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Conclusions  Among patients undergoing DES implanta-
tion, the risk of mortality increased in a stepwise manner 
according to the extent of coronary CAD. Left main CAD 
alone was associated with a risk of long-term mortality simi-
lar to one- and two-vessel CAD.
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Left main coronary artery disease

Introduction

The prognosis of patients with coronary artery disease 
(CAD) depends on the extent and severity of CAD and the 
status of left ventricular function. The annual mortality rate 
was the highest in patients with significant left main CAD, 
followed by patients with three-vessel, two-vessel, and 
one-vessel disease before the introduction of revasculari-
zation therapies [1]. Coronary artery bypass graft surgery 
(CABG) has been the treatment of choice for left main CAD, 
because it offers better survival compared to medical therapy 
[2–4]. However, percutaneous coronary intervention (PCI) 
with drug-eluting stents (DESs) has remarkably progressed 
over the past decade, and a growing body of evidence sup-
ports the use of PCI with DES in the treatment of left main 
CAD [5–10]. PCI with DES seems to be associated with 
a risk of all-cause mortality similar to CABG in patients 
with left main CAD. In general, PCI compared with medi-
cal therapy does not reduce all-cause mortality in patients 
with non-acute CAD [11]. In real-world practice, however, 
PCI is increasingly used to treat a broad range of patients 
with significant CAD. Death from any cause may be the 
most definite outcome to guide clinical decision making 
for patients with significant CAD. However, there is little 
information about the long-term mortality according to the 
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extent of CAD in patients undergoing PCI with DES. In 
the present study, we investigated long-term mortality after 
DES implantation according to the extent of CAD and the 
influence of left main CAD alone on long-term mortality in 
a broad range of patients with CAD undergoing PCI with 
DES.

Methods

Study population

We pooled data from two large-scale, independent, multi-
center, observational studies of the Interventional Cardiol-
ogy Research Incorporation Society Drug-Eluting Stents 
(IRIS-DES) registry (NCT01070420) and the Interventional 
Research Incorporation Society-Left MAIN Revasculariza-
tion (IRIS-MAIN) registry (NCT01341327) and one single 
center, prospective observational study of the Asan Mul-
tivessel Registry (NCT02039752). Details of the design 
and organization of the IRIS-DES, IRIS-MAIN, and Asian 
Multivessel studies have been published elsewhere [12–14]. 
In brief, the IRIS-DES involves a prospective, multicenter 
recruitment of unrestricted patients undergoing PCI with 
DES in Korea and comprises several different DES arms of 
first- and second-generation devices. The current analysis 
includes patients treated with five different types of DES. In 
contrast, IRIS-MAIN is a prospective, multinational registry 
involving consecutive patients with unprotected left main 
CAD who were treated with PCI, bypass surgery, or medical 
therapy alone. The Asan Multivessel registry included con-
secutive patients with multivessel CAD who received PCI 
with DES or isolated CABG at the Asan Medical Center. 
The institutional review board approved the studies and all 
patients provided written informed consent. The study was 
conducted in accordance with the Declaration of Helsinki.

Patients were eligible for this study if they had significant 
CAD (diameter stenosis for epicardial coronary artery, ≥70 
or 50–70% with objective evidence of myocardial ischemia; 
diameter stenosis for left main coronary artery, ≥50%) and 
DES implantation in at least one epicardial coronary artery 
or the left main coronary artery. Exclusion criteria included 
acute ST-elevation myocardial infarction, cardiogenic shock 
at the time of the index procedure, malignancy, and a history 
of CABG or concomitant valvular or aortic surgery. In all 
three registries, PCI was performed according to standard 
techniques at the discretion of the treating physician. All 
patients undergoing PCI received a loading dose of aspirin 
and adenosine diphosphate receptor antagonists before or 
during the intervention. After the procedure, aspirin was 
continued indefinitely and adenosine diphosphate receptor 
antagonists were prescribed for at least 6 months.

Definition and follow‑up

The primary outcome of the current analysis was all-cause 
death. All clinical events were based on clinical diagnoses 
assigned by the treating physician and were centrally adju-
dicated according to the source documentation by an inde-
pendent group of clinicians. All baseline characteristics 
and outcome data were collected using a dedicated elec-
tronic case report form by specialized personnel at each 
participating center. Clinical follow-up of the patients was 
performed according to per-protocol follow-up visits. The 
Internet-based system provides each center with immedi-
ate and continuous feedback on processes and quality of 
care measures. Monitoring and verification of registry data 
have been periodically performed in participating hospitals 
by members of the academic coordinating center (Clini-
cal Research Center, Asan Medical Center, Seoul, Korea).

