Dear Sir

The paper by Takahashi et al [1] attempts to revitalise the SYNTAX score and argues that it has a
place in clinical practice. Unfortunately flaws and weaknesses in the derivation of the score
predicate against such use.

First, the concordance characteristics of the new model are at best modest, with point estimates of
only C=0.65 (CABG) and C=0.71 (PCl) for 10 year mortality, and C=0.62 (CABG) and C=0.67(PCl) for 5
year major adverse cardiac events.

Second, and more fundamentally, the authors exerted bias in the choice of unrepresentative and
suboptimal data sets for the creation of their new score. In the SYNTAX[2] trial a post hoc finding of
no difference between PCl and CABG in patients with left main disease created the rationale for the
confirmatory EXCEL[3] and NOBLE[4] Trials. EXCEL, for which two of the authors of this new analysis
were joint Chief Investigators, found a significant mortality benefit for CABG over PCl in left main
disease at 5 years, and a benefit for CABG for major adverse cardiac events at 3 and 5 years when
(eventually) analysed using the prespecified conventional Universal Definition of Myocardial
Infarction.[5] So why have the authors developed their model using data which are known to be
biased towards PCI for left main disease, and validated the analyses on two highly positive trials for
multivessel disease and one small neutral study for left main disease? The authors of EXCEL
declared that they have full access to the trial data set, so what is their motivation in using earlier
and unrepresentative data and to ignore large and available datasets in the creation and validation
of their models? This latest study may be best read as a cynical attempt by the authors to hold back
the tide of long term evidence that left main disease is different in response to CABG or PCL.[6]
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