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Back in February the scientific journal JAMA Cardiology1 published a large database on the temporary changes that 
affected revascularization in the United States from 2003 through 2016. As expected, these changes affected the 2 te-
chniques widely used by everyone these days: coronary artery bypass graft (CABG) and percutaneous coronary inter-
vention (PCI).
Authors divide this period into 3 stages: from 2003 through 2007, from 2008 through 2012, and from 2013 throu-
gh 2016.
Excluding the ethnic and racial variations that do not affect our country, a lower use of both revascularization proce-
dures (CABG and PCI) is obvious, yet the most evident changes affect the PCI.
Ever since PCI was massively introduced in the routine clinical practice in the United States, there has been a constant 
and gradual reduction in the use of CABG as the revascularization procedure.
However, the opposite thing happened in the case of PCI that experienced an ongoing growth over 3 decades: the 
1980s, the 1990s, and the 2000s.
The arrival of drug-eluting stents (DES) reduced significantly the rate of new revascularizations within the first year. 
An even higher growth in the number of PCIs performed was just a matter of time.
Yet this does not seem to be the case. The use of CABG decreased between 2003 and 2016. However, the curve is less 
steep compared to the drop of PCI as the main figure of this paper1 shows.
During this period, there was an increasing use of PCI for the management of patients with STEMI, NSTEMI, use of 
FFR, circulatory support, and chronic total coronary occlusions. However, the PCI was lees common for the manage-
ment of stable patients, those with bare-metal stents (BMS), and for management of multiple vessels.
CABG was more widely used for the management of myocardial infarction, one- or two-vessel lesions, use of arte-
rial ducts, and management of cardiogenic shock. Both revascularization strategies were associated with significant 
comorbidities.
The in-hospital mortality rate seen reduced significantly with CABG and increased significantly with PCI, which is 
hard to explain with the data reported by the manuscript; however, the higher 30-day mortality rate associated with 
the PCI was seen in patients with AMI and patients with unstable or stable angina.
This reduction in the use of myocardial revascularization procedures was expected given the results seen in the clinical 
management of coronary artery disease. However, no one doubts that this affected the PCI much more than it affec-
ted the CABG given the much more invasive nature of the latter.
We should also mention here that this observation was made at a time when the results from several randomized cli-
nical trials had not been published yet. Editorials are always the expression of one’s opinions and I firmly believe that 
these results were absolutely negative for the PCI whether compared to CABG or medical treatment: SYNTAX, 
BEST, NOBLE, EXCEL, ORBITA, and ISCHEMIA trials.2-8

That’s why in the years to come I think we can expect to see a reduction in the use of percutaneous coronary 
interventions.
I think time has come for all of us who love this profession—interventionists and the pharmaceutical industry basica-
lly—to rethink what we have been doing over the last 15 years with the PCI to come to this point. Time has come to 
rewrite history and think what legacy we’ll be leaving to the new medical students in the years to come. For the time 
being and until we find out what really happened over the last 15 years with the PCI and what is the safest and most 
efficient device (DES and/or BMS) for the PCI, we should not conduct any more comparative, randomized trials in 
our specialty between CABG and medical treatment.
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