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Figure 1. Cumulative incidence of major adverse cardiovascular events (MACEs) within
6 weeks of index percutaneous coronary intervention (PCI). HR indicates hazard ratio.

non-statistically significant, was seen among patients with
NSTEMI, and the interaction P value was not significant at
0.20 (Table Sl). Readmission risk at 1 year was not signifi-
cantly different between multivessel and culprit-only PClI,
regardless of STEMI (adjusted HR, 0.91; 95% CI, 0.75-1.11)
versus NSTEMI (adjusted HR, 0.95; 95% CI, 0.83-1.08;
interaction P=0.73).

Quality-of-Life Outcomes at 6 Weeks and 1 Year

Scores for the Seattle Angina Questionnaire angina frequency
scale, as well as the EQ-5D visual analogue scale, values are
shown in Table 4. There were no significant differences in the
Seattle Angina Questionnaire angina frequency score between
the multivessel PCI and culprit-only PCI groups at 6 weeks,
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Figure 2. Cumulative incidence of major adverse cardiovascular events (MACEs) within
1 year of index percutaneous coronary intervention (PCIl). HR indicates hazard ratio.

DOI: 10.1161/JAHA.117.006343

Journal of the American Heart Association 6

HDOYVIASHY TVNIDIYO



LTOZ ‘2T 4q0100 o 19n6 Ag /Bi0's[euno feyeeye(//:dny wouy pepeojumoq

Multivessel Versus Culprit Vessel-Only PCI Ibrahim et al

Table 3. Reasons for Unplanned Revascularization and
Antianginal Medication Use

Multivessel Culprit-Only
Variable PCI Group PCI Group P Value
Reason for revascularization at follow-up 0.27
STEMI 13 (9) 57 (7)
NSTEMI 31 (22) 159 (21)
Unstable angina 68 (49) 327 (43)
Stable angina 17 (12) 117 (15)
Other 10 (6) 101 (14)
Antianginal medications
At 6 wks
B Blockers 1012 (83) 4117 (84) 0.36
CCB 161 (13) 522 (11) 0.01
Nitrates 113 (9) 434 (9) 0.66
Ranolazine 11 (0.9) 64 (1) 0.25
Atly
B Blockers 835 (69) 3468 (71) 0.11
CCB 143 (12) 516 (11) 0.20
Nitrates 107 (9) 413 (9) 0.70
Ranolazine 17 (1) 74 (2) 0.76
Any CCB, P blocker, 1103 (91) 4411 (91) 0.65
nitrate, or ranolazine
through 1y

Data are given as number (percentage). CCB indicates calcium channel blocker; NSTEMI,
non-ST-segment elevation myocardial infarction; PCI, percutaneous coronary
intervention; STEMI, ST-segment elevation myocardial infarction.

with an unadjusted proportional odds ratio (OR) of 0.91 (95%
Cl, 0.78-1.06) and an IPW-adjusted proportional OR of 0.91
(95% Cl, 0.76—1.10). At 1 year, angina frequency rates were
also similar in the 2 groups, with unadjusted reported angina
rates of 78% versus 80% no angina, 18% versus 16% monthly,
and 5% versus 5% daily/weekly for multivessel PCl versus
culprit-only PCI, respectively (P=0.33), yielding an IPW-
adjusted proportional OR of 1.01 (95% Cl, 0.82-1.24).
EQ-5D scores were also similar in both the multivessel and
culprit-only PCl groups at 6 weeks, with a median EQ-5D
score (with US weights) of 0.84 (Q1-Q3, 0.78-1.00), and at
1 year, with a median EQ-5D score of 0.84 (Q1-Q3, 0.80-
1.00). The IPW-adjusted linear regression estimate was
0.0104 (P=0.16) at 6 weeks and —0.0041 (P=0.58) at
1 year. Furthermore, EQ-5D visual analogue scale scores
were similar in both groups at 6 weeks, with a median EQ-5D
score of 75 (Q1-Q3, 60-85), and at 1 year, with a median EQ-
5D score of 75 (01-Q3, 65-88). When patients with STEMI or
NSTEMI were analyzed separately, there was no significant
difference in angina frequency at 1 year between multivessel
and culprit-only PCI strategies (adjusted OR, 1.05 [95% ClI,

0.74-1.49] for patients with STEMI; adjusted OR, 0.98 [95%
Cl, 0.79-1.20] for patients with NSTEMI).

