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Abstract

Aims: The aim of this study was to evaluate very long-term clinical outcomes and potential predictors after
percutaneous coronary intervention (PCI) with bare metal stents (BMS) for unprotected left main coronary
artery disease (ULMCAD).

Methods and results: From March 1991 to August 2001, 151 patients who underwent PCI with BMS for
ULMCAD were investigated retrospectively. The patient-oriented major adverse cardiac events (MACE)
were defined as the occurrence of all-cause death, any MI, and any coronary revascularisation. The median
follow-up duration was 10.5 years. The mean age was 69.9+11.5 years, and 106 patients (70.2%) were male.
At 10 years, the incidences of cardiac death (CD), target lesion revascularisation (TLR) and patient-oriented
MACE were 11.1%, 25.2% and 81.9%, respectively. In multivariate analysis, the pre-reference diameter of
the left main trunk (LMT) was significantly associated with TLR (adjusted hazard ratio [HR] [95% confi-
dence interval (CI)], 0.28 [0.14-0.54], p<0.001) and the SYNTAX score remained an independent predictor
of patient-oriented MACE (adjusted HR [95% CI], 1.03 [1.007-1.05], p=0.009).

Conclusions: The pre-reference diameter of LMT was significantly associated with TLR, and the SYNTAX
score significantly predicted the risk of patient-oriented MACE at 10 years. BMS implantation for larger size
of ULMCAD with a lower SYNTAX score was feasible for up to 10 years.
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Abbreviations

BMS bare metal stents
DES drug-eluting stents
PCI percutaneous coronary intervention

CABG coronary artery bypass grafting

cl confidence interval

HR hazard ratio

cD cardiac death

Mi myocardial infarction

TLR target lesion revascularisation

ULMCAD unprotected left main coronary artery disease

Introduction

The SYNTAX study (SYNergy between percutaneous coronary inter-
vention with TAXus and cardiac surgery) demonstrated that the SYN-
TAX score! was an important tool in assessing the optimal
revascularisation strategy between percutaneous coronary interven-
tions and coronary artery bypass grafting in patients with complex
coronary artery disease’. Furthermore, the SYNTAX score was a use-
ful tool for predicting major adverse cardiac events at one year in
patients with unprotected left main coronary artery disease (ULM-
CAD)’. From the observational analysis of the SYNTAX study,
patients with ULMCAD who underwent percutaneous coronary inter-
vention (PCI) using drug-eluting stents (DES) had safety and efficacy
outcomes comparable to coronary artery bypass grafting (CABG) at
one year*. Since their introduction, DES have become widely used for
the treatment of ULMCAD?®®. While DES have shown lower inci-
dences of myocardial infarction and target lesion revascularisation
compared with bare metal stents (BMS)™, the long-term results of
DES implantation for ULMCAD beyond five years have not been well
clarified'™!". Furthermore, DES have a potential risk for very late stent
thrombosis or late catch-up phenomenon''3.

We have already reported over 10-15 years of clinical outcomes
for patients with successful BMS deployment!'®!” and Park et al
have also shown long-term outcomes using BMS in patients with
ULMCAD compared to CABG!. However, very long-term out-
comes and potential predictors, including the SYNTAX score!' in
patients with BMS for ULMCAD, remain unclear.

In this study, we analysed very long-term (over 10 years) clinical
outcomes after BMS implantation in patients with ULMCAD and
evaluated its potential risk factors, including the SYNTAX score,
which could be an independent predictor of the clinical outcomes
with BMS.

Methods

PATIENT SELECTION

From March 1991 to August 2001, 163 consecutive patients under-
went PCI with BMS for ULMCAD at Kokura Memorial Hospital,
Japan. Of these, the left main trunk was haemodynamically pro-
tected by CABG in 12 patients. This study population comprised
151 patients who underwent PCI with BMS for ULMCAD. All
patients were informed about the risk of the procedure and alterna-
tive treatment methods, and then provided written informed consent.
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Because of the retrospective enrolment, written informed consent
for the follow-up analysis was waived. The study protocol was
approved by the institutional review board of Kokura Memorial
Hospital. Stent implantation was performed according to standard
techniques'®. The SYNTAX score was calculated by the software
downloaded at the website (http://www.syntaxscore.com). The
SYNTAX score was evaluated by two cardiologists who were not
informed of the clinical outcomes. In cases in which the cardiolo-
gists did not concur, they rechecked the angiography together and
recalculated the score. All clinical information was collected from
hospital records or telephone contact with the patients, the family
members or the primary care physician. In cases of any cardiovas-
cular events such as death, myocardial infarction (MI), or coronary
revascularisation, we reviewed the hospital records or sent inquiries
to the attending physician. Data on the angina status, according to
the Canadian Cardiovascular Society (CCS) classification, were
collected during late follow-up angiography'’. Quantitative coro-
nary angiographic analysis at the index procedure and follow-up
angiography were performed with the Cardiovascular Angiography
Analysis System II. A detailed description of the method and repro-
ducibility of quantitative angiographic analysis in our laboratory
has been reported previously®.

