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ABSTRACT

Background: Coronary artery bypass graft surgery (CABG) has been the indicated approach for the treatment of left main coronary 
artery (LMCA), disease with percutaneous coronary intervention (PCI) as an alternative treatment in a highly selected group of 
patients. However, the non-inferiority criteria of PCI outcomes in terms of mortality and acute myocardial infarction (AMI) in the 
mid-term follow-up are currently subject of debate.
Objective: The aim of this study was to evaluate the clinical, functional and angiographic characteristics of patients undergoing 
CABG with and without LMCA disease, and the implications of morbidity and mortality encountered.
Methods: A total of 458 consecutive patients underwent CABG; 187 (40.82%) presented LMCA disease. This group had a higher 
risk profile compared with the group without LMCA disease: ArgenSCORE: 2.78 (1.55-5.9) vs. 2.78 (1.95-7); p=0.03, STS score: 0.85 
(0.55-1.8) vs. 0.77 (0.5-1.17); p=0.01 and EuroSCORE II: 2.2 (1.35-3.97) vs. 1.75 (1.08-2.9); p=0.04. 
Results: Despite the higher expected risk, there were no statistically significant differences in mortality (3.2% vs. 1.1%), AMI (2.6% 
vs. 1.1%) and stroke (1% vs. 0.3%) in the two groups. In the multivariate analysis, LMCA disease was not a predictor of morbidity 
and mortality (HR=2.1; 95% CI 0.70-6.23; p=0.18) and positively identified the preoperative ejection fraction (HR=0.96; 95% CI 
0.93-0.99; p=0.040) and non-programmed surgery (HR=3.44; 95% CI 1.60-7.41; p=0.002). 
Conclusions: In our experience, LMCA disease in patients undergoing CABG is not a predictor of death, AMI and/or stroke.
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RESUMEN

Introducción: La cirugía de revascularización miocárdica (CABG) ha sido el abordaje indicado para el tratamiento de la lesión del 
tronco de la coronaria izquierda (TCI), siendo la angioplastia coronaria (ATC) un tratamiento alternativo en un grupo muy seleccio-
nado de pacientes. Sin embargo, los criterios de no inferioridad de los resultados de la ATC en términos de mortalidad e infarto de 
miocardio (IAM) en el seguimiento a mediano plazo es tema de discusión actual. 
Objetivo: Evaluar las características clínicas, funcionales y angiográficas de los pacientes sometidos a CABG con y sin TCI, y las 
implicancias de morbimortalidad halladas.
Material y métodos: Se sometió a 458 pacientes consecutivos a CRM 187 (40.82%) presentaban TCI. El grupo con TCI tenía un 
perfil de riesgo mayor: ArgenSCORE: 2.78 (1.55-5.9) vs 2.78 (1.95-7) p=0.03, STS score: 0.85 (0.55-1.8) vs 0.77 (0.5-1.17) p=0.01 y 
EuroSCORE II: 2.2 (1.35-3.97) vs 1.75 (1.08-2.9) p=0.04 respecto al grupo sin TCI. 
Resultados: A pesar del mayor riesgo esperado no hubo diferencias estadísticamente significativas en mortalidad 3.2% vs 1.1%, IAM 
2.6% vs 1.1% y ACV 1% vs 0.3% en los dos grupos. En el análisis multivariado el TCI no fue predictor de morbi-mortalidad (HR = 
2.1; IC 95% 0.70-6.23; p = 0.18) e identificó positivamente a la fracción de eyección preoperatoria (HR = 0.96; IC 95%: 0.93-0.99; p 
= 0.040) y la cirugía no programada (HR = 3.44; IC 95%: 1.60-7.41; p = 0.002).  
Conclusiones: en nuestra experiencia los pacientes intervenidos con CRM el TCI no es predictor de muerte, IAM y/o ACV.
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INTRODUCTION
Patients with unprotected left main coronary artery 
(LMCA) disease have an increased risk of mortality 
due to the large amount of myocardium at risk and because 

it supplies more than 80% of the blood flow to the left ven-
tricle. In this context, 3-year mortality was close to 
50% when patients were medically treated with ni-
trites and beta-blockers, prior to the systematic use 
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of statins and aspirin. (1-3) Percutaneous coronary in-
tervention (PCI) has been positioned as an alternative 
treatment to CABG in a selected group of patients with 
favorable anatomy who have been included in several 
studies with the aim of evaluating hard points such as 
mortality, stroke, acute myocardial infarction (AMI) 
and need for new revascularization. (4-8) Neverthe-
less, non-inferiority criteria of PCI outcomes in terms 
of mortality and AMI during follow-up are currently 
topics of debate. In this sense, the clinical characteris-
tics and many of the pretreatment risk variables (PCI 
vs. CABG) in randomized studies are far from the cur-
rent reality of patients undergoing revascularization. 

The aim of this study was to evaluate the clinical, 
functional and angiographic characteristics of pa-
tients undergoing CABG with LMCA disease and the 
morbidity and mortality implications found compared 
with the rest of the population of patients with CABG 
without LMCA disease.

Inclusion criteria
All patients over 18 years of age, with preoperative 
LMCA disease presenting >50% obstruction and/or 
≥70% obstructive coronary lesion in the rest of the 
coronary arteries, who consecutively underwent iso-
lated CABG (single procedure) at Hospital Universi-
tario Austral (HUA) from January 1, 2011 to March 
31, 2020 were included in the study. Patients who 
received an additional procedure to CABG were ex-
cluded from the analysis.

