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BACKGROUND



ESC/EACTS GUIDELINES 2018          ACC/AHA/SCAI GUIDELINE 2021



REVIVED-BCIS2 Trial
was a prospective, multicenter, randomized, open label trial. 
Although the trial was open label, researchers in charge of 
adjudication and analyses were blinded. Randomization was 
stratified by center in a 1:1 fashion.



 A presumed mechanism for the benefit of revascularization is 
the reversal of myocardial hibernation. Myocardial 
hibernation is an adaptive response that favors cardiomyocyte
survival over contractile function.

 Whether revascularization by PCI can improve event-free  Whether revascularization by PCI can improve event-free 
survival and left ventricular function in patients with severe 
ischemic left ventricular systolic dysfunction, as compared 
with optimal medical therapy alone.









OUTCOMES
Primary Outcome:
 Composite of death from any cause or heart failure hospitalization
Secondary Outcomes:
Major
 LVEF at 6 and 12 months as measured by echocardiography
 Kansas City Cardiomyopathy Questionnaire (KCCQ) score
 EuroQol Group 5-Dimensions 5-Level Questionnaire score
 NYHA functional class
Other
 All-cause mortality
 HF hospitalization
 Cardiovascular mortality
 Acute MI











CONCLUSIONS
 The addition of revascularization by PCI to optimal medical 

therapy in patients with severe LV dysfunction and coronary 
artery disease but with viable myocardium did not significantly 
improve overall mortality or rates of heart failure 
hospitalization.hospitalization.

 PCI with OMT was not superior to OMT alone in improving LV 
systolic function, NYHA functional class, or quality of life.



LIMITATIONS
 Few patients with anginal symptoms (66% with no angina 

and 32% with CCS angina class I/II)
 Concordance between coronary arteries revascularized by 

PCI and viable myocardial segments has not been determined 
yet.yet.

 The extent of CAD, in terms of anatomical location, stenosis
severity, degree of ischemia, and functional significance, in 
the trial is not known. 

 Longer-term follow-up data is needed



REVIVED VS STITCH
 REVIDED had higher rate of MRA and ARNIs use
 REVIVED had higher proportion of patients with cardiac 

devices
 Mean age differs about 10 years
 MR at 28% in intervention groups at both studies, OMT at  MR at 28% in intervention groups at both studies, OMT at 

REVIVED better than STITCH

 Time since diagnosis of Reduced LVEF not mentioned




