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Why surgery won the SYNTAX trial and why it matters ®Cmsstk

Michael Mack, MD, Heike Baumgarten, MDD, and Bruce Lytle, MD

ABSTRACT

PCI Deaths, n = 123 CABG Deaths, n = 97

- sz — oo . - A% a2V 4 v5e (=)

Cardiac Surgery (SYNTAX) trial cause of death analysis shows that cardiac death
due to myocardial infarction is 10 times higher with percutaneous coronary inter—
vention than coronary artery bypass grafting in the higher-risk patients. There was
and high SYNTAX score groups with 3-vessel disease and in the high SYNTAX
score group with left main disease, and that incremental advantage is statistically
significant and widening with time, which should be transparently communicated

to patients. (J Thorac Cardiovasc Surg 2016:152:1237-40) gé;‘;izoé:gg";gpg;if’:NTAx randomized cohort:

PCl Deaths, n =123 CABG Deaths, n =97

21% =2 41% (n=4)

MORTALITY PREDICTORS IN PATIENTS WITH
INTERMEDIATE AND HIGH CAD COMPLEXITY
(SYNTAX>22):

PCI INSTEAD OF CABG GROUP
INCOMPLETE REVASCULARIZATION
HIGH RESIDUAL PCI DISEASE

= Sudden Cardiac Death = MI Death CHF/Other Cardiac Death

mm Vascular Death  mmNoncardiovascular Death  mmmUndetermined Death

OPTIMAL POST-PROCEDURE MEDICAL THERAPY

FIGURE 1. Causes of deaths in the SYNTAX randomized cohort: Percutaneous coronary intervention (PCI) and coronary artery bypass grafting (CABG)
comparison. MI, Myocardial infarction; CHF, congestive heart failure.




CENTRAL ILLUSTRATION SYNTAX Trial: Variables Assessed, Scores, and Prediction Models Developed Over Time

Patients who require revascularization for MVD and/or LMCAD

and equally ble for CABG or PCI
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Scores and Prediction Modals developad during the long-term follow-up of SYNTAX trial
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STATE-OF-THE-ART REVIEW

10 Years of SYNTAX

Closing an Era of Clinical Research After Identifying
New Outcome Determinants
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5819 cases of TVD and diabetes had undergone
cardiac angiogram between January 1, 2009 and
December 31, 2018.

ORIGINAL RESEARCH

Percutaneous Coronary Intervention Versus
Coronary Artery Bypass Grafting in Patients

Excluded:

651 STEMI

1884 with prior PCI history
1103 with prior CABG history

2643 with concomitant valve surgery out of 6619
CABG surgeries

With 3-Vessel Coronary Artery Disease
aﬂd Diabetes J Am Heart Assoc. 2025
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1162 patients received medical treatment

462 repeat revascularizations
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Research Paper

Ten-year outcomes of coronary artery bypass grafrting versus percutaneous
CcCOoOronary intervention in patients with three-vessel disease and heart failure
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Composite of death, MI, and stroke at 1 year

14.8%
aHR 3.26, 95% CI, 1.28-3.65, P=0.004
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Patients undergoing cardiac catheterization
meeting study inclusion criteria
(SYNTAX score >22 or 3-vessel CAD or
unprotected left main disease, n=7457)

i 1
Heart Team Evaluation AUC for PCl met
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Medical therapy
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CABG-refusal by
patient.
Referred for PCI
(n=1595 [33.1%)])

Proceed with
CABG
(n=2855 [59.1%])

Did not proceed
with PCI
(=146 7.8%)

Total number
undergoing PCl included
in study
(n=3687)
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Across all coronary disease’!  Diabetic multivessel disease® Low EF'0, 3vD!2

