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LMCA xastaliyi

* Anjiyografik olarak diametrin 2 50% darliqg ciddi gabul edilir.
* LMCA xastaliyi Koranar anjiyoqgrafiya olan xastalarin 3-5 % askar edilir.
* LMCA xastaliyinda FFR dagari > 0.80 isa toqib edilabilar.

* [VUS —da MLA > 6.0 mm2 isa taqib edilabilor, MLA < 4.5 mm2 isa
mudaxila olunmalidi.

 LMCA darliklari osteal, govda vo distal olarak 3 yera ayrilir.



GDMT

* Yasam saklini doayisdirmak
* Mortalitani azaldan darmanlar
e Simptomlari azaldan darmanlar



Mortalitayi azaldanlar

* Antitrombotiklor

* B-blokatorlar

* Xolestrol dustirucular
* ACE/ARB



Simptomlari azaldanlar

Obstructive CAD
Vasospastic angina Dihydropyridine- Nitrates
Artarial hypertension ccs ' Nicorandil
HFrEF
Obstructive CAD
Vasospastic angina
Atrial fibrillation
Sick sinus syndrome.
HFrEF ¢
Trimetazidine Ranolazine
Obstructive CAD Obstructive CAD
Microvascular dysfunction Microvascular dysfunction
Indicated unless there are May be indicated in Cormrad '

COPD
Obstructive CAD
Hcizum:elar dysfuncdon  Teripheral arterial disease

Asterial hypertension Type | diabetes mellitus

Atrial fibrillation
HErEF Sick sinus syndrome

Beta-blockers

specific contraindications spacific situations

wn Useful combinations
== Not recommended

= Possible combinations
« « Drugs with similar effects

Obseructive CAD
Vasospastic angina

HFrEF

HCM

HFrEF

Sick sinus syndrome
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Revaskulyarizasiya

* PKM (perkutan koronar mudaxila)
* CABG (koronar arteriyalarin by-pass greftlanmasi)



Study
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hypothesis)"

NOBLE (extended follow-
up)azo
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EXCEL (extended follow-
822
up)

Study population

600 patients with newly diagnosed LMCAD who had stable angina, unstable
angina, silent ischaemia, or non-ST-segment elevation M|

1800 patients with de novo three-vessel (n = 1095) and LMCAD (n = 795)

1201 patients with LMCAD who had stable angina pectoris, unstable angina
pectoris, or non-ST-segment elevation myocardial infarction

1905 patients with LMCAD of low or intermediate anatomical complexity
(SYNTAX score £32)

Primary endpoint

All-cause death, MI, stroke, or ischaemia-driven
target vessel revascularization

All-cause death, stroke, MI, and repeat
revascularization

All-cause death

All-cause death, non-procedural MI, any repeat
coronary revascularization, or stroke

All-cause death, stroke, or Ml

Follow-up

2 years

5years
11.3years
(median)

1year

Jyears

5years

10 years

3.1years

(mean)

4.9 years
(median)

3years
(median)

5years

Findings

1-year follow-up:

8.7% and 6.7% primary endpoints for PCl and CABG, respectively, absolute risk difference 2% (95% Cl, -1.6% to
5.6%), P= .01 for non-inferiority

2-year follow-up:

12.2% and 8.1% primary endpoints for PCl and CABG, respectively, HR 1.50 (95% Cl, 0.90-2.52), P=.12

17.5% and 14.3% primary endpoints for PCl and CABG, respectively, HR 1.27 (95% Cl, 0.84-1.90), P = .26

29.8% and 24.7% primary endpoints for PCl and CABG, respectively, HR 1.25 (95% Cl, 0.93-1.69)

For the LMCAD group: 15.8% and 13.7% primary endpoints for PCl and CABG, respectively; P= 44

For the LMCAD group: 26.8% and 22.3%, primary endpoints for PCl and CABG, respectively; P=.20

