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Appropriateness of Percutaneous Transluminal Coronary
Angioplasty in Stable and Unstable Angina Pectoris. A review

Lars Grip

Coronary artery disease is the main cause of mortality
and morbidity in the Western world. In order to reduce
symptoms and also to improve survival, revasculariza-
tion measures are performed on a wide scale. Coronary
artery bypass graft surgery (CABG) procedures have
escalated since the 70s, and for the past two decades,
percutaneous transluminal coronary angioplasty
(PTCA) has been performed with increasing volumes
and also progressive success. Approximately 100–200
PTCAs per 100000 inhabitants are performed annually
in different western European countries (1, 2). Whilst
the numbers of PTCAs are constantly increasing, the
numbers of CABGs seem to be levelling off and today a
significant majority of revascularization procedures are
done with PTCA. Recently presented results of, among
others, the ARTS trial, suggest that PTCA with stent can
be safely done also in multivessel disease, with a long-
term outcome for survival and rate of myocardial
infarction comparable to that of CABG. The results of
that study also indicate that PTCA can be an economic-
ally attractive alternative in many cases. There is,
however, most certainly grounds for considering
whether PTCA is appropriate in a number of situations.

SHORT AND LONG-TERM RESULTS AFTER
PTCA

During the 20 years following the advent of PTCA,
there has been a continuous improvement in device
technology; stents have gained a wide usage, adjunctive
medical treatment has been optimized, especially with
the introduction of glycoprotein (GP) IIb/IIIa receptor
antagonists, and operators and centres have gained
experience. All these factors contribute to high-quality
performance and good results (3–9).

Thus, today angioplastic procedures can, in stable or
unstable angina, be performed with an immediate
success rate of approximately 95% (SCAP; the Swedish
Coronary Angioplasty Registry, 1998). Procedure-re-

lated mortality from the same registry is 0.03% and the
need for emergency CABG approximately 0.4%. This
means that if patients with low risk are selected and with
proper use of stents and adjunctive therapy with GP IIb/
IIIa receptor antagonists, there is no longer a need for
on-site surgery back-up. Certain lesion characteristics
still remain a challenge. Thus, bifurcation lesions,
stenoses in severely curved vessel segments, in ostial
location and in small vessels (i.e.<2.5 mm in diameter)
are treated with lower success and higher complication
rates. For chronic total occlusions in particular, the
success rates may be as low as 60%.

Injury to the vessel wall will produce a reaction
causing smooth muscle cell proliferation and migration
as well as neointima hyperplasia, resulting in shrinking
of the vessel, (remodelling), as well as intimal thicken-
ing. These processes will lead to a restenosis after
balloon angioplasty in 30–50% of cases. The process
can be partly compensated for by the use of stents with a
reduction of restenosis to 15–25% (10, 11). Restenosis
still remains a problem, however, since in-stent rest-
enosis is difficult to treat and may impose a risk of
future cardiovascular events. The risk of restenosis
depends on clinical and lesion morphological charac-
teristics. Thus, after both balloon and stent angioplasty
restenosis rate is increased in diabetic patients, follow-
ing treatment of long lesions and chronic total occlu-
sions. Furthermore, location in the proximal part of the
left anterior descending artery (LAD) is associated with
increased risk of restenosis compared with other vessel
segments (12). Several targets of pharmacological
therapy have been tested in order to reduce the problem
of restenosis. Today, compounds with anti-inflamma-
tory, antioxidative or platelet-inhibiting properties seem
to be the most promising. Currently, three drugs are
being tested, tranilast, probucol and cilostazol, all of
which have demonstrated very promising effects in
early pilot studies (13–15). Radiation therapy, with both
gamma and beta radiation, has also been explored as a
mode of restenosis reduction (16). Fear of late adverse
effects have, to date, restricted its use to restenotic
lesions in which a number of studies have shown very
promising preliminary results (17).
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BENEFIT OF REVASCULARIZATION THERAPY

Resultsfrom threemajor trials performed20 yearsago
comparingmedicaltherapywith revascularizationwith
CABG constitute the basis for knowledge on the
benefitsderivedfrom revascularizationtherapy.Revas-
cularization in patients with left main stenosisand
three-vesseldisease,especiallywhenaccompaniedwith
impairedleft ventricularfunction,substantiallyreduces
long-termmortality ascomparedto medicaltreatment
(18–20).Therealso seemsto be somebenefitin two-
vesseldiseaseif the proximal segmentof the LAD is
involved. In patients with normal left ventricular
function, beneficialeffectsare smaller,that is if there
is anybeneficialeffectatall. Medicaltherapiesseem,in
thesecases,to do just as well. When reviewing these
results, it is important to rememberthat they were
obtainedin anerabeforethewidespreaduseof aspirin,
beta-blockersas well as lipid-lowering and ACE-
inhibiting agents.