10-year S-year 10-year
NNT =24 NNT =18 NNT =14

The Magnitude of the Survival ' T

Benefit of Internal Thoracic Artery Grafting f:;fﬁfl"dA z:;?tlci‘;

constant and
Landmark trials have shown that CABG has a unchanged

protective effect on all-cause mortality. over 20 years.
[Level of Evidence A] (FREEDOM trial, STICH trial, SYNTAX trial, EXCEL trial) Pre-PCl/ Statinera  StatinBMS DES

SVGera Single TA graft Multiple arterial grafts ~ Bilateral ITA grafts
1994 2012 2019
1. Yusuf and colleagues meta-analysis, 8. FREEDOM trial, 10. STICH trial, 12. SYNTAX trial
FIGURE 1. Number needed to treat (NNT) of coronary artery bypass grafting (CABG) to prevent | death across landmark trials in patients with coronary
artery disease. "' The coronary artery diseases for which CABG has a significant prognostic effect are diabetic multivessel disease, low ejection fraction
(EF), and 3-vessel disease (3VD). Despite ad in drug therapies such ins and p y intervention (PCI) devices (bare-metal stents
[BMS], drug-eluting stents [DES]), the magnitude of the survival benefit of CABG using the intemal thoracic artery (/TA) compared with the era of SVG is
greater at 10 years. This might be in part because of the more recent use of multiple arterial grafting and bilateral ITA grafting in CABG. SVG, Saphenous.
vein graft; FREEDOM, Future Revascularization Evaluation in Patients with Diabetes Mellitus: Optimal Management of Multivessel Disease; STICH, Sur-
gical Treatment for Ischemic Heart Failure; SYNTAX, SYNergy between percutaneous coronary intervention with TAXus and cardiac surgery.

Head et al's pooled analysis
reported that

CABG for across all CABG (-)

5 - year coronary artery disease ARR 10%
NNT =50 (2-vessel disease, 3-vessel disease, ARR 7%
and left main trunk disease) )
reduced 5-year all-cause mortality ARR 5% CABG with ITA graft
by 2%, which corresponds to a ARR 2% NTT 10

y z NTT 14
§year NNT of $0 (= 1002 T soNTT 20 The magnitude of the survival benefit of internal thoracic

10 15 20 25 30 artery grafting: Absolute risk reduction

Years after CABG Takayuki Ohno, MD, PhD

The magnitude of the survival benefit of CABG with ITA grafts increases over decades.
JTCVS Open Volume 9, Number C, March 2022




Table 1:

population: 20-year outcomes of MIDCAB surgery

Lucy Manuel

Characteristics of patients undergoing minimally in-

vasive direct coronary artery bypass grafting (n=271)

Patient demographics, n (%)

Male
Mean age
Angina functional class

Indication for surgery
Stable angina/positive exercise stress test
Non-ST elevation myocardial infarction
Previous percutaneous coronary intervention
Previous cardiac surgery
Diabetes
Smoking status
Never
Current
Ex-smoker
Family history
Hypertension
Dyslipidaemia
Body mass index >30
Previous cerebrovascular accident/transient
ischaemic attack
Number of vessel disease

2
3

Distal anastomioses
Left anterior descending only
Diagonal only
Left anterior descending and diagonal
Hybrid procedure
Left circumflex
Left circumflex + right coronary artery
Right coronary artery
Robotic procedure
Conversion to sternctomy
30-Day reoperation for bleeding
30-Day reoperation for re-grafting
30-Day mortality
Mean length of follow-up

226 (83.4)
60.31+11.07

38 (14.0)
127 (46.9)

93 (34.3)

13 (4.8)

219 (80.8)
52 (19.2)
56 (20.7)

3(1.1)
25(9.2)

79 (10.7)
42 (15.5)
19 (7.0)
58 (21.4)
69 (25.5)
104 (38.4)
14(5.2)
4(1.5)

196 (72.3)
59 (21.8)
16 (5.9)

251 (92.6)
1(0.4)
19 (7.0)

27 (10.0)
16 (5.9)
4 (1.5)
7 (2.6)
22(81)
5(1.8)
3(1.1)
2(0.7)
1(0.4)

9.82 + 8.08yrs

Survival (%)

* Laura S. Fong®, Kim Betts®, Levi Bassin*” and Hugh Wolfenden®
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sample = MVD —— Reference

LIMA to LAD grafting returns patient survival to age-matched
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Twenty-year outcomes of minimally invasive direct
coronary artery bypass surgery: The Leipzig experience
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Operative_Approach Table 2

i Primary and secondary outcomes.