Discussion

Our study examined the association between revasculariza-
tion strategy (multivessel versus culprit-only PCI) and clinical
outcomes, as well as quality of life, in patients with acute MI.
Several key findings can be ascertained from the results. In
this contemporary study, 26% of patients with NSTEMI and
13% of patients with STEMI underwent multivessel PCI during
the index procedure. Consistent with recent randomized trials,
multivessel PCl was associated with a lower risk of short- and
long-term MACEs, which was largely driven by a lower risk of
symptom-driven unplanned coronary revascularization. Our
study also showed multivessel PCl to be associated with a
lower risk of unplanned rehospitalizations within 6 weeks of
hospital discharge compared with culprit-only PCI. Nonethe-
less, there were no significant differences in short- or long-
term angina frequency and quality of life between patients
treated with multivessel versus culprit-only PCI.

The rate of multivessel PCl in this all-age patient population
is concordant with recently published data from the National
Cardiovascular Data Registry,? showing that 1in 10 patients
with STEMI and 1 in 4 patients with NSTEMI with multivessel
disease received multivessel PCL?? The higher rate of
multivessel PCl in patients with NSTEMI may be because of
the perceived harm of multivessel PCI in patients with STEMI
during the study period (2010-2012). Recent randomized
trials showed a reduction in unplanned revascularization and
adverse cardiovascular events, including death from cardiac
causes, nonfatal MI, and refractory angina, with a multivessel
PCl strategy during the index event among patients seen with
STEMI. In the PRAMI (Preventative Angioplasty in Acute
Myocardial Infarction)'® study, patients who underwent
multivessel PCl had lower rates of MACEs (HR, 0.35; 95%
Cl, 0.21-0.58). Although not included as a primary outcome,
the hazard for repeated revascularization was lower in the
multivessel PCl group, as well (HR, 0.30; 95% Cl, 0.17—
0.56)."* Similarly, the CvLPRIT (Complete Versus Lesion-Only
Primary PCI) trial investigators showed that patients with
STEMI who underwent multivessel PClI had a significant
reduction in MACE rates (composite of all-cause mortality,
recurrent MI, heart failure, and ischemic-driven revasculariza-
tion by PCl/coronary artery bypass graft surgery, 10% versus
21%; P=0.009)."® The DANAMI3-PRIMULTI (Third Danish
Study of Optimal Acute Treatment of Patients With
ST-Segment Elevation Myocardial Infarction Primary PCI in
Multivessel Disease) showed that fractional flow reserve-
guided complete revascularization strategy during the index
procedure in patients with STEMI resulted in lower risk for
unplanned revascularization (HR, 0.31; 95% CI, 0.18-0.53;
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Figure 3. Unplanned readmissions. Cumulative incidence of unplanned readmissions at
6 weeks (A) and 1 year (B) after discharge. HR indicates hazard ratio; PCI, percutaneous

coronary intervention.

P<0.001). These randomized clinical trials have been criti-
cized for their small sample sizes and event rates." ' Prior
observational studies have reported conflicting results, with
some showing better/similar“’”’23 or worse®?? outcomes
with multivessel PCI. Our study demonstrated lower compos-
ite risk of death, MI, stroke, or unplanned revascularization
associated with multivessel PClI compared with culprit-only
PCI. The improvement in outcomes was driven by unplanned
revascularization. Some physicians who perform culprit-only
PCl in patients with multivessel disease may plan for patients

to return soon after the index hospital discharge for staged
revascularizations even when the patients are asymptomatic;
other physicians may not intend to further revascularize
unless symptoms of ischemia persist or recur. Although we
did not detect any difference in hard end points (death, MI,
and stroke), most unplanned revascularizations were per-
formed for acute coronary syndrome indications (STEMI,
NSTEMI, or unstable angina). Therefore, a multivessel PCI
strategy appears to be associated with lower risk of ischemia-
driven unplanned revascularization.
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Table 4. Patient-Reported Quality-of-Life Outcomes Among
Patients Undergoing Multivessel Versus Culprit-Only PCI at
6 Weeks and 1 Year After Discharge