METHODS
This was a retrospective cohort study of patients undergoing 
isolated CABG, with data collected from the electronic medi-
cal records of HUA and a database specially designed for this 
study (all variables studied are incorporated).

The endpoint of major adverse cardiovascular events 
(MACE) is defined as the composite of death, stroke and/or 
AMI within 30 days after CABG.

The following variable definitions were used: 
AMI: Development of new persistent Q waves detected 

by ECG of at least 0.04 msec in two or more consecutive 
leads and/or decrease in the R wave amplitude in precordial 
leads >25%, increased troponin levels >10 times its normal 
values and/or wall motion abnormalities in the echocardio-
gram consistent with the electrocardiogram.

Stroke: Focal and/or diffuse brain lesion confirmed by 
clinical findings and computed tomography with sequelae at 
patient discharge.

Renal failure: More than 50% increase in creatinine lev-
els with respect to baseline.

Mediastinitis: Clinical signs with positive cultures con-
firmed in the surgical mediastinal toilet.

Low cardiac output syndrome: Systolic blood pressure 
<90 mmHg, pale and cold skin, poor capillary filling, confu-
sion and oliguria, cardiac index <2.2 L/min/m2, pulmonary 
capillary pressure>18 mm Hg, requiring more than one ino-
tropic drug, intra-aortic balloon pump, or ventricular assist 
device.

Prolonged mechanical ventilation: Need of postoperative 
mechanical ventilation for a term equal to or greater than 
24 hours.

Preoperative surgical condition was divided into elective, 
urgency and emergency. Elective surgery can be conducted 
when the clinical condition of stability allows the procedure 
to be performed on a scheduled basis from the office. Ur-
gent surgery corresponds to an unstable clinical condition 
and surgery is performed 24 hours after its indication and 
emergency surgery is performed within 24 hours of its indi-
cation due to the severity and/or rescue of the hemodynamic 
cardiovascular condition.

Coronary beds: Assessment of coronary beds was per-
formed in all preoperative coronary angiography studies and 
was divided into three groups (9) defined as: "Good" when 
the obstruction is equal to or greater than 70% located in 
the proximal portion without distal obstruction and with a 
diameter ≥2 millimeters, "fair" when it presents the same 
characteristics as the previous group, but with a diameter 
between 1.5 to 2 millimeters, and “poor” when the coronary 
vessel presents significant proximal and distal lesions with a 
diameter <1.5 millimeters.

The following scores were used to validate the risk of 
preoperative morbidity and mortality: ArgenSCORE (10), 
STS score (11) and EuroSCORE II (12).

Ethical considerations
The registry was approved by the independent institutional 
Review and Ethical Board, waiving the request for informed 
consent as no sensitive data or clinical follow-up was re-
quired (according to Personal Data Protection Law 25,326).

Statistical analysis
Qualitative variables were described as percentages. Quanti-
tative variables were expressed as mean and standard devia-
tion or median and interquartile range, according to their 
normal or non-normal distribution. Student’s t test, the chi 
square test, or the Wilcoxon or Mann Whitney tests were 
used as hypothesis tests. Multivariate analyses were per-
formed with linear regression or logistic regression accord-
ing to the characteristic of the dependent variable (quanti-
tative or qualitative) and fulfilling tests’ assumptions. The 
selection of variables for the univariate analysis was based 
on a p value.

RESULTS
Among a total of 458 consecutive patients who un-
derwent isolated CABG between January 2011 and 
March 2020, 187 patients (40.82%) had LMCA dis-
ease (Group 1) and 271 patients (59.18%) did not 
present with the disease (Group 2). Baseline preop-
erative characteristics (Table 1) showed that group 1 
presented with higher chronic obstructive pulmonary 
disease (10.1% vs. 5.1%; p=0.04), emergency surgery 
(13.5% vs. 3.7%; p=0.001) and use of preoperative 
intra-aortic balloon pump. (6.4% vs. 0.3%; p=0.001), 
while group 2 presented a greater tendency to suffer 
hypertension (HTN) (91% vs. 85%; p=0.02). 

Preoperative coronary angiography data revealed 
that all (100%) group 1 patients had LMCA lesion and 
none in group 2. Regarding the rest of the coronary 
lesions, group 2 had a higher incidence of severe ob-
struction in the anterior descending artery (97% vs. 
94%; p=0.041) as well as in the right coronary artery 
(78% vs. 63%; p=0.01) compared with group 1. No dif-
ferences were observed in the characteristics of the 
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p valueGlobal 
(n:458)

Variable Group I 
(n:187)

Group II 
(n:271)

Table 1. Preoperative vari-
ables and characteristics of 
operative risk according to 
ArgenSCORE, STS score and 
EuroSCORE II

Age, years

Male gender, n (%)

HTN, n (%)

Family history, n (%)

Current smoker, n (%)

Ex-smoker, n (%)

Diabetes, n (%)

    Type I

    Type II

DLP, n (%)

PVD, n (%)

BMI, SD

COPD III-IV, n (%)

Creatinine (mg/dl)

Creatinine Clearence ml/min

Hematocrit %

Platelets ×103/mcL

Previous PCI, n (%)

    <1 month

    1 month – 1 year

    >1 year

Previous CABG, n (%)

Previous AMI, n (%)

