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INVASIVE CORONARY ANGIOGRAPHY

72-year-old male patient  

admitted for ACS, with 20% LVEF and 
acute heart failure at presentation 





 ultrasound-guided access
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CHIP-BCIS3: the trial that changed the conversation
Randomized UK trial: elective microaxial-flow-pump unloading vs standard care during planned complex PCI.

300 
patients randomized 

148 mAFP / 152 
standard care

22 mo 
median follow-up 

IQR 16–30
27% 

median LVEF
38 

median SYNTAX 
score

12 
median BCIS-JS

A VERY HIGH-RISK, BUT ATYPICAL, COHORT

Urgent indication for PCI 76%

Intended left main PCI 72%

Calcium modification 81%

Retrograde CTO 27%

Interpretation starts with 
phenotype: severe LV 

dysfunction + extensive CAD 
+ high urgent/ACS/HF burden.

Perera et al. CHIP-BCIS3, NEJM 2026; baseline characteristics and trial design.
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CHIP-BCIS3 primary endpoint: neutral — not even a signal of benefit
Hierarchical composite win ratio: death, disabling stroke, spontaneous MI, CV hospitalization, PPMI

Overall pairwise comparisons

36.6% 20.4% 43%

mAFP wins ties standard care wins

Win Ratio 0.85 
95% CI 0.63–1.15 

P=0.30

mAFP Std care

TTFE composite incl. PPMI 79.3% 73.6%

TTFE composite excl. PPMI 45.3% 45.4%

Excluding biomarker-
defined PPMI, curves 

were flat: HR 1.06 (95% 
CI 0.75–1.49).

Perera et al. CHIP-BCIS3, NEJM 2026; primary outcome and time-to-first-event sensitivity analyses.



Secondary outcomes and safety: where caution is required
mAFP Std care

Death from any cause 32.6% 23.4%

CV death 26.7% 14.5%

PPMI 61.7% 50%

Major bleeding 10.8% 7.3%

Minor vascular complications 15.5% 9.9%

Death components were 
not powered and CIs 
were not multiplicity-
adjusted — but the 

direction of effect cannot 
be ignored.

Revascularization 
completeness was not 

improved 
CRI 67% vs 67%; residual 

SYNTAX 14 vs 13

Baseline hs-troponin 
imbalance complicates 

PPMI interpretation 
5× vs 13× ULN

Perera et al. CHIP-BCIS3, NEJM 2026; Table 2, adverse events, procedural endpoints.





Why protected PCI still matters
High-risk PCI is not one risk: it is anatomy + myocardium + procedure + comorbidity

RISK DOMAINS

Anatomical risk 
LM / MV-CAD 

SYNTAX ↑ 
calcification / CTO

Hemodynamic risk 
LVEF ↓ 

LVEDP ↑ 
BP reserve ↓

Procedural risk 
long PCI 

atherectomy 
large ischemic territory

Clinical risk 
CKD / diabetes 

age / frailty 
CABG-ineligible

The clinical goal is not simply to “survive the PCI”, but to enable safe, complete-enough, 
ischemia-driven revascularization and recovery.

Source: user-provided protected PCI strategy deck; SCAI/ESC/ACC-AHA guideline synthesis.



What CHIP-BCIS3 should — and should not — tell us
WHAT THE TRIAL CLEARLY SAYS

Routine elective unloading for this broad, HF-enriched 
high-risk PCI phenotype did not improve major outcomes. 

Support did not translate into more complete 
revascularization. 

Signals toward higher mortality demand reflection.

WHAT IT DOES NOT CLOSE

It does not invalidate selective protected PCI in carefully 
chosen, CABG-ineligible, complex CAD patients. 

It does not answer the “right patient / right timing / right 
endpoint” question. 

It does not replace individualized Heart Team decision-
making and HF recovery planning.

The trial is best read as a warning against routine use — not as a ban on precision use.

Interpretation based on CHIP-BCIS3 NEJM paper and the uploaded Medscape commentary.











Protected PCI is a strategy — not a pump reflex

Heart Team 
selection 

ischaemia / viability 
CABG risk

Pre-PCI 
optimization 

GDMT / volume 
access planning

Elective 
support 

right patient 
right timing

Better PCI 
imaging / physiology 
stage when needed

Recovery 
plan 

HF team 
CICU if needed

Follow-up 
EF / symptoms 

GDMT, ICD/CRT

Message after CHIP-BCIS3: no routine “complete revascularization + pump” pathway. Use support to 
create a window for better decisions.

Contemporary CHIP strategy framework adapted from the uploaded presentation and guideline synthesis.



From BCIS3 to PROTECT IV: the balanced message
ONGOING EVIDENCE GAP

PROTECT IV: randomized Impella-supported PCI 
vs non-Impella PCI 

N≈1252; LVEF ≤40%; complex CAD; follow-up to 
36 months

PRACTICAL TAKE-HOME

CHIP-BCIS3: no routine protected PCI for all-comers with 
severe LV dysfunction. 
Impella remains a potentially useful tool in selected patients, 
especially when it changes feasibility and safety of PCI. 
The winning strategy is precision selection + elective support 
+ imaging/physiology-guided PCI + HF recovery.

Protected PCI after CHIP-BCIS3: less enthusiasm, more precision.

PROTECT IV design and strategy synthesis from the uploaded presentation; CHIP-BCIS3 NEJM 2026.



Patient selection after CHIP-BCIS3: find the “right-risk” patient
High risk ≠ right risk. The question is whether support changes the achievable PCI strategy and recovery 

trajectory.

CONSIDER PROTECTED PCI WHEN THERE IS CONVERGENCE OF

Severe LV dysfunction / low 
reserve

Large ischemic territory / LM-
MV CAD

Complex PCI requiring time and 
stability

CABG-ineligible or prohibitive 
surgical risk

Potential for meaningful 
symptom/EF recovery

Experienced center + bailout/
recovery capability

Avoid reflexive use when the main driver is decompensated HF biology without a clear 
revascularization-mediated benefit.

Selection framework derived from CHIP-BCIS3 phenotype, guideline recommendations, and the uploaded strategy deck.



Thanks for your attention!!




