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Why The Late Benefit of CABG is Evident Over Time   

(i) Are RCT patients typical of routine practice (ie CAD severity) ?  
No: usually highly selected with less severe coronary artery disease 

        THREE KEY ISSUES TO CONSIDER FOR All DATA  

(iii) Use of Guideline Directed Medical Therapy (GDMT) ? 
Always substantially inferior in CABG vs PCI patients  

(ii) Duration of follow-up ? 
Must be a minimum of 5 years (ideally 10 years as in the ART) 



✔️11 RCT (2001-
2018) 
✔️ 11,518 patients 

✔️Individual Patient 
Data 

BUT  
✖️ Mean Follow-up 
3.8yr 
✖️ Mean Syntax 26 
APART FROM THE  
SYNTAX TRIAL,   
STILL HIGHLY  
SELECTED PATIENT  
POPULATIONS !! 

IN HIGHLY SELECTED PATIENTS !! 

[LANCET 2018] 

Who are the  
Trial Patients ? 



[JACC 2018] 

ART: GDMT 70-90% at 10 years ! 



ASCERT 189,793 pts: NEJM 2012 

FREEDOM 1,900 pts: NEJM 2012 

Survival benefit of CABG increases with time (< 5 yrs follow-up is ‘interim’ analyses) 

5.4% 

 4.4% NY Registry 16,242 pts: ATS 2013 

 6.8% 

ACCELERATING DIVERGENCE OF SURVIVAL CURVES AFTER 5 YEARS !!! 

SYNTAX 1,095 pts: EHJ 2013 

5.4% 



[JACC 2016] 

CABG: Accelerating 
Divergence of Survival 



‘CONCLUSIONS In patients with DM and MVD, coronary revascularization with CABG leads  
to lower all-cause mortality than with PCI-DES in long-term follow-up’.  



① Accelerating Divergence of Survival Curves in Favour of CABG in >32 

② CABG: Competitive flow if low SYNTAX scores ie less proximal CAD ? 

③ Used to define patients in the EXCEL trial (Syntax Scores <33) 

SYNTAX 

Left Main 

705 RCT patients 

CIRC 2014 

LEFT MAIN 

SYNTAX trial 

705 RCT patients 

5 years 

CIRC 2014 



LM: SYNTAX <33 

1903 RCT patients 

1000 Registry  Patients 

NEJM 2016 

At 3 years p=0.06 

At  5 years ? 

No Difference in Stroke  

CAUTION: ONLY 3 YEARS FOLLOW-UP !!!! 



4 YEARS 

Continuing Divergence in Favour of CABG for Death and MI and  
Same Incidence of Stroke 



LM:  

1201 RCT patients 

No Registry  Patients 

Lancet 2016 

Mortality 

12%  9% 

REVASC 

16%  10% 

MI 

7%  2% 

STROKE 

  5%  2% 



JACC  
DEC 2018  Propensity Matching 

Selected Patients 
With Lower Severity 
Disease ! 
(Original CABG Cohort  
Had More Severe CAD) 
1474/2240 (66%)  

AGE: 62 
DM: 30% 
EF: 60% 
LM Ostium/Shaft: 48% 
LM only: 12% 
+1 VD: 17% 
+ 2VD: 32% 
+ 3VD: 38% 



[NEJM 2016] 

7.2% 

8.8% 

N=1212 
20% of OMT 
X  to CABG  



3 REASONS WHY CABG HAS A SURVIVAL BENEFIT OVER PCI  

   Anatomically, atheroma is mainly located in the proximal coronary arteries 
     Placing bypass grafts to the MID CORONARY VESSEL has TWO effects 
(i) Complexity of proximal ‘CULPRIT’ lesion is irrelevant  
(ii) Over the long term offers prophylaxis against FUTURE proximal ‘culprit’ lesions 
In contrast, PCI only treats ‘SUITABLE’ localised proximal ‘culprit’ lesions but has NO 

PROPHYLACTIC BENEFIT against new proximal disease 

    PCI means incomplete revascularization (Hannan Circ 2006) 
     Of 22,000 PCI 69% had incomplete revascularization 
     >2 vessels (+/- CTO) HR for mortality 1.4 (95% CI = 1.1-1.7) 
     Residual SYNTAX score >8 increases mortality and MACCE (Farooq, Serruys CIRC 2013) 

PCI (POBA;BMS;DES) will ‘never’ match the results of CABG for LM/MVD 

[CIRC 2007] 

IMA elutes NO into coronary circulation reducing risk of further disease 

impairs re-endothelialization, downstream endothelial function and creates pro-thrombotic milieu   

1 

2 

3 



CABG would be better if more arterial grafts and greater use of medical therapy !! 

66% 

79% 


