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The Austrian Multivessel Taxus™ Stent 
(AUTAX) registry

 CLINICAL TRIAL REPORT

Taxus™ stent implantations with the aim of complete revascularization can be safe for patients with 
multivessel disease. The Austrian Multivessel Taxus Stent (AUTAX) registry including patients with post-
percutaneous coronary intervention lesions provides additional information to the Synergy Between 
Percutaneous Coronary Intervention With Taxus and Cardiac Surgery (SYNTAX) study. 
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Multiple drug-eluting stent 
implantation or coronary artery 
bypass surgery for multivessel disease
The individual decision of treating coronary 
artery multivessel disease with either percu-
taneous transluminal coronary intervention 
(PCI) using drug-eluting stents (DES) or coro-
nary artery bypass surgery (CABG) is mainly 
based on coronary anatomy (e.g., complete vessel 
occlusion, left main, bifurcation or proximal left 
anterior descending coronary lesions), left ven-
tricular function, coexisting diseases and patient 
preference. The considerably difference in the 
lesion anatomy treated by PCI or CABG results 
in biased comparisons of long-term outcomes 
of the two treatment arms, and is based mainly 
on retrospective data ana lysis or prospective reg-
istries, with only a limited number of prospec-
tive randomized trials (Table 1) [1–12]. These trials 
have demonstrated superior long-term outcome 
in CABG compared with PCI with DES, recom-
mending CABG as the gold-standard treatment 
for multivessel disease in current guidelines. 

Every trial has reported significant benefit in 
target lesion or vessel revascularization, similar or 
reduced mortality or acute myocardial infarction 
(AMI) rate, but also a significantly higher rate of 
stroke in the CABG groups. However, even if the 
composite of major adverse cardiac and cerebrov-
ascular events (MACCE) is significantly lower 
after CABG, the consequences of repeat PCI 
(for the PCI arm) or stroke (for the CABG arm), 
regarding disability and quality of life, are differ-
ent. While repeat revascularization is relatively 
benign, and generally treatable, stroke is one of 
the most feared complications by patients. Thus, 
the reduction of stroke occurrence with PCI 
c ompared with CABG is c linically relevant [13]. 

The risk of acute stent thrombosis with 
its eventually fatal consequence, or the still 
unknown very long-term outcome of implanta-
tion of DES (a drawback of DES), along with 
improved surgical techniques such as minimal-
invasive or off-pump surgery, leads to a decision 
for bypass surgery in many patients. However, 
graft closure rates are approximately 35% for 
vein grafts and 8% for left internal mammary 
artery grafts after 1 year; thus, the clinical out-
come can be as severe as the acute stent thrombo-
sis, although most of the s urgically related events 
remain asymptomatic [14]. 

Usefulness of registries adding 
complementary information to 
randomized trials
The key features of the prospective registries 
on multivessel disease are the inclusion of ‘all 
comers’, not excluding patients with post-PCI 
or post-CABG lesions. Typically for medical 
product device prospective randomized studies, 
the window of patient recruitment is generally 
narrow, with numerous restrictive inclusion and 
extensive exclusion criteria, resulting in enroll-
ment of selected patients with a relatively lower 
risk for adverse events. 

The Synergy Between Percutaneous Coronary 
Intervention With Taxus and Cardiac Surgery 
(SYNTAX) randomized prospective trial 
employed an ‘all comers’ design [9]. However, 
Rastan et al. reported interesting insights 
from single-center enrolment in the SYNTAX 
study [15]. Within a certain screening period, a 
total of 694 patients presented three-vessel dis-
ease and/or significant left main (LM) lesion, of 
which 271 (39%) had previous CABG and 232 
(33%) previous PCI treatment, which were the 
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main exclusion criteria of SYNTAX, and only 
9.7% of patients were definitively included at 
this site [15]. These rates are similar to previ-
ous randomized controlled trials of PCI versus 
CABG, in which r andomization rates ranged 
between 2 and 12% [16,17]. 

In addition, patients enrolled into a 
r andomized trial should be treated in accord-
ance with the prespecified schema of the study. 
By contrast, the registries, with their real-world 
practice, mirror the diversity of treatment 
modalities between countries, as revealed by 
the run-in phase of the SYNTAX trial [18]. For 
example, in the USA, PCI for LM and/or three-
vessel disease was performed in 18% of the cases, 
while in Europe it was performed in 29% of the 
cases [18]. 