Mean LVEF %

    > 50, n (%)

    30 – 50, n (%)

    20 – 30, n (%)

    <20, n (%)

Affected coronary artery

    LMCA, n (%)

    LAD, n (%)

    CX, n (%)

    RCA, n (%)

Coronary beds

    Good, n (%)

    Fair, n (%)

    Poor, n (%)

Priority 

 Elective, n (%)

 Urgency, n (%)

 Emergency, n (%)

PIABP, n (%)

Shock, n (%)

Risk scores

    ArgenSCORE *

    STS score *

    EuroSCORE II* 

64 ± 10

171 (91)

160 (85)

28 (15)

53 (28)

70 (37)

70 (37.43)

30 (16)

40 (21)

161 (80)

31 (26)

28 ± 3.9

19 (10.1)

0.98 [0.8-1.1]

82.2 [45-110]

41 [38-45]

203 [170-238]

47 (25.13)

15 (8)

24 (13)

38 (20)

3 (1.6)

63 (34)

58 [43-62]

117 (62.5)

42 (22.4)

23 (12.3)

5 (2.7)

187 (100)

176 (94)

161 (86)

119 (63)

145 (77.5)

28 (15)

14 (7.5)

80 (42.7)

82 (43.8)

25 (13.5)

12 (6.4)

10 (5.3)

2.79 [1.55-5.9]

0.85 [0.55-1.8]

2.2 [1.35-3.97]

63 ± 8

233 (88)

250 (91)

35 (12)

58 (21)

112 (41)

127 (46.86)

53 (20)

74 (27)

239 (88)

28 (10)

28.7 ± 4

14 (5.1)

1 [0.8-1.1]

88.9 [69-104]

41 [37-44]

214 [175-270]

75 (27.67)

36 (13)

32 (12)

46 (17)

2 (0.7)

114 (42)

55 [42-60]

158 (58.3)

84 (30.9)

25 (9.2)

4 (1.5)

0

265 (97)

222 (82)

212 (78)

191 (70.5)

54 (19.9)

26 (9.6)

153 (56)

108 (40)

10 (3.7)

1 (0.3)

6 (2.2)

2.79 [1.9-5.7]

0.77 [0.5-1.17]

1.75 [1.08-2.9]

ns

ns

0.02

ns

ns

ns

ns

ns

ns

ns

ns

ns

0.04

ns

ns

ns

ns

ns

ns

ns

ns

ns

ns

ns

ns

ns

0.04

ns

0.041

ns

0.01

ns

ns

ns

ns

ns

0.001

0.001

0.07

0.03

0.01

0.04

64 ± 9

404 (88.2)

410 (89.51)

63 (13.75)

111 (24.23)

182 (39.73)

197 (43.01)

83 (18.12)

114 (24.89)

400 (87.33)

59 (12.88)

28.83 ± 4.31

33 (7.20)

0.98 [0.8-1.1]

86.2 [62-106]

41 [38-44]

209 [173-248]

122 (26.63)

51 (11.13)

56 (12.22)

84 (18.34)

5 (1.09)

177 (38.64)

56 [42-60]

275 (60.04)

126 (27.51)

48 (10.48)

9 (1.96)

187 (40.82)

432 (94.32)

383 (83.62)

331 (72.27)

336 (73.36)

82 (17.90)

40 (8.73)

233 (50.87)

190 (41.48)

35 (7.64)

13 (2.83)

18 (3.93)

2.79 [1.86-5.9]

0.8 [0.51-1.37]

1.93 [1.17-3.37]

* Expressed as median and interquartile range.
HTN: Hypertension, DLP: Dyslipidemia, PVD: Peripheral vascular disease, COPD: Chronic obstructive pulmo-
nary disease, BMI: Body mass index, PCI: Percutaneous coronary intervention, CABG: Coronary artery bypass 
graft surgery, AMI: Acute myocardial infarction, LVEF: Left ventricular ejection fraction, PIABP: Preoperative 
intra-aortic balloon pump.
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risk assessment of the treated population. In this 
sense, the predictive value of two international scores 
(STS score and EuroSCORE II) and one developed in 
Argentina (ArgenSCORE) were compared using the 
ROC curve. No significant differences in the predictive 
capacity of composite events were found with an area 
under the curve and 95 % CI of 0.71 [0.59-0.83], 0.77 
[0.67-0.88] and 0.74 [0.60-0.89], respectively (Table 5).

DISCUSSION
Morbidity and mortality rates are frequently used as 
quality markers of hospital care; however, they are an 
isolated data if the risk profile of patients is not con-
sidered. Currently, patients present with an increas-
ingly important and advanced associated comorbid-
ity, and even so, perioperative mortality rates in our 
institution remain <2% globally, a figure comparable 
to international reference surgical centers such as the 
database of the STS (13). In the ESMUCICA study, 
the prevalence of 3-vessel disease was 50.8% and that 
of LMCA lesion 19%, lower than in our population 
(65.28% and 40.8%, respectively). In our study, risk 
factors showed a higher incidence of HTN (89.51% 
vs. 57.3%), diabetes (43.01% vs. 21.8%), dyslipidemia 
(87.33% vs. 64%), previous PCI (26.6% vs. 9.3%) and 
peripheral vascular disease (PVD) (12.88% vs. 4.3%) 
with respect to the ESMUCICA population of the 
90s (14). These data reveal the change in preopera-
tive characteristics which have a direct proportional 
impact in morbidity and mortality. The mortality reg-
istered in ESMUCICA was 5.1%. Subsequently, CON-
AREC XVI, the last national registry to date on CABG 
mortality, which included 49 centers in Argentina 
with residency or fellowship in cardiology evaluating 
1,465 consecutive patients with CABG, was published 
(15). The reported mortality was 4.36% (EuroSCORE 
II 2.62–3.51%) and on-pump CABG was a predictor of 
mortality (OR: 1.58, 95% CI 1.19-2.1, p=0.053). 

