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Abstract: Introduction: We report outcome data of patients treated with coronary bioresorbable
scaffolds up to 5 years and investigate predictors of adverse events. Methods: Consecutive patients
treated with at least one coronary bioresorbable scaffold (BRS, Abbott Vascular, Santa Clara, USA)
between May 2012 and May 2014 in our center were enrolled. Clinical/procedural characteristics
and outcome data at 1868 (1641–2024) days were collected. The incidence of scaffold thrombosis
(ScT), restenosis (ScR), and target lesion failure (TLF) and their predictors were investigated using
Kaplan–Meier and Cox regression analysis. Results: 512 consecutive patients and 598 lesions were
included in the database. a total of 30 ScT, 42 ScR, and 92 TLF were reported. The rate of ScT was 3.6%
in the first year, 2.2% in the second–third year, and 0.6% in the fourth–fifth year after implantation.
The corresponding rates of ScR were 2.5%, 5.7%, and 1.1%. The corresponding incidence of TLF was
8.8%, 8.0%, 3.8%. Procedural parameters (vessel size, scaffold footprint) and the technique used at
implantation (including predilation, parameters of sizing, and postdilation) were predictors of ScT
and TLF in the first three years after implantation. In contrast, only diabetes was predictive of events
between 4–5 years (HR 6.21(1.99–19.40), p = 0.002). Conclusions: After device resorption, the incidence
of very late adverse events in lesions/patients implanted with a BRS decreases. Procedural and
device-related parameters are not predictors of events anymore.
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1. Introduction

The Absorb bioresorbable coronary vascular scaffold (BRS) was the first of a new class of devices
for the treatment of coronary artery disease. This poly-(L)-lactide acid-based scaffold with a coating
of everolimus was designed to resorb completely ≈3 years after implantation, thus limiting the
complications associated with a permanent foreign body, including vascular inflammation and the loss
of physiologic motion of the vessel.

However, after the early results showing non-inferiority compared to latest generation
everolimus-eluting stents, subsequent evidence of a significantly increased risk of scaffold thrombosis
(ScT) and scaffold restenosis (ScR) was reported in all-comer registries and randomized control
trials [1–4].
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The mechanisms and predictors of these events have been thoroughly studied [5–12]. In our
previous papers [7,8], we reported that, although a difference between periods was observed, the major
predictors and mechanisms of events up to 3 years after BRS implantation were device and procedural
parameters. For instance, studies [8,10] identified a small (<2.5 mm) reference vessel size as the principal
mechanism of early (<30 day) ScT; in contrast, implantation in large (>3.5 mm) vessels was associated
with late events, suggesting that malapposition and scaffold strut discontinuities during resorption
might predispose to this event. We and others previously described how the mechanical/physical
characteristics of first-generation scaffolds may explain these associations [6,7]. In these papers,
consistent evidence was produced that the thicker struts of BRS might cause flow turbulence leading,
particularly in settings of incompletely expanded scaffolds (early device thrombosis) or malapposition
(late thrombosis), to both platelet aggregation and neointima proliferation and to an increased risk of
events. Consistent with this, a number of studies reported that an optimal implantation technique
including pre- and postdilation to optimize expansion as well as correct lesion and scaffold selection
markedly reduced this risk [13,14].

Data from 5-years follow-up, including a meta-analysis of four randomized trials, are now
available [15,16]. These data show that, after three years (i.e., after resorption), the excess of
risk associated with BRS implantation as compared to drug eluting stent implantation disappears.
The investigation of the incidence and mechanisms of target lesion events after resorption is, however,
a key question, important for all devices in this class, that still needs to be addressed. The present study
was designed to compare the incidence of events before resorption (divided in early (first year) and late
(second to third year)) to that after resorption (fourth and fifth year after implant), to investigate the role
of clinical and procedural predictors in each of these intervals, and ultimately to test whether device-,
procedure-, lesion-, or patient-related characteristics influence the outcomes after device resorption.

2. Materials and Methods

2.1. Study Design

Patients who underwent percutaneous coronary intervention with at least one BRS
(Absorb, Abbott Vascular, Santa Clara, CA, USA) from May 2012 to December 2014 in the catheterization
laboratory of the University Hospital Mainz were consecutively enrolled in this all-comer registry.
Patients who were eligible for 5 years follow-up were included in this analysis. The study is part of
the Mainz IntracoronAry registry MICAT project (NCT02180178), which is approved by the ethics
committee of Rheinland-Pfalz.