Althoughwidely used,coronaryangioplastyhasbeen
comparedto medical treatmentin threeminor studies
only. In theACME trial, 212patientswererandomized
(21). Resultsshowedthat PTCA offered earlier and
morecompleterelief from anginathanmedicaltherapy
but PTCA wasassociatedwith a high risk of complica-
tions. In the RITA II trial, 1018 patientswere ran-
domizedout of 70000 patientsscreenedfor inclusion.
The numberof includedpatients,whencomparedwith
thescreenedpopulation,revealeda heavybiastowards
low-risk patients.Thus patientsin whom early myo-
cardial revascularizationwas deemednecessaryfor
symptomrelief of prognosticbenefitswere excluded.
PatientsundergoingPTCA hada higherrisk of cardiac
events,i.e. a compositeof deathandmyocardialinfarc-
tion thatpredominantlyoccurredin theearlyphaseafter
randomizationand must be consideredto be more or
lessprocedure-related(22).Quality of life wasassessed
3 months,1 yearand3 yearslater.The resultsdemon-
stratedthat PTCA was substantiallymore effective in
improving quality of life aswell assymptomssuchas
breathlessnessand angina (23). In the AVERT trial,
PTCA wascomparedwith a high doseof atorvastatin
(24). In this study,medicaltherapywasassociatedwith
a significantly lower risk of ischemiceventsafter ran-
domization(25).Theseeventswere,however,relatedto
revascularizationproceduresandworseningof angina.

All thesetrials sufferedfrom severelimitationssince
they obviouslyhaverecruitedlow-risk patients,where
neither the physicians nor the patients considered
revascularizationnecessaryfrom pre-existingexperi-
ence and knowledge. They were probably right.
Furthermore,the exactlocation of the coronaryartery
diseasehas not beendescribedand thus conclusions
concerning,for example,one-vesseldiseasewith proxi-

mal LAD stenosiscannotbe made.PTCA in low-risk
patientswill only resultin procedure-relatedcomplica-
tion rates and need for subsequentrevascularization
procedures,which are higher than what should be
expectedfrom thenaturalcourseof thedisease.

In patientswith clearly ischemic reactionsduring
daily life or during exercisetest,however,revascular-
ization measureshavebeenclearly demonstratedto be
beneficial.This hasnot beendescribedseparatelyfor
PTCA, but in the ACME trial 558 patients with
ischemiaunderwenteitherrevascularizationprocedures
or had medical therapy (26). More than half of the
revascularizedpatientsunderwentPTCA. In this study
therewas a clear benefitof revascularizationfor late
mortality and myocardial infarction. Similar experi-
encesare at handfor patientswith unstablecoronary
artery disease.In the FRISCII trial, unstablepatients
with eitherreleaseof markersfor myocardialinjury or
ST-changesindicative of ischemiaderivedsignificant
benefitfrom revascularization,PTCA or CABG (27).

THE OPEN(-ED?)ARTERY

Data from a number of thrombolytic trials provide
evidencethat an openinfarct-relatedartery in the late
courseof an acutemyocardialinfarction is associated
with better long-term prognosesthan a closed and
occluded artery (28,29). This does not, however,
automatically translate into benefits from opening
occludedarteriesin the late courseafter acutemyo-
cardial infarction, andcertainly not in a morechronic
phaseof coronaryarterydisease.Therearenumberof
unrandomizedobservationsdemonstratingrelationship
betweenrecanalizationwith PTCA and preservedor
improvedleft ventricularperformancein the long term
aftermyocardialinfarction(30–32).Thesetrialsdonot,
however,prove that recanalizationin itself is of any
benefitbut ratherthat long-termvesselpatencyandleft
ventricularperformanceareassociated.

