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one-year clinical follow-up of a registry 
evaluating a percutaneous revascularisation 
strategy combining a pre-specified simple 
selection process with the use of a new 
thin-strut bare cobalt-chromium stent

Objectives. To evaluate clinical events in a specif-
ically selected cohort of patients with obstruc-
tive coronary artery disease (CAD), using a new 
generation thin-strut bare cobalt-chromium 
coronary stent.
Methods. Patients with single- or multi-vessel, 
stable or unstable CAD eligible for percutane-
ous implantation of at least one bare cobalt-
chromium stent were evaluated in a single-cen-
tre registry. Prospective pre-specified criteria 
for bare cobalt-chromium stent implantation in 
our centre were: any acute ST-elevation myo-
cardial infarction (MI), otherwise 1) de novo 
coronary lesion, and 2) lesion length <20 mm, 
and 3) reference vessel diameter >2.6 mm, and 
4) no diabetes, unless reference vessel diameter 
>3.5 mm. Endpoints, retrospectively collected, 
were death, MI and clinically driven target-le-
sion revascularisation (TLR) and target-vessel 
revascularisation (TVR) after 12 months.

Results. Between September 2005 and June 
2007, 712 patients (48.7% one-vessel, 29.9% 
two-vessel, 20% three-vessel and 1.4% left main 
disease; 7.9% diabetics) were treated with 800 
bare cobalt-chromium stents, for stable angina 
(40.9%), unstable angina (20.9%) or acute ST-
elevation MI (38.2%). The procedural success 
rate was 99.3%. Peri-procedural MI rate was 
2.2% in the semi-elective group. At 12 months 
there were 17 deaths (2.4%), of which nine 
non-cardiac, 20 (2.8%) MI, 19 (2.7%) TLR and 
29 (4.1%) TVR. Early and late definite stent 
thrombosis occurred in four (0.6%) and three 
(0.4%) patients, respectively.
Conclusion. A strategy aimed at minimising 
drug-eluting stent use and combining a pre-
specified simple selection process with the use 
of a new thin-strut bare cobalt-chromium stent 
is safe and effective at one-year clinical follow-
up. (Neth Heart J 2010;18:486-92.)

Keywords: Bare Metal Stent; Coronary Artery 
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percutaneous coronary interventions (PCI) are 
a valuable addition to treatment regimens in 

modern cardiology.1-3 The use of intracoronary 
metallic stents has improved results over balloon 
dilatation alone and has become standard care for 
patients undergoing PCI.4 However, in-stent re-
stenosis, leading to recurrence of symptoms, has 
been the major drawback of bare metal stents 
(BMS).5 Drug-eluting stents (DES) were intro-
duced in an attempt to overcome this problem 
and, due to the improved effectiveness in pre-
venting restenosis, DES implantation has rapidly 
grown to up to 80% of cases in some countries.6 

P.R. Stella, G. Pavlakis, P. Agostoni, H.M. Nathoe, S. Hoseyni Guyomi, B.J. Hamer, T.X. 
Wildbergh, P.A. Doevendans, E. Van Belle

p.r. stella
g. pavlakis
p. Agostoni
h.M. nathoe
s. hoseyni guyomi
B.J. hamer
t.X. Wildbergh
p.A. doevendans
e. Van Belle
Department of Cardiology, University Medical Center Utrecht, 
Utrecht, the Netherlands

Correspondence�to:�P.R.�Stella
Department�of�Cardiology,�University�Medical�Center�Utrecht,�
Room�E.01.207,�PO�Box�85500,3508�GA��Utrecht,�the�
Netherlands
E-mail:�p.stella@umcutrecht.nl