Outcomes CABG (n = 59) HCR (n = 59) p-Value*

MACE at discharge 4 (6.8 %) 0 (0.0 %)
MACE at 30 days 6(10.2 %) 0 (0.0 %)
MACE at 6 months 8(17 %) 0 (0.0 %)
MACE at 1 year 8 (20.5 %) 2 (2.4 %)

-Free of MACE

Mortality at 30 days 1 (1.7 %) 0 (0.0 %)
Mortality at 6 months 1(2.2 %) 0 (0.0 %)
Mortality at 1 year 1(2.6 %) 0 (0.0 %)
MI at discharge 2(3.4 %) 0 (0.0 %)
MI at 30 days 3(5.1 %) 0 (0.0 %)
MI at 6 months 3 (6.7 %) 0 (0.0 %)
MI at 1 year 3 (8.1 %) 0 (0.0 %)
Revascularization at discharge 2 (3.4 %) 0 (0.0 %)
Revascularization at 30 days 3(5.1 %) 0 (0.0 %)
Revascularization at 6 months 5(10.9 %) 0 (0.0 %)
Revascularization at 1 year 5(13.2 %) 1(2.4 %)
Stroke at discharge 1(1.7 %) 0 (0.0 %)
Stroke at 30 days 2(3.4 %) 0 (0.0 %)
Stroke at 6 months 2(4.3 %) 0 (0.0 %)
Stroke at 1 year 2 (5.3 %) 0 (0.0 %)
Hybrid coronary revascularization versus traditional coronary artery bypass ) Readmission at 30 days 11 (19.0 %) 7 (11.9 %)
grafﬁng for left main coronary artery disease ot Readmission at 6 months 16 (34.8 %) 9(17.6 %)

2 - - : - ) Readmission at 1 year 18 (43.9 %) 11 (25 %)
a & a 3 a <7 a £ a a
Elsa Hebbo®, Madeleine Barker *, Daniel A. Gold®, Malika Elhage Hassan ®, Mariem Sawan®, Tanveer Rab?, csrdisErendniieion 58 30 divs 3(5.2 %) 2(3.4 %)

William J. Nicholson?, Michael E. Halkos”, Wissam A. Jaber?, Pratik B. Sandesara ®* s e s b

Surviva

60 920 120 150 180 210 240 270 300 330 360

Follow-up Time (days)

0, 0,
® Emory Clinical Cardiovascular Research Institute, Division of Cardiology, Department of Medicine, Emory University School of Medicine, Adanta, GA, USA 5 (1 1 '4 /0) 2(4' 1 /0)
A (Q

" Division of Candiothoracic Surgery, Emory University, Atlanta, GA, USA ardiac re . . g 0/ A 0 26
10 (16.9 %) 1(1.7 %) 0.002

Cardiovascular Revascularization Medicine 81 (2025) 11-15 Intra:operative blood tranafusion 1119 %) 1 (1.7°%] 0.002
Post-operative events 30 (50.8 %) 19 (32.2 %) 0.031

