.org)

P\ AMERICAN ~ American
&1 ) COLLEGE of Heart

J CARDIOLOGY Associations
life is why™



http://www.acc.org/
http://www.my.americanheart.org/

Focused Update on Primary PCI for Patients with STEMI
Guideline Writing Committees

PCIl Writing Committee
Glenn N. Levine, MD, FACC, FAHA, Chairt
Eric R. Bates, MD FACC, FAHA, FSCAI, Vice Chair*t
James C. Blankenship, MD, FACC, FAHA, FSCAI, Vice Chair*f

Steven R. Bailey, MD, FACC, FSCAI*f Umesh N. Khot, MD, FACC*t

John A. Bittl, MD, FACCt Richard A. Lange, MD, FACC, FAHAt

Bojan Cercek, MD, FACC, FAHAT Laura Mauri, MD, MSc, FACC, FSCAI*t

Charles E. Chambers, MD, FACC, FSCAIt Roxana Mehran, MD, FACC, FAHA, FSCAI*t
Stephen G. Eliis, MD, FACC*T Issam D. Moussa, MD, FACC, FAHA, FSCAI4
Robert A. Guyton, MD, FACC § Debabrata Mukherjee, MD, FACC, FAHA, FSCAIt

Steven M. Hollenberg, MD, FACC** Henry H. Ting, MD, FACC, FAHAT

STEMI Writing Committee
Patrick T. O’Gara, MD, FACC, FAHA, Chairt
Frederick G. Kushner, MD, FACC, FAHA, FSCAI, Vice Chairt

Ralph G. Brindis, MD, MPH, MACC, FSCAI, FAHA § David A. Morrow, MD, MPH, FACC, FAHA*t

Donald E. Casey, Jr, MD, MPH, MBA, FAHA || L. Kristin Newby, MD, MHS, FACC, FAHA*t

Mina K. Chung, MD, FACC, FAHA*t Joseph P. Ornato, MD, FACC, FAHA, FACP, FACEP*t
James A. de Lemos, MD, FACC*t Narith Ou, PharmDt

Deborah B. Diercks, MD, MSct Martha J. Radford, MD, FACC, FAHAT

James C. Fang, MD, FACC, FAHA*T Jacqueline E. Tamis-Holland, MD, FACC, FSCAIt
Barry A. Franklin, PhD, FAHAT Carl L. Tommaso, MD, FACC, FAHA, MSCAI%
Christopher B. Granger, MD, FACC, FAHA*t Cynthia M. Tracy, MD, FACC, FAHAT

Harlan M. Krumholz, MD, SM, FACC, FAHA*T Y. Joseph WOO, MD, FACC, FAHAT

Jane A. Linderbaum, MS, CNP-BCt
David X. Zhao, MD, FACC*t

*Writing committee members are required to recuse themselves from voting on sections to which their specific relationships with industry may apply; see

Appendix 1 for detailed information. TACC/AHA Representative. $SCAI Representative. § ACC/AHA Task Force on Clinical Practice Guidelines Liaison.
| ACP Representative.

AMERICAN 72 American
COLLEGE of 0 Hear_t _
CARDIOLOGY Associations

life is why™



Applying Class of
Recommendation and
Level of Evidence

CLASS (STRENGTH) OF RECOMMENDATION

CLASS | (STRONG) Benefit >>> Risk

Suggested phrases for writing recommendations:
= |s reasonable
= (an be useful/effective/beneficial
= Comparative-Effectiveness Phrasest:
© Treatment/strategy A is probably recommended/indicated in
preference to treatment B
© |tis reasonable to choose treatment A
over treatment B

CLASS Ilb (WEAK) Benefit > Risk

CLASS Ill: No Benefit (MODERATE) Benefit = Risk

(Generally, LOE A or B use only)

CLASS [II: Harm (STRONG) Risk > Benefit

LEVEL (QUALITY) OF EVIDENCE}

LEVEL B-R (Randomized)

LEVEL B-NR (Nonrandomized)

= Randomized or nonrandomized observational or registry
studies with limitations of design or execution

= Meta-analyses of such studies

= Physiological or mechanistic studies in human subjects

Consensus of expert opinion based on clinical experience

COR and LOE are determined independently (any COR may be paired with any LOE).

