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1. OCT/Imaging trials.

2. Physiology trials.

3. STOP-DAPT3.



1. OCT trials

• OCTOBER- OCT or Angiography Guidance for PCI in Complex 
Bifurcation Lesions.

• OCTIVUS- Optical Coherence Tomography–guided versus 
IntraVascular UltraSound–guided percutaneous coronary 
intervention.

• ILUMIEN IV- Optical Coherence Tomography–Guided versus 
Angiography-Guided PCI





OCTOBER

• Aimed to compare OCT-guided vs. angiography-guided PCI of bifurcation 
coronary lesions.

• Open-labeled randomized trial.
• 600 OCT vs 601 Angio only.
• IVUS in Angio arm – LMCA lesions.
• Strict OCT protocol.
• Xience DES.

• Inclusion criteria:
• Stable angina, unstable angina, or non–ST-segment elevation myocardial infarction (NSTEMI)
• True bifurcation lesion - Main branch reference ≥2.75 mm, stenosis ≥50%; Side branch 

reference ≥2.5 mm, stenosis ≥50% within 5 mm from the ostium of the side branch
• Main branch with functional significance (physiologically) or angiographic severity ≥80%.

• 2 years F.U





OCTOBER - RESULTS

• Characteristics :
• 21% females, mean age 66 y/o

• Indication: Stable angina: 54%, NSTEMI: 13%

• Median EF: 58%

• Prior PCI: 41.7%

• Renal failure: 2.2%

• Left main bifurcation treated: 18.9%

• One-stent strategy: 35%.



• Contrast volume use: 300 vs. 200 cc

• Procedure duration: 113 vs. 80 mins



CONCLUSIONS

• OCT-guided PCI of complex bifurcation lesions is superior to 
angiography-guided PCI for cardiovascular outcomes at 2 years.
• The approach was beneficial for both LM and non-LM bifurcation PCI.

• The biggest reduction was noted in ischemia-driven target lesion 
revascularization.

• This came at the expense of greater contrast use and longer 
procedural duration of PCI. 

• NNT? ARR of 4% 





OCTIVUS

• Head to head comparison of OCT vs IVUS.

• 9 sites, South Korea.

• 2,008 patients undergoing PCI with DES or DEB (ISR). 

• Non-inferiority.

• 1 year follow up

• 21% females, mean age 64 y/o.

• 66% CCS, 10% NSTEMI.

• 10% ostial lesions, 13% LMCA, 52% bifurcation, 5% CTO



OCTIVUS





ILUMIEN IV

• OCT vs Angio PCI-
• Outcomes: Minimal stent area, TVF.
• Complex patients/ lesions.

• Must had an evidence of myocardial ischemia
• Diabetes on medication, and/or non–ST-segment elevation myocardial infarction 

(NSTEMI) or STEMI, long or multiple lesions (planned total stent length ≥28 mm), 
bifurcation lesion, severe calcification, chronic total occlusion, in-stent restenosis.

• 2,487 patients, 80 sites, 18 countries.

• Median f/u – 2 years.

• 23% females, mean age 66 y/o, 41% DM.

• ~50% ACS



Outcomes

• Lower rates of stent thrombosis 0.5% vs 1.4%



2. Physiology Trials

• FIRE trial - Complete or Culprit-Only PCI in Older Patients with 
Myocardial Infarction.

• Coronary revascularization guided by instantaneous wave-free ratio 
compared with fractional flow reserve:
pooled 5-year mortality in the DEFINE-FLAIR and iFR-SWEDEHEART 

trials .

• FLOWER MI – 3 years outcomes





FIRE 

• To determine whether physiology guided complete revascularization 
is superior to culprit-only revascularization in elderly patients (>75 
y/o) with multivessel disease suffering acute MI. 