Multivessel Culprit-Only
Quality-of-Life Outcomes | PCI Group PCI Group P Value
At 6 wks
Seattle Angina Questionnaire
Angina frequency 0.62
score, %
No angina 72 Al
Monthly angina 22 23
Daily/weekly 6 7
angina
EQ-5D VAS 75 (60-85) 75 (60-85) 0.35
score (1-100)*
EQ-5D score 0.84 (0.78-1.00) | 0.84 (0.78-1.00) | 0.60
with US weights*
Atly
Seattle Angina Questionnaire
Angina frequency 0.33
score, %
No angina 78 80
Monthly angina | 18 16
Daily/weekly 5 5
angina
EQ-5D VAS 75 (63-85) 77 (65-89) 0.19
score (1-100)*
EQ-5D score 0.84 (0.80-1.00) | 0.84 (0.80-1.00) | 0.28

with US weights*

EQ-5D indicates European Quality of Life-5 Dimensions; PCl, percutaneous coronary
intervention; VAS, visual analogue scale.
*Data are given as median (25th—75th percentile).

When patients with NSTEMI and STEMI were examined
separately, the association of multivessel PCl with lower
short-term MACE risk was particularly observed in patients
with STEMI, although the interaction P value did not reach
statistical significance. There was no association between
multivessel PCl and long-term MACE outcomes in each of
these groups separately. Although ongoing randomized trials
may shed more light on the best revascularization strategy in
patients with STEMI, future randomized studies are needed for
patients with NSTEMI.

Patients in the multivessel PCI group also had a lower risk
of unplanned rehospitalization at 6 weeks compared with
those who underwent culprit-only PCI. Our results expand on
a prior small randomized clinical trial** in which patients with
STEMI and multivessel disease were randomized to 1 of 3
arms during the index procedure: culprit-only PCI, staged PCI,
or complete revascularization. Unplanned rehospitalization

rates at a mean follow-up of 2.5 years were 35% (culprit-only
PCl), 14% (staged PCI), and 12% (complete revascularization)
(P<0.001). Possibly, the knowledge of coronary anatomy and
the residual stenosis lower the threshold for rehospitalization
and/or revascularization for patients who are treated with
culprit-only PCI.

Interestingly, patients who underwent multivessel PCI did
not report lower angina frequency or improved quality of life
than those who received culprit-only PCI either at 6 weeks or
with prolonged follow-up at 1 year. In the PRAMI trial, a lower
hazard of refractory angina (HR, 0.35; 95% CI, 0.18-0.69) was
observed in patients undergoing multivessel versus culprit-
only PCL.™* One possible explanation for the divergent results
between our study and PRAMI is that angina definitions and
reporting differed between the 2 studies. We reported angina
scores based on a patient-reported questionnaire that inves-
tigated angina status in a cross-sectional manner (ie, during
the month that preceded the telephone interview), whereas
PRAMI defined refractory angina as any angina episode not
controlled by medical therapy in patients with objective
evidence of ischemia at any time during the 23-month follow-
up period. Patients in the culprit-only PCI group may be more
likely to develop angina with longer follow-up.

Our study further assessed the association between
multivessel PCl and quality of life after acute MI. Although
several studies have shown gains in quality of life with PCI
compared with medical management in patients with acute
coronary syndrome,?>?¢ we observed similar EQ-5D index and
EQ-5D visual analogue scale scores between patients who
underwent multivessel versus culprit-only PCI. These quality-
of-life findings parallel the lack of significant difference in
angina frequency associated with multivessel PCI. Further-
more, these findings became manifest in the context of
similar antianginal medication use in the 2 study groups.