One of the main points of divergence is 
due to the fact that prospective randomized 
trials aim to create new treatment standards 
and guidelines, while registries are descriptive, 
calling attention to unrecognized phenomena.

The AUTAX registry
 n Study design

The multicenter Austrian Taxus™ Multivessel 
(AUTAX) registry (ClinicalTrials.gov number 
NCT00738686) was a prospective academic 
nonrandomized Austrian study, including 
patients with multivessel disease in ‘real-world’ 

settings, treated solely with Taxus stents [19]. 
The study was conducted in eight Austrian 
medium- and high-volume PCI centers, with the 
objectives of 6-month angiographic, and short- 
(30 days), medium- (6 months) and long-term 
(1 and 2 years) clinical outcomes. In contrast 
to the SYNTAX study and the PCI Registry, 
the AUTAX registry also included patients with 
previous PCI and/or bypass surgery. 

Summary of methods
The main inclusion criteria were multivessel 
disease with two or more lesions in two or more 
different vessels and the possibility of complete 
revascularization by PCI. Complete revasculari-
zation was defined as restoration of Thrombosis 
In Myocardial Infarction flow grade 3 with 
residual stenosis of less than 30% to all myo-
cardial territories. The main exclusion criteria 
were ST-segment elevation myocardial infarc-
tion within 48 h, cardiogenic shock, noncompli-
ance with the study protocol or expected survival 
time of less than 2 years.

The clinical decision of treatment mode 
(PCI or CABG) was based on the individual 
patient’s clinical parameters and angiographic 
morphology, aiming for complete revasculari-
zation. CABG was indicated for patients with 
complex coronary anatomy or chronic total 
occlusion untreatable with PCI.

Table 1. List of recent studies comparing outcome of coronary artery bypass surgery with percutaneous 
coronary intervention with drug-eluting stents.

Authors 
(year)

Study design Included lesions No. of 
patients 
in 
CABG 
group

No. of 
patients 
in 
PCI-DES 
group

Which 
DES?

Duration 
of FUP

SYNTAX 
score in 
CABG 
group

SYNTAX 
score in 
PCI 
group

Ref.

Javaid (2007) Retrospective ≥2VD 196 884 NA 12 months NA NA [1]

Retrospective 3VD 505 95 NA 13 months NA NA

Kukreja (2009) Prospective registry 3VD 206 289 SES 3 years NA NA [2]

Yang (2008) Retrospective 3VD 390 441 SES/PES 12 months NA NA [3]

Yan (2009) Prospective registry 3VD + prox. LAD 709 600 SES/PES 2 years NA NA [4]

Varani (2007) Prospective registry ≥2VD 95 111 SES/PES 12 months NA NA [5]

Tarantini (2009) Prospective registry ≥2VD + DM 127 93 SES/PES 2 years 21‡ 16‡ [6]

Qiao (2009) Prospective registry ≥2VD + DM 282 363 SES/PES 12 months NA NA [7]

Park (2008) Prospective registry ≥2VD 1495 1547 SES/PES 3 years NA NA [8]

Serruys (2009) Randomized prospective ≥2VD + LM 897 903 PES 12 months 29.1 28.4 [9]

Briguori (2007) Retrospective ≥2VD +  DM 149 69 NA 12 months 23 18 [10]

Lee (2007) Retrospective ≥2VD + DM 103 102 NA 12 months NA NA [11]

Li (2009) Retrospective registry ≥2VD 1886 1834 SES/PES 3 years NA NA [12]

†p < 0.05 between the corresponding CABG and PCI groups within the study.
‡Not reported, but calculated from the available data.
AMI: Acute myocardial infarction; CABG: Coronary artery bypass grafting; DES: Drug-eluting stent; DM: Diabetes mellitus; FUP: Follow-up; LAD: Left anterior 
descending; LM: Left main; MACCE: Major adverse cardiac and cerebrovascular event; NA: Not available; PCI: Percutaneous coronary intervention; 
PES: Paclitaxel-eluting stent; SES: Sirolimus-eluting stent; SYNTAX: Synergy Between Percutaneous Coronary Intervention With Taxus and Cardiac Surgery;  
TVR: Target vessel revascularization; VD: Vessel disease.



www.futuremedicine.com 115future science group

The Austrian Multivessel Taxus™ Stent (AUTAX) registry  CLINICAL TRIAL REPORT

The primary end point of the registry was the 
occurrence of MACCE during the 2-year clinical 
follow-up. The secondary end points included the 
breakdown primary end point events, the acute, 
subacute and late thrombosis rates, and the angio-
graphic end points, such as binary restenosis rate 
and late lumen loss per lesion. 