Length of stay 7.6 7.7 41 * 1.2 <0.001

0,




Acquired Cardiovascular Disease Benedetto et al

HR=2.05; P=06 sirolimus-ES

Herais o £ Minimally invasive direct coronary artery bypass improves late
3 survival compared with drug-eluting stents in isolated proximal left
anterior descending artery disease: A 10-year follow-up,
single-center, propensity score analysis
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Hybrid coronary revascularization vs. percutaneous coronary
interventions for multivessel coronary artery disease
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0 3
Year
At risk
HCR 335 330 272 215 158 117 80
PCI 27,557 26,328 22,272 18,195 14,497 10,925 7,759
Figure 1 Survival curve for HCR vs. PCIL. HCR: hybrid coron-
ary revascularization; PCI: percutaneous coronary intervention.
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Myocardial infarction at follow-up Favors HCR
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; . i3 Target vessel revascularization Favors HCR
Hybrid coronary revascularization versus percutaneous coronary at follow-up OR 0.49, 95% CI 0.37-0.64

intervention: A systematic review and meta-analysis

Mortality and stroke at follow-up No difference

€ 1 & s e,d E - e
Jef Van den Eynde ™", Michel Pompeu Sa““, Senne De Groote , Andrea Amabile ,
. -d .c.d 5 C : a
Serge Sicouri“, Basel Ramlawi ““, Gianluca Torregrossa“, Wouter Oosterlinck . i i ) )
Fig. 4. Summary of the main findings of the meta-analysis. The 30-day risk of
g ary g y y
2 Department of Cardiovascular Diseases, University Hospitals Leuven & Department of Cardiovascular Sciences, KU Leuven, Letiven, Belgium . . . - - -

® Helen B. Taussig Heart Center, The Johns Hopkins Hospital and School of Medicine, Baltimore, USA mortahty, myoca‘rdlal 1nfarct10n, t:u'get vessel ICV.'.ISCU]G.IIZCI.UOH, or stroke were
€ Department of Cardiothoracic Surgery, Lankenau Heart Institute, Main Line Health Wynnewood, PA, USA not different between HCR and PCL HOWCVCI, There was a lower risk of

o Department of Cardiac Surgery Research, Lankenau Institute for Medical Research, Wynnewood, PA, USA 2 - . . = e
myocardial infarction and target vessel revascularization during the follow-up
for HCR in comparison with PCL CI, confidence interval; HCR, hybrid coro-

“ Division of Cardiac Surgery, Department of Surgery, Yale School of Medicine, New Haven, CT, USA
nary revascularization; OR, odds ratio; PCI, percutaneous coronary

intervention.

IJC Heart & Vasculature 37 (2021) 100916




HYBRID CORONARY REVASCULARIZATION
WITH ROBOTIC TECAB:
OUTCOMES WHEN PCI IS NOT COMPLIETED

I
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418 INTENT-TO-TREAT HCR PATIENTS
(2013-2025)
ROBOTIC BEATING-HEART TECAB

~

GROUP1 GROUP 2
TECAB + PCI TECAB ONLY
completed (PCI not done)

PROPENSITY-SCORE

MATCHED 82 PAIRS
.

QUTCOMES:
* S-year cardiac survival: 95.7% vs 95.4%
¢ MACCE: 86.7% vs 85.7% (ns)

¢ MI, REVASCULARIZATION:
NO SIGNIFICANT DIFFERENCE

1 > CLINICAL TAKEAWAY:

Omission of PCl did NOT worsen
midterm outcomes when non-
dominant vessels left untreated
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Hybrid Revascularization with Robotic Totally Endoscopic Coronary Bypass and Stents: What are
the outcomes when the stent doesn’t happen?

Running head: Robotic Hybrid when PCI is not Completed
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INVITED EXPERT REVIEWS

The Current State of Hyorid Coronary A omserpess

Revascularization

Robin Willard, MD,"Joshua Scheinerman, MD;? Stevan Pupovac, MD;’ and
Nirav C. Patel, MD'

Multi-vessel coronary disease

!

Calculation of SYNTAX| & Il Score,

Algorithm for integration of HCR in the
treatment of coronary artery disease

Heart team consultation

‘/-\
SYNTAX > 28- 30, and/or SYNTA)?( 28-30
Diabetes mellitus, and/or
Younger patient, and/or

Severely compromised LV function

Consider HCR

MIDCAB4 - 6 weeks later

Sternotomy CABG PCl to non-LAD Ies:on during
(multiple arterial grafts preferred) same hospital admission
48-72hours after MIDCAB

l

HCR: PCI first, HCR: MIDCAB first /

l

Non-LAD lesion critical?