Statistical analysis

Continuous variables are presented as mean ± standard 
deviation (SD), whereas categorical variables are pre-
sented as counts or percentages. The prevalence of risk 
factors and patient characteristics between survivor and 
non-survivor were compared using the Kruskal–Wallis 
test for continuous variables and the Chi square test or 
Fisher’s exact test for categorical variables, as appropriate. 
Cumulative event rates and incidence curves for clinical 
outcomes were generated using the Kaplan–Meier method 
and compared using the log-rank test.

Multivariable Cox proportional hazards regression 
modeling with stepwise backward elimination methods 
(retention threshold, p < 0.05) was used to examine the 
independent effect of the left main involvement and the 
extent of epicardial CAD. Previously published candidate 
variables (demographics, coexisting clinical conditions, 
risk factors, cardiovascular history, clinical presenta-
tions, CAD extent, and left main CAD), which are listed 
in Tables 1 and 2, were introduced into a multivariable 
model. Most variables were >99% complete. However, 
left ventricular ejection fraction was missing for 21.4% 
of the patients. Missing values for left ventricular ejec-
tion fraction were imputed using multiple imputations. 
Given that results with and without imputation were not 
meaningfully different, we present the former. The pro-
portional hazards assumption was tested by examining 
log–log survival curves and partial Schoenfeld residu-
als, with no significant violations being found. Statistical 
analyses were performed using SPSS software version 
21.0 (SPSS, Inc., Chicago, IL, USA). All p values were 
two sided and those <0.05 were considered to be statisti-
cally significant.
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Results

Baseline characteristics

A total of 18,716 patients with significant CAD undergo-
ing DES implantation were eligible for the current analy-
sis. The baseline characteristics of patients are summa-
rized according to survival status Tables 1, 2). The mean 
age of the patients was 63.8 ± 10.5 years; 69.0% were 
men and 10.4% had left the main CAD. Compared with 
survivors, non-surviving patients were significantly older 
and had a higher prevalence of risk factors or comorbidi-
ties (i.e., hypertension, diabetes, previous stroke, previous 
heart failure, previous PCI, and lower ejection fraction) 
(Table 1). In addition, non-surviving patients had a higher 
prevalence of left main and multivessel CAD (57.1 vs. 
72.1%, p < 0.001), lower rates of complete revasculariza-
tion, higher rates of hemodynamic supporting device, and 
higher rates of first-generation stent implantation (29.1 

vs. 42.5%, p < 0.001) compared with surviving patients 
(Table 2).

Extent of CAD and mortality

During a median follow-up time of 47.1 months (inter-
quartile range 32.8–57.9 months), there were 1283 deaths. 
The risk of all-cause deaths significantly increased accord-
ing to the presence of left main CAD and the extent of 
diseased vessels (Table 2). In unadjusted analysis, the risk 
of all-cause mortality increased with the presence of the 
left main CAD [hazard ratio (HR) 1.44, 95% confidence 
interval (CI) 1.24–1.68, p < 0.001]. Adjusted analysis 
also revealed that the left main involvement was signifi-
cantly associated with a higher risk of all-cause mortality 
(adjusted HR 1.24, 95% CI 1.05–1.46, p = 0.012). Simi-
larly, adjusted analysis showed that all-cause mortality 
increased with the number of diseased vessels (adjusted 
HR 1.17, 95% CI 1.08–1.27, p  <  0.001). In addition, 

Table 1   Baseline clinical characteristics

ACEi angiotensin-converting enzyme inhibitor, ARB angiotensin II receptor blockers, BMI body mass index, PCI percutaneous coronary inter-
vention

Total (N = 18,716) Survivor (N = 17,433) Non-survivor (N = 1283) p

Age (years) 63.8 ± 10.5 63.5 ± 10.4 67.5 ± 11.2 <0.001
Sex (male) 12,910 (69.0%) 12,035 (69.1%) 875 (68.2%) 0.543
BMI (kg/m2) 24.8 ± 3.1 24.9 ± 3.1 23.7 ± 3.4 <0.001
Hypertension 11,835 (63.2%) 10,944 (62.8%) 891 (69.4%) <0.001
Diabetes mellitus 6426 (34.3%) 5797 (33.3%) 629 (49.0%) <0.001
 Requiring insulin 906 (19.7%) 745 (18.3%) 161 (29.4%) <0.001