Our population underwent off-pump surgery in 
87.99% of patients. This was the preferred modality, 
as well as the use of multiple arterial conduits. Possi-
bly off-pump CABG could protect from early mortality 

Table 2. Intraoperative find-
ings and variables

coronary beds.
Group 1 patients had higher risk of surgical mor-

bidity and mortality than group 2, as analyzed by vali-
dated risk scores (expressed as median and interquar-
tile range), such as the ArgenSCORE: 2.79 (1.55-5.9) 
vs. 2.79 (1.95-7); p=0.03, the STS score: 0.85 (0.55-
1.8) vs. 0.77 (0.5-1.17); p=0.01 and the EuroSCORE 
II: 2.2 (1.35-3.97) vs. 1.75 (1.08-2.9); p=0.04 (Table 1).

In the global population, most patients underwent 
off-pump CABG (87.99%) and exclusively with mul-
tiple arterial grafts in 82.53% of patients, using the 
left mammary artery in 98.25%, the right mammary 
artery in 52.83%, and the radial artery in 31.22 % of 
cases, representing a median of 3 coronary bypasses 
per patient. In patients who required cardiopulmo-
nary bypass, median time was 75 minutes and median 
aortic cross-clamp time was 75 minutes. These char-
acteristics of the surgical procedure are detailed in Ta-
ble 2 without differences in the two groups analyzed.

There were no statistically significant differences 
between the two groups when analyzing mortality 
(3.2% vs. 1.1%), AMI (2.6% vs. 1.1%) and stroke (1% 
vs. 0.3%) (p=ns); however, in the univariate analy-
sis, group 1 patients had a higher incidence of MACE 
(3.93% vs. 2.2%, p=0.022). There were no differences 
in the rest of the morbidity variables studied (Table 3) 
with a longer hospital stay, expressed as median with 
its corresponding interquartile range, for patients 
in group 1 of 6 days (5-8) vs. 6 days (5-7) in group 2 
(p=0.004).

A univariate and multivariate regression model 
was carried out in order to evaluate the effect of LMCA 
disease in the occurrence of MACE. Given the limited 
number of events, variables of biological implication 
were incorporated into the model as shown in Table 4. 
Although, in the univariate analysis the relationship 
between the presence of LMCA disease with the oc-
currence of the composite events became statistically 
significant, the significance was lost after adjustment 
with acceptable calibration (Hosmer-Lemechow good-
ness of fit test 0.34).

Comparison of CABG results requires a complete 

Venous graft / patient

Arterial graft / patient

Total grafts / patient

Pure arterial CABG, n (%)

Left mammary artery, n (%)

Right mammary artery, n (%)

Radial artery, n (%)

CPB minutes, median*

ACC minutes, median*

Off-pump, n (%)

0.26

2.81

3.07

153 (81.8)

183 (97.86)

108 (57.75)

59 (31.55)

80 [70-100]

59 (49-70]

164 (87.7)]

0.26

2.76

3.01

225 (83.0)

267 (98.52)

134 (49.44)

86 (31.73)

70 [58-90]

60 [50-70]

239 (88.1)

0.26

2.78

3.04

378 (82.53)

450 (98.25)

242 (52.83)

143 (31.22)

75 [60-90]

60 [49-70]

403 (87.99)

ns

ns

ns

ns

ns

ns

ns

ns

ns

ns

Group I 
(n:187)

Group II 
(n:271)

Global
(n:458)

p value

* Expressed as median and interquartile range.
CPB: Cardiopulmonary bypass, ACC: Aortic cross-clamp.
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in our results; however, international publications are 
not conclusive in this regard, depending on many pre-
operative variables and the experience of each group. 
The conclusions of the meta-analysis carried out by 
Giovani et al. (16) in rigorously adjusted observation-
al studies (with more than 1,100,000 patients) and 
combined analysis indicated that off-pump CABG of-
fers lower short-term mortality, but poorer long-term 
survival. These results suggest that, in real-world 
applicability, there is greater operational safety with 
off-pump CABG; and this initial benefit would be lost 
over the years with respect to on-pump CABG (17-18).

An important point to highlight is that our CABG 
technique includes the preferential use of arterial 
conduits over venous grafts. Lytle et al. demonstrated 
in 1999 greater survival when using two mammary 
arteries over one in patients undergoing CABG (19). 
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Table 5. Risk assessment according to ArgenSCORE, STS score 
and EuroSCORE II.

EuroSCORE II

ArgenSCORE

STS score

0.67-0.87

0.59-0.88

0.59-0.83

0.0519

0.0732

0.0609

0.7732

0.7428

0.7112

95% CISDArea under the 
ROC curve

Table 3. Analysis of postoper-
ative variables and morbidity 
and mortality

Table 4. Univariate and multi-
variate analysis of preopera-
tive risk variables

AMI, n (%)

Stroke, n (%)

Death, n (%)

MACE, n (%)

MV, n (%)

Atrial fibrillation, n (%)

Surgical bleeding, n (%)

Mediastinitis, n (%)

Kidney failure, n (%)

Dialysis, n (%)

Low cardiac output, n (%)

Median stay, days (IQR)

Age 

Gender 

Positive LMCA   

Preop. LVEF.