For the LMCAD group: 36.9% and 31.0% primary endpoints for PCl and CABG, respectively, HR 1.25 (95% CI,
0.93-169),P=.12

For the LMCAD group: 27% and 28% primary endpoints for PCl and CABG, respectively, HR 0.92 (95% CI, 0.69-
1.2)

28% and 18% primary endpoints for PCl and CABG, HR 1.51 (95% Cl, 1.13-2.00), P = .004 for superiority

28%and 19% primary endpoints for PCl and CABG, HR 1.58 (95% Cl, 1.24-2.01), P <.001 for superiority

15.4% and 14.7% primary endpoints for PCl and CABG, absolute risk difference 0.7% (upper 97.5% confidence
limit: 4%), P = .02 for non-inferiority; HR 1.00 (95% Cl, 0.79-1.26), P= .98 for superiority

22.0% and 19.2% primary endpoints for PCl and CABG, absolute risk difference 2.8% (95% Cl, -0.9 to 6.5), P =
.13; OR 1.19(95% Cl, 0.95-1.50)
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Percutaneous Coronary Intervention Versus
Coronary Artery Bypass Grafting in Patients
With Left Main Disease With and Without
Diabetes: Findings From a Pooled Analysis of 4
Randomized Clinical Trials

Prakrit Gaba, MD; Jaseph F Sabik. MD; Sabina A Murphy®, MPH; Ardrea Beliavia®, PhD; Patrick T. O'Garat®, MD;

Peter ¥. Smith, MD; Patrick W. Serruys@, MD; A. Pieter Kappatan, MD; Seung-Jung Park®, MD; Cuk-Wao Park®, MD;
Evald H. Christiansen®, MD; MNels R. Hofm, MD; Par H, Nieisen, MD; Marc S. Sabatine®, MD, MPH"; Gregg W. Stone®, MD";
Brian A. Bergmark®, MD"

BACKERDUND: D:ahetes may be associated with aifferentlal outcomes in patients undergong lett man coranary rewasculanzation
with percutaneous caronary Intervention (PCl) or coronary arfery bypass grafting (CABG). The am of this study was to
investigate outcames o patienis with left main disease with and without diabetes randomized ta PCI versus CABG.

METHODS: individual patient data were pooled from 4 tnais (SYNTAX [Syneray Between PCI With Taxus and Cardiac Surgery),
PRECOMBAT [Premier of Randomized Comparison of Bypass Surgery Versus Angioplasty Using Serolimus-Eluting
Stent in Patents With Left Main Coronary Artery Desease], NOBLE [Nordic-Baltic-Batish Left Main Revascularisation
Study], and EXCEL [Evaluation of XIENCE Versus Coronary Artery Bypass Surgery for Effectiveness of Left Main
Revascularization]) that randomized patients with left main disease 1o PCl or CABG. Patients were considered suitable
for ether approach. Patients were categorized by diabetes status. Kaplan-Meder event rates, Cox model hazard ratios,
and interactions were assessed.

RESULTS: Arncng 4393 patients, 1104 (25.190) had disbetes. Patients with daabetes axpenenced hgher rates of S-year death
(15871 104 [Kaplan-Meer rate, 14.7%] versus 297/3289 [9.30%]; A<D.001), spantanecus myocardial mfarction (MI; 8771104
[670¢] varsus 114/3289 {3.7%]. A<D.C01), and repeat revascufarnization (18971104 [18.5%)] versus 410/3289 [13.200);
P<0.001). Rates of all-cause mortality did nat differ after PCI versus CABG in those with (84/563 [15.3%)] versus 74/541
[14.19%); hazard ratio, 1.11 [95% Cl, 082-1.52]) or without (155/1634 [9.79%] versus 14271655 [8.8%0); hazard ratic, 1.08
[95% CI, 0.86~1.36; P, =0.87) dishetes. Rates of streke within 1 year wera lower with PCH versus CABG in the entire
popuiation, with no heterogenedy based on diabates siatus (P =051) The 5-year rates of spontaneous M1 and repeat
coranary revascularization were higher after PCl regardless of diabetaes status (spontanecus M 45/563 [8.9%] varsus
22/541 [4.4%) in dlabetes and B2/ 1634 [5.3%] versus 3271655 [2.1%] in no disbetes, B, =047, repeat ravascularizaticn:
127/563 [24.5%) versus B82/541 [1249%] In disbetes and 25471634 [16.3%] versus 156716585 [10.196] in no diabetes,
P =0.18). For spontanacus M| and repeat revasculanzation, there were greater absolute risk differences beyond 1 year in