In the chronic phase,more considerationshall be
focusedon whatwill happento plaquesandstenosesin
the long term and what are the risks of progression
associatedwith significantcardiacevents.Fromangio-
graphicstudies,it hasbeendemonstratedthat critical
stenosisprogressesto occlusionmoreoftenthanmilder
stenosisandnon-significantplaques(33,34). Thereis,
however,not necessarilyan associationbetweenpro-
gressionandcardiacevents.If progressiontakesplace
slowly, collateralsmaywell havetime to develop.Even
if this associationbetweenseverity of stenosisand
progressionexists, still the vast majority of casesof
progressionto occlusion,and a probablemyocardial
infarction, take place in vesselsthat are non-signifi-
cantly stenosed(35). The mostdangerousmomentfor
patientswith coronaryarterydiseaseis probablywhena
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plaque in a non-hemodynamically stenosedartery
rupturesand a severestenosisor occlusionsdevelop
within a short period of time. The result of such a
rupture is likely to result in a large myocardial
infarction or in suddendeath.Theseeventscannotbe
predicted from a coronary arteriogram. They will
subsequentlynot bepreventedby anyform of coronary
angioplasty.On the contrary, coronary angioplasty,
evenif successfullyperformed,will havea low risk of
subacuteocclusions.Furthermore,the restenoticpro-
cesswill lead to progressionin the stenosisin at least
20–30%of all patients,despitetreatmentwith intracor-
onarystents.

BALLOON ANGIOPLASTY VERSUSCABG

Balloon angioplastyhasbeencomparedwith coronary
artery bypasssurgery for multivessel diseasein six
major randomizedtrials (36–41). In the RITA-1 trial
single-vesseldiseasewas also included. A common
finding in all thesetrials was that concerningserious
coronaryeventsafteraprocedure,treatmentwith PTCA
seemsto be on a par with CABG. The effects on
symptomrelief and the needfor subsequentrepeated
revascularizationprocedureswere,however,poorerfor
PTCA ascomparedto CABG. Therearesomelimita-
tions to the studies; for example, only a very few
patients with impaired left ventricular performance
were included.Furthermore,it hasnot beenstatedto
whatextentpatientswith multivesseldiseaseincluding
a proximal LAD stenosiswasrecruitedto the trials.

CORONARY ANGIOPLASTY WITH STENT AS
COMPAREDTO CABG FOR MULTIVESSEL
DISEASE

The above-mentionedstudiescomparingPTCA with
CABG wereperformedbeforetheeraof stenting.Since
stentsimprove immediatesuccessrate by providing a
tool for treatmentof threatenedabruptclosureaswell as
improving long-termresultsby reducingrestenosis,it
canbeexpectedthat theuseof stentsmayimprovelate
resultsafter PTCA, especiallyin multivesseldisease.
Thisconcepthasbeentestedin threerecenttrials.In the
ARTS trial (presentedat the XXIth Congressof
EuropeanSocietyof Cardiology1999) it was demon-
stratedthatPTCA with stenthadequalshort-andlong-
term resultswhencomparedwith CABG for two- and
three-vesseldiseasein both stableandunstableangina
pectoris.The needfor repeatedrevascularizationwas
higher in the stentgroup, but this was not associated
with a high risk of cardiovascularevents.Furthermore,
therevascularizationneedwaslessthanin theprevious
randomizedtrials, and an economicanalysisrevealed
thatPTCAwith stentmight becosteffective.Theother

studies,theSOStrial andtheERACI II trial, will soon
bepresentingfurtherdata.

INCOMPLETE REVASCULARIZATION?

Whendecidingthetreatmentmodality for patientswith
multivesseldisease,it is importantto definewhetherall
lesionsshouldbe revascularizedor not. Early experi-
ences from the CASS registry demonstratedthat
patients undergoing coronary artery bypass surgery
hadbetterlong-termresultsif completerevasculariza-
tion wasperformed(i.e.with at leastthreegraftsto three
or more vessels)comparedwith patientswith incom-
pleterevascularization.Thebenefitalsoconcernedlate
mortality (42). Data from PTCA proceduresare less
compelling. Thus, report from the NHLBI PTCA
registry did not demonstrateany difference between
patients who underwent PTCA with complete or
incomplete revascularization (43). Data from the
BARI study revealedresults in a similar direction.
However, incomplete revascularizationwith PTCA
clearly resulted in an increased need for further
revascularizationsaswell aslessgoodresultsconcern-
ing anginapectorisin the long termafter theprocedure
(44,45).Althoughtherewasnosignificantdifferencein
mortality, there was a clear trend towards higher
mortality amongpatientswith angioplastywith incom-
pleterevascularizationintended.Thusasof today,there
is evidencethat incomplete revascularizationis less
effective in improving symptomsand it may be that
incompleterevascularizationmay be associatedwith
increasedlate cardiacmortality. Concerninga concept
of culprit lesion revascularizationin casesof unstable
angina pectoris, this has not been tested in any
randomizedtrial.