NHJ 2010 10 bw.indd   486 22-09-10   14:45



Netherlands Heart Journal, Volume 18, Number 10, October 2010� 487

Novel�bare�cobalt-chromium�stent�in�selected�CAD�patients

However, recently there have been concerns about 
their long-term safety,7 due to an increase in late 
stent thrombosis, possibly linked to delayed endo-
thelialisation of the stent struts. Delayed endothe-
lial cell growth is due to a non-selective inhibitory 
action of the drug on targeting both smooth mus-
cle cell proliferation and endothelial cell regenera-
tion.8 Moreover, DES definitely increases the cost 
of PCI when compared with BMS and debate is 
ongoing over the long-term cost-effectiveness of 
these devices.9

 The beneficial clinical data on DES are mainly 
derived from trials comparing DES with first-gen-
eration thick-strut stainless steel BMS. However, 
outcomes can be different between stents depend-
ing on material and design.10-13 Stents with thinner 
struts have shown less restenosis and less repeated 
interventions.14,15 This effect may be due to more 
rapid re-endothelialisation after deployment of 
thinner-strut stents, reducing vascular injury and 
inflammation.14-16 With the progressive develop-
ment of BMS manufacturing, the use of cobalt-
chromium alloy has appeared promising. This alloy 
has shown good biocompatibility and appeared to 
limit the adverse proliferative response seen with 
other alloys.9-11 In addition, cobalt-chromium 
compared with stainless steel allows reduction in 
strut thickness with increased flexibility, conserving 
both radial strength and deliverability.17

 Our aim was to evaluate the clinical outcome 
of a cohort of patients undergoing PCI, in whom 
the decision to use a new generation thin-strut bare 
cobalt-chromium coronary stent was pre-specified 
according to ‘non-DES’ criteria.

Methods
This was a single-centre registry, based on a pro-
spective pre-specified simple selection process used 
to discriminate between BMS or DES implanta-
tion, and retrospective data collection. The centre 
consensus agreement18 limited the use of BMS to 
patients with the following pre-specified criteria: 
any acute ST-elevation myocardial infarction (MI), 
otherwise 1) de novo coronary lesion, and 2) le-
sion length <20 mm, and 3) reference vessel diam-
eter >2.6 mm, and 4) no diabetes, unless reference 
vessel diameter >3.5 mm. Exceptions, with use of 
BMS also out of these criteria, occurred in case of 
predicted or suspected inability of patients to com-
ply with long-term (one year) double antiplatelet 
therapy or in case of expected survival <6 months.
 In this registry the Skylor thin-strut bare co-
balt-chromium stent (Invatec S.p.A., Roncadelle 
[Brescia], Italy) was used as BMS. As the stent was 
already CE approved, marketed and commercially 
available at the beginning of the study, no formal 
informed consent, apart from the one related to 
the procedure, was requested.

Procedures
All angioplasty procedures were performed ac-
cording to routine practice. According to the daily 
routine, direct stenting and post-dilatation were 
allowed and left to the discretion of the operator. 
Patients who received different types of stents in 
the index vessel were excluded. All patients were 
treated with standard optimal medical therapy, con-
sisting of aspirin (at least 80 mg/day lifetime) and 
clopidogrel (75 mg/day after loading dose of 300 
or 600 mg for at least one month up to one year in 
case of acute coronary syndromes). Use of b-block-
ers, ACE inhibitors, calcium antagonists, statins and 
nitrates were administered if clinically indicated.

Stent characteristics
The Skylor stent is a thin-strut bare cobalt-chro-
mium stent with a multiple mono-type closed cell 
design. Strut thickness differs according to the di-
ameter of the stent implanted: 70 mm for small ves-
sel stents (2.00, 2.25 or 2.50 mm in diameter), 80 
mm for medium vessel stents (2.75, 3.00 and 3.50 
mm in diameter) and 95 mm for large vessel stents 
(4.00, 4.50 and 5.00 mm in diameter).19

Data collection
All PCI performed were recorded in a local data man-
agement system. Data input included medical histo-
ry, risk factors, medication use, peri-procedural data 
and clinical follow-up. For this analysis all patients 
who underwent PCI involving at least one Skylor 
stent between September 2005 and June 2007 were 
included. Active follow-up by phone call following a 
pre-specified questionnaire is routinely performed in 
our institute for all patients treated with PCI at one 
and 12 months after the index procedure.