DEFINITIONS

The unprotected left main coronary artery was defined when there
were no patent coronary artery bypass grafts to the left ascending
artery (LAD) or left circumflex artery (LCX). The left main disease
was defined as stenosis in the left main coronary artery of at least
50% by visual assessment, or left main equivalent (defined as at
least 50% stenosis of the ostium of the left anterior descending
artery or the left circumflex) with or without stenosis in other ves-
sels. Cardiac death was defined as any death with cardiovascular
cause, all procedure-related deaths or any death with unknown
cause within four years after index PCI. MI was defined as a clini-
cal event with typical electrocardiographic change, or elevation of
troponin or creatine kinase. Target lesion MI was defined as MI that
was not clearly attributable to a non-target vessel. Target lesion
revascularisation (TLR) was defined as any repeat revascularisa-
tion (regardless of PCI or coronary artery bypass graft) performed
for restenosis inside the placed stent or within the 5 mm segments
adjacent to the stent. Stent thrombosis (ST) was defined according
to the Academic Consortium definitions?', and definite ST was
evaluated on a patient-level basis in the current analysis. Any MI
was defined as MI that occurred in the target and non-target vessel
territory, and any coronary revascularisation was defined as any
repeat revascularisation for all target or non-target vessels?. The
patient-oriented major adverse cardiac events (MACE) were
defined as the occurrence of all-cause death, any MI or any coro-
nary revascularisation. Diabetes mellitus was diagnosed when
a patient was treated with insulin or oral hypoglycaemic drugs,
when casual levels of plasma glucose were higher than 200 mg/dl,
fasting levels of plasma glucose were higher than 126 mg/dl or
HbA 1¢ was higher than 6.5% in patients without need for treatment
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with insulin or oral hypoglycaemic drugs. Dyslipidaemia was diag-
nosed when a patient was treated with lipid-lowering agents, when
the casual total cholesterol level was higher than 220 mg/dl or the
casual low-density lipoprotein level was higher than 140 mg/dl.
Chronic kidney disease (CKD) was defined as an estimated glo-
merular filtration rate less than 60 ml/min/1.73 m?. Current smok-
ing included current smokers and patients who quit smoking within
six months. Emergency PCI was defined as PCI performed within
24 hours after clinical diagnosis. Complete revascularisation was
defined when all coronary lesions (more than 50% stenosis) were
treated by PCI (stent deployment or balloon angioplasty) within
one month after the index procedure.

STATISTICAL ANALYSIS

In this study, the incidence of all-cause death, target lesion non-fatal
MI, TLR and patient-oriented MACE was evaluated. Potential risk
factors were also analysed for each category.

Continuous variables were presented as the meantSDs or as
median and interquartile range (IQR) and were compared using the
Student’s unpaired t-test or Wilcoxon rank sum test depending on
their distributions, respectively. Categorical variables were pre-
sented as counts and percentages and were compared with Fisher’s
exact test. Survival curves were generated by the Kaplan-Meier
method, and were evaluated by the log-rank test.

To adjust for a range of potential confounders, multivariate
analysis of independent predictors of all-cause death, target
lesion non-fatal MI, TLR and patient-oriented MACE was per-
formed with a Cox-proportional hazard regression model. We
included variables that were considered as possible predictors,
such as age, male gender, hypertension, diabetes mellitus, dys-
lipidaemia, current smoking, CKD, poor LV function defined as
less than 40% of the left ventricular ejection fraction, previous
history of PCI or CABG, clinical presentation at the time of pro-
cedure, emergency setting, complete revascularisation, lesion
location of the left main trunk (ostium, shaft or distal), the num-
ber of implanted stents, stent profile (size and length), quantita-
tive coronary analysis (pre-lesion diameter and length) and the
SYNTAX score. Variables with p values <0.1 on univariate anal-
ysis were selected in the final model. All statistical analyses
were performed using JMP version 8 (SAS Institute Inc., Cary,
NC, USA).

