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Comparison of Directional Coronary Atherectomy-Based
Intervention and Stenting Alone in Ostial Lesions of the
Left Anterior Descending Artery
Chang-Min Chung, MD; Shigeru Nakamura1, MD; Osamu Katoh1, MD
Background: Balloon angioplasty yields suboptimal results and increases the rate of
restenosis in the ostium of the left anterior descending coronary artery
(LAD). Several non-balloon devices have been used to improve the outcome
of dilatation of such lesions.
Methods:
This investigation retrospectively compared the results of a directional
atherectomy (DCA)-based intervention and stenting alone on the ostial
lesions of the LAD, and the effect on the left circumflex artery (LCX)
ostium. Sixty-five patients with a successful angioplasty of LAD ostial
lesions were studied. Patients were divided into 2 groups: group I (DCA, n =
34) and group II (stenting, n = 31).
Results:
After intervention and at the 3-month follow-up, group I exhibited a larger
minimal lumen diameter (MLD), smaller-diameter stenosis, and a lower loss
index than group II. At 6 months, group I showed a lower cumulative
restenosis rate of 32% as compared to 48% for group II (p = 0.04). In group
I, the MLD of the LCX ostium had not changed after DCA or at follow-up.
In contrast, the MLD of the LCX was significantly reduced with stenting
alone and during follow-up (p < 0.01). The strategy of optimal debulking
plus stenting exhibited a restenosis rate of 9%, in contrast to 33% in the optimal debulking alone strategy (p = 0.05) after 3 months.
Conclusions: During the intervention for LAD ostial lesions, the DCA-based strategy
seemed to be superior compared to stenting alone both in terms of acute and
late target lesion revascularization and in terms of the risk of plaque shifting.
The best results however were obtained when optimal DCA was combined
with stenting.
(Chang Gung Med J 2005;28:689-98)
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B

alloon angioplasty (PTCA) is used to treat ostial
stenosis of the left anterior descending artery
(LAD) and has been associated with low procedural
success rates, a high risk of serious complications,(1)
suboptimal dilatation owing to elastic recoil,(2,3) and a

high rate of restenosis.(4,5) The development of ablative technologies and intracoronary stents has significantly affected the outcomes of percutaneous interventions for LAD ostial lesions. Notably, coronary
stenting leads to less restenosis in focal de novo
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lesions than does balloon angioplasty.(6) However,
restenosis is still a problem in LAD ostial lesions.(7)
Recently, the use of a drug-eluting stent (DES),
either a sirolimus-eluting stent (SES; Cypher, Cordis,
Johnson and Johnson) or a paclitaxel-eluting stent
(PES; Taxus, Boston Scientific), has been associated
with lower restenosis rates.(8-12) No data are available
on the use of DES in LAD ostial lesions.
Directional coronary atherectomy (DCA) with
optimal atherectomy yielded a lower restenosis rate
than balloon angioplasty.(13) Treating ostial lesions of
the LAD may, however, induce narrowing of the left
circumflex (LCX) ostium due to plaque shift or dissection.(14-16) In this investigation, we attempted to
assess and compare the acute and follow-up results
of stenting alone with those of a DCA-based intervention in treating LAD ostial lesions of native coronary arteries. The effects on the LCX ostial diameter
were also determined.