Priority 

Elective

Urgency

Emergency

5 (2.6)

2 (1)

6 (3.2)

12 (6.4)

7 (3.74)

27 (14.4)

3 (1.6)

3 (1.6)

14 (7.48)

2 (1.06)

15 (8.02)

6 (5-8)

3 (1.1)

1 (0.3)

3 (1.1)

6 (2.2)

6 (2.21)

43 (15.8)

2 (0.7)

8 (2.9)

18 (6.64)

4 (1.47)

19 (7.01)

6 (5-7)

8 (1.74)

3 (0.65)

9 (1.96)

18 (3.93)

13 (2.83)

70 (15.28)

5 (1.09)

11 (2.4)

32 (6.98)

6 (1.31)

34 (7.42)

6 (5.1-6.8) 

1.01

0.54

2.76

0.95

Reference

2.9

19.1

1.00

0.47

2.10

0.96

2.68

11.2

0.96-1.07

0.15-1.96

1.01-7.6

0.92-0.98

0.7- 11.4

4.6-78.3

0.95 – 1.06

0.11 – 1.93

0.70 – 6.23

0.93 – 0.99

0.68-10.6

2.55-49-7

0.54

0.35

0.049

0.006

0.123

<0.001

0.37

0.28

0.18

0.04

0.15

0.001

ns

ns

ns

0.022

ns

ns

ns

ns

ns

ns

ns

0.004

Group I 
(n:187)

Group II 
(n:271)

Global
(n:458)

Univariate analysis Multivariate analysis 
OR ORIC 95% IC 95%p p

p value
GI vs. GII

AMI: Acute myocardial infarction, MACE: Major adverse cardiovascular events: composite of AMI, stroke and 
death, MV: mechanical ventilation.

LMCA: Left main coronary artery, Preop. LVEF: Preoperative left ventricular ejection fraction.

EVENTS

Variable

In our population, 2.78 arterial bypass grafts were 
performed per patient and only 0.26 venous grafts per 
patient, totaling 3.04 grafts per patient. Gaudino et al. 
carried out a meta-analysis including a total of 10,287 
matched and unmatched patients according to the use 
of 1, 2 or 3 arterial grafts for CABG (20). The authors 
concluded that the implementation of more arterial 
conduits does not increase the perioperative risk and, 
furthermore, the use of three arterial conduits is sta-
tistically associated with lower long-term mortality 
(HR 0.8; 95% CI 0.75–0.87; p <0.001). A similar find-
ing was reported for the non-matched population (HR 
0.57; 95% CI 0.33–0.98; p=0.04).

The results of current randomized studies evaluat-
ing morbidity and mortality between CABG and PCI 
have several limitations. For example, in the Syntax 
study (21) 4,337 patients were enrolled and only 1,800 
patients were randomized (41.5%); therefore, the con-
clusions of the study are limited to that selection of 
patients with their preoperative characteristics, leav-
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to-treat bias given that the definition and decision-
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tion is not free from certain conditions inherent to the 



ARGENTINE JOURNAL OF CARDIOLOGY / VOL 88 Nº 6 / DECEMBER 2020494

1. Braunwald E. Treatment of Left Main Coronary Artery Disease. N 
Engl J Med 2016;375:2284-5. http://doi.org/10.1056/NEJMe1612570
2. Conley MJ, Ely RL, Kisslo J, Lee KL, McNeer JF, Rosati RA. The 
prognostic spectrum of left main stenosis. Circulation 1978;57:947-
52. http://doi.org/10.1161/01.cir.57.5.947 
3. El-Menyar AA, Al Suwaidi J, Holmes DR Jr. Left main coronary 
artery stenosis: state-of-the-art. Curr Probl Cardiol 2007;32:103-93. 
http://doi.org/10.1016/j.cpcardiol.2006.12.002 
4. Hlatky MA, Boothroyd DB, Bravata DM, Boersma E, Booth J, 
Brooks MM, et al. Coronary artery bypass surgery compared with 
percutaneous coronary interventions for multivessel disease: a col-
laborative analysis of individual patient data from ten randomised 
trials. Lancet. 2009;373:1190-7. http://doi.org/10.1016/S0140-
6736(09)60552-3
5. Daemen J, Boersma E, Flather M, Booth J, Stables R, Rodriguez 
A, et al. Long-term safety and efficacy of percutaneous coronary 
intervention with stenting and coronary artery bypass surgery for 
multivessel coronary artery disease: a meta-analysis with 5-year 
patient-level data from the ARTS, ERACI-II, MASS-II, and SoS tri-
als. Circulation 2008;118:1146-54. http://doi.org/10.1161/CIRCULA-
TIONAHA.107.752147
6. Serruys PW, Unger F, Sousa JE, Jatene A, Bonnier HJ, Schönberg-
er JP, Comparison of coronary-artery bypass surgery and stenting for 
the treatment of multivessel disease. N Engl J Med. 2001;344:1117-
24. http://doi.org/10.1056/NEJM200104123441502
7. Hueb W, Soares PR., Gersh BJ, César LA, Luz PL, Puig LB, et al. 
The medicine, angioplasty, or surgery study (MASS-II): a random-
ized, controlled clinical trial of three therapeutic strategies for mul-
tivessel coronary artery disease: one-year results. J Am Coll Cardiol 
2004;43:1743-51. http://doi.org/10.1016/j.jacc.2003.08.065
8. SoS Investigators. Coronary artery bypass surgery versus percu-
taneous coronary intervention with stent implantation in patients 
with multivessel coronary artery disease (the Stent or Surgery trial): 
a randomised controlled trial. Lancet 2002;360:965-70. http://doi.
org/10.1016/S0140-6736(02)11078-6 
9. Kleikamp G, Maleszka A, Reiss N, Stüttgen B,  Körfer R. Deter-
minants of mid- and long-term results in patients after surgical 
revascularization for ischemic cardiomyopathy. Ann Thorac Surg 
2003;75:1406-13. http://doi.org/10.1016/s0003-4975(02)04828-2
10. Carosella VC, Navia JL, Al-Ruzzeh S, Grancelli H, Rodriguez W, 
Cardenas C, et al. The first Latin-American risk stratification system 
for cardiac surgery: can be used as a graphic pocket-card score. In-
teract Cardiovasc Thorac Surg 2009;9:203-8. http://doi.org/10.1510/
icvts.2008.199083 
11. Shahian DM, O'Brien SM, Filardo G, Ferraris VA, Haan CK, Rich 
JB, et al. The Society of Thoracic Surgeons 2008 cardiac surgery 
risk models: part 1--coronary artery bypass grafting surgery. Ann 
Thorac Surg 2009;88(Suppl.1):S2-S22. http://doi.org/0.1016/j.atho-

