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Nedgång i antal infarkter efter pandemin håller i sig
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Viss nedgång i corai/PCI, ökning i diagnostik
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Corai, PCI och diagnostik



När kan vi komma ifråga för remiss från er?
 STEMI – RÖ

 Komplicerad anatomi och instabil patient – SÖSR

 Behov av Kangrexal- eller Aggrastatinfusion?

 Höggradigt instabil och inväntar CABG

 Behov av pump-stöd (vård på THIVA)

 Refraktär angina

 CABG!



Beslut efter corai



Rotablator, orbital aterektomi och shock-wave
Typ-patient: den äldre patienten med komplexa lesioner med mycket kalk

 Rotablator-PCI: 9 (tidigare 13 2022, ca 30/år innan dess)

 Shock-wave: 11 (10 st 2022)

 Orbital aterektomi: 17 ( 15 2022)

Optimal patient: mycket kalk, excentriskt och djupt sittande.



CTO-PCI
 År 2023 25 ingrepp på 23 pat, lyckat för 17 st (74%).

 År 2022 28 ingrepp på 28 pat, varav lyckat för 25 (89%).

 År 2021 27 ingrepp på 26 pat, varav lyckat för 23 (88%).

 Remittera komplicerade fall så dras patienter på dedikerad koronarrond



2018 ESC/EACTS Guidelines on myocardial revascularization. Eur Heart J. Published online  August 25, 2018. doi:10.1093/eurheartj/ehy394

The Heart Team—comprising clinical or non-invasive
cardiologists, cardiac surgeons, and interventional
cardiologists, as well as anaesthetists and other specialists if
deemed necessary—should provide a balanced, 
multidisciplinary decision-making process.

Hur tar vi beslut om revask-metod?



Vilka väcker diskussion?



Perera et al. N Engl J Med 2022; 387:1351-1360

DOI: 10.1056/NEJMoa2206606

REVIVED-studien: Percutaneous Revascularization for Ischemic Left Ventricular 

Dysfunction





The aim is to compare PCI vs CABG for revascularization of patients with 
heart failure and LVEF ≤ 40% and multi-vessel CAD. 



En annan patientgrupp där vi gärna tar ett 
samtal



48- årig kvinna med smärta i bröstet

?



48- årig kvinna med smärta i bröstet

Så här ser det ut när man tittar in i kärlet

”Falsk”

”Äkta”



SCAD, Saw-klassifikation
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Två 

mekanismer 

bakom SCAD

Saw J et al. JACC 2016



Saw et al, JACC; 2016

Klinisk presentation av SCAD - hjärtinfarkt 



SCAD - ÅLDERSFÖRDELNING

Snittålder på drygt 50 år och den 

stora majoriteten är yngre än 65 år.



SCAD - UTLÖSANDE MOMENT



SCAD – ANNAN SAMTIDIG SJUKLIGHET





HUR SKA SCAD
BEHANDLAS?



Hassan et al. JACC Cardiovasc interv. 2019:March 25:518-27

PCI?
BARA OM 
MAN 
ABSOLUT 
MÅSTE!



Hur ser behandlingen ut av SCAD i Sverige?

Henrik Wilander et al. BMJ Open 2022;12:e060949

©2022 by British Medical Journal Publishing Group



Behandla högt blodtryck – och gärna med betablockad



SweSCAD: Kardiologer på universitetsklinikerna för 

nationell expertis och forskning på SCAD lett av 

Linköping. 

Tacksam för remiss på dessa patienter i lugnt skede 

och lyft gärna på luren när de ligger inlagda!



Tack för att ni lyssnat!



The original STICH study
 In the Surgical Treatment in Ischemic Heart Failure (STICH) trial from 2011 

CABG+OMT was compared with OMT alone. Although the primary outcome of all -
cause mortality at the end of the initial 5 -year follow -up period did not differ 
between the groups, a 16% lower risk of death was observed at the extended 10 -
year follow -up in the CABG+OMT group. 

 The mean age was 60 and 59 years in the CABG and OMT groups, respectively. The 
patients were symptomatic with 86% in the CABG arm and 85% in the OMT arm 
reporting NYHA class II or III, and 43% of both arms reporting CCS class II symptoms.

 At the time STICH took place (2002 to 2007) the class I recommended medical 
therapies for HFrEFwere angiotensin converting enzyme inhibitors (ACE -I), beta 
blockers, and digitalis.



Study design
A Swedish multicentre, randomized, open label clinical trial. 

All outcomes will be analysed using the intention-to-treat principle. 

Eligible subjects will be randomized after providing informed consent. Eligible subjects will be 

randomized using permuted block randomization with 1:1 ratio. Randomization will be stratified by 

site, sex and acute coronary syndrome. 

With the exception of the revascularization procedure itself, the study procedures are independent of 

what randomized group the patient is belonging to. In the intervention arm, patients will be 

revascularized by PCI, and patients in the control arm will be revascularized by CABG. All patients will 

receive medical treatment according to guidelines.

Study-specific follow-up by telephone will be performed at years 1, 2 and 3, as well as at the end of 

the study. Yearly follow-up by telephone may continue for a maximum of 25 years.



Inclusion criteria

• Age ≥ 18 years

• Symptomatic HF (NYHA HF class II-IV within 1 month of enrolment) 

• LVEF ≤ 40% (by either echocardiography or gated SPECT ventriculography, or MRI or any other 

recognized assessment of LV)

• Meaningful amount of myocardium at risk because of multi-vessel or left main CAD (BCIS 

myocardial jeopardy score ≥6 on a recent (<6 months) coronary angiogram). 

• Heart team believes that complete revascularization can be achieved by both PCI or CABG 

(complete revascularization defined as residual ischemia in <10% of the left ventricle) 

• Heart team agrees that guideline directed medical therapy has been initiated for ≥1 month in prevalent 

and newly diagnosed cases. In patients hospitalized with newly diagnosed iLVSD (with or without ACS) 

requiring revascularization before discharge, GDMT needs to be initiated, when possible, in-hospital 

before randomization, with the expectation that it will be titrated to maximally tolerated doses after 

revascularization 

• Written informed consent 



Exclusion criteria

• Previous randomization in the study 

• Decompensated heart failure requiring inotropic/adrenergic support, invasive or non-invasive ventilation or intra-

aortic balloon pump/ ventricular assist device therapy less than 48 hours prior to randomization

• Recent STEMI (<1 month) 

• Recent PCI (<3 months) 

• Valvular heart disease or other cardiac conditions requiring surgical repair/replacement (e.g. LV aneurysm) 

• Prohibitive bleeding risk or clinical scenario mandating avoidance of long-term DAPT

• Expected survival less than 3 years due to non-cardiac illness 

• Circumstances likely to lead to poor treatment compliance 

• Individuals for whom record in public health databases is not accessible (non-eligibility to public health 

system, parallel healthcare systems) 

• Pregnancy or woman of childbearing potential who is not sterilized or using a medically accepted form of

contraceotion



Study endpoints

Primary endpoint

 The occurrence of the composite of death, stroke, non-procedural myocardial 

infarction or heart failure hospitalization at 3 years 

Key secondary endpoint 

 Key secondary endpoint: The hierarchical occurrence (in descending order of importance) at 3-year 

follow-up of time to death, time to stroke, time to non-procedural myocardial infarction, number of 

heart failure hospitalizations and 1-year Kansas City Cardiomyopathy Questionnaire (KCCQ) score; 

evaluated using the win ratio approach. 