Results

PATIENTS, LESION AND PROCEDURAL CHARACTERISTICS
The baseline characteristics of patients, lesions and procedures are
shown in Table 1. Since the patients were selected for the treatment
of ULMCAD with PCI, 60% of the left main trunk lesions were
anatomically simple lesions, such as the ostium or shaft. As stents
were placed in relatively large arteries, 66% of the deployed stents
for left main trunk were over 3.5 mm in diameter. The mean SYN-
TAX score was 21.4+9.1. Although ULMCAD itself was a high-
risk clinical feature during the study period, this study population
reflected relatively classical indications for coronary stenting.

Table 1. Baseline characteristics of the patients, lesions and

procedures.
No. of patients 151
Age, years 69.9+11
Male gender 106 (70)
Risk factors
Hypertension 76 (50)
Diabetes mellitus 46 (30)
Dyslipidaemia 32 (22)
Current smoking 19 (13)
CKD (<60 ml/min/1.73 cm?) 26 (17)
Medical history
Previous PCI 45 (30)
Previous CABG 7 (5)
Clinical presentation
Silent ischaemia 20 (13)
Stable angina 29 (19)
Acute coronary syndrome 73 (48)
Unknown 29 (19)
Emergency PCI 8 (5)
Poor LV function (LVEF <40%) 12 (8)
Patients with complete revascularisation 115 (76)
Lesion location
Ostium 56 (37)
Shaft 35 (23)
Distal (bifurcation) 60 (40)
Extent of diseased coronary artery
Isolated ULMCA disease 44 (29)
ULMCA + 1 vessel disease 45 (30)
ULMCA + 2 vessel disease 41 (27)
ULMCA + 3 vessel disease 21 (14)
Extent of treated coronary artery
Left anterior descending 43 (28)
Circumflex 14 (9)
Right 30 (20)
No. of implanted stents per patient, mm 1.5+0.76
Minimum lumen diameter of LMT before 1.3+0.44
procedure, mm
Reference diameter of LMT before procedure, mm 3.6+0.62
Lesion length of LMT before procedure, mm 8.7+6.0
Stent diameter of LMT
4.0 mm 27 (18)
3.5 mm 72 (48)
3.25 mm 4 (3)
3.0 mm 47 (31)
2.5 mm 1(1)
Stent length of LMT, mm 16+5.6
SYNTAX score 21.4+9.1

range, or n (%).

trunk

Values are expressed as mean+SD, median value with interquartile

CKD: chronic kidney disease; eGFR: estimated glomerular filtration rate;
PCI: percutaneous coronary intervention; CABG: coronary artery bypass
grafting; LV: left ventricular; LVEF: left ventricular ejection fraction;
ULMCAD: unprotected left main coronary artery disease; LMT: left main




CLINICAL OUTCOMES
The median follow-up period of 95 survivors out of 151 patients at
10 years was 10.5 years (interquartile range [IQR], 7.4 to 12.2
years), and clinical follow-up information was obtained from 137
(91%) and 122 patients (81%) at five and 10 years, respectively.
The cumulative incidences of each clinical event are shown in
Table 2. At 10 years, the incidences of cardiac death, target lesion
non-fatal MI and TLR were 11.1%, 2.3% and 24.5%, respectively,
and the cumulative incidence of cardiac death, target lesion non-fatal
MI or TLR was 35.9% (Figure 1A). Clinical presentations at the time
of TLR were as follows: CCS more than three in 12 patients (36%),
CCS less than two with angiographic binary restenosis in three
patients (9%), asymptomatic with positive treadmill stress test in one
patient (3%), and asymptomatic with angiographic binary restenosis

Table 2. Cumulative incidence of clinical events.