THE LAD STENOSIS

Approximately50% of all patientsundergoingPTCA
dosobecauseof astenosisin theLAD (SCAP1998).Of
patientswith coronaryartery disease,the presenceof
stenosisin theLAD representsa specialentity, sinceit
is clearlyshownthat thesepatientssuffer from a worse
prognosisin the long term thanpatientswith involve-
mentof otherepicardialarteries(46). Angioplastyof a
LAD stenosisis often performedwithout much con-
sideration for alternative strategies. It should be
remembered,however, that stenosislocation in the
proximal part of the LAD is, in comparisonwith other
vesselsegments,associatedwith an increasedrisk of
restenosisafter both balloon angioplasty and stent
implantation(12,47).Thealternativeof coronaryartery
bypasssurgeryshouldbe brought forward, especially
sinceanalysisof the previoustrials on CABG versus
medicaltherapy,demonstratedthatmuchof thebenefit
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from surgerywasrevascularizationof theLAD with left
internalmammariaartery(LIMA) grafts(48). Material
recruitedearlyin theeraof coronaryangioplastyclearly
demonstrateda superior long-term effect of bypass
surgeryto the LAD either by vein graft or by LIMA
graft whencomparedto PTCA (49). This is evenmore
obvious in materialswith surgical grafting solely by
LIMA grafts(50).Thelattermaterialdemonstratedthat
LIMA grafting resultednot only in a reducedneedfor
repeatedrevascularizationproceduresbut also for a
cleartendencytowardslower long-termmortality after
LIMA–LAD surgerywhencomparedwith PTCA.

A randomizedtrial comparingPTCAwith CABG for
LAD stenosisdemonstratedthat both methodswere
goodat improvingclinical statusbut thatnewrevascu-
larizationswere neededmore frequently after PTCA
(51). Therewas an excessof non-Q-wavemyocardial
infarction during5-yearfollow-up in thePTCA group.
Also in this study, there was a non-significanttrend
towardshigher mortality after PTCA comparedwith
afterCABG. Preliminary5-yeardatafrom a studyalso
comparing medical therapy with CABG and PTCA
cameto thesameconclusions(52).In thisstudymedical
therapyevencameout somewhatbetterthanPTCA.

The few studiesperformedso far, addressingthe
treatmentof LAD stenosis,have comparedconven-
tional CABG with balloonangioplasty.In recentyears
the techniquefor CABG hasbeendevelopedto be less
invasive(MidCab) and,aboveall, operatingwithout a
heartandlung machine(“off-pump”). This mayreduce
the risk of the operationand, it is hoped,with good
resultspreserved(53). At the sametime, stentshave
become acceptedas a general treatment during an
angioplastyprocedure.While studiesbig enough to
makea meaningfulcomparisonareawaited,prelimin-
ary reports of comparisonsbetween MidCab/“off-
pump” surgeryversusPTCA with stent have yielded
resultsthatconfirmthatbothmethodscanbeusedwith
excellent clinical results, but with somewhatbetter
effectson anginaafter surgery(54). For treatmentof
complexlesionsin theLAD (B2- or C-typeof lesions),
it seemsthatsurgerymayoffer a superioralternativeto
PTCA with stent(55).

THE DIABETIC PATIENT

Althoughpatientswith diabetesfaresignificantlyworse
thannon-diabeticsafter both PTCA andCABG, it has
now beenclearly demonstratedthat diabetic patients
seemto haveapoorerlong-termoutcomeaftercoronary
angioplastycomparedwith after CABG, especiallyif
suffering from multivessel disease(56,57). Further-
more, diabeticshavea lessfavourablelong-termout-
come in comparisonwith non-diabeticpatientsafter

both coronaryangioplastyandstenting(47,58). There
maybeseveralmechanismsresponsiblefor thisfinding.

Retrospectiveanalysesfrom previoustrials (56,57)
haveindicatedthat the resultswerepartly dueto more
incomplete revascularizationwith PTCA compared
with bypasssurgery.It has furthermorebeendemon-
stratedin severaltrials thatprogressionof thediseaseis
more intensein diabeticsthan in non-diabetics(59).
Thusgraftingof all majorvesselsegmentswith CABG
mayprovidebetterprotectionagainsttheconsequences
of futureprogressionin proximal vesselsegmentsthan
treatmentwith PTCA.