Ever smoker 8830 (47.2%) 8263 (47.4%) 567 (44.2%) 0.028
Dyslipidemia 7528 (40.2%) 7152 (41.0%) 376 (29.3%) <0.001
Acute coronary syndrome 9487 (50.7%) 8808 (50.5%) 679 (52.9%) 0.103
Previous myocardial infarction 1049 (5.6%) 943 (5.4%) 106 (8.3%) <0.001
Previous PCI 2603 (13.9%) 2373 (13.6%) 230 (17.9%) <0.001
Family history of CAD 1152 (6.2%) 1102 (6.3%) 50 (3.9%) 0.001
Previous heart failure 405 (2.2%) 295 (1.7%) 110 (8.6%) <0.001
Previous stroke 1422 (7.6%) 1243 (7.1%) 179 (14.0%) <0.001
Peripheral vascular disease 407 (2.2%) 337 (1.9%) 70 (5.5%) <0.001
Chronic renal failure 650 (3.5%) 465 (2.7%) 185 (14.4%) <0.001
Chronic lung disease 427 (2.3%) 339 (1.9%) 88 (6.9%) <0.001
Left ventricular ejection fraction
 Mean (%) 59.9 ± 9.8 60.4 ± 9.3 54.1 ± 13.0 <0.001
 Data missing 4010 (21.4%) 3790 (21.7%) 220 (17.1%)

Discharge medication
 Aspirin 18411 (98.4%) 17202 (98.7%) 1209 (94.2%) <0.001
 Clopidogrel 18,236 (97.4%) 17,027 (97.7%) 1209 (94.2%) <0.001
 Beta blocker 10,438 (58.0%) 9913 (59.2%) 525 (42.3%) <0.001
 Calcium channel blocker 8017 (45.3%) 7626 (46.3%) 391 (32.0%) <0.001
 ACEi or ARB 8290 (47.6%) 7857 (48.4%) 433 (37.7%) <0.001
 Statin 13,611 (72.7%) 13,096 (75.1%) 515 (40.1%) <0.001
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the risk of all-cause mortality was significantly lower in 
patients with complete revascularization than in those with 
incomplete revascularization (adjusted HR 0.87, 95% CI 
0.77–0.98, p = 0.020). Among the subgroup of patients 
with left main plus three-vessel CAD or three-vessel CAD, 
the risk of mortality tended to be lower with complete 
versus incomplete revascularization (adjusted HR 0.85, 
95% CI 0.68–1.06, p = 0.143).

Left main CAD alone and mortality

The influences of left main CAD alone on long-term mortal-
ity are summarized in Table 3 and Fig. 1. Among patients 
with non-left main disease, there was an increase in the risk 
of all-cause mortality proportional to the number of diseased 
vessels (Table 3; Fig. 1a). Patients with left main disease 
alone had a risk of mortality similar to those with non-left 

Table 2   Angiographic and procedural characteristics

BES biolimus-eluting stent, DES drug-eluting stents, EES everolimus-eluting stent, LAD left anterior descending artery, LCX left circumflex 
artery, LM left main disease, PES paclitaxel-eluting stents, RCA right coronary artery, SES sirolimus-eluting stent, VD vessel disease, ZES 
zotarolimus-eluting stent

Total (N = 18,716) Survivor (N = 17,433) Non-survivor (N = 1283) p

Extent of CAD
 LM alone 159 (0.8%) 153 (0.9%) 6 (0.5%) 0.123
 1VD 7680 (41.0%) 7328 (42.0%) 352 (27.4%) <0.001
 2VD 6876 (36.7%) 6377 (36.6%) 499 (38.9%)
 3VD 4001 (21.4%) 3575 (20.5%) 426 (33.2%)

Diseased artery
 LM involvement 1948 (10.4%) 1752 (10.0%) 196 (15.3%) <0.001
 LAD 14,582 (77.9%) 13,534 (77.6%) 1048 (81.7%) 0.001
 LCX 9233 (49.3%) 8468 (48.6%) 765 (59.6%) <0.001
 RCA 9620 (51.4%) 8805 (50.5%) 815 (63.5%) <0.001

Number of stents 1.8 ± 1.1 1.8 ± 1.1 2.0 ± 1.1 <0.001
Complete revascularization 12,175 (65.1%) 11,470 (65.8%) 705 (54.9%) <0.001
Hemodynamic support 235 (1.3%) 201 (1.2%) 34 (2.7%) <0.001
Types of DES <0.001
 SES 5080 (27.1%) 4609 (26.4%) 471 (36.7%)
 PES 542 (2.9%) 467 (2.7%) 75 (5.8%)
 ZES 3265 (17.4%) 3113 (17.9%) 152 (11.8%)
 EES 7476 (39.9%) 7003 (40.2%) 473 (36.9%)
 BES 2311 (12.3%) 2203 (12.6%) 108 (8.4%)
 Others 42 (0.2%) 38 (0.2%) 4 (0.3%)