Endpoint definitions
If an event occurred, careful review of the in-hospi-
tal data or requirement of data from other hospitals 
were performed in order to classify the event. All 
deaths were considered cardiac unless a clear non-
cardiac cause could be established. Specifically, any 
unexpected or unwitnessed death was considered 
of cardiac origin. Myocardial infarction was defined 
as anginal symptoms associated with creatine kinase 
levels >3 times the upper limit of normal and con-
current elevation of creatine kinase-MB above the 
upper limit of normal (according to local reference 
values). All reported repeated interventions in the 
stented segment (including the stent and the 5 mm 
proximal and distal to the stent) were classified as 
target lesion revascularisation (TLR). Repeated in-
terventions in the same vessel were reported as tar-
get vessel revascularisation (TVR). Major adverse 
cardiac events (MACE) were defined as a combined 
endpoint of death, MI (including peri-procedural 
MI) and TVR. Stent thrombosis was defined accord-
ing to the Academic Research Consortium criteria.20
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Statistical analysis
Continuous data are reported as means and stan-
dard deviations. Dichotomous data are reported as 
numbers (percentages). Due to the observational, 
non-randomised nature of this study, only descrip-
tive statistics are reported. For every endpoint 
evaluated, 95% confidence intervals (CI) of the in-
cidence rate were calculated, using dedicated soft-
ware (Confidence Interval Analysis, Version 2.0.0, 
available at: http://www.medschool.soton.ac.uk/
cia/main.htm, access: 26 February 2009).

results

Baseline characteristics and in-hospital clinical 
outcomes
A total of 712 consecutive patients treated with 
PCI involving deployment of at least one Skylor 

stent were included. Baseline patient characteris-
tics are shown in table 1. In total 800 Skylor stents 
were implanted. Procedural data are shown in table 
2. One Skylor stent was implanted in 603 (84.6%) 
of the cases and two stents in 85 (11.9%). In five 
PCIs, four Skylor stents were used, and in one PCI, 
seven Skylor stents were implanted (these six pro-
cedures concerned technically challenging chronic 
total occlusions). The procedural success rate was 
99.3% (95% CI 98.1 to 99.9%): in three PCIs the 
stent could not be delivered at the lesion site; ad-
ditionally one PCI in a saphenous venous graft was 
complicated by perforation of the vessel treated, 
which was successfully managed with deployment 
of a covered stent; a second PCI was complicat-
ed by catheter-induced (type E) left main dissec-
tion, successfully treated with uneventful urgent 
coronary artery bypass surgery, which was also the 
sole TLR in-hospital. There were four in-hospital 
deaths (0.6% [0.1 to 1.4%]). Three patients died in 
the catheterisation laboratory, all presenting with 
an acute MI complicated by cardiogenic shock and 

table 1.�Baseline�patient�characteristics.

patients 
(n=712)

Age�(years) 64±13�

Male�gender 530�(74.4)

Risk�factors

-�Diabetes 56�(7.9)

-�Hypertension 238�(33.4)

-�Hypercholesterolaemia 257�(36.1)

-�Current�smoking 156�(21.9)

-�Family�history 247�(34.7)

-�Previous�myocardial�infarction� 154�(21.6)

-�Previous�PCI�procedure� 106�(14.9)

-�Previous�coronary�bypass�surgery 51�(7.2)

Previous�cerebrovascular�accident 36�(5.1)

Baseline�angina�status

-�Stable� 291�(40.9)

-�Acute�coronary�syndrome 149�(20.9)

-��Acute�ST-elevation�myocardial��
infarction

272�(38.2)

Extent�of�disease

-�One�vessel 347�(48.7)

-�Two�vessels 213�(29.9)

-�Three�vessels 142�(20.0)

-�Left�main 10�(1.4)

Left�ventricular�function

-�Poor 21�(3.0)

-�Moderate 213�(29.9)

-�Normal 478�(67.1)