REFERENCES

time of diagnosis: professionals (heart team) who ana-
lyze the coronary angiography and the patient’s clini-
cal risk characteristics, and their abilities to solve the 
patient's problems with the safety standards of excel-
lence of each institution. (22-24) There has been a fast 
growth of studies comparing PCI and CABG in LMCA 
disease over the past decade, following the favorable 
results of randomized trials (25-28) and observational 
registry studies (29-33). Current guidelines recom-
mend PCI in patients with LMCA and/or other coro-
nary vessel disease in the absence of complex or dif-
fuse coronary lesions (34). The guidelines are mainly 
based on the pre-specified and potentiated subgroup 
of 705 patients with LMCA disease of the SYNTAX 
study (35), the studies of LE MANS with 100 patients 
(36), PRECOMBAT with 600 patients (37), NOBLE 
with 1,201 patients (38) and that of Boudriot et al. 
with 201 patients (27), to name the main references. 
In randomized trials, the non-inferiority margin was 
wide, due to the relatively small sample size, and 
therefore trials were not conducted to definitively de-
termine the best treatment for LMCA disease. Also, 
the criteria for defining infarction during follow-up 
and mid-term evolution of mortality are two other 
critical aspects that require further investigation to 
equate the results of PCI with those already known 
from an expert surgical team.

The current socioeconomic reality and the avail-
ability of resources in developing countries also pro-
vide another overlooked challenge in decision-making 
that has a great impact on the implementation of 
health policies. In an era of exponentially growing 
health care costs, with a need to reduce expenditures, 
the cost effectiveness of PCI and CABG should also 
be evaluated (39). In addition to mortality, other out-
comes that affect morbidity and quality of life, such as 
AMI, stroke and new revascularization, are important 
for the patient and must be considered by the profes-
sionals who decide (Heart Team) when choosing the 
best revascularization option for each case. (40)

The statistical analysis of preoperative variables 
allowed us to show that in our population the clinical 
determinants related to the presence of MACE are the 
preoperative ventricular function and general clinical 
condition of the cardiovascular disorder defined by the 
PRIORITY variable, emergency being the most signifi-
cant condition for the defined endpoint. Given the dis-
crepancy between observed events and those estimated 
by risk scores, a predictive model was performed for 
each score, evaluating its capacity to predict results in 
our sample. All showed good estimation and adequacy 
with no statistically significant differences.

As a limitation of the study, it could be said that 
the inclusion and exclusion criteria selection left many 
patients out of the analysis because it was thought 
that CABG or PCI was the preferred revasculariza-
tion strategy based on age, risk profile given pretreat-
ment baseline characteristics and individual coronary 
complexity.

CONCLUSIONS
There is a high incidence of LMCA disease in patients 
undergoing CABG in our population, with preopera-
tive characteristics of greater surgical risk than in 
the studies published to date. Despite the prediction 
of cardiovascular events according to the scores used, 
morbidity and mortality was significantly lower in our 
population.

Acknowledgements
Eloisa Yanina Zacarias and Jesús María Antonio Ber-
gottini have contributed to data collection and data-
base analysis.

Conflicts of interest
None declared. 

