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What the randomised trials don't tell us about the
shortcomings of CABG

Stephen Westaby

The vintage trials of medical versus surgical
(CABG) treatment for coronary artery disease
showed early CABG to prolong life for patients
with left main stem and severe three vessel dis-
ease. In Europe, where surgical intervention
rates are less than 500/million population,
operation is best reserved for patients with
three vessel disease, particularly when left ven-
tricular function is impaired. In this context,
debate between the merits of angioplasty
(PTCA) and CABG is fallacious and the trials
provide no information about the value of
sequential intervention. Since beginning RITA
(Randomised intervention treatment of
angina) and others there has been a sea change
in drug treatment and catheter intervention.
Intracoronary stents and improved moderation
of risk factors now convey important benefits.
The aims of both modes of treatment are to

relieve symptoms and prolong life by prevent-
ing myocardial infarction. For many patients
the combination of modem drug treatment
and PTCA achieves this goal without detract-
ing from quality of life. There are two broad
categories of patient with coronary disease.
First, those with genetic predisposition or dia-
betes present between 40 and 65 years of age
with aggressive pathology and will spend the
rest of their lives battling symptoms and
events. These patients require constant super-
vision even during symptom free periods. A
strategy ofPTCA first and surgery in time may
convey prognostic benefit compared with early
CABG. Arguably, bypass conduits should be
preserved for a critical stage in the disease
process and arterial grafts (internal mammary,
radial, and gastroepiploeic arteries) used pref-
erentially in the first instance. Venous conduits
have a limited life span and reoperation in the
presence of three severely atheromatous vein
grafts carries an operative mortality up to 30%.
For the second group, those who present after
age 65, a careful operation with a left internal
mammary artery (IIMA) to the left anterior
descending (LAD) coronary artery and appro-
priate good quality vein grafts may prove defin-
itive. However, surgical waiting lists (up to 18
months in the UK) result in substantial mortal-

ity (5%), and risk of intervening myocardial
infarction. PTCA contributes by keeping single
or two vessel disease away from the surgeon
and by addressing a culprit lesion in three vessel
disease pending surgery.

Given the choice, most patients prefer one
or more PTCA to conventional CABG. While
there is little difference in hospital mortality,
surgical morbidity enters into the equation.
The damaging effects of cardiopulmonary
bypass cause subtle but prolonged neuropsy-
chological effects in 50-60% of patients and
2-3% suffer a stroke. In the randomised trials
perioperative myocardial infarction occurred in
8-10% of CABG patients (versus 2% PTCA)
and between 5% and 10% suffered sternal or
leg wound problems. PTCA carries less mor-
bidity although the risks of coronary occlusion
followed by emergency surgery are significant.
PTCA is less satisfactory for diabetics, where
comparative five year mortality is 35% versus
19% for CABG.
With an increasingly elderly population,

economic constraints will shape future strategy
and reinforce the drive towards catheter inter-
vention. In a society where heart failure con-
sumes enormous financial resources, a
coordinated effort between cardiologists and
surgeons is required to prevent myocardial
infarction and preserve left ventricular func-
tion. To this end, screening should be consid-
ered for high risk groups.
The role of less invasive CABG (limited

thoracotomy, no cardiopulmonary bypass) is
yet to be defined. This may prove worthwhile
for a culprit lesion in the LAD or left main
stem in patients at increased risk from conven-
tional surgery (those with renal failure, chronic
obstructive airways disease, and some reopera-
tions). A patent LIMA graft to the LAD has
important prognostic implications. A combina-
tion of minimally invasive LIMA to LAD with
PTCA to other vessels may prove helpful in the
frail, elderly patient, while transmyocardial
revascularisation appears to provide sympto-
matic relief in "inoperable" disease. The prog-
nostic value of sequential PTCA then CABG
remains to be seen.
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