Thereis somecontroversyaboutwhetherthe worse
outcome complies with both insulin-dependentand
non-insulin-dependent patients (60). Insulin, being a
growth factor,maypredisposefor later restenosisafter
an angioplasty procedure.On the other hand, one
interesting finding is that in patients with coronary
arterydisease,theprognosisin diabeticsis relatedto the
glucoselevels (61), and one possiblelink may be the
endothelialfunction.Thus,onepossiblewayto improve
outcomeafterPTCA in diabeticsmaybebetterglucose
controlwith insulin.

Platelets play a major role in acute thrombotic
complicationsin associationwith angioplasticproce-
dures,but may also havean impact on the long-term
resultsandrestenosis.In recentyearsit hasbeenshown
that intenseplatelet inhibition using the GP IIb/IIIa
receptor antagonistsabciximab and integrilin both
reducescomplicationsandimproveslong-termresults,
especiallyin diabetics.Thusin theEPISTENTtrial, the
6-month results in diabetic patients treated with
abciximabwereequalto thosein non-diabeticpatients
(62). If confirmedover longerobservationperiodsand
in othertrials,thismaypoint to asolutionto thediabetic
problemin interventionalcardiology.

THE IMPORTANCE OF AGE

Coronaryartery diseaseis a life-long chronic disease.
Coronaryarterybypasssurgerymaybedoneonceand,
wherethereare lessgood resultsand increasingcom-
plications,asecondoperationmaybeoffered.Coronary
angioplastycan,on theotherhand,beperformedfor, in
principle,anunlimitednumberof times.Thus,thereis a
widespreadbelief that it is preferable to wait for
coronaryarterybypasssurgeryfor aslong aspossible.
In young patients PTCA can be performed with
excellentshort- and long-term results(63,64). In the
long term, however,new revascularizationprocedures
are usually needed becauseof restenosisbut also
becauseof progressionof the coronaryartery disease.
Although repeatedproceduresare often needed, it
seems that the restenosisprocess in itself is less
commonin patientsof youngagethanin olderpatients
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(65). On the otherhand,the long-termprognosisafter
coronaryarterybypasssurgeryin youngadultsis poor
and discouraging(66). This may be due to selection
bias, as young patients referred for coronary artery
bypasssurgeryareoftenatamoreadvancedstageof the
diseaseandsuffer from diabetesandhypercholesterol-
emiamoreoftenthanpatientsreferredfor PTCA.These
experiences,althoughnot basedon randomizedtrials,
may advocatethe choice of PTCA as the methodof
choice for revascularizationin younger patients. In
doing so, however,someconsiderationsare in place.
Youngerpatientsoftenhaveamoreaggressivecoronary
artery diseaseper definition. Thus, a more rapid pro-
gressionthanin olderpatientscanbeexpected,which is
why patients should be closely followed-up, with
repeatedexercisetests,to revealoccurrenceof ische-
mia. Furthermore,if a young patient suffers from
widespreadcoronaryartery disease,whereexperience
from previousrandomizedtrials betweenmedicaland
surgicaltreatmenthaveshownthatsurgerymayprolong
survival,thenbypasssurgeryshouldbeconsideredand
PTCAperformedonly if completerevascularisationcan
bedone.

Although high age is an independentpredictor of
mortality after coronaryangioplasty(67), both PTCA
andCABG canbeperformedwith goodshort-andlong-
termresultsin elderlypatients(68,69).With advancing
age,PTCAmaybecomeamoreattractivealternativeas
coronaryarterybypasssurgeryis conceivablyrelatedto
high-risk for cerebral,renalaswell ascardiaccompli-
cations.At high agethe prognosticimportanceof the
procedureis of less significance.Thus PTCA can be
performedasa palliative measurealsoin patientswith
advancedmultivesseldisease.

AD HOC PROCEDURES

In order to savetime and ultimately money,coronary
angioplastyactivities are, in many centers,organized
with the possibility of an ad hoc procedure,i.e. a
diagnosticcoronaryangiographyimmediatelyfollowed
by coronaryangioplasty.This approachseemsto be
attractivefrom logistic and economicpoints of view,
and when performedselectivelyit appearssafein the
short perspective(70). The strategy may, however,
imposea certainrisk – namelythatdecisionsaremade
on the basisof impulseand feelingsrather than on a
soundknowledgeof the expectedrisks and long-term
outcomeswith different treatmentmodalities.Taking
theseconsiderationsinto account,patientswith asingle-
vesseldiseasemay, in many instances,preferablybe
treated pharmacologically. Only if symptoms are
severelyincapacitatingor if the patient presentswith
high-risk, unstable coronary disease, is it usually
necessaryto perform an angioplasty.On the other

hand,lesionslocatedin the proximal part of the LAD
maybetreatedwith coronaryarterybypasssurgeryfor
prognostic reasons. Other considerationsapply to
multivesseldisease,incompleterevascularizationsand
diabeticpatients.