METHODS
Study population

The study group included patients who had
undergone a coronary intervention to treat LAD
ostial lesions between January 1998 and August
2002. LAD ostial stenosis was defined as a lesion
with ≥ 70% diameter stenosis involving the LAD
ostium within 0.3 cm of the left main trunk. Patients
were recruited if they met all of the following criteria: (1) a reference diameter of ≥ 2.75 mm and a
diameter of stenosis of ≥ 70% (a visual estimate); (2)
the absence of myocardial infarction (MI) within 1
week; and (3) clinical or functional evidence of
ischemia. Angiographic follow-up was performed at
3 and 6 months. Angioplasties were performed if
restenosis (≥ 50% diameter stenosis of the treated
site) was observed at the 3-month follow-up. There
were 80 LAD ostial lesions treated by all methods,
including cutting balloon plus stenting. However,
patients treated by cutting balloon plus stenting were
excluded, and thus 65 patients were enrolled in this
study. Two groups of patients with LAD ostial disease were compared. The study group was divided
into 2 groups according to the following criteria:
group I was comprised of patients who had been
treated with DCA, with or without adjunctive balloon or stenting; and group II was comprised of
patients who had been treated with stenting alone.
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Notably, all stenting of lesions was guided by
intravascular ultrasound (IVUS). Comparative quantitative angiographic analysis of groups I and II was
conducted, and comparative intravascular ultrasound
measurements were made.
This protocol was approved by the hospital
ethics committee and is in accordance with the
Declaration of Helsinki. Written informed consent
was obtained from every patient.
Definitions

Procedural success was defined as a residual
stenosis of < 50% without cardiac complications.
Optimal debulking following the atherectomy was
considered when residual plaque + media CSA (atherosclerotic plaque) was < 60%.
Angiographic restenosis was defined as ≥ 50%
diameter stenosis of the treated site at the follow-up
examination.
Target lesion revascularization was defined as
the need for repeat balloon angioplasty in angiographic restenosis cases.
Loss index was defined as late loss / acute gain.
Procedural details
Directional atherectomy

First, under a 10- or 8-Fr guiding catheter, a 6or 7-Fr atherectomy device was directed over a
0.014-in guidewire and positioned across the lesion.
Multiple cuts were then made, guided by IVUS, to
debulk the lesion. The aim was to achieve an angiographic residual diameter stenosis of < 20% by visually estimating optimal lesion debulking.
Intraobserver variability

To overcome intraobserver variability, quantitative coronary angiography analysis (QCA) and IVUS
were measured twice. The data used were the mean
value of 2 measurements.
IVUS procedures and measurements

IVUS imaging was conducted using a 30-MHz
transducer-tipped catheter (Ultracross 3.2, Boston
Scientific, USA). After the machine settings had
been optimized, images were recorded on an S-VHS
videotape recorder, following an intracoronary bolus
injection of nitroglycerine. The IVUS system was
automatically withdrawn at a rate of 1 mm/s during
the imaging sequence. Ultrasound images were
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recorded on high-resolution s-VHS tape for off-line
analysis. A single observer made the off-line ultrasound measurements. To reduce data variability, all
IVUS measurements were repeated, and the average
of the 2 values was used in the analysis. The external
elastic membrane cross-sectional area (EEM CSA),
representing the total arterial CSA, was measured by
tracing the leading edge of the adventitia. The following parameters were measured at the site of the
lesion:
(1) minimal lumen area (MLA) (mm2)
(2) plaque + media CSA (EEM CSA minus
lumen CSA); and
(3) Percentage area stenosis (100 x / lesion EEM
CSA).
Quantitative coronary angiographic analysis

Coronary angiography was conducted following
the intracoronary administration of nitroglycerin.
Off-line computerized QCA measurements were
made using the CMS system (version 4.0, MEDIS).
The percentage diameter stenosis, minimal luminal
diameter (MLD), and reference vessel diameter were
measured before and after the intervention, and at
both follow-up visits utilizing diastolic frames in a
single, matched view of the smallest luminal diameter. The reference vessel diameter was the mean
diameter of the proximal and distal sites of the LAD
ostial lesion.
Post-procedure management and follow-up

Aspirin (80 mg/day) was administered before all
procedures; ticlopidine (300 mg/day) was administered to stented patients both before and after the
procedure. Follow-up data for angina recurrence, target lesion revascularization, myocardial infarction,
coronary artery bypass surgery, and death were
obtained during outpatient clinic visits. Patients were
asked to return for angiographic follow-up after 3
and 6 months.
Statistical analysis and data management

Statistical analyses were conducted by applying
the SPSS Windows (SPSS, Chicago, IL, USA) statistical package. Categorical variables, given as percentages were evaluated by utilizing Chi-square or
Fisher’s tests (when the expected cell frequency was
< 5). Continuous variables are presented as the mean
SD and compared using unpaired Student’s t-test.
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Repeated-measures ANOVA was used to analyze
serial changes in diameter of the 2 groups. A p value
of < 0.05 was considered significant.