Based on clinical considerations due to multi-
vessel stenting, all patients were requested to 
return to angiographic follow-up at 6 months 
after PCI. Clinical control was performed at 
30 days and at 1 year. All patients with clinical 
symptoms or positive exercise tests were con-
trolled angiographically, and the standard post-
PCI care was recommended, in accordance 
with the relevant guidelines [16,20]. A routine 
exercise test was performed at the discretion of 
the treating physician. 

The SYNTAX score was calculated for lesions 
treated with PCI, and additionally, for significant 
lesions that were untreatable for any reason [21]. 

Summary of results
A total of 441 patients (mean age of 64 years, 
78% male) with 1080 lesions were prospec-
tively included in the registry. Diabetes mellitus, 
hypertension, hyperlipidemia and smoking were 
noted for 31.7, 81.2, 74.6 and 33.6% of patients, 
respectively. The indication for PCI was unstable 
angina/non-ST elevation myocardial infarction 

(UA/NSTEMI) in 34.9% of patients. Previous 
PCI or CABG were performed in 38.8 and 3% 
of patients, while 26.8% of these patients had 
restenotic lesions and were treated with complex 
PCI in the AUTAX registry.

The total 1080 lesions (2.45 ± 0.31 lesions/
patient) were treated with TAXUS stents 
(n = 1401, 3.18 ± 0.24 stents/patient). LM and 
ostial lesions (left and/or right) were treated in 
6.8% and 10.2% of patients, respectively. PCI 
of bifurcation lesion, chronic total occlusion 
and of small vessels were performed in 19.0, 
15.2 and 32.7% of patients, respectively. The 
number of patients with one or more, or two or 
more lesions for off-label indication was 80.1 and 
59.3%, respectively. Lesion length over 100 mm 
was measured in 35.4% of patients. 

The stent:lesion ratio was 1.3 ± 0.2, the 
implanted stent size 2.9 ± 0.4 mm, and the stent 
length was 25.8  ±  9.7 for a mean lesion length 
of 19.9 ± 12.6 mm. Type A, B1, B2 and C lesions 
were recorded in 11.8, 39.3, 31 and 17.9% of the 
lesions (n = 1080), respectively. The mean stent 
inflation pressure was 14.1 ± 2.9 atm. Predilation 
was performed in 24.8, 21.0 and 37.9% of the 
first, second and third lesions and postdilation 
in 26.8, 25.3 and 14.5% of the first, second and 
third lesions, respectively. However, control of 
stent apposition with intravascular ultrasound 
was not reported. 

Table 1. List of recent studies comparing outcome of coronary artery bypass surgery with percutaneous 
coronary intervention with drug-eluting stents (cont.).

Authors 
(year)

MACCE 
in CABG 
group 
(%)

MACCE 
in PCI 
group 
(%)

Stroke 
in CABG 
group 
(%)

Stroke 
in PCI 
group 
(%)

Death 
in 
CABG 
group 
(%)

Death 
in PCI 
group 
(%)

Death 
and/or 
AMI in 
CABG 
group

Death 
and/or 
AMI in 
PCI 
group

TVR in 
CABG 
group 
(%)

TVR in PCI 
group (%)

Ref.

Javaid (2007) 9.70 21.2† 2 0.1† 2.60 8.1† NA NA 5.50 13.3† [1]

10.80 28.2† 1 1.1† 3.10 10.9† NA NA 5.70 18.8†

Kukreja (2009) 15 18 NA NA 5.30 1.40 9.70 3.1† 5.30 13.1† [2]

Yang (2008) 4.20 13† 0.80 0.70 3.20 2.10 0.03 0.03 0.50 9.2† [3]

Yan (2009) 9.60 13.3† 1.70 1.80 5.20 2.2† NA NA 2 10.2† [4]

Varani (2007) 9.50 15.30 NA NA 5.20 3.60 9.50 5.40 3.20 12.6† [5]

Tarantini (2009) 13.30 12.90 2.30 0 3.90 4.30 6.80 4.30 5.50 7.50† [6]

Qiao (2009) 7.80 17.9† 1.80 0.60 3.20 3 3.20 4.10 1.40 11.6 [7]