2.2. BRS Implantation

Details on inclusion criteria and selection of patients/lesion have already been published
elsewhere [10]. Briefly, no BRS was implanted in lesions of the left main stem, in degenerated
saphenous vein grafts, in-stent restenosis, in vessels visually estimated smaller than 2.25 mm or larger
than 4 mm, and in true bifurcation lesions requiring two-stent techniques. Patients on chronic therapy
with anticoagulants, allergy, or intolerance to aspirin or any other P2Y12 receptor antagonist and those
with a limited life expectancy were excluded.

Heparin was administered peri-procedurally, the use of GP IIb/IIIa inhibitors or debulking devices
were left to decide by the treating interventionalist.

Predilation was used in all cases, the systematic use of a PSP technique, however, was introduced
as a local policy starting January 2014. After implantation, dual antiplatelet therapy for 12 months was
prescribed for all patients comprising aspirin, clopidogrel, or ticagrelor/prasugrel for unstable settings,
e.g., acute coronary syndrome.
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2.3. Quantitative Coronary Analysis

Quantitative coronary analysis (QCA) was performed with Xcelera, R 4.1 (Philips, the Netherlands).
Key measurements (before and after implantation) included the interpolated reference vessel diameter
(RVD) and the (in-BRS) minimum lumen diameter (MLD). Residual stenosis was calculated by
subtracting the quotient of the MLD and RVD from 1. Scaled stenosis was calculated by subtracting
the quotient of the MLD and nominal scaffold size from 1.

The maximum footprint, expressing the maximum percentage of the circumference of the vessel
occupied by struts, was calculated as:

footprint =
100∗BRS outer surface

BRS length ∗ 3.14 ∗MLD
.

Lesions were classified according to the American Heart Association classification [17].

2.4. Endpoints

Follow-up was performed by trained personnel by computer-assisted telephone interview
as previously published [10]. Events were adjudicated after review of original clinical data by
two interventional cardiologists according to the academic research consortium definitions [18].
Target lesion failure (TLF) was defined as any cardiac death, target-vessel myocardial infarction,
or clinically-driven target lesion revascularization.

Target lesion revascularization (TLR) was defined as any need of revascularization in the segment
originally treated with a BRS. Scaffold thrombosis (ScT) was classified in early, late, and very late based
on the timing of occurrence in case of definite or probable ScT.

2.5. Statistical Methods

Continuous data are described as mean and standard deviation or median and interquartile range
and were compared using a parametric or nonparametric test based on the inspection of the Q–Q
plots. Categorical data are described as total numbers and proportions and were analyzed with the
Fisher´s exact-test.

Uni- and multivariate Cox regression analysis was used to describe the association between
clinical/procedural parameters and outcome events.

Survival curves are presented as Kaplan–Meier curves with corresponding Cox P values.
Separate analyses were performed for the following events which occurred within 1 year after

implantation, between two and three years, and between four and five years after implantation: scaffold
thrombosis, scaffold restenosis, and target lesion failure. The impact of the following variables on
outcomes during the first year, 2–3 years, and 4–5 years after implantation was assessed in univariable
Cox regression analysis: cardiovascular risk factors including age, gender, hypertension, diabetes,
smoking, dyslipidemia, renal function, history of prior revascularization via percutaneous coronary
intervention (PCI) or coronary by-pass (CABG), prior stroke/transient ischemic attack (TIA), and left
ventricular ejection fraction (LVEF), clinical presentation during index procedure, treated vessel,
and location of lesion, optimal implantation technique and its components, lesion characteristics,
such as RVD, MLD, sizing, scaled, and residual stenosis, MLD, length of scaffold, used antiplatelet
medication, follow-up days. The optimal implantation technique was defined as previously published
(briefly: vessel comprised between 2.5 and 3.5 mm, pre- and postdilation with balloon of at least the
same size as the intended scaffold, postdilation at >12 atmospheres, no implantation in bifurcation
or ostial lesions, stent to scaffold ratio comprised between 0.9 and 1.1, residual stenosis and residual
scaled stenosis <20%) [19]. Variables associated with a p < 0.05 in univariate analysis were entered in
multivariate analysis.

All analyses should be considered exploratory. Data were analyzed with MedCalc (Version 15.8,
Ostend, Belgium).
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3. Results

3.1. Patient Characteristics

A total of 512 patients with 598 lesions of the MICAT registry were eligible for 5 years follow-up
on 1 May 2019. The characteristics of these patients are presented in Supplementary Materials Table S1.
Median age was 62 (54–73) years, 78.7% of the patients were male, 70.7% had hypertension or was
on antihypertensive medication, 37.1% were dyslipidemic and/or were on medication treatment with
statins, 42.6% were smokers, and 19.9% suffered from diabetes. Patients with a history of PCI were
26.4% of the total, those with prior stroke or TIA were 3.3%. Median estimated glomerular filtration
rate (eGFR) was 83 mL/min/1.73m2 (69–99.5) and median LVEF was 55% (50–55%). With regards to the
clinical presentation, 12.1% of the patients presented with unstable angina, 29.5% with non-ST elevation
myocardial infarction (NSTEMI), and 25.4% as STEMI; 32.4% presented with stable or silent angina.