Table 3   Risk of all-cause 
mortality according to the 
extent of coronary disease

Adjusted hazard ratios are adjusted for age, left ventricular ejection fraction <35%, acute coronary syn-
drome, hypertension, diabetes, previous MI, previous PCI, history of heart failure, family history of coro-
nary artery disease, stroke, peripheral arterial disease, chronic renal failure, history of chronic lung disease, 
use of hemodynamic support, complete revascularization, and stent generation
LM left main, V vessel

Unadjusted HR (95% CI) p value Adjusted HR (95% CI) p value

LM alone Reference – Reference –
1VD 1.357 (0.604–3.046) 0.460 1.722 (0.736–4.029) 0.210
2VD 1.755 (0.783–3.932) 0.172 1.939 (0.831–4.525) 0.126
3VD 2.414 (1.075–5.420) 0.033 2.403 (1.025–5.634) 0.044
LM alone Reference – Reference –
LM + 1VD 1.927 (0.797–4.657) 0.145 1.549 (0.633–3.790) 0.338
LM + 2VD 2.111 (0.913–4.881) 0.081 1.734 (0.738–4.078) 0.207
LM + 3VD 3.310 (1.448–7.565) 0.005 2.165 (0.926–5.064) 0.075
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main one- or two-vessel disease. However, left main CAD 
alone was associated with a significantly lower risk of mor-
tality compared with three-vessel CAD (adjusted HR 0.42, 
95% CI 0.18–0.98, p = 0.044). Among patients with left main 
CAD, there was a trend toward increased risk of mortality 
in accordance with the number of concomitant vessel CAD 
(Table 3; Fig. 1b). In addition, the risk of all-cause mortality 
tended to be lower in patients with left main CAD alone when 
compared with that in subgroups of completely revascular-
ized patients with left main plus three-vessel CAD (adjusted 
HR 0.55, 95% CI 0.23–1.32, p = 0.100) or three-vessel CAD 
(adjusted HR 0.46, 95% CI 0.19–1.16, p = 0.181).

Discussion

In this large patient-level pooled analysis of real-world PCI 
registries, we found that left main CAD alone resulted in a 
risk of all-cause mortality similar to one- and two-vessel 
CAD among patients undergoing DES implantation. In addi-
tion, there was a stepwise increase in the risk of all-cause 
mortality proportional to the extent of CAD, showing the 
highest mortality in patients with three-vessel CAD. These 
findings support that PCI with DES could be a safe method 
of revascularization in patients with left main CAD alone 
and could be reserved for those with three-vessel CAD who 
are not suitable for CABG.

Age and major organ failure are key determinants of all-
cause mortality in patients with CAD undergoing PCI [11, 
15–17]. In our study, there were significant differences in 
age, chronic lung disease, chronic kidney disease, left ven-
tricular function, and previous stroke between survivors 
and non-survivors, highlighting the critical importance of 
major organ dysfunction in predicting the long-term mor-
tality of patients undergoing PCI with DES. These vari-
ables are incorporated as key factors for predicting out-
comes in well-known risk models, including EuroSCORE 

[18] and clinical SYNTAX SCORE [19, 20]. PCI with 
DES is anticipated to increase in patients with high-risk 
features because life expectancy increases globally. In fact, 
since the introduction of DES, the use of PCI has been 
expanded to high-risk populations, including those with 
left main and three-vessel CAD. However, there is no evi-
dence that PCI improves survival or prevents myocardial 
infarction in patients with non-acute CAD [11].

The left main coronary artery typically supplies more 
than 70% of the left ventricle, and acute left main coro-
nary artery occlusion carries the highest risk of mortal-
ity because of a large ischemic burden. Medical therapy 
of patients with left main CAD is associated with a poor 
prognosis [1]. Early studies established the superiority of 
CABG over medical therapy with respect to survival in 
the treatment of significant left main CAD, and CABG 
was considered as the standard of care for nearly four dec-
ades [2–4]. However, PCI continued to evolve with the 
concomitant improvement of medical therapy, and the 
use of PCI for these patients significantly increased in 
real-world practice [21]. Several randomized trials have 
compared CABG to PCI with DES for the treatment of 
left main CAD [5–9]. The composite outcome of death, 
myocardial infarction, or stroke was generally comparable 
between PCI and CABG, but repeat revascularization was 
significantly higher after PCI. All-cause mortality was the 
same in both groups, although these studies were limited 
by inadequate power regarding mortality. In the present 
analysis, patients with left main CAD were associated with 
poor survival than those with other vessel CAD. However, 
all-cause mortality was similar between patients with left 
main CAD alone and those with one- and two-vessel CAD, 
suggesting that left main stenting may improve prognosis 
in patients with left main CAD alone. Therefore, PCI with 
DES might be considered a safe and effective alternative 
to CABG for those individuals with limited left main CAD 
who do not require simultaneous multivessel stenting.