Park (2008) NA NA 1.10 0.50 7 4.4† NA NA 4.60 11.8† [8]

Serruys (2009) 12.40 17.8† 2.20 0.6† 3.50 4.40 5.40 7.10 5.90 13.5† [9]

Briguori (2007) 20.5 29 3.4 0 4.7 5.9 12.7 15.9 4.7 19† [10]

Lee (2007) 12 27† 4 0† 8 10 NA NA 3 20† [11]

Li (2009) 10.4‡ 19.8‡ 2.9 1.6 3.6 3.3 6.3 6.1 1.2 12.1 [12]

†p < 0.05 between the corresponding CABG and PCI groups within the study.
‡Not reported, but calculated from the available data.
AMI: Acute myocardial infarction; CABG: Coronary artery bypass grafting; DES: Drug-eluting stent; DM: Diabetes mellitus; FUP: Follow-up; LAD: Left anterior 
descending; LM: Left main; MACCE: Major adverse cardiac and cerebrovascular event; NA: Not available; PCI: Percutaneous coronary intervention;  
PES: Paclitaxel-eluting stent; SES: Sirolimus-eluting stent; SYNTAX: Synergy Between Percutaneous Coronary Intervention With Taxus and Cardiac Surgery;  
TVR: Target vessel revascularization; VD: Vessel disease.
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Complete revascularization could be 
achieved in 90.5% of patients. LM PCI was per-
formed in 6.8% of the cases. The stent:patient 
ratio was 3.18 ± 0.24. Control angiography at 
6 months was performed in 78% of patients, 
which revealed mainly in-stent restenosis with 
isolated (without in-stent) edge peri-stent rest-
enosis in 1.6% of lesions, and a binary resteno-
sis rate of 10.8%. Clinical control at 2 years 
was carried out in 95.7% of included patients. 
The acute, subacute and late thrombosis rates 
were 0.7, 0.5 and 0.5% respectively. Even if the 
stent thrombosis was not defined in the origi-
nal AUTAX paper, all of the stent thromboses 
(three acute, two subacute and two late throm-
boses) were treated with target lesion revascu-
larization (TLR), therefore all stent thromboses 
were definitive, as verified by angiography [22]. 
Figure 1 presents the 30-day, the 6-month, and 
the 1- and 2-year follow-up composite MACCE 
of the study. Patients with LM PCI (n = 30) 
had a somewhat higher MACCE rate compared 
with patients without LM PCI (30 vs 16.5%, 
s tatistically nonsignificant difference). 

Calculated SYNTAX score showed skewed 
distribution. Due to the lack of guidelines, the 
scores for stenosis of bypass vessels or restenotic 
lesions, or for vessels with previous success-
ful PCI could not be calculated. The range of 
the cumulative SYNTAX score was 12.0–56.5 
(median 23.0). SYNTAX score did not predict 
TLR or MACCE, probably due to the lack of 
restenotic or bypass stenoses (29.8%) scores, or 
to the underscoring of the right coronary artery  
lesions at right coronary dominance. Receiver 
operator characteristic ana lysis of SYNTAX 

score could not identify a clear cut-off value 
predictive of TLR or MACCE occurrence. 

The multivariate Cox regression model resulted 
in significant predictors of 2-year MACCE, 
including age over 70 years and UA or NSTEMI 
at the clinical presentation in the AUTAX reg-
istry. Previous PCI/CABG and incomplete 
r evascularization exhibited a time dependence 
for prediction of MACCE. Diabetes mellitus 
and previous PCI showed a borderline signifi-
cance in predicting MACCE. Furthermore, 
Cox ana lysis identified UA or NSTEMI and 
i ncomplete r evascularization as significant 
v ariables for mortality. 

The SYNTAX score 
The SYNTAX score is a classification system 
created for detailed description of the anatomi-
cal severity of coronary artery disease as an aid 
to decision making for selection of patients for 
PCI or for CABG [21]. The SYNTAX study 
demon strated signif icantly higher postpro-
cedural MACCE rates for PCI patients with 
SYNTAX scores greater than 33 [9]. Van Gaal 
et al. reported further prognostic importance 
of the SYNTAX score for periprocedural inf-
arction, with increasing predictive value as 
the score rises [23]. By contrast, the SYNTAX 
score failed to predict the outcomes in the 
AUTAX registry, and no cut-off value could 
be found predicting MACCE. The AUTAX 
registry revealed many important failures of 
the present scoring system, such as failing to 
score post-PCI lesions and restenotic or bypass 
lesions. Furthermore, the TLR of a left ante-
rior descending or right coronary artery lesion 
is equivalent, but the original right coronary 
artery lesion had a much lower SYNTAX score. 
Bearing these facts in mind, it is understand-
able that the patients with a relatively low 
SYNTAX score (between 19 and 23) had a 
similar MACCE rate as did patients with the 
highest scores of more than 29.0 [19]. 