1year | 3years | Syears | 10 years

All-cause death 128.0) | 22(14.7) | 33(22.7) | 56 (41.2)
Cardiac death 6(4.1) 9(6.3) | 10(7.1) | 14(1L1)
Non-cardiac death 6(@.1) | 130900 | 23(16.7) | 42(33.9)
Any MI 2(1.4) 2(14) 3(23) 5(4.5)
Target lesion non-fatal MI 2(1.4) 2(1.4) 3(2.3) 3(2.3)
Any coronary revascularisation 53(36.6) | 70(49.5) | 75(53.8) | 87(67.8)
Target lesion revascularisation 25(17.4) | 30(21.2) | 30(21.2) | 33(24.5)
Target vessel CABG 10(7.0) | 14(10.1) | 14(10.1) | 17(13.2)
Any PCI 47(324) | 62(43.9) | 67(484) | 78(62.4)
Definite stent thrombosis 4(2.7) 4(2.7) 5@3.7) 6 (4.7)
CD/TL non-fatal MI / TLR 33(22.4) | 40(27.5) | 42(29.2) | 49(359)
Patient-oriented MACE 65(43.1) | 88(57.9) |101(66.8) |120(81.2)
Values are expressed as n (%). MI: myocardial infarction; CD: cardiac death; TL: target
lesion; TLR: target lesion revascularisation; MACE: major adverse cardiac events
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in 17 patients (52%). Target lesion CABG was performed in 17
patients during the study period. On the other hand, the incidences of
all-cause death, any MI, and any coronary revascularisation were
41.2%, 4.5%, and 67.8% respectively, and the cumulative incidence
of the patient-oriented MACE was 81.2% (Figure 1B). Definite ST
occurred in six patients during the study period and the incidences at
one, five and 10 years were 2.7%, 3.7% and 4.7%, respectively. In
patients with definite ST, three patients died of acute MI, and three
patients were successfully recanalised by emergency PCI.

The causes of death are shown in Table 3. Among the 56 patients
who died during the study period, cardiac death occurred in 14
patients (25.0%), including five patients (8.9%) with sudden death.
Because three patients died due to an unknown cause more than
four years (2,027, 2,083 and 3,277 days, respectively) after index
PCI, they were included in non-cardiac death. Vascular death
occurred in seven patients (12.5%) and non-cardiovascular death
occurred in 32 patients (57.1%).

Table 3. Cause of death.

Cardiac death 14 (25.0%)

Sudden death B
Acute Ml b
Congestive heart failure 4
Vascular death 7 (12.5%)
Stroke S
Cerebral haemorrhage 3
AAA rupture 1
Non-cardiovascular death 32 (57.1%)
Unknown 3 (5.4%)

AAA: abdominal aorta aneurysm; MI: myocardial infarction
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Figure 1. Cumulative incidences of the device-oriented (A) and patient-oriented (B) outcomes. Patient-oriented MACE included all-cause
death, any MI, or any coronary revascularisation. MI1: myocardial infarction, CD: cardiac death; TL. target lesion,; TLR: target lesion

revascularisation; MACE: major adverse cardiac events
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UNIVARIATE AND MULTIVARIATE ANALYSIS

Potential predictors of all-cause death, target lesion non-fatal MI,
TLR and patient-oriented MACE were evaluated by the Cox-pro-
portional hazard regression model (Table 4). Regarding target
lesion non-fatal MI, there was no significant potential confounder
based upon the univariate analysis.

After adjustment for potential confounders, older age (p=0.001), male
gender (p=0.005) and the presence of stable angina (p=0.048) were sig-
nificantly associated with all-cause death, the pre-reference diameter of
the left main trunk (p<0.001) significantly predicted the risk of TLR, and
older age (p=0.02) and the SYNTAX score (p=0.009) remained inde-
pendent predictors of patient-oriented MACE at 10 years.

ANALYSIS OF THE SYNTAX SCORE TERTILES

The cumulative incidences of TLR and patient-oriented MACE
across the lower and higher SYNTAX score groups are shown in
Figure 2A and Figure 2B, respectively. The lower and higher SYN-
TAX score groups were defined as a lower-score group, 0 to 22, and
a higher-score group, more than 22, according to the SYNTAX trial*.
At 10 years, the incidences of TLR were 16.9% and 37.3% in patients
in the lower and higher SYNTAX score groups, respectively (log-
rank test, p=0.008). In the same period, the incidence of patient-ori-
ented MACE was 75.4% in the lower SYNTAX score group and
90.1% in the higher SYNTAX score group (log-rank test, p=0.001).
Compared to patients with a higher SYNTAX score, patients with

Table 4. Multivariate predictors of all-cause death, TLR and patient-oriented MACE.