3.2. Lesion Characteristics

The target vessel was the left anterior descending (LAD) artery in 44.8%, the right coronary artery
(RCA) and left circumflex artery (LCX) in 28.9% and 26.1% of the cases, respectively.

Ostial and bifurcation lesions were revascularized in 8.7% and 13.2% of the cases, respectively.
The prevalence of chronic total occlusions (CTO) was 2.8%, 41.3% of the lesions were a complex B2 or
C type lesion.

The median total stented length per patient was 18 mm (18–30 mm). The mean number of vessels
treated with scaffolds per patient was 1.2 ± 0.5, the mean number of scaffolds implanted per patient
was 1.4 ± 0.9. The mean of total stented length per lesion was 24.1 ± 13.4 mm.

3.3. Lesion Treatment and Immediate Angiographic Results

Supplementary Materials Table S2 shows lesion and angiographic results. Predilation was
performed almost systematically (98.3%). The minimum inflation pressure of scaffold deployment per
lesion was 13.6 ± 1.9 ATM.

Postdilation was performed in 35.1% of the lesions with 15.1 ± 3.7 ATM.
The ratio of the minimal lumen diameter after implantation to the nominal BRS diameter,

expressing BRS deployment, was 0.8 ± 0.2. Maximum footprint was 37% (34–43).
Among the lesions treated, in 11.5% of the patients, a BRS was implanted overlapping with

a close-by stent or scaffold.
An “optimal implantation technique” was used in 214 lesions of 205 patients (35.8% of all patients,

40.0% of all lesions).

3.4. Follow-Up

The median follow-up was 1868 (1641–2024) days. a lesion-oriented 5-years follow-up was
available in 410 of 512 (80%) eligible patients. Table 1 shows the number of events and the Kaplan–Meier
estimates of the observed endpoints of scaffold thrombosis (ScT), clinical scaffold restenosis (ScR),
and target lesion failure (TLF). In total, 30 definite or probable ScT occurred during follow-up, of which
13 were acute or subacute and 17 were late or very late thrombosis. The corresponding Kaplan–Meier
estimates for ScT were 3.6% in the first year, and 2.2% in the interval 2–3 years, and 0.6% in the
fourth–fifth year. In total, there were 42 patients who suffered from scaffold restenosis of which 12
occurred in the first year, 26 between 2–3 years, and 4 between 4 and 5 years of follow-up, respectively
(yearly KM rates 2.5%, 4.3%, 1.4%, 1.1%, and 0%, respectively).
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Table 1. Number of events and annualized Kaplan-Meier (KM) risk of adverse events divided by
patients with and without optimal implantation and respective hazard ratios (HR) in univariate
Cox regression analysis during whole observation period of 5 years. TLF: target lesion failure; ScR:
scaffold restenosis; ScT; scaffold thrombosis. Bold character identifies parameters associated with
p values < 0.05.

Within 1 Year All Patients Optimal
Implantation

Non-Optimal
Implantation p HR

95% CI

ScT 18
(3.6%)

2
(1%)

16
(5.3%) 0.02 5.36

(1.31–8.65)

ScR 12
(2.5%)

2
(1.0%)

10
(3.4%) 0.10 3.29

(0.82–8.31)

TLF 44
(8.8%)

10
(5.1%)

34
(11.3%) 0.02 2.29

(1.14–3.80)

2–3 years All Patients Optimal
Implantation

Non-Optimal
Implantation p HR

95% CI

ScT 10
(2.2%)

2
(1.1%)

8
(2.9%) 0.18 2.78

(0.67–8.39)

ScR 26
(5.7%)

5
(3.7%)

21
(7.7%) 0.03 2.90

(1.12–5.34)

TLF 35
(8.0%)

7
(3.9%)

28
(10.8%) 0.01 2.95

(1.28–4.91)

4–5 years All Patients Optimal
Implantation

Non-Optimal
Implantation p HR

95% CI

ScT 2
(0.6%)

2
(1.4%) 0 0.08 -

ScR 4
(1.1%)

2
(1.3%)

2
(0.9%) 0.67 0.65

(0.09–4.79)

TLF 13
(3.8%)

5
(3.5%)

8
(4.0%) 0.86 1.10

(0.36–3.33)

Cumulative
5 years All Patients Optimal

Implantation
Non-Optimal
Implantation p HR

95% CI

ScT 30
(5.9%)

6
(3.5%)

24
(8.1%) 0.020 2.76

(1.33–5.72)

ScR 42
(8.2%)

9
(5.0%)

33
(11.6%) 0.010 2.54

(1.37–4.70)

TLF 92
(19.3%)

22
(12%)

70
(24.0%) 0.0005 2.30

(1.52–3.48)

A total of 92 patients reached the endpoint TLF, in the first year 44, between 2–3 years, 35 patients
(yearly KM rates 8.8% in the first year, 6.1% in the second, and 2.0% in the third).