RESULTS
Demographics and clinical characteristics
(Table 1)

Clinical parameters at the baseline did not significantly differ between groups I and II. Treatments
of the members of the DCA group were finished
using a 7-Frcutter for 24 lesions (70%) and a 67
Frcutter for 10 lesions (30%), and involved 11
cuts per lesion. Adjunctive balloon angioplasty was
performed on 22 lesions to obtain optimal results,
while adjunctive stenting was used on 35% (12/34)
of the lesions due to a suboptimal result after adjunctive balloon angioplasty, in order to obtain optimal
results.
Quantitative angiography
DCA vs. stenting alone: results at 3 months (Table 2)

The diameter of the reference vessel, the minimal diameter of the lumen, the diameter of the stenosis, and the length of the lesion prior to intervention
were similar across both groups (p > 0.05).
Following the intervention, group I had a larger min0.45 vs.
imal lumen diameter than group II (3.37
0.49 mm, p = 0.03). The reference vessel
3.14
diameter, diameter of the stenosis, stent length, and
acute gain were similar for both groups (p > 0.05).
Table 1. Demographic and Clinical Characteristics
DCA Stent alone
p Value
(n = 34) (n = 31)
Age (years) (mean SD)
Males, n (%)
Diabetes mellitus, n (%)
Systemic hypertension, n (%)
Hyperlipidemia, n (%)
Cigarette smoking, n (%)
Family history, n (%)
Prior myocardial infarction, n (%)
Previous coronary bypass, n (%)
Multivessel coronary disease, n (%)
Chronic total occlusions, n (%)
Left ventricle ejection fraction (%)
(mean SD)
Data are presented as mean

SD.

69 11
27 (79%)
13 (38%)
19 (56%)
14 (41%)
15 (44%)
2 (6%)
11 (32%)
2 (6%)
26 (76%)
3 (7%)

66 10
20 (65%)
13 (40%)
19 (61%)
15 (48%)
14 (45%)
3 (10%)
10 (32%)
2 (6%)
23 (74%)
4 (10%)

0.38
0.10
0.60
0.55
0.45
0.56
0.22
0.48
0.42
0.56
0.32

59

55

0.36

14

16
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Table 2. Quantitative Angiographic Measurements of Left Anterior
Descending Artery Ostium Stenosis

Pre-intervention
Reference diameter (mm)
Min. luminal diameter (mm)
Diameter stenosis (%)
Lesion length (mm)
Post-intervention
Reference diameter (mm)
Min. luminal diameter (mm)
Diameter stenosis (%)
Stent length (mm)
Acute gain (mm)
Follow-up
Reference diameter (mm)
Min. luminal diameter (mm)
Diameter stenosis (%)
Late loss (mm)
Loss index
Data are presented as the mean

Stent
(n = 31)

Directional coronary Stenting alone
atherectomy
(n = 20)
p value
(n = 19)

p value

3.27
0.92
71.8
8.62

0.35
0.27
7.8
5.80

3.26
0.88
73.3
9.28

0.26
0.19
5.1
7.36

0.95
0.82
0.85
0.70

3.32
3.37
-1.5
12.3
2.45

0.24
0.45
12.8
6.8
0.54

3.24 0.31
3.14 0.49
3.1 13.3
13.2 7.0
2.26 0.49

0.42
0.03
0.34
0.75
0.64

3.24
2.51
22.5
0.86
0.33

0.28
0.81
23.5
0.86
0.30

3.16
2.08
33.7
1.06
0.48

0.56
0.03
0.07
0.10
0.04

0.23
0.76
25.3
0.71
0.33

Table 3. Quantitative Angiographic Measurements of Left Circumflex
Artery Ostium Stenosis

SD.