In addition, a SYNTAX score threshold of 
34 identified a cohort of patients with LM dis-
ease who can benefit most from surgical revas-
cularization, as indicated by decreased mortal-
ity [24,25]. By contrast, Lemesle et al. reported 
the failure of the SYNTAX score in the pre-
diction of clinical outcome after CABG [26]. 
Furthermore, patients of the SYNTAX study 
with higher SYNTAX score in the CABG 
Registry arm (mean score: 37.8) did not expe-
rience higher mortality or combined end point 
rate compared with the patients randomized to 
CABG (mean score: 29.1) [9]. 
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Figure 1. Short-, medium- and long-term outcome of patients with 
multivessel coronary artery disease included in the Austrian Multivessel 
Taxus™ Stent registry. 
AMI: Acute myocardial infarction; MACCE: Major adverse cardiac and 
cerebrovascular event; TLR: Target lesion revascularization.
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The SYNTAX score is based on a purely 
morphological description of the lesions, 
without evaluation of the functional status 
of the lesion and the morbidity of the patient 
(e.g., older age, diabetes mellitus, low ejection 
fraction, pulmonary and renal diseases, pro-
cedural factors and UA/NSTEMI), which are 
known to be strong predictors of cardio vascular 
events after CABG or PCI [27–30]. These predic-
tors should be simultaneously used with the 
SYNTAX score and should have an additive 
value to the risk evaluation of patients with 
multivessel disease.

Successful PCI leads to a decreased SYNTAX 
score, correctly indicating an improved outcome 
postrevascularization. A reasonable procedure 
to identify patients with unresolved high risk of 
MACCE would be the re-evaluation of SYNTAX 
scores after PCI or CABG [31]. However, no 
score system exists for post-PCI or post-CABG 
lesions, or for lesions with unsuccessful coronary 
interventions. The SYNTAX score system leaves 
several unresolved questions, for example, how 
should a native lesion after CABG be scored, if 
the bypass surgery was successful, if the bypass 
vessel gets occluded and the original lesion to be 
treated with PCI. 

Conclusions: what does AUTAX  
add to the present practice of 
multivessel PCI? 
A total of 441 of the 1012 screened patients 
(43.6%) were included in the AUTAX registry, 
which is a much higher rate than the previously 
presented registries [19,32–36]. This is mainly due 
to the inclusion of patients with previous coro-
nary procedures, such as 38.8% with previous 
PCI and 3% with CABG. Moreover, restenosis 
at least in one vessel should have been treated in 
26.8% of all patients. This presents the real-life 
practice in catheterization laboratories; that is, 
many patients with multivessel coronary lesions 
have already undergone previous coronary 
procedures. Indeed, the rapid increase in the 
number of PCI procedures changes the anatomy 
of coronary lesions continuously, resulting in a 
complex morphology of coronary artery disease 
with restenosis, remodeling and phenotypic 
modulation of intima post-stenting [19,37,38]. 
Previous PCI or CABG exhibited time depend-
ence for prediction of MACCE. Accordingly, 
the AUTAX registry shows that lesions subsets, 
other than de novo, should also be included in 
prospective randomized trials, as these anatomic 
features will dominate the multivessel coronary 
procedures in the very near future. Ta
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Unstable angina/NSTEMI at clinical presenta-
tion predicted the 2-year MACCE, and was also a 
predictor for all-cause mortality or mortality and 
AMI, which calls attention to the high-level care 
of these patients. 