In the time interval of 4–5 years, the endpoint TLF was reached by 13 patients (yearly KM rate
1.7% in fourth and 2.1% in the fifth year), which was mainly driven by the occurrence of target
vessel-myocardial infarction (TV-MI). There were 2 cardiovascular deaths, 3 ischemia-driven TLRs,
and 8 TV-MIs.

Figure 1a–c depicts the Kaplan–Meier survival curves of ScT, ScR, and TLF during the three
time intervals.
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Figure 1. Kapla–Meier survival curves. (A) Scaffold thrombosis. (B) Scaffold restenosis. (C) Target
lesion failure.

3.5. Predictors of Target Lesion Failure

Table 2 shows the associations of the pre-specified predictors of TLF in univariate Cox regression
analysis for the time intervals of one year, 2–3 years, and 4–5 years, respectively.
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Table 2. Predictors of TLF in univariate Cox regression analysis during different time intervals of
follow-up duration. HR: Hazard ratio. RVD: reference vessel diameter. Bold character identifies
parameters associated with p values < 0.05.

Max Footprint HR p

1 year 1.06 (1.04–1.08) <0.0001
2–3 years 1.09 (1.06–1.11) <0.0001
4–5 years 1.03 (0.96–1.11) 0.40

Optimal Implantation

1year 0.44 (0.22–0.88) 0.02

2–3 years 0.34 (0.17–0.66) <0.01
(0.007)

4–5 years 0.91 (0.30–2.74) 0.86

RVD < 2.5 mm

1 year 1.99 (1.03–3.86) 0.04
2–3 years 2.17 (1.05–4.50) 0.04
4–5 years 1.03 (0.23–4.60) 0.97

RVD > 3.5 mm

1 year 1.13 (0.48–2.67) 0.78
2–3 years 2.33 (1.06–5.12) 0.04
4–5 years 0.64 (0.08–4.89) 0.67

The technique used at the time of implantation was a predictor of TLF both in the first and in the
interval 2–3 years after index (HR 0.44 (0.22–0.88), p = 0.02, and HR 0.34 (0.17–0.66), p = 0.01).

In contrast, the use of an optimal implantation technique was not associated with the incidence of
events during 4–5 years after BRS implantation (HR 0.91 (0.30–2.74), p = 0.86).

In the first year after implantation, the maximum footprint and an RVD < 2.5mm were predictors
for the incidence of TLF (HR 1.06 (1.04–1.08), p < 0.0001, HR 1.99 (1.03–3.86), p = 0.04, respectively).

An RVD smaller than 2.5 mm and an RVD larger than 3.5 mm were predictors for TLF in the time
period of 2–3 years (HR 2.17 (1.05–4.50) and HR 2.33 (1.06–5.12), both p = 0.04), along with footprint
(HR 1.09 (1.06–1.11), p < 0.0001).

None of the clinical characteristics, except for diabetes, was a predictor of TLF in the interval after
2–3 years post implantation (HR 2.26 (1.13–4.53), p = 0.02) (Supplementary Materials Tables S3 and S4).

Figure 2 depicts the Kaplan–Meier survival curves of TLF in each of the time intervals divided by
patients who received scaffold implantation in a vessel with a RVD smaller 2.5 mm and larger than
3.5 mm, (upper and lower panels, respectively).
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with coronary artery disease. 
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- the incidence of late adverse events after implantation of a BRS decreases over the time. 

Figure 2. Kapla–Meier survival curve for the incidence of target lesion failure. The incidence of target
lesion failure was higher in small vessels (RVD < 2.5 mm) up to 3 years, but not thereafter (upper panel).
Finally, the incidence of TLF was initially (<1 year) and then higher (2–3 years) in vessels larger than
3.5 mm. After 3 years, this parameter had no impact (lower panel). KM: Kaplan–Meier. RVD: reference
vessel diameter.