At the time of the 3-month follow-up, group I had a
0.81 vs. 2.08
larger minimal lumen diameter (2.51
0.76 mm, p = 0.03) and a smaller-diameter steno23.5% versus 33.7%
25.3%, p =
sis (22.5%
0.07) than group II. Moreover, group I also had
achieved a lower loss index than group II (0.33
0.30 vs. 0.48
0.33, p = 0.04).
Effect of the procedure on the LCX ostium (Table 3)

Fifteen cases in group I and 11 in group II
already had an ostial stenosis in the LCX before the
intervention and were excluded. The effect of the
treatment of the LAD on the LCX ostium was studied after excluding those cases. The immediate
plaque shift (meaning ≥ 50% diameter stenosis in the
LCX ostium) occurred in 40% (8/20) of lesions in
the stenting group. The kissing balloon technique
was used for these lesions. No further stents were
delivered to the LCX ostium. Of the lesions treated
with the kissing balloon technique, 25% (5/20) had
developed new lesions in the LCX ostium or the left
main artery at the 6-month follow-up. No plaque
shift occurred in the DCA group (p < 0.05).
Results are presented in Table 3 and Figure 1. In
the DCA group, the minimal lumen diameter of the
LCX ostium did not change during DCA and had not

Pre-intervention
Reference diameter (mm)
Min. luminal diameter (mm)
Diameter stenosis (%)
Post-intervention
Reference diameter (mm)
Min, luminal diameter (mm)
Diameter stenosis (%)
Follow-up
Reference diameter (mm)
Min. luminal diameter (mm)
Diameter stenosis (%)
Data are presented as the mean

mm 3.6
3.4
3.2
3.0
2.8
2.6
2.4
2.2
2.0
1.8
1.6
1.4
1.2
1.0
95% CI

DCA
(n = 34)
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3.16
2.73
13.6

0.49
0.49
10.4

3.19
2.76
13.5

0.33
0.45
9.4

0.85
0.95

3.12
2.70
13.5

0.44
0.58
10.6

3.15
2.59
17.8

0.29
0.56
14.1

0.95
0.02
0.60

3.08
2.69
12.7

0.46
0.50
10.8

3.10
2.43
21.6

0.34
0.73
21.0

0.87
0.03
0.02

SD.

NS

NS

DCA
Stent
P < 0.05

P < 0.05

Fig. 1 Changes in minimal lumen diameter of the left circumflex artery (LCX) ostium before the intervention, after
the intervention, and at the 3-month follow-up. The diameter
was unchanged with DCA, yet it had narrowed with stenting
alone. Before, before angioplasty; After, after angioplasty;
Follow-up, at repeated angiography.

changed at the 3-month follow-up. In contrast, the
minimal lumen diameter of the LCX ostium in group
II was significantly reduced. At the 3-month followup, the diameter had also decreased.
IVUS analysis (Table 4)

In the DCA group, IVUS was performed both
before and after the intervention on 34 lesions.
Group II included a total of 31 lesions. The vessel’s
cross-sectional area (CSA), minimal lumen area
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Table 4. IVUS Measurements of Left Anterior Descending Artery
Ostial Stenosis
Descending coronary Stent alone
atherectomy
(n = 31) p value
(n = 34)
Pre-intervention
Vessel CSA (mm2)
MLA (mm2)
Area stenosis (%)
Plaque-media CSA
Post-debulking
Vessel CSA (mm2)
MLA (mm2)
Area stenosis (%)
Plaque-media CSA (mm2)
Post-intervention
Vessel CSA (mm2)
MLA (mm2)
Area stenosis (%)
Plaque-media CSA (mm2)