Fig. 1   All-cause mortality according to the extent of coronary artery 
disease. The cumulative incidences of all-cause mortality according 
to the extent of coronary artery stenting are shown, with left main 

CAD alone as reference (a non-left main disease; b left main disease 
with concomitant vessel disease). LM left main, VD vessel disease
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CABG leads to lower rates of major adverse cardiac 
events than PCI with DES in patients with multivessel CAD 
[22–24]. The survival benefit of CABG over PCI with DES 
was found in such patients, although each trial was under-
powered for all-cause mortality [22–24]. Long-term mortal-
ity was significantly lower with CABG than that with PCI 
in both diabetic and non-diabetic patients with multivessel 
CAD. The largest observational ACCF and STS Database 
Collaboration on the Comparative Effectiveness of Revas-
cularization Strategies (ASCERT) study also showed that 
mortality at 4 years was substantially lower after CABG than 
that after PCI with DES irrespective of baseline variables 
[25]. The CABG benefit was the same across all patient sub-
groups, including those with and without diabetes. In addi-
tion, complete revascularization seems to be associated with 
lower long-term mortality irrespective of revascularization 
modality, which is more common following a CABG than 
PCI for patients with multivessel CAD [26]. In our present 
analysis, complete revascularization was also an independent 
predictor of lower mortality. The rate of complete revascu-
larization was significantly lower in patients with three-ves-
sel CAD, with or without concomitant left main CAD, than 
that in those with non-three-vessel CAD (27.9 vs. 75.2%, 
p < 0.001). These findings support that CABG could be 
the preferred approach in patients with three-vessel CAD, 
whereas PCI with DES could be reserved for those who are 
unsuitable for CABG or at high surgical risk.

Limitations

There were several potential limitations in our study. First, 
this was an observational study with inherent methodologi-
cal limitations. Second, the lack of a control group treated 
with bypass surgery or medical therapy precluded the deter-
mination of the role of treatment differences on clinical out-
comes. Third, the choice of DES was left to the physician, 
leading to possible selection bias. Finally, given that most 
of the patients in our registry were Asian, it remains uncer-
tain whether these findings can be generalized to other eth-
nic or social groups with different patient and procedural 
characteristics.

Conclusions

The risk of all-cause mortality increased in a stepwise man-
ner according to the extent of CAD in patients with CAD 
undergoing PCI with DES implantation. The left main CAD 
alone was associated with a long-term mortality risk similar 
to one- and two-vessel CAD, but a lower risk of mortality 
than three-vessel CAD.

Compliance with ethical standards 

Funding  This work was supported by the Cardiovascular Research 
Foundation.

Conflict of interest  The authors declare that they have no conflict 
of interest.

References

	 1.	 Silverman KJ, Grossman W (1984) Angina pectoris. Natural his-
tory and strategies for evaluation and management. N Engl J Med 
310(26):1712–1717. doi:10.1056/nejm198406283102606

	 2.	 Conley MJ, Ely RL, Kisslo J, Lee KL, McNeer JF, Rosati RA 
(1978) The prognostic spectrum of left main stenosis. Circulation 
57(5):947–952

	 3.	 Eagle KA, Guyton RA, Davidoff R, Edwards FH, Ewy GA, Gard-
ner TJ, Hart JC, Herrmann HC, Hillis LD, Hutter AM Jr, Lytle 
BW, Marlow RA, Nugent WC, Orszulak TA (2004) ACC/AHA 
2004 guideline update for coronary artery bypass graft surgery: 
a report of the American College of Cardiology/American Heart 
Association Task Force on Practice Guidelines (Committee to 
Update the 1999 Guidelines for Coronary Artery Bypass Graft 
Surgery). Circulation 110(14):e340–e437

	 4.	 Caracciolo EA, Davis KB, Sopko G, Kaiser GC, Corley SD, 
Schaff H, Taylor HA, Chaitman BR (1995) Comparison of surgi-
cal and medical group survival in patients with left main coro-
nary artery disease. Long-term CASS experience. Circulation 
91(9):2325–2334

	 5.	 Morice MC, Serruys PW, Kappetein AP, Feldman TE, Stahle E, 
Colombo A, Mack MJ, Holmes DR, Choi JW, Ruzyllo W, Religa 
G, Huang J, Roy K, Dawkins KD, Mohr F (2014) Five-year out-
comes in patients with left main disease treated with either percu-
taneous coronary intervention or coronary artery bypass grafting 
in the synergy between percutaneous coronary intervention with 
taxus and cardiac surgery trial. Circulation 129(23):2388–2394. 
doi:10.1161/circulationaha.113.006689

