
LV dysfunction can be due to noncontractile or hypocontractile
segments that are viable but are chronically ischemic (hibernating
myocardium). As a consequence of chronic reduction in myocardial
blood flow, these segments downregulate their contractile function.
They can be detected by using radionuclide scans of myocardial
perfusion and metabolism, PET, cardiac MRI, or delayed scanning
with thallium-201 or by improvement of regional functional
impairment provoked by low-dose dobutamine. In such patients,
revascularization improves myocardial blood flow, can return
function, and can improve survival.

The Choice Between PCI and CABG All the clinical characteristics
of each individual patient must be used to decide on the method of
revascularization (e.g., LV function, diabetes, lesion complexity). A
number of randomized clinical trials have compared PCI and CABG
in patients with multivessel CAD who were suitable technically for
both procedures. The redevelopment of angina requiring repeat
coronary angiography and repeat revascularization is higher with
PCI. This is a result of restenosis in the stented segment (a problem
largely solved with drug-eluting stents) and the development of new
stenoses in unstented portions of the coronary vasculature. It has
been argued that PCI with stenting focuses on culprit lesions,
whereas a bypass graft to the target vessel also provides a conduit
around future culprit lesions proximal to the anastomosis of the graft
to the native vessel (Fig. 273-5). By contrast, stroke rates are lower
with PCI.


