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Basics for the LM
• The LM roughly supplies 2/3 of the myocardium
• 4.8% of patients undergoing coronary angiogram
• Male gender and Age are the only independent predictors of LMdisease
• Associated with 3-VD in approx 50% of the cases
• Isolated LMCA stenosis in 5% (more frequent in women)



LM assessment
• LM is particularly prone to intra andinterobserver variability
• Physiology but mostly Imaging (IVUS +, OCT +)are helpful for a better understanding– Cut off pre & post (?)
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General Remarks (1)
• PCI to LM can be demanding, particularly with respect to lesionpreparation and side branch re-wiring when the SB is diseased
• When the SB is relatively healthy, the overall complexityconsiderably decreases, regardless the specific segment of thecoronary tree
• So, the Side Branch matters!!!! Because the technique isCONSEQUENCE of the Side Branch (anatomy & disease burden)



General Remarks (2)
• The selection of the appropriate “gear”(catheter, wires, balloons, stents..) MUST bemainly based on routine
• Dedicated bifurcation devices? Not muchevidence or even failed…



General Remarks (3)
• Imaging (overall):

• IVUS (easy, reproducible, no contrast)
• OCT (sometimes technically demanding, contrastissue for repeated runs, highest quality)



ESCGuideLines



EXCEL: Study design
2905 pts with unprotected left main disease

SYNTAX Score ≤ 32Consensus agreement of elegibility and equipoise by heart team

Yes (n= 1905)
No (n= 1000)

Enrollment registryR

PCI (Xience EES)N= 948 CABGN= 957

Stratified by diabetes, SYNTAX Score and center

Follow-up: 1 month, 6 months, 1 year, annually through 5 yearsPrimary endpoint: death, MI or stroke measured at median 3-yr GU, min 2-yr FU



PRIMARY ENDPOINTAll-cause death, stroke or MI at median 3-yr FU
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EXCEL was not powered for these
outcomes
• Prone to type II error (false negatives)
Not adjusted for multiplicity
• Prone to type I error (false positives)
Not designed for hypothesis testing
• No p-values

Stone GW et al. NEJM 2019;381:1820-30

Meta-analysis!



Individual Patient Data Pooled Analysis fromEXCEL, NOBLE, SYNTAX, and PRECOMBAT (n=4,394)



PRIMARY ENDPOINT: All-cause Mortality



Bayesian Analysis of Mortality



CV and non-CV Mortality



Two Trials with 10-year Mortality Data



Mortality Analysis Subgroups



5-year CV Mortality and SYNTAX Score



Stroke



Procedural MI



Procedural and spontaneous MI



What about all other outcomes?
Recurrent angina

Chest pain
Musculoskeletal disorders

Infections/sepsis
Renal dysfunction

Atrialfibrillation/arrhytmias
Vascular complications

Majorbleeding/transfusions

Repeat revascularization
Other reoperations
Rehospitalizations

Cognitive decline
Depression

Time to recovery



What do patients really want?

Live longer Feel betterQol



LM PCI vs CABG controversies

IS QUALITY OF LIFEDIFFERENT?



SF-12 Physical Summary Scale

Baron SJ et al. JACC 2017;70:3113-22



Major adverse events within 30 days

Stone GW et al. N Engl J Med 2016 ;375:2223-35



The spectrum of Left Main coronary artery disease



Obvious choices VS Equipoise



Obvious choices VS Equipoise



Left Main PCI vs CABGTwo Very Different Procedures
PCI

EARLY ADVANTAGES
• Less invasive
• Fewer peri-procedural complications

(stroke, MI, Afib, bleeding, AKI, etc.
• Lower 30-day MACE
• More rapid recovery with better

early QoL and earlier angina relief

CABG
LATE ADVANTAGES

• More durable
• Fewer adverse events beyond 1 year

– particularly MI and repeat
revascularization procedures

PCI and CABG
No significant major differences in long-term survival, MACE (death, MI or stroke) or QoL



Revascularization of the Left Main CAD
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Why not a class I ?

Class Level



• 800 patients in approximately 30 sites (UK, Italy, Spain)• Randomized, controlled, multicenter, international, post-market strategy study in patients withindication for PCI of the Left Main coronary artery• Patients will be followed up to 2 years after the index procedure

PI: Luca Testa PI: Adrian Banning
Spain P.I. : Jose M de la Torre Hernandez
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