Interestingly, the incidence of TLF was higher in small vessels up to the third year, but not
thereafter (Figure 2, upper panel). Moreover, a reference vessel diameter >3.5 mm was a risk factor for
target lesion failure during the second and third year only (Figure 2, lower panel).

As opposed to the two earlier time intervals, the optimal implantation technique could not be
shown as a predictor for very late TLF 4–5 years after implantation (HR 0.91 (0.30–2.74), p = 0.86).
Also, an RVD smaller 2.5 mm or larger 3.5 mm were not predictors of TLF in the time of 4–5 years. (HR
1.03 (0.23–4.60), p = 0.97, HR 0.64 (0.08–4.89), p = 0.67, respectively). Figure 2 presents the corresponding
overall KM curves.

In univariate Cox regression analysis for the period 4–5 years, including all variables listed
in Supplementary Materials Table S1, only the classic cardiovascular risk factors diabetes (HR 7.50
(2.47–22.82), p = 0.0004) and impaired renal function (HR 0.97 (0.95–0.99), p = 0.02) were predictors for
the incidence of TLF (Supplementary Materials Table S3).

In multivariate Cox regression model incorporating both eGFR and diabetes, the only independent
predictor associated with TLF during the 4–5 years interval was diabetes (HR 6.21 (1.99–19.40), p = 0.002)
(Supplementary Materials Table S4).

4. Discussion

We report on the long-term outcomes after BRS implantation in an all-comer cohort of patients
with coronary artery disease.

The main findings of the present study can be summarized as follows:

- the incidence of late adverse events after implantation of a BRS decreases over the time.
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- the procedural and angiographic characteristics that could be identified as predictors of negative
outcome in the first three years after index procedure do not predict TLF between 4–5 years,
and diabetes, a known patient-related risk factor, was the only predictor of TLF between 4–5 years.

4.1. Target Lesion Failure in Stent-Studies

Bioresorbable scaffolds were introduced based on the concept that a permanent implant may
represent a continuous stimulus for inflammation, platelet activation, and neointima proliferation.
In previous publications, the mechanisms and predictors of events up to≈3 years after BRS implantation
were described [5–12]. We extend this information with an analysis of the incidence and predictors of
events up to 5 years in the present paper. To our knowledge, this is the first paper investigating the
existence of differences in the predictors of events among the different time periods. The decrease in the
event rates in the 4–5 years interval appears to support the validity of the concept of resorbable devices.
Although the single-arm nature of this study does not allow comparisons, previous stent studies reported
incidence rates similar to those described here. Pilgrim et al. reported a TLF rate of approximately 2.7%
in the fifth year and 3.5% after the fourth in the BIOSCIENCE trial investigating an ultra-thin strut,
biodegradable polymer sirolimus-eluting stent and a thin-strut, durable polymer everolimus-eluting
stent [19]. Further, in the 10 years outcome data of the ISAR-Test 4 trial, comparing a biodegradable
polymer-based sirolimus eluting stent with a permanent polymer everolimus-eluting stent, a TLF
incidence of approximately 2.5% after four and five years was observed [20]. Although an indirect
comparison is impossible, these rates are nearly 50% higher than those observed in our study.

Similar TLF rates in DES and BRS were also shown in a meta-analysis comparing three to four
years outcome data from 4 randomized trials (n = 3245, BVS = 2075, DES = 1170). In this analysis,
no significant difference with respect to TLF or any other of the adverse events was found [21].

In sum, the very low rate of target lesion failure appears to support the concept that the absence
of a permanent implant might be associated with a reduce rate of events late after bioresorption of
the device.

4.2. Predictors of Early and Late Events

A number of previous publications, including those of our group, reported that device and
procedural parameters including vessel size, use of pre- and postdilation, device to reference vessel
diameter ratio, are major predictors of events up to three years [5–12,22,23]. The current data suggest
that only diabetes, a well-known risk factor for late events after stenting [24], is a determinant of
very long-term outcome, and that the incidence of outcomes is independent of device/procedural
characteristics. This evidence has implications for the concept of BRS: for instance, both under- and
oversizing are associated with increased neointima proliferation. The evidence that these parameters
do not predict 4–5 years events suggests that these phenomena are not relevant upon long term.
Further, the fact that vessel characteristics (e.g., small vessel size) did not predict events after BRS
resorption suggests that the endothelialization and neointima formation induced by BRS (despite the
thick struts) do not compromise blood flow upon long term.

4.3. Limitations

Even though the methods used for the acquisition and analysis of the data were similar to those
used in randomized controlled trials, the results of this single-center registry need to be taken as
exploratory. However, given the absence of in- and exclusion criteria beyond the device´s instructions
for use, the current data provide an accurate reflection of daily routine. Also reflecting daily routine,
the rate of lost to follow-up was unfortunately relatively high in the current cohort.