13.30
2.41
81.9
10.89

1.80
1.05
8.9
2.22

13.41
7.33
45.3
6.08

2.04
1.90
11.1
1.72

13.87
8.42
39.3
5.45

2.22
1.55
9.6
1.87

13.25
2.35
82.3
10.90

2.56
0.82
6.7
2.54

0.94
0.85
0.70
0.35

13.70
7.24
47.2
6.46

3-month follow-up
n
Restenosis
Target lesion revascularization
6-month follow-up
Cumulative n
Cumulative restenosis
Cumulative target lesion
revascularization

DCA

Stenting alone

p value

34
9 (26.5%)
8 (23.5%)

31
11 (35.5%)
10 (32.2%)

0.30
0.30

34
11 (32.4%)

31
15 (48.4%)

0.04

11 (32.4%)

15 (48.4%)

0.04

Abbreviation: DCA: directional coronary atherectomy.

2.57
1.59
7.2
1.79

0.65
0.24
0.05
0.01

Abbreviations: CSA: cross-sectional area; MLA: minimal luminal
area.
Data are presented as the mean SD.

(MLA), area of stenosis, and plaque-media CSA
were similar across both groups. After the intervention, group I exhibited a smaller area of stenosis
9.6% vs. 47.2%
7.2%, p = 0.05) and a
(39.3%
1.87 vs. 6.46
lower plaque-media CSA (5.45
1.79 mm2, p = 0.01) than group II. Notably, in group
II, the IVUS interrogation resulted in balloon upsizing and/or higher inflation pressure in 12 lesions
(39%). In those lesions, the mean change in balloon
0.25 mm, and the mean change
upsizing was 0.25
in inflation pressure was 4.3 3.5 atm.
Clinical outcomes and event-free survival (Table 5)

No ST-elevated myocardial infarction, coronary
artery bypass surgery, or mortality were recorded in
the 2 groups. The rates of event-free survival significantly differed among the 2 groups (p = 0.04).
Patients who underwent stenting alone experienced
more events than did patients treated with DCA therapies (Fig. 2). The degree and frequency of angina
pectoris were not studied in the 2 groups.
At the 3-month follow-up, group I exhibited a
restenosis rate of 27% (9/34), whereas group II
exhibited a rate of 36% (11/31) (p = 0.30); the TLRs
of the 2 groups were 23% (8/34) and 32% (10/31),
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Table 5. Three- and 6-Month Follow-up of Left Anterior Descending
Artery Ostial Lesions

1.0
Event free probability

693

P = 0.04

0.8
0.6
0.4
Stent
DCA

0.2
0.0
1

2

3
4
5
Period (Month)

6

7

Fig. 2 Event-free probability from revascularization,
myocardial infarction, or death. Patients assigned to the stenting-alone group are indicated by the solid line; patients
assigned to the DCA group are indicated by the dashed line.

respectively (p = 0.30). At the 6-month follow-up,
group I exhibited a cumulative restenosis rate of 32%
(11/34) in contrast to 48% (15/31) in group II (p =
0.04), while the cumulative TLRs of the 2 groups
were 32% (11/34) and 48% (15/31), respectively (p =
0.04).
Results of stenting after optimal debulking and optimal debulking alone (Table 6)

Optimal debulking followed by stenting was
employed to treat 11 lesions. Optimal debulking
alone was utilized to treat 18 lesions. Both groups
exhibited similar reference vessel diameters and
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lesion lengths prior to the intervention (p > 0.05).
Notably, the post-intervention MLD was larger in the
group that underwent optimal debulking plus stenting than in the group in which optimal debulking
alone was performed (p = 0.04). Moreover, the acute
gain was also larger in the optimal debulking plus
stenting group than in the group that underwent only
optimal debulking (p = 0.05).
With reference to the angiographic and clinical
outcomes, the optimal debulking plus stenting group
exhibited a restenosis rate of 9% (1/11), in contrast to
33% (6/18) in the optimal debulking alone group (p
= 0.05). Furthermore, the optimal debulking plus
stenting group also exhibited a lower cumulative
restenosis rate after 6 months than the group that
underwent optimal debulking alone (9% vs. 36%, p =
0.05). Optimal debulking followed by stenting minimized the restenosis and target lesion revascularization rates.
Figure 3 shows a case example of optimal
debulking followed by stenting used to treat an LAD
ostial lesion.