Clinical Implications

Our study adds important findings to smaller randomized
studies and other observational studies that demonstrated
reduced MACEs, including cardiac death, MI, and recurrent
angina, as well as repeated revascularization, in patients with
STEML."®%2% These studies did not evaluate patients’ quality
of life after discharge, nor did they evaluate patients seen with
NSTEMI. In addition, observational studies that evaluated
clinical outcomes in patients with NSTEMI only included older
patients (mean age, 75 years) and the primary outcome only
consisted of all-cause death.?> We have shown that among
patients seen with acute MI and multivessel disease,
performing multivessel PCI is associated with lower risk of
unplanned readmissions in the short-term after discharge, but
similar angina and quality-of-life scores. Additional random-
ized clinical trials are warranted.
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Limitations

Our results should be viewed in the context of several important
limitations. First, the nonrandomized nature of the study limited
our ability to account for unmeasured confounding factors.
Although statistical adjustments were used, residual selection
bias may still exist, along with unmeasured confounding
variables. Second, TRANSLATE-ACS did not capture physician
rationale for selection of multivessel versus culprit-only PCI,
specifically the selection of multivessel intervention in patients
with STEMI during an era when multivessel PCI for STEMI was
assigned a class lll recommendation by the American College of
Cardiology/American Heart Association guidelines. Third,
angiographic analysis was physician dependent rather than
core laboratory adjudicated. Fourth, the multivessel PCI
definition only included the index procedure and did not include
staged PCl during the index hospitalization. We believe that the
timing of PCI in multivessel PCl is best addressed in a
randomized manner with intention-to-treat analysis rather than
in the setting of observational data, because of the possibility of
introducing survival bias in observational studies. Furthermore,
the cumulative incidence of staged revascularization without
new symptoms was relatively low. Fifth, we did not have
information with respect to completeness of revascularization
in the multivessel PCI group; however, 15% of multivessel PCI
procedures were deemed partially successful revasculariza-
tions, suggesting there were residual stenoses that were unable
to be treated in this group. Nevertheless, multivessel PCl was
still associated with fewer downstream unplanned revascular-
ization procedures. Finally, site participation was voluntary, and
longitudinal follow-up required informed consent; therefore,
results may not be generalizable to the broader US population.

Conclusions

In patients with acute MI and multivessel disease treated with
PCl in a contemporary real-world setting, multivessel PCl is
associated with a lower MACE rate in both the short- and
long-term, compared with culprit vessel PCl. Moreover,
multivessel PCl was associated with lower readmission risk
at 6 weeks, but not at 1 year. Interestingly, there were no
differences in short- or long-term angina and quality-of-life
outcomes between multivessel PCl and culprit vessel PCI
strategies. Well-powered, prospective, randomized, clinical
trials are needed to confirm these findings, particularly for
patients with NSTEMI.

Acknowledgments

We thank Erin Campbell, MS, for editorial assistance. Ms Campbell
did not receive compensation for her assistance, apart from her
employment at the institution where this study was conducted.

Sources of Funding
This work was supported by Eli Lilly.

Disclosures

Dr Cohen reports research grant support from Eli Lilly, Daiichi
Sankyo, and AstraZeneca (all significant); honoraria from Eli
Lilly and AstraZeneca (both modest); and consultant/advisory
board for Eli Lilly and AstraZeneca (both significant). Dr
Fonarow reports consultant/advisory board for Medtronic,
Amgen, Janssen, Bayer, and Boston Scientific (all modest),
and Novartis (significant); other for Abbott (modest); and
research grant support from the National Institutes of Health,
Patient-Centered Outcomes Research Institute, and Agency
for Healthcare Research and Quality (all significant). Dr Effron
reports being a shareholder and retiree/former employee of
Eli Lilly. Dr Zettler reports shareholding with Eli Lilly. Dr
Peterson reports grant support from the American College of
Cardiology, American Heart Association, and Janssen; and
consulting from Bayer, Boehringer Ingelheim, Merck, Valeant,
Sanofi, Astra Zeneca, Janssen, Regeneron, and Genentech. Dr
Wang received research grants to the Duke Clinical Research
Institute from AstraZeneca, Boston Scientific, Bristol Myers
Squibb, Daiichi Sankyo, Eli Lilly, Gilead Sciences, Glaxo Smith
Kline, and Regeneron Pharmaceuticals; and consulting hono-
raria from Astra Zeneca, Eli Lilly, Merck, and Pfizer. The
remaining authors have no disclosures to report.