For most patientswith coronaryartery disease,the
decisionto carryout a revascularizationproceduremay
be oneof the most importantdecisionsto be takenin
that particularpatient’s life. It is thereforereasonable
that such a decisionis madein compliancewith the
patient,who shouldbe well informedandin a stateof
alertness (not sedated). Furthermore, the decision
should, from the physician’sside, be safeguardedby
unbiasedconsiderationsof all treatmentalternatives,
where risk during the procedureshould be weighted
against the expectedlong-term outcome. If ad hoc
proceduresare to be performed,which may well be
warranted,especiallyin unstableangina,it requiresthat
thepatientis thoroughlyinformedbeforethediagnostic
catheterizationandthat currentindicationsandcontra-
indications for PTCA are carefully followed. If any
doubts arise after the coronary angiography, the
patient’s case should be discussedin collaboration
with the interventionalcardiologist,a thoracicsurgeon
and the physicianwith primary responsibility for the
patient.

FUTURE DIRECTIONS

Rapidtechnicaldevelopmentis takingplacein thefield
of coronary angioplasty. Development concerning
guide wires and balloons will allow more complex
lesions to become more accessible for coronary
angioplasty,and with the developmentof improved
stents it is foreseenthat smaller vessels,lesions in
curvedvesselsegmentsas well as bifurcation lesions,
may be effectively treated.It can thereforebe antici-
patedthat the successratewill improveevenmore,to
closeon 100%of attemptedprocedures.Establishment
of treatmentwith GPIIb/IIIa receptorantagonistshas
providedanantithrombotictreatmentthatis effectivein
prohibitingthromboticcomplications.Furthermore,this
typeof therapymayhavea greaterimpacton reducing
myocardial injury during angioplastyproceduresand
therebyimproving long-termresults.

The Achilles’ heel of coronaryangioplastyis still
restenosis.A few promising pharmacologicalcom-
poundsare currently being tested against restenosis
andit is hopedthat in thecomingyearswe canexpect
the resultsof largerandomizedtrials to revealwhether
any of thesedrugs are effective in the reduction of
restenosis.If the restenosisproblem can be reduced
substantially,thiswill haveagreatimpacton theuseof
coronaryangioplastyasanalternativeto othertreatment
modalities in coronary artery disease.Technically,
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complicatedlesionsas well as lesionsin widespread
three-vesseldiseasecanbetreated,andif therestenosis
rate can be controlled, this will enhancecoronary
angioplastyasthe treatmentof choicefor the majority
of patientswith coronaryarterydisease.

CONCLUSIONS

Coronaryangioplastyis a safeandeffective treatment
method for revascularizationof patientswith single-
andmultivesseldisease.Complicationsarelow with the
use of stentsand effective antithrombotic treatment.
Restenosis,however,still remainsa problem.

Single-vesseldiseasewithout severe ischemia on
exercisetestcanbetreatedwith medicaltherapyalone.
For patientswith ischemiaon an exercisetest or with
incapacitatingsymptoms,coronaryangioplastyis the
treatmentof choice. An exceptionmay be a lesion
situatedin theproximalpartof theLAD, wherebypass
surgerywith the useof LIMA graft may have better
resultsfor long-termsymptomrelief andprognosis.

Coronaryangioplastymay be consideredfor multi-
vessel diseaseif lesion morphology is suitable for
angioplasty. Complete revascularizationshould be
aimed for in either one or a stagedprocedure.Since
angioplastyis perhaps,in comparisonwith coronary
bypasssurgery,less effective in relieving symptoms,
the patient should have some say in the choice of
therapy.Thusa first attemptwith coronaryangioplasty
maybeworthwhile,with a latercoronaryarterybypass
surgery if the initial proceduredoes not result in
sufficientrelief of symptomsin the long term.

Diabeticsshouldbe consideredfor bypasssurgery,
especiallyif presentingwith multivesseldisease.
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