A recommendation with LOE C does not imply that the recommendation is weak. Many
important clinical questions addressed in guidelines do not lend themselves to clinical
trials. Although RCTs are unavailable, there may be a very clear clinical consensus that
a particular test or therapy is useful or effective.

* The outcome or result of the intervention should be specified (an improved clinical
outcome or increased diagnostic accuracy or incremental prognostic information).

T For comparative-effectiveness recommendations (COR | and lla; LOE A and B only),
studies that support the use of comparator verbs should involve direct comparisons
of the treatments or strategies being evaluated.

1 The method of assessing quality is evolving, including the application of standardized,
widely used, and preferably validated evidence grading tools; and for systematic reviews,
the incorporation of an Evidence Review Committee.

COR indicates Class of Recommendation; EO, expert opinion; LD, limited data; LOE, Level
of Evidence; NR, nonrandomized; R, randomized; and RCT, randomized controlled trial.



Culprit Artery — Only Versus Multivessel PCI

COR

LOE

l1b

Recommendation

PCI of a noninfarct artery may be considered

In selected patients with STEMI and
multivessel disease who are

hemodynamically stable, either at the time of

primary PCI or as a planned staged
procedure.!

1. Modified recommendation from 2013 Guideline (changed class from Ill: Harm to Ilb and
expanded time frame in which multivessel PCI could be performed).
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Culprit Artery — Only Versus Multivessel PCI

* Previous clinical practice guidelines recommended against PCI of nonculprit artery
stenoses at the time of primary PCI in hemodynamically stable patients with STEMI,
based primarily on the results of nonrandomized studies and meta-analyses and
safety concerns.

 Four RCTs (PRAMI, CvLPRIT, DANAMI 3 PRIMULTI, PRAGUE-13) have since
suggested that a strategy of multivessel PCI, either at the time of primary PCl or as a
planned, staged procedure, may be safe and beneficial in selected patients with
STEMI.

* On the basis of these findings, the prior Class Ill-harm recommendation with regard
to multivessel primary PCI in hemodynamically stable patients with STEMI has been
upgraded and modified to a Class Ilb recommendation to include consideration of
multivessel PCI, either at the time of primary PCI or as a planned, staged procedure.

« The writing committee emphasizes that this change should not be interpreted as
endorsing the routine performance of multivessel PCI in all patients with STEMI and
multivessel disease. Rather, when considering the indications for and timing of
multivessel PCI, physicians should integrate clinical data, lesion severity/complexity,
and risk of contrast nephropathy to determine the optimal strategy.
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Aspiration Thrombectomy

COR Recommendations
The usefulness of selective and bailout
aspiration thrombectomy in patients
l1b C-LD
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undergoing primary PCI is not well

established.1

Routine aspiration thrombectomy before

primary PCI is not useful.?

1. Modified recommendation from 2013 guideline (Class changed from lla to Ilb for selective and
bailout aspiration thrombectomy before PCI)
2. New recommendation
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Aspiration Thrombectomy

« The 2011 PCI and 2013 STEMI guidelines’ Class lla recommendation for aspiration
thrombectomy before primary PCIl was based on the results of 2 RCTs and 1 meta-
analysis and was driven in large measure by the results of TAPAS, a single-center
study.

« Since formulation of that recommendation, 3 multicenter trials (INFUSE-AMI, TASTE,
TOTAL), 2 of which enrolled significantly more patients than prior aspiration
thrombectomy trials, have prompted re-evaluation of this recommendation.

 These 3 more recent trials, as well as an updated meta-analysis, found no significant
reduction in adverse events with routine aspiration thrombectomy.

 Based on these 3 trials, routine aspiration thrombectomy before primary PCI is now
designated as Class IlI-No Benefit.

» Subgroup analysis in TASTE and TOTAL did not identify any specific subgroup (e.g.,
anterior MI, high thrombus burden) that benefited from routine aspiration
thrombectomy.

« Based on these and other considerations, a Class Ilb recommendation was
established stating that the usefulness of selective and bailout aspiration
thrombectomy in patients undergoing primary PCI is not well established.
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