(See authors’ conflicts of interest forms on the website/
Supplementary material)



495EFFECT OF LEFT MAIN CORONARY ARTERY ON CABG / Guillermo N. Vaccarino et al.

racsur.2009.05.053. 
12. Nashef SA, Roques F, Sharples LD, Nilsson J, Smith C, Goldstone 
AR, et al. EuroSCORE II. Eur J Cardiothorac Surg 2012;41:734-45. 
http://doi.org/10.1093/ejcts/ezs043 
13. D'Agostino RS, Jacobs JP, Badhwar V, Fernandez FG, Paone G, 
Wormuth DW, et al. The Society of Thoracic Surgeons Adult Car-
diac Surgery Database: 2019 Update on Outcomes and Quality. 
Ann Thorac Surg. 2019;107:24-32. http://doi.org/10.1016/j.athorac-
sur.2018.10.004
14. Investigadores ESMUCICA Estudio multicéntrico de cirugía 
cardíaca. Pacientes coronarios. Rev Argent Cardiol 1999;67:605-16. 
15. Lowenstein Haber DG, Guardiani FM, Pieroni P, Pfister I, 
Carrizo C, Villegas DV, et al. Realidad de la cirugía cardíaca en la 
República Argentina. Registro CONAREC XVI. Rev Argent Cardiol 
2010;78:228-37.
16. Filardo G, Hamman BL, da Graca B, Sass DM., Machala NJ, 
Ismail S, et al. Efficacy and effectiveness of on- versus off-pump 
coronary artery bypass grafting: A meta-analysis of mortality and 
survival. J Thorac Cardiovasc Surg 2018;155:172-9.e5. http://doi.
org/10.1016/j.jtcvs.2017.08. 
17. Gaudino M, Benedetto U, Bakaeen F, Rahouma M, Tam DY, 
Abouarab A, et al. Off- Versus On-Pump Coronary Surgery and 
the Effect of Follow-Up Length and Surgeons' Experience: A Meta-
Analysis. J Am Heart Assoc 2018;7:e010034. http://doi.org/10.1161/
JAHA.118.010034
18. Chikwe J, Lee T, Itagaki S, Adams DH, Egorova NN. Long-Term 
Outcomes After Off-Pump Versus On-Pump Coronary Artery Bypass 
Grafting by Experienced Surgeons. J Am Coll Cardiol 2018;72:1478-
86. http://doi.org/10.1016/j.jacc.2018.07.029
19. Lytle BW, Blackstone EH, Loop FD, Houghtaling PL, Arnold 
JH, Akhrass R, et al. Two internal thoracic artery grafts are bet-
ter than one. J Thorac Cardiovasc Surg. 1999;117:855-72. http://doi.
org/10.1016/S0022-5223(99)70365-X
20. Gaudino M, Puskas JD, Di Franc A, Ohmes LB, Iannaccone M, 
Barbero U, et al. Three Arterial Grafts Improve Late Survival: A Meta-
Analysis of Propensity-Matched Studies. Circulation 2017;135:1036-
44. http://doi.org/10.1161/CIRCULATIONAHA.116.025453
21. Serruys PW, Morice MC, Kappetein AP, Colombo A, Holmes DR, 
Mack MJ, et al. Percutaneous coronary intervention versus coro-
nary-artery bypass grafting for severe coronary artery disease [pub-
lished correction appears in N Engl J Med 2013;368:584]. N Engl J 
Med 2009;360:961-72. http://doi.org/10.1056/NEJMoa0804626. 
22. Head SJ, Kaul S, Mack MJ, Serruys PW, Taggart DP, Holmes 
DR, et al. The rationale for Heart Team decision-making for pa-
tients with stable, complex coronary artery disease. Eur Heart J 
2013;34:2510-8. http://doi.org/10.1093/eurheartj/eht059
23. Higgins JP, Altman DG, Gøtzsche PC, Jüni P, Moher D, Oxman 
AD, et al. The Cochrane Collaboration's tool for assessing risk of bias 
in randomised trials. BMJ 2011;343:d5928. http://doi.org/10.1136/
bmj.d5928
24. Head SJ, Milojevic M, Daemen J, Ahn JM, Boersma E, Christian-
sen EH, et al. Mortality after coronary artery bypass grafting ver-
sus percutaneous coronary intervention with stenting for coronary 
artery disease: a pooled analysis of individual patient data. Lancet. 
2018;391:939-48. http://doi.org/10.1016/S0140-6736(18)30423-9
25. Buszman PE, Kiesz SR, Bochenek A, Peszek-Przybyla E, Szk-
robka I, Debinski M, et al. Acute and late outcomes of unprotect-
ed left main stenting in comparison with surgical revasculariza-
tion. J Am Coll Cardiol 2008;51:538-45. http://doi.org/10.1016/j.
jacc.2007.09.054
26. Ahn, J. M., Roh, J. H., Kim, Y. H., Park, D. W., Yun, S. C., Lee, et 
al. Randomized Trial of Stents Versus Bypass Surgery for Left Main 
Coronary Artery Disease: 5-Year Outcomes of the PRECOMBAT 
Study. J Am Coll Cardiol 2015;65:2198-206. http://doi.org/10.1016/j.
jacc.2015.03. 
27. Boudriot E, Thiele H, Walther T, Liebetrau C, Boeckstegers P, 
Pohl T, et al. Randomized comparison of percutaneous coronary 
intervention with sirolimus-eluting stents versus coronary artery 
bypass grafting in unprotected left main stem stenosis. J Am Coll 
Cardiol 2011;57:538-45. http://doi.org/10.1016/j.jacc.2010.09.038
28. Mohr, F. W., Morice, M. C., Kappetein, A. P., Feldman, T. E., 
Ståhle, E., Colombo, A., et al. Coronary artery bypass graft surgery 