	 6.	 Ahn JM, Roh JH, Kim YH, Park DW, Yun SC, Lee PH, Chang 
M, Park HW, Lee SW, Lee CW, Park SW, Choo SJ, Chung C, Lee 
J, Lim DS, Rha SW, Lee SG, Gwon HC, Kim HS, Chae IH, Jang 
Y, Jeong MH, Tahk SJ, Seung KB, Park SJ (2015) Randomized 
trial of stents versus bypass surgery for left main coronary artery 
disease: 5-year outcomes of the PRECOMBAT study. J Am Coll 
Cardiol 65(20):2198–2206. doi:10.1016/j.jacc.2015.03.033

	 7.	 Cavalcante R, Sotomi Y, Lee CW, Ahn JM, Farooq V, Tateishi H, 
Tenekecioglu E, Zeng Y, Suwannasom P, Collet C, Albuquerque 
FN, Onuma Y, Park SJ, Serruys PW (2016) Outcomes after per-
cutaneous coronary intervention or bypass surgery in patients with 
unprotected left main disease. J Am Coll Cardiol 68(10):999–
1009. doi:10.1016/j.jacc.2016.06.024

	 8.	 Stone GW, Sabik JF, Serruys PW, Simonton CA, Genereux P, 
Puskas J, Kandzari DE, Morice MC, Lembo N, Brown WM 3rd, 
Taggart DP, Banning A, Merkely B, Horkay F, Boonstra PW, 
van Boven AJ, Ungi I, Bogats G, Mansour S, Noiseux N, Sabate 
M, Pomar J, Hickey M, Gershlick A, Buszman P, Bochenek 
A, Schampaert E, Page P, Dressler O, Kosmidou I, Mehran R, 
Pocock SJ, Kappetein AP (2016) Everolimus-eluting stents or 
bypass surgery for left main coronary artery disease. N Engl J 
Med 375(23):2223–2235. doi:10.1056/NEJMoa1610227

	 9.	 Makikallio T, Holm NR, Lindsay M, Spence MS, Erglis A, 
Menown IB, Trovik T, Eskola M, Romppanen H, Kellerth T, 
Ravkilde J, Jensen LO, Kalinauskas G, Linder RB, Pentikainen 
M, Hervold A, Banning A, Zaman A, Cotton J, Eriksen E, Margus 

https://doi.org/10.1056/nejm198406283102606
https://doi.org/10.1161/circulationaha.113.006689
https://doi.org/10.1016/j.jacc.2015.03.033
https://doi.org/10.1016/j.jacc.2016.06.024
https://doi.org/10.1056/NEJMoa1610227


959Clin Res Cardiol (2017) 106:953–959	

1 3

S, Sorensen HT, Nielsen PH, Niemela M, Kervinen K, Lassen JF, 
Maeng M, Oldroyd K, Berg G, Walsh SJ, Hanratty CG, Kumsars 
I, Stradins P, Steigen TK, Frobert O, Graham AN, Endresen PC, 
Corbascio M, Kajander O, Trivedi U, Hartikainen J, Anttila V, 
Hildick-Smith D, Thuesen L, Christiansen EH (2016) Percutane-
ous coronary angioplasty versus coronary artery bypass graft-
ing in treatment of unprotected left main stenosis (NOBLE): a 
prospective, randomised, open-label, non-inferiority trial. Lancet 
388(10061):2743–2752. doi:10.1016/s0140-6736(16)32052-9

	10.	 Lee CW, Ahn JM, Cavalcante R, Sotomi Y, Onuma Y, Suwan-
nasom P, Tenekecioglu E, Yun SC, Park DW, Kang SJ, Lee SW, 
Kim YH, Park SW, Serruys PW, Park SJ (2016) Coronary artery 
bypass surgery versus drug-eluting stent implantation for left main 
or multivessel coronary artery disease: a meta-analysis of indi-
vidual patient data. JACC Cardiovasc Interv 9(24):2481–2489. 
doi:10.1016/j.jcin.2016.10.008

	11.	 Trikalinos TA, Alsheikh-Ali AA, Tatsioni A, Nallamothu BK, 
Kent DM (2009) Percutaneous coronary interventions for non-
acute coronary artery disease: a quantitative 20-year synopsis and 
a network meta-analysis. Lancet 373(9667):911–918. doi:10.1016/
s0140-6736(09)60319-6