ne s

patients with diabetes (4.9% and 9.9%) compared with thase without (2.1% and 43%%; A, =0047 and 0.016)

AR D

CONCLUSIONS: In patients with left main disease considered equally suitable for PCl or CABG and with largely kow to
intermediate SYNTAX scores, diabetes was associated with higher rates of death and cardiovascufar events through 5 years.
Compared wih CABG, PCI resufted in no difierence in the risk of death and s fawer nisk of early stroke regardless of
diabetes status, and a higher risk of spontaneocus M| and repeat cosonary revascularization, with larger late absolute excess
risks In patients with diabetes.
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* Randomiza olunmus klinik tadqgigatlarin meta-analizlori géstarmisdir
ki, LMCA darhgi tcin CABG vo PKM revaskularizasiya metodlarinin
olum riski, hatta ylksak SYNTAX gostoricisi olan xastalards bels, 5-10

illik tagibda banzardir.

e SYNTAX <32 va ya 0/1 damar tutulmasi ile LMCA stenozu olanlarda
Umumi 6lim nisbatlari arasinda forg olmamisdir.

e Lakin SYNTAX >32 voa ya 2/3 damar tutulmasi ile LMCA stenozunda
PKM olanlarda 6lGm riski daha yuksak gostarilmisdir.

e Lakin CABG ila insult riski daha yuksak, PKM ila ise spontan miokard
infarkti riski daha yuksakdir.
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e 2022-ci ilde ESC/EACTS miustarak isci qrupu, 2018-ci il LMCA
revaskulyarizasiya Uzra tovsiyalarini yenidan nazardan kecirmisdir.

* 2005-2015-ci illar arasinda aparilmis 4394 xastonin gatildigi dord
randomiza tadqgigatin naticalarina asasan

e Stabil CCS (xroniki koronar sindrom) va LMCA tutulmasi olan
xastalorda ham PKM, ham da CABG klinik olarag mantigli secimlardir.

e Secim xoastoanin istayi, tibbi heyatin tocribasi vo vyerli imkanlara
asaslanmalidir.

* CABG: | sinif, A saviyyali sibutlarla tovsiya olunur
* PKM: lla sinif, A saviyyali stbutlarla tovsiys olunur.



Cox damar xastaliyi

 SYNTAX trial-in son 10 illik tagib naticalari (yani SYNTAXES trial)
gostordi ki, har iki revaskulyarizasiya metodu lcln butin sabablar
Uzra 6lim nisbatlari oxsardir.

e Lakin SYNTAX skoru 233 olan xastalorde CABG daha ustun olmusdur.

* FREEDOM toatgigatinda , diabetli vo LMCA darligi olmayan ¢ox damar
xastalarde CABG va PKM (ilk nasil DES stentlarila) randomizasa
edilmis vo 8 illik taqibda o6lim baximindan ahamiyyatli farqg
olmamisdir.

* Orta yas! (taxminan 63.3 yas) olan xastalar CABG-dan daha cox fayda
gormusdur



%°
Cox damar xastaliyi
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e Cox damar darhgi olan xostalorde PKM dan sonra tokrar
revaskularizasiya ehtiyacinin CABG |sa mulgayisada daha yuksak oldugu
totqgigatlarla gostarilmisdir.

e Lakin IVUS altinda muasir darmanl stentlerin istifadasi (DES) takrar
revaskularizasiyani azaltmisdir.