• Patients with acute MI and multivessel CAD were randomized to 
multivessel revascularization guided by coronary physiology (n = 720) 
vs. culprit-only revascularization (n = 725)- Following successful 
Culprit PCI.
• In the complete revasc group – 50% underwent PCI (mean 5 days post PPCI)

• 37% females, mean age 80 y/o, DM 32%, EF-49%
• 8% s/p stroke, 18% s/p PCI, 14% AF,

• 35% STEMI, 28% Killip ≥2



Fire15.7% vs 21.0%

8.9% vs 13.5%







Conclusions

• Among elderly patients with acute MI, physiology-guided complete 
revascularization improves outcomes compared with culprit-lesion 
only revascularization. 

• The incidence of acute kidney injury, stroke, or major bleeding was 
similar between the treatment groups.





Coronary revascularization guided by instantaneous wave-free ratio 
compared with fractional flow reserve:

pooled 5-year mortality in the DEFINE-FLAIR and iFR-SWEDEHEART trials 

• What are the long-term outcomes between instantaneous wave-free ratio (iFR) 
and fractional flow reserve (FFR)-guided percutaneous coronary intervention 
(PCI)?

• Study-level meta-analysis of the 5-year outcome data in iFR-SWEDEHEART and 
DEFINE-FLAIR trials.

• iFR and FFR-guided revascularization was performed in 2,254 and 2,257 patients.

• Revascularization was more often deferred in the iFR-group (n = 1,128 [50.0%]) 
versus the FFR-group (n = 1,021 [45.2 %]; p = 0.001



DEFINE-FLAIR and iFR-SWEDEHEART trials

HR for Mace was 1.18 95%CI (1.035- 1.34)
21.5% vs 18.6%





FLOWER MI – 3 years outcomes

• Patients who underwent pPCI for STEMI and had nonculprit coronary 
disease were randomized to FFR- (n = 590) versus angio-guided PCI (n = 
581).

• Females 15%, DM 18%, mean age 63 y/o

• Nonculprit PCI: 66% in the FFR-guided group versus 97% in the 
angiography-guided group.

• The primary outcome of death, MI, or urgent revascularization at 12 
months 5.5% of the FFR group Vs 4.2% of the angio group (p = 0.31).

• At 3 years: 8.9% of the FFR-guided group compared with 7.6% of the 
angiography-guided group (p = 0.41)





STOPDAPT-3
Short and Optimal Duration of Dual Antiplatelet Therapy After Everolimus-Eluting Cobalt-Chromium 

Stent-3

• Aimed to compare the safety and efficacy of an aspirin-free strategy 
among patients PCI with ACS\at high bleeding risk.

• Patients were randomized to either DAPT with aspirin and prasugrel
(n = 2,982) or prasugrel monotherapy (n = 2,984). 
• Aspirin dose was 81-100 mg/day and prasugrel 3.75 mg daily.

• 72 centers in Japan.

• Inclusion – ACS/ High bleeding risk.

• Follow-up: 1 month, Mean age: 71.6 years, females 23%, 75% ACS 
(42% STEMI)







STOPDAPT-3

• Major bleeding - for monotherapy vs. DAPT was: 4.47% and 4.71% 
(HR 0.95, 95%CI 0.75-1.20; p for superiority = 0.66).

• Cardiovascular endpoint (cardiovascular death, MI, definite stent 
thrombosis, or stroke) : 4.12% and 3.69% (HR 1.12, 95% CI 0.87-1.45; 
p for noninferiority = 0.01).

• Secondary endpoints:
• unplanned revascularization: 1.05% vs. 0.57% (HR 1.83, 95% CI 1.01-3.30; p < 

0.05)

• Subacute definite or probable stent thrombosis: 0.58% vs. 0.17% (HR 3.40, 
95% CI 1.26-9.23; p < 0.05).



Conclusion

• Prasugrel monotherapy was not superior to DAPT with aspirin and 
prasugrel for bleeding events among patients undergoing PCI with 
Xience DES either for ACS or among those considered to be at high 
bleeding risk.

• While recent data support de-escalation to P2Y12 inhibitor 
monotherapy at 1 month following PCI among select patients, a 
strategy of de-escalation immediately post-PCI is not beneficial and 
could in fact be harmful, particularly among ACS patients. DAPT 
should remain the standard strategy 1 month after coronary stent 
implantation.
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