Table 6. Quantitative Angiographic Measurements and Clinical Results
of the Directional Coronary Atherectomy (DCA) Groups
Optimal DCA Optimal DCA
(n = 18)
plus stenting p value
(n = 11)
Pre-intervention
Reference diameter (mm)
Min. luminal diameter (mm)
Diameter stenosis (%)
Lesion length (mm)
Post-intervention
Reference diameter (mm)
Min. luminal diameter (mm)
Diameter stenosis (%)
Stent length (mm)
Acute gain (mm)
Follow-up (at 3 months)
Reference diameter (mm)
Min. luminal diameter (mm)
Diameter stenosis (%)
Late loss (mm)
Loss index
3-month follow-up
Restenosis
6-month follow-up
Cumulative restenosis

DISCUSSION
Conventional balloon angioplasty is ineffective
in treating ostial lesions, causing high immediate
recoil and high long-term restenosis. Recent studies

(A)
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3.26
0.92
71.8
8.58

0.45
0.27
7.4
5.80

3.27
0.88
73.1
8.60

0.41
0.19
6.1
6.36

0.85
0.40
0.56
0.95

3.28
3.24
1.2

0.24
0.56
10.8
0.59

0.31
0.40
4.3
6.0
0.56

0.84
0.04
0.07

2.33

3.30
3.62
- 9.7
13.0
2.77

3.24
2.17
33.0
1.07
0.46

0.28
0.71
23.5
0.76
0.32

3.28
2.82
14.0
0.80
0.29

0.23
0.66
26.3
0.71
0.29

0.64
0.01
0.02
0.15
0.12

0.05

33% (6/18)

9% (1/11)

0.05

36% (7/18)

9% (1/11)

0.05

Abbreviations: DCA: directional coronary atherectomy.
Data are presented as the mean SD.

(B)

(C)