* FAME-3 tatgiqati gostardiki FFR-a asasan PKM olunan xastalards
tokrar revakularizasiya ehtiyaci daha az olmusdur.



Table 4. Clinical outcomes of IVUS-guided PCI for LMCA disease
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Variables

Kang et al.”’ (2021) Ladwiniec et al.** (2020)

de la Torre Hernandez et al.* (2020)

Data

No. of patients
(IVUS/Angio)
Mean follow-up
duration

Primary outcome

Result for primary
outcome

secondary outcomes

Key findings

Multicenter registry Substudy of randomized

controlled trial

975 (756/219) 603 (435/168)
11.9 years 5 years
All-cause mortality Composite of MACCE

16.4% vs. 31.0% (HR, 0.54; 95% Cl,
0.41-0.70; P < 0.001)

18.9% vs. 25.0% (P = 0.45)

Composite outcome (death, Q-wave MI, or
stroke): 19.2% vs. 32.9% (HR, 0.57; 95%
Cl, 0.44-0.73; P < 0.001)

Q-wave MI: 2.4% vs. 2.7% (HR, 0.74; 95%
Cl, 0.29-1.87; P= 0.53)

Stroke: 2.8% vs. 3.2% (HR, 0.74; 95% ClI,
0.31-1.74; P = 0.49)

TVR: 21.8% vs. 18.3% (HR, 1.16; 95% Cl,
0.83-1.63; P = 0.41)

IVUS-guided PCI compared with IVUS-guided PCI was not
angiography-guided PCI in LMCA disease associated with reduced MACCE
was associated with lower long-term risk of but associated with reduced TLR.
mortality and composite of death, Q-wave

MI, or stroke

Repeat revascularization: 10.6%
vs. 16.5% (P = 0.11)
TLR: 5.1% vs. 11.6% (P = 0.01)

Multicenter registry

3 groups for 124 patients (Propensity-matched) (angio-
only/IVUS/Standardized IVUS)

12 months

Composite of cardiac death, LMCA-related Ml and TLR

4.8% vs. 12.9 % (Standardized IVUS vs. angio-only) (HR,
0.35; 95% Cl, 0.15-0.82; P = 0.02)

8.0% vs. 12.9% (IVUS vs. Angio-only) (HR, 0.51; 95%
Cl, 0.20-1.22; P = 0.1)

LMCA revascularization (8% in the Angio-only, 6.4% in
the IVUS and 3.2% in the standardized IVUS).

IVUS-guided PCI provided prognostic benefit with
respect to the use of angiography alone.

IVUS = intravascular ultrasonography; PCI = percutaneous coronary intervention; LMCA = left main coronary artery; MACCE = major cardiac and cerebrovascular
event; MI = myocardial infraction; TLR = target vessel revascularization; HR = hazard ratio; Cl = confidence interval.



Table 3. Randomized controlled trials of stent technique for left main coronary artery bifurcation disease
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Variables DK-CRUSH V trial***’ EBC-MAIN trial*
Study design Provisional strategy vs. DK-Crush Provisional strategy vs. up-front two-stent strategy
Recruitment period 2011-2016 2016-2019
No. (provisional/two-stent) 242/240 230/237
Mean age (years) 64.5 71.1
Diabetes (%) 27.2 27.4
SYNTAX score, mean 30.6 22.9

Distal bifurcation angle (degree) 78 81.3
Length of side branch lesion (mm) 16.4 6.9
Complex bifurcation (%) 31.5 Not classified
Operator experience 2 300 PCls/year for five years, > 20 left main PCls/year 2 150 PCls/year

Use of IVUS guidance (%)
Upfront 2-stent strategy

Conversion rate to two-stent in
provisional strategy (%)

Primary endpoint

Key findings

Not mandated, 41.7
DK-crush
47

TLF (composite of cardiac death, target-vessel Ml, or
clinically driven TLR) at one-year follow-up

DK-Crush strategy lower rate of TLF at one and three years

Not mandated, 32.5
Culotte (53%), T/TAP (33%), DK-Crush (5%)
29

Composite of all-cause death, MI, TLR at one year

No significant difference between the two strategies

PCI = percutaneous coronary intervention; IVUS = intravascular ultrasound; TLF = target lesion failure; Ml = myocardial infarction; TLR = target lesion

revascularization.