References

1. Rasoul S, Ottervanger JP, de Boer MJ, Dambrink JH, Hoorntje JC, Marcel
Gosselink AT, Zijlstra F, Suryapranata H, van’t Hof AW; Zwolle Myocardial
Infarction Study Group. Predictors of 30-day and 1-year mortality after primary
percutaneous coronary intervention for ST-elevation myocardial infarction.
Coron Artery Dis. 2009;20:415-421.

2. Toma M, Buller CE, Westerhout CM, Fu Y, O’Neill WW, Holmes DR Jr, Hamm
CW, Granger CB, Armstrong PW; APEX-AMI Investigators. Non-culprit coronary
artery percutaneous coronary intervention during acute ST-segment elevation
myocardial infarction: insights from the APEX-AMI trial. Eur Heart J.
2010;31:1701-1707.

3. FRagmin and Fast Revascularisation during InStability in Coronary artery
disease Investigators. Invasive compared with non-invasive treatment in
unstable coronary-artery disease: FRISC Il prospective randomised multicen-
tre study. Lancet 1999;354:708-715. DOI: 10.1016/s0140-6736(99)
07349-3.

4. Bainey KR, Mehta SR, Lai T, Welsh RC. Complete vs culprit-only revascular-
ization for patients with multivessel disease undergoing primary percutaneous
coronary intervention for ST-segment elevation myocardial infarction: a
systematic review and meta-analysis. Am Heart J. 2014;167:1-14.e2.

5. Cardarelli F, Bellasi A, Ou FS, Shaw LJ, Veledar E, Roe MT, Morris DC,
Peterson ED, Klein LW, Raggi P. Combined impact of age and estimated
glomerular filtration rate on in-hospital mortality after percutaneous coronary
intervention for acute myocardial infarction (from the American College of
Cardiology National Cardiovascular Data Registry). Am J Cardiol.
2009;103:766-771.

6. Hassanin A, Brener SJ, Lansky AJ, Xu K, Stone GW. Prognostic impact of
multivessel versus culprit vessel only percutaneous intervention for patients
with multivessel coronary artery disease presenting with acute coronary
syndrome. Eurolntervention. 2015;11:293-300.

7. Sorajja P, Gersh BJ, Cox DA, MclLaughlin MG, Zimetbaum P, Costantini C,
Stuckey T, Tcheng JE, Mehran R, Lansky AJ, Grines CL, Stone GW. Impact of
multivessel disease on reperfusion success and clinical outcomes in patients

DOI: 10.1161/JAHA.117.006343

Journal of the American Heart Association 10

HDOYVIASHY TVNIDIYO


https://doi.org/10.1016/s0140-6736(99)07349-3
https://doi.org/10.1016/s0140-6736(99)07349-3
http://jaha.ahajournals.org/

LTOZ ‘2T 4q0100 o 196 Ag /Bi0's[eunofeyeeye(//:dny wouy pepeojumoq

Multivessel Versus Culprit Vessel-Only PCI

Ibrahim et al

undergoing primary percutaneous coronary intervention for acute myocardial
infarction. Eur Heart J. 2007;28:1709-1716.

. O’Gara PT, Kushner FG, Ascheim DD, Casey DE Jr, Chung MK, de Lemos JA,

Ettinger SM, Fang JC, Fesmire FM, Franklin BA, Granger CB, Krumholz HM,
Linderbaum JA, Morrow DA, Newby LK, Ornato JP, Ou N, Radford MJ, Tamis-
Holland JE, Tommaso JE, Tracy CM, Woo Y], Zhao DX; CF/AHA Task Force.
2013 ACCF/AHA guideline for the management of ST-elevation myocardial
infarction: executive summary: a report of the American College of Cardiology
Foundation/American Heart Association Task Force on Practice Guidelines.
Circulation 2013;127:529-555.