The AUTAX registry included only patients 
with possible complete revascularization, with 
the selection bias of excluding patients with non-
treatable lesions for PCI, while offering CABG, 
and including patients with an a priori assumed 
high angiographic success rate. A predictable 
failure for complete revascularization by PCI 
was an indicator for CABG. Therefore, even if 
the selection of patients for PCI in the AUTAX 
trial appears biased, it still mirrors the real-world 
decision and patient selection, considering that 
a multivessel disease is still an absolute indica-
tion for CABG. Despite the initial intention, 
complete revascularization could be performed 
in 90.5% of patients. The reasons for revascu-
larization failure (9.5% of patients) were proce-
dural complications, such as 3.6% side-branch 
occlusion, vessel dissection and/or closure, a 
nonsatisfactory result of PCI (0.4%), or non-
treatment of a significant stenosis (5.5%) due to 
the discovery of poor anatomical location of the 
lesion during PCI. On the one hand, the high 
rate of complete revascularization mirrors on one 
hand the correct choice of patients in accord-
ance with the inclusion criteria, and on the other 
hand, the current real-world situation, with an 
almost 10% failure of complete revascularization 
in multivessel disease. Incomplete revasculariza-
tion predicted mortality and the combined end 
point of death or myocardial infarction with 

high certainty. Bearing in mind that incomplete 
revascularization has been reported as a signifi-
cant predictor for death both in other PCI and 
CABG studies [39,40], the AUTAX registry calls 
attention to the intention to treat all significant 
lesions when and where possible. A relatively 
short time interval for staging procedures may 
also be suggested, as incomplete revasculariza-
tion resulted in significantly higher rate of AMI 
and/or death in the in-hospital phase. 

The 2-year MACCE rate was relatively low 
in the AUTAX registry, compared with other 
registries (Table 2). The rate of routine and clini-
cally driven control angiography was 78% at the 
6-month follow-up. Low rates of stent thrombo-
sis or myocardial infarction were also recorded, 
suggesting the possible preventive role of control 
angiography in multivessel coronary artery dis-
ease, even if the oculo–stenotic reflex triggers 
repeat revascularization in otherwise asymp-
tomatic patients. However, this hypothesis has 
been confirmed by the data of previously pub-
lished registries on patients with higher rates of 
AMI and death, where the post-stenting control 
angiography rate was lower [41].  

The SYNTAX score is the first attempt to 
combine more available scoring systems with 
a very good success rate, identifying patients 
for either PCI or CABG with de novo lesions. 
It is clear that the diversity of the individual 
coronary morphology, a priori, does not allow a 
perfect scoring system with a predictive role for 
MACCE either after PCI or CABG. Compared 
with other studies, even though the number of 
patients included is relatively small, the AUTAX 

Executive summary

 � The considerable difference in coronary lesion anatomy treated by percutaneous coronary intervention (PCI) or coronary artery bypass 
grafting (CABG) results in a biased comparisons of long-term outcomes of the two treatment arms, and is based mainly on retrospective 
data ana lysis or prospective registries, with only a limited number of prospective randomized trials. These trials have demonstrated 
superior long-term outcome in CABG compared with PCI with drug-eluting stents, recommending CABG as the gold-standard treatment 
for multivessel disease.

 � The key features of the prospective registries on multivessel disease are the inclusion of ‘all comers’, not excluding patients with post-
PCI or post-CABG lesions. However, one of the main points of divergence between the randomized trials and prospective registries is 
the fact that the prospective randomized trials aim to create new treatment modalities and guidelines, while registries are descriptive, 
calling attention to unrecognized phenomena. The Austrian Multivessel Taxus™ Stent (AUTAX) registry showed significant predictors of 
2-year major adverse cardiac and cerebrovascular events (MACCE), including age over 70 years and unstable angina/non-ST elevation 
myocardial infarction (UA/NSTEMI) at clinical presentation. Diabetes mellitus and previous PCI showed a borderline significance in 
predicting MACCE. Furthermore, UA/NSTEMI and incomplete revascularization proved to be significant variables for mortality. 

 � The Synergy Between Percutaneous Coronary Intervention With Taxus and Cardiac Surgery (SYNTAX) score is the first attempt to 
combine more available scoring systems with a good success for patient selection for PCI or CABG in patients with de novo lesions.

 � The AUTAX registry shows that post-PCI or post-CABG lesions should also be included in prospective randomized trials, as these 
anatomic features will dominate multivessel coronary procedures in the very near future. The AUTAX registry calls attention to the 
intention to treat all significant lesions when and where possible. The AUTAX registry suggests a possible preventive role of control 
angiography in multivessel coronary artery disease.

 � Among other studies, the AUTAX registry revealed important information for the further improvement or precision of the lesion scoring 
system, from which a decision for PCI or CABG can be justified.
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Future perspective
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