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1. Introduction

Many authors (1) using unjustified Medina Coronary bifurcation lesion classification that unfortunately
divides true bifurcation lesions into three unnecessary groups: 111, 101, and 011 as opposed to The Movahed
classification summarizing true bifurcation lesions into one simple category called B2 lesions.

2. Arguments

Using the wrong classification has led to missing data about the bifurcation vessel angulation or other
important characteristics such as calcifications or lesion length that are available in the Movahed classification
by adding optional suffixes to the B2 suffix. (2). The basic structure of the Movahed classification 2,3
simplifies bifurcation lesions into three categories: If both branches are involved, it is called a B2 lesion,
if only the main branch is involved, is called B1m (B for bifurcation, 1m meaning only the main branch
has disease) and if only side branch is involved, is called B1s lesion (B for bifurcation and 1s meaning only
side branch has the disease). Additional suffixes can be added if needed for clinical or research purposes.
This comes in very handy, particularly in the left main bifurcation lesions. As the best example, the kissing
stenting technique in appropriate bifurcation left main lesions can be performed very safely and quickly but it
requires that the proximal segment be large enough to accommodate 2 stents and has to be at least 2/3 sum
of distal bifurcation branches. In the Movahed classification, this suffix is called L (L for the large proximal
segment) or S (for the small proximal segment). Furthermore, limitless additional suffixes can be added if
needed such as calcium or bifurcation angle that is completely absent in the Medina classification. (3-8)
Figure 1 compares the basic structure of the Movahed classification to the Medina Classification. Figure 2
summarizes a detailed description of the Movahed classification if additional suffixes are needed.

3. Conclusions

The Movahed bifurcation classification is very simple in it basic description of any given coronary bifurcation
lesion. Furthermore, the ability to add unlimited suffices to the basic description of a bifurcation lesion, it
makes it very useful for clinical and research as opposed to the Medina classification that lacks any optional
suffixes and separate true bifurcation lesions in three unnecessary groups.
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Figure1: Comparison of the Movahed to the Medina coronary bifurcation classification reveal-
ing the simplicity of the basic suffix of the Movahed classification.

Figure 2: Details of the Movahed Bifurcation Classification with limitless optional suffixes:
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