All-cause death TLR Patient-oriented MACE
Adjusted HR [95%Cl] Adjusted HR [95%CI] Adjusted HR [95%Cl]
Age 1.05 [1.02-1.08] 1.02 [0.99-1.06] 1.02 [1.003-1.04]
Male gender 2.6 [1.3-5.6] 0.90 [0.44-1.9] 1.3 [0.83-1.9]
Hypertension - - - - 1.4 [0.94-1.9]
Dyslipidaemia - - - - 14 [0.89-2.2]
Current smoking 1.6 [0.75-3.3] = = = =
CKD (eGFR <60 ml/min/1.73 cm?) - - - 1.4 [0.82-2.3]
Previous PCI 0.54 [0.25-1/08] — - 14 [0.93-2.1]
Silent ischaemia 0.41 [0.093-1.3] = = = =
Stable angina 0.46 [0.19-0.99] = = = =
Acute coronary syndrome - - - - - -
Poor LV (LVEF <40%) 2.2 [0.97-4.7] = = = =
Patients with complete revascularisation - - - - - -
Bifurcation - - - - - -
Pre-reference diameter of LMT - - 0.28 [0.14-0.54] = =
SYNTAX score - - 1.02 [0.99-1.06] 1.03 [1.007-1.05]
Values are expressed as mean+SD, median value with interquartile range, or n (%). TLR: target lesion revascularisation; HR: hazard ratio; Cl: confidence
interval
A 100 : B 100 ; o, Higher
5 : - : 01% . Sxscore (>22)
< Log-rank p=0.008 — % 1
o 80 i 52 80 7”/- 154%. Lower
= ! g i Sx score (<22)
[«] 1 c g 0, 1
8 60 : 3= 60 59.7/)I
5 s £3 4 |
k3] ' o< q
£ 40+ o' 313% Higher 22 44 .
o 336 A’E ngscore (>22) =2 i
£ ; Es | 5
E 20 138%5 169% Lower 3 *g 20 ; Log-rank p=0.001
5 : Sx score (<22) !
S A ' 7 :
0 T T T T : T T T T 1 0 T T T T : T T T T 1
01 3 5 10 1 3 5 10
Time after initial procedure (years) Time after initial procedure (years)
No. at risk No. at risk
Lower (<22) 9 78 70 60 37 Lower (<22) 91 6l 43 36 19
Higher (>22) 60 37 31 26 14 Higher (>22) 60 26 17 13 3

Figure 2. Cumulative incidences of target lesion revascularisation (TLR) (A) or patient-oriented MACE (B) according to the SYNTAX score.
Regarding the SYNTAX score tertiles, the lower score group was defined as the one where the SYNTAX score was from 0 to 22, and the higher

score group more than 22. Sx score: SYNTAX score.



lower SYNTAX scores had higher incidences of complete revascu-
larisation (p<<0.001), were less likely to be implanted for distal bifur-
cation lesion (p=0.006), required fewer stents for the left main trunk
lesion (p<0.001) and were implanted with bigger (p<0.001) and
shorter (p<0.001) stents for the left main trunk lesion.

Discussion

In this study, we investigated very long-term clinical endpoints in
patients treated with BMS for ULMCAD. The incidences of all-
cause death, cardiac death, target lesion non-fatal MI, TLR and
patient-oriented MACE at 10 years were obtained, and potential
predictors were also revealed.

The most important findings are as follows: (1) BMS implanta-
tion for ULMCAD showed favourable results even at 10 years; (2)
the SYNTAX score was an independent predictor for patient-ori-
ented MACE at 10 years in patients with ULMCAD after BMS
implantation; (3) the pre-reference LMT diameter was associated
significantly with the risk of TLR at 10 years.

The event-free incidence of the device-related composite, includ-
ing cardiac death, target lesion non-fatal MI and TLR, was favour-
able (64.1%) at 10 years, although the event-free incidence of the
patient-oriented composite endpoint, including all-cause death, any
MI and any coronary revascularisation, was low (18.8%) at
10 years. Furthermore, the major component of the device-related
composite was TLR, which was driven by initial follow-up angiog-
raphy in asymptomatic patients. Although this favourable outcome
in this study might be related to the characteristics of short lesions
with large artery size in our patients, these were not significant vari-
ables in multivariate analysis. In addition, Park et al'® reported
a long-term clinical follow-up study of patients with BMS and
CABG patients, up to 10 years, and the cumulative incidences of
each long-term outcome were: all-cause death, 15.9%; cardiac
death, 6.9%; and TLR 24.9%. The incidence of TLR was consistent
with the present study, although the incidences of all-cause death or
cardiac death in the previous report were relatively low, due primar-
ily to the younger patient cohort.