. Task Force on the management of ST-segment elevation acute myocardial

infarction of the European Society of Cardiology (ESC)1, Steg PG, James SK,
Atar D, Badano LP, Blomstrom-Lundqvist C, Borger MA, Di Mario C, Dickstein
K, Ducrocq G, Fernandez-Aviles F, Gershlick AH, Giannuzzi P, Halvorsen S,
Huber K, Juni P, Kastrati A, Knuuti J, Lenzen MJ, Mahaffey KW, Valgimigli M,
van't Hof A, Widimsky P, Zahger D. ESC Guidelines for the management of
acute myocardial infarction in patients presenting with ST-segment elevation.
Eur Heart J. 2012;33:2569-2619.

. Hannan EL, Samadashvili Z, Walford G, Holmes DR Jr, Jacobs AK, Stamato NJ,

Venditti FJ, Sharma S, King SB Ill. Culprit vessel percutaneous coronary
intervention versus multivessel and staged percutaneous coronary interven-
tion for ST-segment elevation myocardial infarction patients with multivessel
disease. JACC Cardiovasc Interv. 2010;3:22—-31.

. Vlaar PJ, Mahmoud KD, Holmes DR Jr, van Valkenhoef G, Hillege HL, van der

Horst IC, Zijlstra F, de Smet BJ. Culprit vessel only versus multivessel and
staged percutaneous coronary intervention for multivessel disease in patients
presenting with ST-segment elevation myocardial infarction: a pairwise and
network meta-analysis. / Am Coll Cardiol. 2011;58:692-703.

. Corpus RA, House JA, Marso SP, Grantham JA, Huber KC Jr, Laster SB, Johnson

WL, Daniels WC, Barth CW, Giorgi LV, Rutherford BD. Multivessel percuta-
neous coronary intervention in patients with multivessel disease and acute
myocardial infarction. Am Heart J. 2004;148:493-500.

. Gershlick AH, Khan JN, Kelly DJ, Greenwood JP, Sasikaran T, Curzen N, Blackman

DJ, Dalby M, Fairbrother KL, Banya W, Wang D, Flather M, Hetherington SL,
Kelion AD, Talwar S, Gunning M, Hall R, Swanton H, McCann GP. Randomized
trial of complete versus lesion-only revascularization in patients undergoing
primary percutaneous coronary intervention for STEMI and multivessel disease:
the CvLPRIT trial. / Am Coll Cardiol. 2015;65:963-972.

. Wald DS, Morris JK, Wald NJ, Chase AJ, Edwards RJ, Hughes LO, Berry C,

Oldroyd KG; PRAMI Investigators. Randomized trial of preventive angioplasty in
myocardial infarction. N Engl /] Med. 2013;369:1115-1123.

. Engstrem T, Kelbaek H, Helqvist S, Hefsten DE, Klgvgaard L, Holmvang L,

Jorgensen E, Pedersen F, Saunamaki K, Clemmensen P, De Backer O, Ravkilde
J, Tilsted HH, Villadsen AB, Aarge J, Jensen SE, Raungaard B, Keber L; DANAMI-
3—PRIMULTI Investigators. Complete revascularisation versus treatment of the
culprit lesion only in patients with ST-segment elevation myocardial infarction
and multivessel disease (DANAMI-3—PRIMULTI): an open-label, randomised
controlled trial. Lancet. 2015;386:665-671.

20.

21.

22.

23.

24.

25.

26.

. Brener SJ, Milford-Beland S, Roe MT, Bhatt DL, Weintraub WS, Brindis RG.

Culprit-only or multivessel revascularization in patients with acute coronary
syndromes: an American College of Cardiology National Cardiovascular
Database Registry report. Am Heart J. 2008;155:140—146.

. Dangas GD, George JC, Weintraub W, Popma JJ. Timing of staged percutaneous

coronary intervention in multivessel coronary artery disease. JACC Cardiovasc
Interv. 2010;3:1096—1099.

. Bagai A, Peterson ED, Honeycutt E, Effron MB, Cohen DJ, Goodman SG,

Anstrom KJ, Gupta A, Messenger JC, Wang TY. In-hospital switching between
adenosine diphosphate receptor inhibitors in patients with acute myocardial
infarction treated with percutaneous coronary intervention: insights into
contemporary practice from the TRANSLATE-ACS study. Eur Heart J Acute
Cardiovasc Care. 2015;4:499-508.

