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Case report
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Abstract

We present a case of a 71-year-old gentleman who suffered an inferoposterior ST
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Figure 1. Coronary angiography which was used to suggest CABG

Figure 1. Coronary angiography which was used to suggest CABG
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Figure 2. Measured coronary physiology parameters in RCA, Cx and LAD
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niques, which means that, in previously published ranThe superiority of surgical treatment in case of a patient domized trials, not many patients had these techniques
with MVD has been repeatedly examined in relation to applied during PCI. Therefore, when choosing revascuPCI with the development of advanced techniques in larization techniques in MVD, complete revascularizainterventional cardiology3. In daily practice, despite the tion of all hemodynamically significant lesions should
development in interventional techniques – new gen- be sought, either based on anatomical or functional
erations of drug eluting stents (DES), intravascular imag- significance obtained using non-invasive or invasive
ing (IVUS, OCT), use of coronary physiology (CFR, FFR) tests to prove it (CFR and FFR)6.
and advanced antithrombotic therapies in patients with An interesting alternative is a hybrid approach - combinMVD, the advantage is almost always given to surgical ing the surgical revascularization with LIMA (left internal
treatment. Current recommendations from European mammary artery) graft and PCI of other lesions in pa-
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tients with MVD. In retrospective analysis by Basman et
al., after propensity matching, patients subjected to
hybrid revascularization techniques had similar mortality as patients that underwent CABG or multivessel PCI
(5.0% vs. 4.0% vs. 9.0%) and similar incidence of composite outcomes - death, repeated revascularization and
myocardial infarction (HCR 21.0% vs CABG 15.0%, P =
.36; HCR 21.0% vs PCI 25.0%, P = .60). Despite higher
preprocedural SYNTAX score, hybrid revascularization
achieved a lower residual score after revascularization
than multivessel PCI (7).
Finally, approach to a patient with MVD should be individualized primarily based on the anatomy of coronary
artery lesions. If there is a complex MVD with LM stenosis, the advantage should be given to CABG, as well as
in the case of multivessel complex MVD and diabetes.
In the absence of these characteristics, the severity of
CAD should be analyzed while paying respect to patient’s preference. The advantage to surgery should be
given in patients with very complex lesions (long lesions,
chronic total occlusions, calcifications) where percutaneous complete revascularization would be difficult to
achieve, while PCI has an advantage in patients of advanced age, with high risk of cerebrovascular complications, bleeding and infection of the surgical wound, as

well as in those where functional capacity is reduced
where PCI would offer faster postprocedural recovery.
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Predstavili smo slučaj muškarca starog 71 godinu koji je lečen trombolitičkom terapijom nakon akutnog infarkta
sa ST elevacijom. Koronarografija je pokazala trosudovnu koronarnu bolest I predloženo je hirurško lečenje bajpas
graftom (CABG). Urađena je koronarna fiziologija i na osnovu neznačajnih vrednosti frakcione rezerve protoka
(FFR) “Heart team” je indikovao maksimalnu medikamentnu terapiju. Podaci iz 11 studija koje su uključile preko
11000 pacijenata pokazali su korist od CABG-a kod pacijenata sa kompleksnom koronarnom anatomijom (visok
SYNTAX skor) i dijabetesom, dok perkutana koronarna intervencija (PCI) ima prednost kod pacijenata sa nižim
SYNTAX skorom, starijih sa komorbiditetima, gde PCI nudi brži postproceduralni oporavak. U retrospektivnoj analizi Basmana i saradnika pokazano je da hibridni metod revaskularizacije ima sličnu incidenciju smrti i kompozitnih
ishoda kao CABG i višesudovna PCI.
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