MIDCAB contraindicated, Acute coronary Determine most critical lesion
and/or syndrome ? Severity of stenosis
PCl contraindicated Morphology of stenosis
‘/\‘ Myocardial territory supplied
Yes No /\
Culprit vessel non-LAD Culprit vessel: LAD LAD Non-LAD

No

PCl to non-LAD lesion,
4 -6 weeks after MIDCAB

FIGURE 1 Algorithm for integration of hybrid coronary revascularization (HCR) in the treatment of coronary artery disease. (CABG, coronary
artery bypass grafting; LAD, left anterior descending; LV, left ventricle; MIDCAB, minimally invasive direct coronary artery bypass; PCl, percu-
taneous coronary intervention; SYNTAX, SYNergy between percutaneous coronary intervention with TAXus and cardiac surgery.)




St Thomas West—Isolated CABG Volumes

Ascension Saint Thomas West Hospital
I-CAB: Sternotomyvs MIDCAB
Volume Distribution
2017-2025

2020 2021 2022 2023
m Total I-CAB 628 953 1078 1170
W Sternotomy 5 536 747 815 781
m MIDCAB 92 206 263 389
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Ascension SaintThomas West
30 Day Mortality - Observed
Sternotomyvs MIDCAB
2020 - 2025

Missing Q2 2024

m Stemotomy

m MID CAB

Ascension Saint Thomas West
Intra Op Blood Products
Sternotomyvs MIDCAB

2020-2025

024

Ascension Saint Thomas West
Post-OP Stroke
Sternotomyvs MIDCAB
2020 - 2025

Ascension Saint Thomas West
Total VentHours
Sternotomyvs MIDCAB
2020-2025

2023 2024 2025

Sternotomy MID CAB




SINGLE-CENTER RETROSPECTIVE REVIEW OF PATIENTS
UNDERGOING ROBOTIC MINIMALLY INVASIVE DIRECT
CORONARY ARTERY BYPASS AS A CARDIAC REOPERATION

*RESULTS:

*AMONG THE 1,627 PATIENTS WHO UNDERWENT ROBOTIC MIDCAB, 39 WERE
IDENTIFIED AS CARDIAC REOPERATIONS (2.4%). THE COHORT HAD A MEAN AGE OF
66 YEARS AND WAS PREDOMINANTLY MALE (28/39, 71.8%) AND WHITE {36/39,
92.3%). THERE WERE NO PERIOPERATIVE MORTALITIES AND ONLY ONE READMISSION
(2.6%). THE MEAN POSTOPERATIVE LOS WAS é DAYS, WITH MEAN ICU AND
VENTILATION DURATIONS OF 65.5 HOURS AND 9.4 HOURS, RESPECTIVELY. FIVE
PATIENTS (12.8%) REQUIRED INTRAOPERATIVE OR POSTOPERATIVE BLOOD PRODUCTS,
AND TWO (5.1%) UNDERWENT REOPERATION FOR BLEEDING OR TAMPONADE. THERE
WERE NO INSTANCES OF POSTOPERATIVE STROKE, CARDIAC ARREST, OR SEPSIS.

Baseline Characteristics

Operative Variables

Age

Male

White

Black

Race/Ethnicity Not Reported
BMI (kg/m?)