5. Significance and Future Perspectives

We present data on the very long-term outcome of patients treated with BRS. Since BRS are
expected to be fully resorbed at this time point, our data are likely to be valid for all current (and
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future) resorbable devices. In the 4–5 years interval, the incidence of target lesion failure and correlated
adverse events in lesions/patients treated with a BRS dropped substantially, suggesting that vessel
healing has occurred at this time. Further, while procedural and device-related parameters were
the major predictors of events in the first year and in the interval 2–3 years, diabetes was the only
predictor in the fourth and fifth year. This observation supports the concept that events during the
4–5 years follow-up are independent of the device used to treat the index stenosis and are simply
related to the risk profile of the patient. Nonetheless, the cumulative 5-year incidence of scaffold
thrombosis remained unacceptably high. Collectively, these data appear to validate the concept of BRS,
and emphasize the need of second-generation devices with a better profile of early safety.
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Author Contributions: Conceptualization, R.A., A.P. and T.G.; methodology, T.G. and R.A.; formal analysis, R.A.
and T.G.; investigation, A.M. and A.-K.T.; resources, T.G.; data curation, A.M.; writing—original draft preparation,
R.A, A.P.; writing—review and editing, T.G. and T.M.; supervision, T.G.; project administration, T.G.; funding
acquisition, T.G.” All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Acknowledgments: Part of this work is contained in the doctoral thesis of Mrs Trieb.

Conflicts of Interest: T.G. has received speakers´honoraria from Abbott Vascular. The other authors declare no
conflict of interest.

References

1. Serruys, P.W.; Onuma, Y.; Dudek, D.; Smits, P.C.; Koolen, J.; Chevalier, B.; de Bruyne, B.; Thuesen, L.;
McClean, D.; van Geuns, R.J.; et al. Evaluation of the second generation of a bioresorbable everolimus-eluting
vascular scaffold for the treatment of de novo coronary artery stenosis: 12-month clinical and imaging
outcomes. J. Am. Coll. Cardiol 2011, 58, 1578–1588. [CrossRef]

2. Polimeni, A.; Anadol, R.; Munzel, T.; Indolfi, C.; De Rosa, S.; Gori, T. Long-term outcome of
bioresorbable vascular scaffolds for the treatment of coronary artery disease: a meta-analysis of RCTs.
BMC Cardiovasc. Disord. 2017, 17, 147. [CrossRef]

3. Tamburino, C.; Capranzano, P.; Gori, T.; Latib, A.; Lesiak, M.; Nef, H.; Caramanno, G.; Naber, C.; Mehilli, J.; Di
Mario, C.; et al. 1-Year Outcomes of Everolimus-Eluting Bioresorbable Scaffolds Versus Everolimus-Eluting
Stents: a Propensity-Matched Comparison of the GHOST-EU and XIENCE V USA Registries. JACC Cardiovasc.
Interv. 2016, 9, 440–449. [CrossRef]

4. Nef, H.M.; Wiebe, J.; Kastner, J.; Mehilli, J.; Muenzel, T.; Naber, C.; Neumann, T.; Richardt, G.; Schmermund, A.;
Woehrle, J.; et al. Everolimus-eluting bioresorbable scaffolds in patients with coronary artery disease: Results
from the German-Austrian ABSORB RegIstRy (GABI-R). EuroIntervention 2017, 13, 1311–1318. [CrossRef]

5. Wohrle, J.; Nef, H.M.; Naber, C.; Achenbach, S.; Riemer, T.; Mehilli, J.; Munzel, T.; Schneider, S.; Markovic, S.;
Seeger, J.; et al. Predictors of early scaffold thrombosis: Results from the multicenter prospective
German-Austrian ABSORB RegIstRy. Coron. Artery Dis. 2018, 29, 389–396. [CrossRef]

6. Anadol, R.; Gori, T. The mechanisms of late scaffold thrombosis. Clin. Hemorheol. Microcirc. 2017, 67, 343–346.
[CrossRef]

7. Ellis, S.G.; Gori, T.; Serruys, P.W.; Nef, H.; Steffenino, G.; Brugaletta, S.; Munzel, T.; Feliz, C.; Schmidt, G.;
Sabate, M.; et al. Clinical, Angiographic, and Procedural Correlates of Very Late Absorb Scaffold Thrombosis:
Multistudy Registry Results. JACC Cardiovasc. Interv. 2018, 11, 638–644. [CrossRef]