The SYNTAX score effectively allowed for stratification of the clin-
ical risk in the patients with ULMCAD, even with BMS implantation.
With regard to the SYNTAX score, the patients with a lower score
showed a significantly lower event incidence at 10 years than those
with a higher score. According to the studies using DES for ULMCAD,
Mehilli et al*? reported that the two-year composite endpoint, including
death, MI and reintervention in patients with ULMCAD was 20.6-
21.3% using sirolimus-eluting stents or paclitaxel-eluting stents (PES),
and Morice et al* reported that, in the SYNTAX trial of patients for
ULMCAD, repeat revascularisation at one year was 12.0%. Although
this study had no control group, implantation for ULMCAD with a
lower SYNTAX score was comparable to DES.

Baseline characteristics showed apparent differences between
the lower and the higher SYNTAX score groups. The larger and
shorter stents were implanted in patients with the lowest SYNTAX
score tertile rather than higher SYNTAX score tertiles. In this study,
the mean stent diameters of the lower and the higher SYNTAX

Very long-term outcomes after PCIl with BMS for ULMCAD

score groups were 3.51 mm and 3.28 mm, and the mean stent
lengths of the lower and the higher SYNTAX score groups for left
main trunk were 13.8 mm and 18.1 mm, respectively. These differ-
ences could effectively relate to clinical endpoints in patients with
BMS for ULMCAD between the SYNTAX score tertiles.
Capodanno et al® have suggested the efficacy of the SYNTAX score
for predicting clinical endpoints such as cardiac death and a com-
posite of major adverse cardiac events at one year; however, data on
the effectiveness of the SYNTAX score and dividing the groups by
the SYNTAX score has been lacking, especially long-term results.
This study was important for being the first to point out the associa-
tion between very long-term clinical outcomes and the SYNTAX
score in patients with BMS for ULMCAD, and could provide base-
line data to compare with future studies.

The variable of pre-reference LMT diameter was significantly
associated with TLR in multivariate analysis in this study. Some
studies have reported that the coronary stenting for a large coronary
artery with BMS has shown similar clinical outcomes compared to
those with DES?-%%, and those results have also shown the favour-
able clinical results of both stents over 3 mm in diameter. Late
lumen loss is a critical problem after BMS implantation®®; however,
the larger pre-reference diameter of a target artery could cancel
such a negative effect even for ULMCAD, and was able to decrease
the incidences of TLR and device-related composite endpoints?'.

It is an interesting point that pre-reference LMT diameter and the
SYNTAX score are evaluated or calculated based only on coronary
angiography. In fact, it could be possible to predict clinical out-
comes in patients with ULMCAD before performing the treatment
procedure. Additional data would help to establish the efficacy of
measuring the pre-reference diameter or the SYNTAX score to dis-
tinguish the group with good clinical outcomes, even when BMS is
used for ULMCAD.

Study limitations

This study has some limitations. First, we could not use a poten-
tially effective scoring system such as the EuroSCORE or STS
score in this study. A decade ago, coronary interventions for
ULMCAD had been performed in highly selected patients. More-
over, the study population might include those patients who were
thought to be at high risk for CABG because of comorbidities or
adverse systemic conditions (such as patients witha  high Euro-
SCORE or those with a high STS score). This selection bias
should be taken into consideration. Second, the average risk was
relatively low according to the SYNTAX score. Third, our study
was observational, and almost all choices of revascularisation
were at the discretion of the operator and/or patient. Fourth, the
current study was a single-centre study. Fifth, we did not evaluate
re-repeat revascularisation in this long follow-up study.

Conclusions

In multivariate analysis, the pre-reference diameter of the left main
trunk was an independent predictor of TLR, and the SYNTAX
score significantly predicted the risk of patient-oriented MACE for
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patients with ULMCAD after BMS implantation at 10 years. BMS
for ULMCAD showed favourable very long-term clinical out-
comes, especially in patients with larger pre-reference diameter of
the left main trunk or lower SYNTAX scores.
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