Fig. 3 (A) Baseline angiogram of the left coronary artery, showing a left anterior descending artery (LAD) ostial lesion. (B) Postprocedure angiogram of optimal debulking. (C) Coronary angiogram at the 3-month follow-up.
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have confirmed that both bare metal stenting alone
and DCA yield better angiographic results and a
higher success rate than PTCA.(7,17-21) Importantly, this
work verifies that both stenting alone and debulking
devices provide safe and effective treatment for LAD
ostial lesions and yield satisfactory angiographic
results. Achieving optimal positioning is difficult
because of poor radiopacity and residual narrowing
during stent expansion. This can be verified if intracoronary ultrasound is performed following stent
deployment. Under the guidance of IVUS, the stents
can be dilated using larger balloons or greater pressure. Accordingly, the same acute gain in lumen
diameter as that obtained using DCA was achieved
in this study. The linear regression analysis showed a
positive association between acute gain and late loss
in both treatment groups.
The mechanical scaffold of the stent freezes the
lumen gain obtained after balloon dilatation, while
almost completely eliminates the mural recoil.
Notably, the outward extrusion of the plaque during
balloon dilatation was limited by the mechanical
resistance of the fibrous adventitial layers and resulted in axial redistribution of the plaque. The shifting
of the plaque and tears in the edge are likely to be the
main causes of focal restenosis at the edges of the
stent. Plaque shift following stenting also compromises the ostium of the side branches which originate in stented segments. This compromise induces
severe narrowing or occlusion of the side branches,
especially in the presence of preexisting ostial narrowing. Although dilatation through the stent struts
may restore side-branch patency, the residual narrowing often remains. DES implantation was performed according to the practice of fully covering
the diseased segment (from the left main to the
LAD). This technique is not suitable when the diameter of the left main is larger than that of the LAD.
The plaque shifting to the LCX ostium following
stenting is still a problem.
This study established that the debulking of
LAD ostial lesions by DCA did not cause any significant narrowing of the ostium of the LCX. In contrast, stenting of the LAD ostial segment resulted in a
significantly narrower ostium of the LCX than that
obtained with DCA. The narrowed ostium of the
LCX was treated with the kissing balloon technique.
Unfortunately these lesions also developed new
stenosis in the LCX ostium or the left main artery.
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However, the DCA group did not exhibit plaque
shifting (p = 0.02).
The extent of neointimal hyperplasia after stenting is proportional to the extent of the initial stretching of the vessel walls.(22) Notably, the absolute quantity and consistency of the plaque were the primary
factors examined when determining the force
required to expand the stent. Increasing the plaque
burden may have caused the increased rate of late
lumen loss following stenting.(23) The removal of the
atherosclerotic plaque with DCA before stenting may
attenuate the late lumen loss and reduce the incidence of stent restenosis.
DCA is most effective for treating easily accessible eccentric lesions with very large plaque burdens. Although the acute gain in lumen diameter was
the same for both groups, the post-intervention MLA
was larger in the group treated using debulking
devices. That group also displayed larger follow-up
MLDs and smaller-diameter stenoses than the group
with stenting alone, as well as late lumen loss which
led to lower restenosis and target lesion revascularization rates. Although the DCA strategy was more
effective than stenting alone in treating LAD ostial
lesions, the restenosis rate (27%) at the 3-month follow-up was still high.
After the atherectomy, the vessel wall undergoes
a process of chronic recoil that is partially responsible for the late restenosis.(24,25) The method of DCA
plus stenting yielded a higher acute lumen gain and
late lumen loss similar to those obtained using DCA
alone. This phenomenon caused the loss index to be
lower in the DCA-plus-stenting group than in the
group that underwent DCA alone.
Should stenting occur after optimal debulking?

From the results given in Table 6, optimal
debulking combined with stenting achieved larger
post-intervention MLD and acute gain. Optimal
debulking followed by stenting minimized the
restenosis and target lesion revascularization rates
(9% vs. 36%, p = 0.05). These results suggest that
the stent should be employed even if optimal debulking has been applied.
The use of mammary artery bypass surgery for
the treatment of patients with stable angina and isolated severe proximal stenosis of the LAD with normal ventricular function was associated with a higher
event-free survival rate than coronary angioplasty or
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medical strategies alone during a 5-year follow-up
period.(26,27) Ostial LAD stenosis tends to recur more
often and requires more re-interventions after initial
successful PCI than non-ostial and proximal LAD
stenoses, especially within the first year. Therefore,
published data about revascularization for proximal
LAD stenosis suggest that ostial LAD stenosis will
benefit more from bypass surgery compared to PCI
than non-ostial but proximal LAD stenosis. (28) If a
risk of restenosis and an increased need for subsequent interventions are acceptable, optimal debulking followed by stenting remains a suitable therapeutic option and simpler alternative to bypass surgery
in treating ostial LAD stenosis. However, systemic
follow-up angiographic studies are warranted.
Study limitations

This investigation was a nonrandomized, retrospective study of a single center, and thus has several
limitations. The number of patients was relatively
small. Optimal DCA was not achieved in every DCA
case. This produced different results for DCA, optimal DCA, DCA plus stenting, and optimal DCA plus
stenting. Results were not compared among these
subgroups. Since IVUS-guided stenting was used in
most cases, it is unclear whether angiographic guidance alone could have achieved similar outcomes.
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