Diabetes

Hypertension

Dialysis

Liver Disease

Chronic Lung Disease
Current or Former Smoker
Peripheral Artery Disease
Cerebrovascular Disease
Prior CVA

Prior Myocardial Infarction
Atrial Fibrillation

Ejection Fraction <30%
Multivessel Disease

66+ 11
28 (71.8%)
36 (92.3%)
1(2.6%)
2 (5.1%)
30.8+5.9
21 (53.8%)
38 (97.4%)
0 (0%)
1(2.6%)
17 (43.6%)
23 (59.0%)
9(23.1%)
11 (28.2%)
7(17.9%)
20 (51.3%)
6 (15.4%)
5 (12.8%)
35 (89.7%)

First Cardiac Reoperation
Second Cardiac Reoperation*
LITA-only

RITA-only

Bilateral ITA

1 Graft Performed

2 Grafts Performed
Conversion to Sternotomy

Short-Term Outcomes

Prior Cardiac Procedures

Mortality (30-day)
Readmission (30-day)
Postoperative LOS (days)
Total ICU Hours

Total Vent Hours

ICU Readmission
Discharged Home

0 (0%)
1(2.6%)
6+5
65.5+83.5
94+373
2(5.1%)
39 (100%)
0 (0%)

Complications at Index Hospitalization

CABG

AVR

AVR + CABG

AVR + MVR

AVR + CABG + Myectomy
Bentall + CABG

Bentall

Ascending Aorta Dissection
Repair

ASD Repair

PDA Repair

VSD Repair

Maze

Myectomy

Myxoma Excision

Heart Transplant

Stroke

Cardiac Arrest

Renal Failure

Sepsis

Reoperation for Bleeding/Tamponade
Reoperation for Other Causes
Prolonged Ventilation

Pneumonia

Pneumothorax Requiring Intervention
Pleural Effusion Requiring Drainage
Blood Use During/After Procedure
New Atrial Fibrillation**

Deep Vein Thrombosis

Other Vascular Complications
Gastrointestinal Event

0 (0%)
0 (0%)
0 (0%)
0 (0%)
2(5.1%)
0 (0%)
1(2.6%)
2(5.1%)
0 (0%)
3 (7.7%)
5 (12.8%)
5(12.8%)
1(2.6%)
0 (0%)
0 (0%)




MIDCAB + TAVR Cases (n = 39)

Baseline Characteristics:

30-Day Outcomes & Complications:

Age (mean)

78

Mean Hospital LOS (days) **

Males

28

Mean ICU LOS (hours)

STS-PROM, % (mean)”

9.4

ICU Readmissions

STS-PROM, % (range)

Hospital Readmissions

Same Hospitalization,
Concomitant Procedures

17

Mortality (# deceased)

Prolonged Ventilation

Same Hopsitalization,
Separate Procedures

6

New Dialysis

New Atrial Fibrillation

Staged Hospitalizations

16

New Pacemaker

*STS-PROM = Society of Thoracic Surgeons Predicted Risk of Operative Mortality;

calculated using AVR + CABG as planned surgery; reference PROM = 1.63%

**For staged hospitalizations, hospital LOS was calculated as a sum of both visits

Sepsis

Stroke

Vascular Complications




CONCLUSIONS

CABG IMPROVES SURVIVAL IN PATIENTS WITH MODERATE/HIGH SYNTAX SCORE WITH
MVCAD WHEN COMPARED TO PCl

LIMA 1O THE LAD BEST WE HAVE TO OFFER

1/3 OF PATIENTS WITH MV CAD REFUSED TO HAVE CABG DESPITE UNDERSTANDING THE
BENEFITS OF CABG OVER PCI.

HYBRID REVASCULARIZATION (LIMA-LAD +/- PCI) IS A GOOD OPTION FOR SOME PATIENTS
WITH MVCAD

HYBRID REVASCULARIZATION HAS BEEN ASSOCIATED WITH SHORTER HOSPITALIZATIONS, LESS
BLOOD TRANSFUSIONS, FASTER RECOVERY WHEN COMPARED TO STERNOTOMY CABG.