	12.	 Park DW, Kim YH, Song HG, Ahn JM, Kim WJ, Lee JY, Kang 
SJ, Lee SW, Lee CW, Park SW, Yun SC, Her SH, Hur SH, Park 
JS, Kim MK, Choi YS, Kim HS, Cho JH, Lee SG, Park YW, 
Jeong MH, Lee BK, Lee NH, Lim DS, Yoon J, Seung KB, Shin 
WY, Rha SW, Kim KS, Tahk SJ, Park BE, Ahn T, Yang JY, Jeong 
YS, Rhew JH, Park SJ, Investigators I-D (2012) Outcomes after 
unrestricted use of everolimus-eluting and sirolimus-eluting 
stents in routine clinical practice: a multicenter, prospective 
cohort study. Circ Cardiovasc Interv 5(3):365–371. doi:10.1161/
CIRCINTERVENTIONS.111.966549

	13.	 Lee PH, Ahn JM, Chang M, Baek S, Yoon SH, Kang SJ, Lee SW, 
Kim YH, Lee CW, Park SW, Park DW, Park SJ (2016) Left main 
coronary artery disease: secular trends in patient characteristics, 
treatments, and outcomes. J Am Coll Cardiol 68(11):1233–1246. 
doi:10.1016/j.jacc.2016.05.089

	14.	 Park DW, Kim YH, Song HG, Ahn JM, Oh J, Kim WJ, Lee JY, 
Kang SJ, Lee SW, Lee CW, Park SW, Yun SC, Jung SH, Choo 
SJ, Chung CH, Lee JW, Park SJ (2011) Long-term comparison of 
drug-eluting stents and coronary artery bypass grafting for mul-
tivessel coronary revascularization: 5-year outcomes from the 
Asan Medical Center-Multivessel Revascularization Registry. J 
Am Coll Cardiol 57(2):128–137. doi:10.1016/j.jacc.2010.09.022

	15.	 Weintraub WS, Grau-Sepulveda MV, Weiss JM, Delong ER, 
Peterson ED, O’Brien SM, Kolm P, Klein LW, Shaw RE, McKay 
C, Ritzenthaler LL, Popma JJ, Messenger JC, Shahian DM, Grover 
FL, Mayer JE, Garratt KN, Moussa ID, Edwards FH, Dangas 
GD (2012) Prediction of long-term mortality after percutaneous 
coronary intervention in older adults: results from the National 
Cardiovascular Data Registry. Circulation 125(12):1501–1510. 
doi:10.1161/circulationaha.111.066969

	16.	 Park SJ, Lee CW (2012) Coronary artery disease: risk models 
for revascularization—the search continues. Nat Rev Cardiol 
9(6):316–318. doi:10.1038/nrcardio.2012.57

	17.	 Wu C, Camacho FT, King SB 3rd, Walford G, Holmes DR Jr, 
Stamato NJ, Berger PB, Sharma S, Curtis JP, Venditti FJ, Jacobs 
AK, Hannan EL (2014) Risk stratification for long-term mortality 
after percutaneous coronary intervention. Circ Cardiovasc Interv 
7(1):80–87. doi:10.1161/circinterventions.113.000475

	18.	 Roques F, Nashef SA, Michel P, Gauducheau E, de Vincentiis C, 
Baudet E, Cortina J, David M, Faichney A, Gabrielle F, Gams 
E, Harjula A, Jones MT, Pintor PP, Salamon R, Thulin L (1999) 
Risk factors and outcome in European cardiac surgery: analysis 
of the EuroSCORE multinational database of 19030 patients. Eur 
J Cardiothorac Surg 15(6):816–822 (discussion 822–823)

	19.	 Mohr FW, Morice MC, Kappetein AP, Feldman TE, Stahle E, 
Colombo A, Mack MJ, Holmes DR Jr, Morel MA, Van Dyck 
N, Houle VM, Dawkins KD, Serruys PW (2013) 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, clini-
cal SYNTAX trial. Lancet 381(9867):629–638. doi:10.1016/
s0140-6736(13)60141-5

	20.	 Garg S, Sarno G, Garcia-Garcia HM, Girasis C, Wykrzykowska 
J, Dawkins KD, Serruys PW (2010) A new tool for the risk strati-
fication of patients with complex coronary artery disease: the 
Clinical SYNTAX Score. Circ Cardiovasc Interv 3(4):317–326. 
doi:10.1161/circinterventions.109.914051

	21.	 Park SJ, Ahn JM, Kim YH, Park DW, Yun SC, Yoon SH, Park HW, 
Chang M, Lee JY, Kang SJ, Lee SW, Lee CW, Park SW (2015) 
Temporal trends in revascularization strategy and outcomes in 
left main coronary artery stenosis: data from the ASAN Medical 
Center-Left MAIN Revascularization registry. Circ Cardiovasc 
Interv 8(3):e001846. doi:10.1161/circinterventions.114.001846