. Chin CT, Wang TY, Anstrom KJ, Zhu B, Maa JF, Messenger JC, Ryan KA,

Davidson-Ray L, Zettler M, Effron MB, Mark DB, Peterson ED. Treatment with
adenosine diphosphate receptor inhibitors: longitudinal assessment of treat-
ment patterns and events after acute coronary syndrome (TRANSLATE-ACS)
study design: expanding the paradigm of longitudinal observational research.
Am Heart J. 2011;162:844-851.

Spertus JA, Winder JA, Dewhurst TA, Deyo RA, Prodzinski J, McDonell M, Fihn
SD. Development and evaluation of the Seattle Angina Questionnaire: a new
functional status measure for coronary artery disease. / Am Coll Cardiol.
1995;25:333-341.

Shaw JW, Johnson JA, Coons SJ. US valuation of the EQ-5D health states:
development and testing of the D1 valuation model. Med Care. 2005;43:203—
220.

Wang TY, McCoy LA, Bhatt DL, Rao SV, Roe MT, Resnic FS, Cavender MA,
Messenger JC, Peterson ED. Multivessel vs. culprit-only percutaneous
coronary intervention among patients 65 years of age or older with acute
myocardial infarction. Am Heart J. 2016;172:9-18.

Kong JA, Chou ET, Minutello RM, Wong SC, Hong MK. Safety of single versus
multi-vessel angioplasty for patients with acute myocardial infarction and
multi-vessel coronary artery disease: report from the New York State
Angioplasty Registry. Coron Artery Dis. 2006;17:71-75.

Politi L, Sgura F, Rossi R, Monopoli D, Guerri E, Leuzzi C, Bursi F, Sangiorgi GM,
Modena MG. A randomised trial of target-vessel versus multi-vessel revascu-
larisation in ST-elevation myocardial infarction: major adverse cardiac events
during long-term follow-up. Heart. 2010;96:662—667.

Kim J, Henderson RA, Pocock SJ, Clayton T, Sculpher MJ, Fox KA. Health-
related quality of life after interventional or conservative strategy in patients
with unstable angina or non-ST-segment elevation myocardial infarction: one-
year results of the third Randomized Intervention Trial of unstable Angina
(RITA-3). / Am Coll Cardiol. 2005;45:221-228.

Mortensen OS, Madsen JK, Haghfelt T, Grande P, Saunaméki K, Haunse S,
Hjelms E, Arendrup H; DANAMI stupy croup. Health related quality of life after
conservative or invasive treatment of inducible postinfarction ischaemia.
Heart. 2000;84:535-540.

DOI: 10.1161/JAHA.117.006343

Journal of the American Heart Association 1

HOYVHASHY TVYNIDIYO


http://jaha.ahajournals.org/

} pepeojumog

feyeeuel(//:dny wou

0 159n6 Aq /Bi0'sfeulno

LT0Z ‘LT $qo100 U

SUPPLEMENTAL MATERIAL


http://jaha.ahajournals.org/

LTOZ ‘2T 4q0100 o 196 Ag /Bi0's[eunofeyeeye(//:dny wouy pepeojumoq

Table S1. Clinical Outcomes Stratified by Patient Presentation STEMI vs. NSTEMI

Outcome Time STEMI vs. Adjusted 95% CI Interaction
NSTEMI  HR p-value
MACE 6 weeks STEMI 0.56 0.35-0.89
NSTEMI 0.81 0.59-1.11 0.20
1 year STEMI 0.82 0.62-1.08 0.78
NSTEMI 0.86 0.72-1.03
All-cause readmission 6 weeks STEMI 0.77 0.56-1.07 0.62
NSTEMI 0.85 0.68-1.07
1 year STEMI 0.91 0.75-1.11 0.73
NSTEMI 0.95 0.83-1.08

MACE = major adverse cardiovascular events; NSTEMI = non—ST-segment elevation

myocardial infarction; STEMI = ST segment elevation myocardial infarction.
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Figure S1. Distribution of Propensity Scores
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The distribution of the propensity scores for multivessel and culprit-only PCI groups.

PCI = percutaneous coronary intervention
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