FURTHER DATA ON THE PATIENT POPULATION THAT BEST BENEFIT FROM HYBRID

REVASCULARIZATION IS STILL TO BE DETERMINED
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FIGURE 1 Study Flowchart

6,669 Patients Enrolled for
Angiogram Review

3,715 have
Significant CAD

l

Angiograms Reviewed by CENTRAL ILLUSTRATION Multicenter HCR Study: MACCE-Free Survival at End of Study Follow-Up
Surgeon and Cardiologist

|

454 Anatomically Eligible
for HCR

[ 200 Hybrid

169 B0 Patients Agree to 208 Additional
Clinically Eligible Participate in —_— Patients w/ CAD
for HCR Observational Study Recruited

Patlents.

98 PCIw/ DES
Patients

Ninety of the patients from the angiogram screening cohort were combined with 208 patients with hybrid coronary revascularization (HCR)-
eligible coronary artery disease (CAD) treated with either HCR or multivessel percutaneous coronary intervention (PCI) to compose the 298
patients who consented to be enrolled in this observational clinical study. Of those 298 enrolled patients, 200 were treated with HCR and 98
were treated with multivessel PCI at the discretion of local cardiologists and surgeons. DES = drug-eluting stent(s).

Survival Probability

Hybrid Coronary Revascularization | - -
for the Treatment of Multivessel MACCEFree Survival (Months)

= Hybrid Coronary Revascularization e PC| with DES

Co ro na ry A rtery D isease Puskas, J.D. et al. J Am Coll Cardiol. 2016;68(4):356-65.

A M u Itlcenter Observatl onal StUd y In this first multicenter observational study of hybrid coronary revascularization (HCR) and multivessel percutaneous coronary intervention (PCI) for patients with
hybrid-eligible coronary anatomy, risk-adjusted major adverse cardiovascular and cerebrovascular events (MACCE) rates were similar between groups through 12
months of follow-up. During longer follow-up, at 18 months, MACCE-free survival curves for HCR versus PCI began to diverge, with increasing MACCE in the multivessel
PCI group. DES = drug-eluting stent(s).

John D. Puskas, MD,*" Michael E. Halkos, MD,° Joseph J. DeRose, MD, Emilia Bagiella, PuD,®

Marissa A. Miller, DMV, MPH,' Jessica Overbey, MS,® Johannes Bonatti, MD,? V.S. Srinivas, MD," Mark Vesely, MD,"
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William Matthai, MD,° Deborah D. Ascheim, MD**®

Puskas, J.D. et al. J Am Coll Cardiol. 2016;68(4):356—65




MIDCAB + TEER Cases (n = 10)

Baseline Characteristics: 30-Day Outcomes & Complications:

Age (mean) Mean Hospital LOS (days) ™" 15
Males Mean ICU LOS (hours)
STS-PROM, % (mean) * ICU Readmissions

STS-PROM, % (range) Hospital Readmissions

Same Hospitalization, Mortality (# deceased)
Concomitant Procedures Prolonged Ventilation
Same Hopsitalization, . New Dialysis

Separate Procedures New Atrial Fibrillation

Staged Hospitalizations 3 New Pacemaker

Sepsis
*STS-PROM = Society of Thoracic Surgeons Predicted Risk of Operative Mortality, P
caicuiated using MVR + CABG as pianned surgery; reference PROM = 1.19% Stroke

OO0 |O|W |0 (== |N|O

**For staged hospitalizations, hospital LOS was calculated as a sum of both visits Vascular Complications




C-76 | Longterm Outcomes of Hybrid Coronary
Revascularization vs Percutaneous Coronary
Intervention in Multivessel Disease Patient
Population: A Systematic Review and Meta-analysis

Abstracts / Journal of the Society for Cardiovascular Angiography & Interventions 4 (2025)
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Strategies for Multivessel Coronary
Artery Disease
A 10-Year Follow-Up
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Ascension Saint Thomas West
ORHours
Sternotomyvs MIDCAB
2020-2025

Ascension Saint Thomas West
ICU Hours
Sternotomyvs MIDCAB
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Ascension Saint Thomas West
Post-OpLOS
Sternotomyvs MIDCAB
2020-2025