8. Gori, T.; Weissner, M.; Gonner, S.; Wendling, F.; Ullrich, H.; Ellis, S.; Anadol, R.; Polimeni, A.; Munzel, T.
Characteristics, Predictors, and Mechanisms of Thrombosis in Coronary Bioresorbable Scaffolds: Differences
Between Early and Late Events. JACC Cardiovasc. Interv. 2017, 10, 2363–2371. [CrossRef]

9. Mehilli, J.; Achenbach, S.; Woehrle, J.; Baquet, M.; Riemer, T.; Muenzel, T.; Nef, H.; Naber, C.; Richardt, G.;
Zahn, R.; et al. Clinical restenosis and its predictors after implantation of everolimus-eluting bioresorbable
vascular scaffolds: Results from GABI-R. EuroIntervention 2017, 13, 1319–1326. [CrossRef]

http://www.mdpi.com/2077-0383/9/3/847/s1
http://dx.doi.org/10.1016/j.jacc.2011.05.050
http://dx.doi.org/10.1186/s12872-017-0586-2
http://dx.doi.org/10.1016/j.jcin.2015.10.042
http://dx.doi.org/10.4244/EIJ-D-17-00330
http://dx.doi.org/10.1097/MCA.0000000000000618
http://dx.doi.org/10.3233/CH-179214
http://dx.doi.org/10.1016/j.jcin.2017.11.042
http://dx.doi.org/10.1016/j.jcin.2017.08.020
http://dx.doi.org/10.4244/EIJ-D-17-00291


J. Clin. Med. 2020, 9, 847 11 of 11

10. Puricel, S.; Cuculi, F.; Weissner, M.; Schmermund, A.; Jamshidi, P.; Nyffenegger, T.; Binder, H.; Eggebrecht, H.;
Munzel, T.; Cook, S.; et al. Bioresorbable Coronary Scaffold Thrombosis: Multicenter Comprehensive
Analysis of Clinical Presentation, Mechanisms, and Predictors. J. Am. Coll. Cardiol. 2016, 67, 921–931.
[CrossRef]

11. Boeder, N.F.; Weissner, M.; Blachutzik, F.; Ullrich, H.; Anadol, R.; Tröbs, M.; Münzel, T.; Hamm, C.W.;
Dijkstra, J.; Achenbach, S.; et al. Incidental Finding of Strut Malapposition Is a Predictor of Late and Very
Late Thrombosis in Coronary Bioresorbable Scaffolds. J. Clin. Med. 2019, 8, 580. [CrossRef]

12. Gori, T.; Polimeni, A.; Indolfi, C.; Raber, L.; Adriaenssens, T.; Munzel, T. Predictors of stent thrombosis and
their implications for clinical practice. Nat. Rev. Cardiol. 2019, 16, 243–256. [CrossRef]

13. Dimitriadis, Z.; Polimeni, A.; Anadol, R.; Geyer, M.; Weissner, M.; Ullrich, H.; Munzel, T.; Gori, T. Procedural
Predictors for Bioresorbable Vascular Scaffold Thrombosis: Analysis of the Individual Components of the
“PSP” Technique. J. Clin. Med. 2019, 8, 93. [CrossRef]

14. Regazzoli, D.; Latib, A.; Ezhumalai, B.; Tanaka, A.; Leone, P.P.; Khan, S.; Kumar, V.; Rastogi, V.; Ancona, M.B.;
Mangieri, A.; et al. Long-term follow-up of BVS from a prospective multicenter registry: Impact of a dedicated
implantation technique on clinical outcomes. Int. J. Cardiol. 2018, 270, 113–117. [CrossRef]

15. Serruys, P.W.; Ormiston, J.; van Geuns, R.J.; de Bruyne, B.; Dudek, D.; Christiansen, E.; Chevalier, B.; Smits, P.;
McClean, D.; Koolen, J.; et al. Polylactide Bioresorbable Scaffold Eluting Everolimus for Treatment of
Coronary Stenosis: 5-Year Follow-Up. J. Am. Coll. Cardiol. 2016, 67, 766–776. [CrossRef]

16. Stone, G.W.; Kimura, T.; Gao, R.; Kereiakes, D.J.; Ellis, S.G.; Onuma, Y.; Chevalier, B.; Simonton, C.; Dressler, O.;
Crowley, A.; et al. Time-Varying Outcomes With the Absorb Bioresorbable Vascular Scaffold During 5-Year Follow-up:
a Systematic Meta-analysis and Individual Patient Data Pooled Study. JAMA Cardiol. 2019, 4, 1261–1269. [CrossRef]

17. Ryan, T.J.; Bauman, W.B.; Kennedy, J.W.; Kereiakes, D.J.; King, S.B., 3rd; McCallister, B.D.; Smith, S.C., Jr.;
Ullyot, D.J. Guidelines for percutaneous transluminal coronary angioplasty. a report of the American Heart
Association/American College of Cardiology Task Force on Assessment of Diagnostic and Therapeutic
Cardiovascular Procedures (Committee on Percutaneous Transluminal Coronary Angioplasty). Circulation
1993, 88, 2987–3007.