	22.	 Farkouh ME, Domanski M, Sleeper LA, Siami FS, Dangas G, 
Mack M, Yang M, Cohen DJ, Rosenberg Y, Solomon SD, Desai 
AS, Gersh BJ, Magnuson EA, Lansky A, Boineau R, Weinberger 
J, Ramanathan K, Sousa JE, Rankin J, Bhargava B, Buse J, Hueb 
W, Smith CR, Muratov V, Bansilal S, King S 3rd, Bertrand M, 
Fuster V (2012) Strategies for multivessel revascularization 
in patients with diabetes. N Engl J Med 367(25):2375–2384. 
doi:10.1056/NEJMoa1211585

	23.	 Sipahi I, Akay MH, Dagdelen S, Blitz A, Alhan C (2014) Coro-
nary artery bypass grafting vs percutaneous coronary interven-
tion and long-term mortality and morbidity in multivessel disease: 
meta-analysis of randomized clinical trials of the arterial grafting 
and stenting era. JAMA Intern Med 174(2):223–230. doi:10.1001/
jamainternmed.2013.12844

	24.	 Chang M, Ahn JM, Lee CW, Cavalcante R, Sotomi Y, Onuma 
Y, Tenekecioglu E, Han M, Park DW, Kang SJ, Lee SW, Kim 
YH, Park SW, Serruys PW, Park SJ (2016) Long-term mortality 
after coronary revascularization in nondiabetic patients with mul-
tivessel disease. J Am Coll Cardiol 68(1):29–36. doi:10.1016/j.
jacc.2016.04.034

	25.	 Weintraub WS, Grau-Sepulveda MV, Weiss JM, O’Brien SM, 
Peterson ED, Kolm P, Zhang Z, Klein LW, Shaw RE, McKay C, 
Ritzenthaler LL, Popma JJ, Messenger JC, Shahian DM, Grover 
FL, Mayer JE, Shewan CM, Garratt KN, Moussa ID, Dangas GD, 
Edwards FH (2012) Comparative effectiveness of revasculariza-
tion strategies. N Engl J Med 366(16):1467–1476. doi:10.1056/
NEJMoa1110717

	26.	 Garcia S, Sandoval Y, Roukoz H, Adabag S, Canoniero M, Yan-
nopoulos D, Brilakis ES (2013) Outcomes after complete versus 
incomplete revascularization of patients with multivessel coronary 
artery disease: a meta-analysis of 89,883 patients enrolled in rand-
omized clinical trials and observational studies. J Am Coll Cardiol 
62(16):1421–1431. doi:10.1016/j.jacc.2013.05.033

https://doi.org/10.1016/s0140-6736(16)32052-9
https://doi.org/10.1016/j.jcin.2016.10.008
https://doi.org/10.1016/s0140-6736(09)60319-6
https://doi.org/10.1016/s0140-6736(09)60319-6
https://doi.org/10.1161/CIRCINTERVENTIONS.111.966549
https://doi.org/10.1161/CIRCINTERVENTIONS.111.966549
https://doi.org/10.1016/j.jacc.2016.05.089
https://doi.org/10.1016/j.jacc.2010.09.022
https://doi.org/10.1161/circulationaha.111.066969
https://doi.org/10.1038/nrcardio.2012.57
https://doi.org/10.1161/circinterventions.113.000475
https://doi.org/10.1016/s0140-6736(13)60141-5
https://doi.org/10.1016/s0140-6736(13)60141-5
https://doi.org/10.1161/circinterventions.109.914051
https://doi.org/10.1161/circinterventions.114.001846
https://doi.org/10.1056/NEJMoa1211585
https://doi.org/10.1001/jamainternmed.2013.12844
https://doi.org/10.1001/jamainternmed.2013.12844
https://doi.org/10.1016/j.jacc.2016.04.034
https://doi.org/10.1016/j.jacc.2016.04.034
https://doi.org/10.1056/NEJMoa1110717
https://doi.org/10.1056/NEJMoa1110717
https://doi.org/10.1016/j.jacc.2013.05.033

	Impact of left main coronary artery disease on long-term mortality in patients undergoing drug-eluting stent implantation
	Abstract 
	Background 
	Methods and results 
	Conclusions 

	Introduction
	Methods
	Study population
	Definition and follow-up
	Statistical analysis

	Results
	Baseline characteristics
	Extent of CAD and mortality
	Left main CAD alone and mortality

	Discussion
	Limitations
	Conclusions
	References