Komplex anatomiya
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EF normal, Coxlu damar tixanigligi

.
High Not very high Low-to-intermed iate

11 I =




Qarar verma

 “Heart Team” yanasmasinin onami: kardiolog, urak-damar carrahi,
goruintiloma muitaxassisi, xasta va aile daxil olmaqla multidissiplinar
giymatlandirmsa.

* Anatomik skorlar (masalan, SYNTAX), diabet , ventrikiul funksiyasi, sol
ana arter tutulmasi, yanasi xastaliklar, hayat gozlontilari, xastanin
soxsi istaklari kimi faktorlar diggata alinmalidir.

* Texnoloji inkisaflar: daha vyeni stentlar (2-ci, 3-ci nasil DES),
goruntuloma metodlari (IVUS, FFR) PKM naticalarini yaxsilasdira bilar.

e Xasto toahsilinin 6nami: ustunliklar va dezavantajlar acig-aydin
muzakire edilmali; fordi risklar (yas, komorbidite, hayat gozlantilari)
gararda nazara alinmalidir.



Case-1

64 yas kisi xasta

* HT +

e Aile anamnezi +

* Sigaret +

e EKG: sinus ritminda, v3-v6 1 mm ST depresiyasi
* EXO: EF 25% apex, apikolateral hipokineziya

* Lab: normal
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Case-2

51 yas kisi xasta

* 5il avval LAD stent

* DM +

* HT +

* Sigaret +

* EKG: NSR yaygin ST depresiyasi

* EXO: EF 38% 6n divar vo lateral divarda hipokineziya
* Lab: normal
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Case-3

73 yas kisi

* HT+

* DM+

* EKG: Sinus ritmi, vl-v3 QS, prekordiyallarda T neqatifliyi
 EXO: EF 30% antreior, anterioseptal hipokineziya

 Lab: kreatinin 1.62 mg/dI
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 Daha uzun izloama muddati olan tadqigatlar: 10 il va Uzari naticalar
cox onamli olacaq.

* Yeni DES texnologiyalari, bio-absorble stentlor, darman ortuklu
balonlarin takmillasdirilmasi.

* SUni intellekt gorintilama texnologiyalarinin garar verma prosesina
inteqrasiyasi (anatomiya, risk profili, skorlama).

e Diabetin mualicasinin optimallasdirilmasi; kardiyovaskulyar risk
faktorlarinin hartarafli nazarati, revaskulyarizasiya sonrasi hayat
keyfiyyatina muisbat tasiri.



e Azarbaycan
a Ica Kardiologiya
Camiyyati

* Sol ana koronar va cox damar xastaliyi olan xastalorda, xUsusila
diabet varsa va SYNTAX skoru yuksakdirsa, CABG daha UGstunluk taskil
edir.

* Lakin PCl, daha asagi carrahi risk, daha qisa sagalma muddati kimi
ustunltklera malikdir;, simptomlarin yungullasdirilmasi ve carrahi
riskin yuksak oldugu xastalar Ucun yaxsi secimdir.

* Qorar har xasto Ucun fardi olmalidir; anatomik, funksional, klinik
vaziyyat va xastanin istaklari birlikda giymatlandirilmalidir.

e Kliniki rahbarliklar va multidissiplinar komanda qgararlari (Heart Team)
bu goararlarin alinmasinda rahbarlik etmalidir.
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