18. Cutlip, D.E.; Windecker, S.; Mehran, R.; Boam, A.; Cohen, D.J.; van Es, G.A.; Steg, P.G.; Morel, M.A.; Mauri, L.;
Vranckx, P.; et al. Academic Research Consortium, Clinical end points in coronary stent trials: a case for
standardized definitions. Circulation 2007, 115, 2344–2351. [CrossRef]

19. Anadol, R.; Lorenz, L.; Weissner, M.; Ullrich, H.; Polimeni, A.; Munzel, T.; Gori, T. Characteristics and
outcome of patients with complex coronary lesions treated with bioresorbable scaffolds Three years follow-up
in a cohort of consecutive patients. Eurointerv. 2018, 14(9), E1011. [CrossRef]

20. Pilgrim, T.; Piccolo, R.; Heg, D.; Roffi, M.; Tüller, D.; Muller, O.; Moarof, I.; Siontis, G.C.M.; Cook, S.;
Weilenmann, D.; et al. Ultrathin-strut, biodegradable-polymer, sirolimus-eluting stents versus thin-strut,
durable-polymer, everolimus-eluting stents for percutaneous coronary revascularisation: 5-year outcomes of
the BIOSCIENCE randomised trial. Lancet 2018, 392, 737–746. [CrossRef]

21. Kufner, S.; Joner, M.; Thannheimer, A.; Hoppmann, P.; Ibrahim, T.; Mayer, K.; Cassese, S.; Laugwitz, K.L.;
Schunkert, H.; Kastrati, A.; et al. Ten-Year Clinical Outcomes From a Trial of Three Limus-Eluting Stents
With Different Polymer Coatings in Patients With Coronary Artery Disease. Circulation 2019, 139, 325–333.
[CrossRef]

22. Polimeni, A.; Weissner, M.; Schochlow, K.; Ullrich, H.; Indolfi, C.; Dijkstra, J.; Anadol, R.; Münzel, T.; Gori, T.
Incidence, Clinical Presentation, and Predictors of Clinical Restenosis in Coronary Bioresorbable Scaffolds.
JACC Cardiovasc. Interv. 2017, 10, 1819–1827. [CrossRef]

23. Anadol, R.; Schnitzler, K.; Lorenz, L.; Weissner, M.; Ullrich, H.; Polimeni, A.; Münzel, T.; Gori, T. Three-Years
Outcomes of Diabetic Patients Treated with Coronary Bioresorbable Scaffolds. BMC Cardiovasc. Disord.
2018, 18, 92. [CrossRef]

24. Ritsinger, V.; Saleh, N.; Lagerqvist, B.; Norhammar, A. High event rate after a first percutaneous coronary
intervention in patients with diabetes mellitus: Results from the Swedish coronary angiography and
angioplasty registry. Circ. Cardiovasc. Interv. 2015, 8, e002328. [CrossRef]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/j.jacc.2015.12.019
http://dx.doi.org/10.3390/jcm8050580
http://dx.doi.org/10.1038/s41569-018-0118-5
http://dx.doi.org/10.3390/jcm8010093
http://dx.doi.org/10.1016/j.ijcard.2018.06.094
http://dx.doi.org/10.1016/j.jacc.2015.11.060
http://dx.doi.org/10.1001/jamacardio.2019.4101
http://dx.doi.org/10.1161/CIRCULATIONAHA.106.685313
http://dx.doi.org/10.4244/EIJ-D-17-00410
http://dx.doi.org/10.1016/S0140-6736(18)31715-X
http://dx.doi.org/10.1161/CIRCULATIONAHA.118.038065
http://dx.doi.org/10.1016/j.jcin.2017.07.034
http://dx.doi.org/10.1186/s12872-018-0811-7
http://dx.doi.org/10.1161/CIRCINTERVENTIONS.114.002328
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Design 
	BRS Implantation 
	Quantitative Coronary Analysis 
	Endpoints 
	Statistical Methods 

	Results 
	Patient Characteristics 
	Lesion Characteristics 
	Lesion Treatment and Immediate Angiographic Results 
	Follow-Up 
	Predictors of Target Lesion Failure 

	Discussion 
	Target Lesion Failure in Stent-Studies 
	Predictors of Early and Late Events 
	Limitations 

	Significance and Future Perspectives 
	References