versus percutaneous coronary intervention in patients with three-
vessel disease and left main coronary disease: 5-year follow-up of the 
randomised, clinical SYNTAX trial. Lancet 2013;38:629-38. http://
doi.org/10.1016/S0140-6736(13)60141-5
29. Chieffo A, Stankovic G, Bonizzoni E, Tsagalou E, Iakovou I, Mon-
torfano M ,et al. Early and mid-term results of drug-eluting stent 
implantation in unprotected left main. Circulation. 2005;111:791-5. 
http://doi.org/10.1161/01.CIR.0000155256.88940.F8
30. Park SJ, Kim YH, Lee BK, Lee SW, Lee CW, Hong MK, et al. 
Sirolimus-eluting stent implantation for unprotected left main coro-
nary artery stenosis: comparison with bare metal stent implanta-
tion. J Am Coll Cardiol 2005;45:351-6. http://doi.org/10.1016/j.
jacc.2004.10.039
31. Shiomi H, Morimoto T, Furukawa Y, Nakagawa Y, Sakata R, Oka-
bayashi H, et al. Comparison of Percutaneous Coronary Intervention 
With Coronary Artery Bypass Grafting in Unprotected Left Main 
Coronary Artery Disease - 5-Year Outcome From CREDO-Kyoto 
PCI/CABG Registry Cohort-2 - .Circ J 2015;79:1282-9. http://doi.
org/10.1253/circj.CJ-15-0034
32. Valgimigli M, van Mieghem CA, Ong AT, Aoki J, Granillo GA, Mc-
Fadden, EP, et al. Short- and long-term clinical outcome after drug-
eluting stent implantation for the percutaneous treatment of left 
main coronary artery disease: insights from the Rapamycin-Eluting 
and Taxus Stent Evaluated at Rotterdam Cardiology Hospital reg-
istries (RESEARCH and T-SEARCH). Circulation 2005;111:1383-9- 
http://doi.org/10.1161/01.CIR.0000158486.20865.8B
33. Nerlekar N, Ha, FJ, Verma KP, Bennett MR, Cameron JD, Mer-
edith IT, et al. Percutaneous Coronary Intervention Using Drug-
Eluting Stents Versus Coronary Artery Bypass Grafting for Un-
protected Left Main Coronary Artery Stenosis: A Meta-Analysis of 
Randomized Trials. Circ Cardiovasc Interv 2016;9:e004729. http://
doi.org/10.1161/CIRCINTERVENTIONS.116.004729 
34. Sousa-Uva M, Neumann FJ, Ahlsson A, Alfonso F, Banning A, 
Benedetto, U, et al. 2018 ESC/EACTS Guidelines on myocardial re-
vascularization. Eur J Cardiothorac Surg 2019;55:4-90. http://doi.
org/10.1093/ejcts/ezy289
35. Morice MC, Serruys PW, Kappetein AP, Feldman TE, Ståhle 
E, Colombo A, et al. Five-year outcomes in patients with left main 
disease treated with either percutaneous coronary intervention or 
coronary artery bypass grafting in the synergy between percuta-
neous coronary intervention with taxus and cardiac surgery trial. 
Circulation 2014;129:2388-94. http://doi.org/10.1161/CIRCULA-
TIONAHA.113.006689
36. Buszman PE, Buszman PP, Kiesz RS, Bochenek A, Trela B, 
Konkolewska, M, et al. Early and long-term results of unprotected 
left main coronary artery stenting: the LE MANS (Left Main Coro-
nary Artery Stenting) registry. J Am Coll Cardiol 2009;54:1500-11. 
http://doi.org/10.1016/j.jacc.2009.07.007 
37. Park DW, Ahn JM, Park H, Yun SC, Kang DY, Lee PH, et al. Ten-
Year Outcomes After Drug-Eluting Stents Versus Coronary Artery 
Bypass Grafting for Left Main Coronary Disease: Extended Follow-
Up of the PRECOMBAT Trial. Circulation 2020;141:1437-46. http://
doi.org/10.1161/CIRCULATIONAHA.120.046039
38. Mäkikallio T, Holm NR, Lindsay M, Spence MS, Erglis A, Menown 
IB,  et al. Percutaneous coronary angioplasty versus coronary artery 
bypass grafting in treatment of unprotected left main stenosis (NO-
BLE): a prospective, randomised, open-label, non-inferiority trial. Lan-
cet. 2016;388:2743-52. http://doi.org/10.1016/S0140-6736(16)32052-9
39. Cohen DJ, Osnabrugge RL, Magnuson EA, Wang K, Li H, Chin-
nakondepalli K, et al. Cost-effectiveness of percutaneous coronary 
intervention with drug-eluting stents versus bypass surgery for 
patients with 3-vessel or left main coronary artery disease: final 
results from the Synergy Between Percutaneous Coronary In-
tervention With TAXUS and Cardiac Surgery (SYNTAX) trial. 
Circulation 2014;130:1146-57. http://doi.org/10.1161/CIRCULA-
TIONAHA.114.009985 
40. Ben-Yehuda O, Chen S, Redfors B, McAndrew T, Crowley A, Kos-
midou I, et al. Impact of large periprocedural myocardial infarction 
on mortality after percutaneous coronary intervention and coronary 
artery bypass grafting for left main disease: an analysis from the 
EXCEL trial. Eur Heart J 2019;40:1930-41. http://doi.org/10.1093/
eurheartj/ehz113


	Botón 219: 


