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Abstract:

Objective: Interventional cardiologists have always faced the issue of LMCA critical stenosis. Conventionally, CABG is carried
out in the management of patients; but, more frequent use of PCI (Percutaneous Coronary Intervention) have been observed but
scarce literature is available about the utilization of PCI. We aimed to determine the rate of technical success and safety of the
stenting of percutaneous LMCA.

Methods: We studied 53 patients in our research at Services Hospital, Lahore in the timeframe of February 2016 to March 2017.
We included all the patients who experienced coronary angiogram and diagnosed with an isolated LMCA or coexisting ostial
LAD artery disease. All the cases having any previous surgical management of CAD and dialysis cases (renal disrders) were not
made a part of this research. Patients were briefed about the CABG and PCI regarding their benefits and shortcomings. We
considered all those cases who opted PCI and managed all these patients for stenting of percutaneous LMCA with or without the
help of stenting of ostial LAD stenting.

Results: A total of 72 patients were diagnosed with the disease of LMCA in the course of angiogram; whereas, only 15 patients
chose CABG, inclusion criteria were not fulfilled by four patients, therefore, our final research sample was restricted to 53
patients. Patients were observed with a mean age of (55.45 £ 10.275) years. Acute coronary syndrome and stable angina were
reported in respectively 29 and 22 patients. All patients had technically successful PCI with stenting. Only one mortality was
reported after three months of PCI and no other death case was reported.

Conclusion: PCI has better, safer and acceptable outcomes with a better technical success to LMCA critical stenosis.

Keywords: CABG (Coronary Artery Bypass Graft), LMCA (Left Main Coronary Artery). CAD (Coronary Artery Disease), PCI
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INTRODUCTION:

All the cases who experienced coronary angiography
were reported 3% — 5% of LMCA disease and in the
patients, who experienced bypass surgery the
incidence was reported about 10% — 30% [1 — 4]. The
high cardiovascular risk is posed because of critical
LMCA stenosis which can jeopardize the
myocardium and related disease of the multivessel
coronary artery; therefore, it is a vital prognosis
lesion. In the available guidelines, CABG is standard
procedure for non-protected LMCA patients due to
its long-term beneficial surgical revascularization
outcomes better than the medical interventions [5 —
10].

However, due to related features and anatomic
accessibility, PCI is a choice for the interventional
cardiologist to treat LMCA. The literature review
also favours the short and mid-term effectiveness
along with feasibility. Limited use of PCI is carried
out in the LMCA for high-risk surgical patients,
protected LMCA patients or used as bailout process
for the patients having the complication of
angioplasty. Recent improvements in the strategies
and adjunctive pharmacology have replied surgical
stenosis wisdom about LMCA [11 — 13].

Coronary stenting has introduced the reassessment
PCI role in the LMCA pragmatic treatment because
of the availability of DES (Drug Eluting Stents) to
treat LMCA, it has also reduced PCI utilization
instead of CABG [14 — 18]. LMCA and PCI clinical
experience involves a wide range of angiographic and
clinical patient’s sub-categories. However, long-term
efficacy and safety evaluation of PCI with LMCA
disease stenting have not been studied in any of the
randomized trials in order to compare CABG with
PCI in a large sample [19]. In this research, a review
has been made about the status of surgical treatment
against the percutaneous treatment of LMCA keeping
in view the focus that whether CABG is better or PCI
as an alternative [20]. We aimed to determine the rate
of technical success and safety of the stenting of
percutaneous LMCA.
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We studied 53 patients in our research at Services
Hospital, Lahore in the timeframe of February 2016
to March 2017. We included all the patients who
experienced coronary angiogram and diagnosed with
an isolated LMCA or coexisting ostial LAD artery
disease. All the cases having any previous surgical
management of CAD and dialysis cases (renal
disorders) were not made a part of this research.
Patients were briefed about the CABG and PCI
regarding their benefits and shortcomings. We
considered all those cases who opted PCI and
managed all these patients for stenting of
percutaneous LMCA with or without the help of
stenting of ostial LAD stenting. Single operator
carried out all the procedures who had a vast
experience. Patients were managed with DES and
PCI. Patients were detained in CCU (Coronary Care
Unit) before procedures and ECG monitoring was
also carried out along with hemodynamics.
Clopidogrel and Aspirin were given as dual
antiplatelet treatment to all the patients. Tirofiban (an
antiplatelet agent) was given to acute coronary
syndrome patients. Patients were discharged after
moving to the cardiology ward in case of stable
condition for a period of twenty-four hours. Follow
up of the patients was carried out for one year on
monthly basis in cardiology OPD.

Data analysis was carried out on SPSS. Quantitative
variables were presented in Mean and SDD; whereas,
frequency and percentage for qualitative variables.

RESULTS:

A total of 72 patients were diagnosed with the disease
of LMCA in the course of angiogram; whereas, only
15 patients chose CABG, inclusion criteria were not
fulfilled by four patients, therefore, our final research
sample was restricted to 53 patients. Patients were
observed with a mean age of (55.45 + 10.275) years.
Acute coronary syndrome and stable angina were
reported in respectively 29 and 22 patients. All
patients had technically successful PCI with stenting.
Only one mortality was reported after three months
of PCI and no other death case was reported.
Demographic data of the patients and procedural
outcomes have been given in detail in Table — I and II

METHODS: respectively with graphical presentation.
Table — I: Demographics of the study subjects
Demographic Detail Mean / Number + SD / Percentage
Age (Years) 55.45 10.275
Male 40 7547
Female 13 24.53
Acute coronary syndrome 29 52.8
Unstable Angina 22 41.5
Stable angina 2 3.7
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Table — II: Procedural Outcomes
Variables Number Percentage

Isolated LMCA disease 8 15

Ostial LAD involvement 45 84

Ventricular Tachycardia during procedure 5 9.4

Death 1 1.8

Technical success 53 100
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DISCUSSION:

Heart blood flow is seventy-five percent in the
LMCA disease which is a highly risky Iesion.
Coronary angiography patients have a reported
prevalence of LMCA in the range of 2.5% — 10%, its
coexistence is observed with the narrowing of the
coronary tree. LMCA disease has a higher rate of
mortality in the course of treatment [7, 21]. Poor
long-term prognosis has been reported in the previous
research studies about the medical management of
LMCA disease having a fifty percent survival rate for
three years [11].

In a traditional way LMCA is commonly treated with
CABG; whereas, PCI is used in the surgically poor
cases. As the advancements are in action and
strategies have been improved with the advent of
DES which has given an emergence to the PCI to
treat LMS stenosis. Mean age of the patients
diagnosed with LMCA and treated with PCI
intervention was (5545 % 10.275) years. An
advanced age was reported in various other research
studies [23]. It highlights disease progression and
higher disease burden in the subcontinent which is
also higher in the global perspective [22].

We found the baseline outcomes of the unstable
angina patients in 22 patients (43.1%), same has been
reported in a research conducted by Lee as he
reported 46% unstable angina cases [23]. Mortality
rate as observed in the third month is also comparable
with other studies [24]. Another author reported
eleven deaths in his research as one during
hospitalization and remaining deaths after a period of
thirty days after being discharged from the hospital
[4]. No adverse effects were reported in our setting
during a follow-up routine in this research after PCI,
same has been observed in other research studies as
adverse effects were much lower than expected [24].
Long-term follow-up was missing as it counts a
limitation of our research.

CONCLUSION:

PCI has better, safer and acceptable outcomes with a
better technical success to LMCA critical stenosis.
Studies are to be conducted on large scale and
include multiple centres to assess the treatment of
LMCA disease.
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