Values�are�presented�as�numbers�(%)�or�mean�±�SD.�

table 2.�Procedural�data.

procedures 
(n=712)
lesions 
(n=785)

Procedures�with�1�Skylor�stent 603�(84.6)

Procedures�with�2�Skylor�stents 85�(11.9)

Procedures�with�>2�Skylor�stents 8�(1.2)�

Average�stent�length�(mm) 15.5±6.2

Average�stent�diameter�(mm) 3.1±0.3

Procedural�success 707�(99.3�)

Type�of�PCI

-�Single�vessel� 639�(89.7)

-�Multi-vessel� 73�(10.3)

Index�vessel

-�Left�anterior�descending�artery 334�(42.5)

-�Right�coronary�artery 278�(35.4)

-�Circumflex�artery 148�(18.9)

-�Left�main�coronary�artery 10�(1.3)

-�Bypass�graft 15�(1.9)

Lesion�type�(ACC/AHA�classi-�
fication)�

-�A 120�(15.3)

-�B1 336�(42.8)

-�B2 201�(25.6)

-�C 128�(16.3)

Values�are�presented�as�numbers�(%)�or�mean�±�SD.�
PCI=percutaneous�coronary�intervention.
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referred while intubated and under inotropic sup-
port. Another patient underwent successful pri-
mary PCI for acute anteroseptal MI and, because 
of haemodynamic instability, he was transferred 
to the coronary care unit, were he died two days 
later because of ventricular tachyarrhythmia (prob-
ably due to early stent thrombosis). There were ten 
peri-procedural MIs (2.2% [1.2 to 4.1%]) in the 
semi-elective group (440 patients, 291 stable and 
149 unstable).

Thirty-day clinical outcomes
One-month clinical events are shown in table 3. 
There were five repeated PCI procedures between 
hospital discharge and one month, one of which 
occurred because of TLR caused by dissection 

which was missed at the index procedure. The re-
maining four procedures (0.6%) were due to early 
stent thrombosis, all causing an acute MI.

Twelve-month clinical outcomes
One-year clinical events are presented in table 3. 
There were three patients lost to follow-up at 12 
months (0.4%). The overall mortality rate was 2.4% 
(95% CI 1.3 to 4.2%) with four additional cardiac 
deaths (0.6%, all possible stent thromboses) be-
tween one and 12 months of follow-up and nine 
(1.3%) noncardiac deaths (all due to tumours). The 
total rate of MI was 2.8% (2.1 to 4.5%), with six 
additional MIs (all considered late stent thrombo-
ses, three definite and three probable) between one 
and 12 months. The rate of TLR was 2.7% (1.8 
to 4.4%) including three PCIs performed for defi-
nite late stent thrombosis and ten revascularisation 
procedures performed for recurrent ischaemia. The 
rate of TVR was 4.1% (2.8 to 6.1%). Overall, out 
of the 29 TVR procedures, 28 were again percuta-
neous, while one was surgical. The overall rate of 
definite and probable stent thrombosis was 1.5% 
(0.9 to 3.1%), including five early cases and six late 
cases. Overall MACE rate was 8.3% (6.7 to 11%).

discussion
Drug-eluting stents are more effective than BMS 
in reducing restenosis and preventing repeated re-
vascularisation procedures,6 mainly by limiting in-
timal hyperplasia,21 with similar early rates of death 
or nonfatal MI. However, concern is growing that 
delayed endothelialisation, incomplete neointimal 
healing, late acquired stent malapposition or hyper-
sensitivity reactions after the implantation of DES 
may lead to increased rates of late adverse events, 
such as cardiac death and MI, due to the occur-
rence of stent thrombosis.7,8

 In order to minimise late thrombotic events 
with the use of DES, an extended dual antiplatelet 
regiment is recommended for at least 12 months. 
However, the bleeding risks associated with pro-
longed dual antiplatelet therapy22,23 and the in-
creased costs for the healthcare system9 should be 
taken into account. Moreover, a substantial pro-
portion of patients have contraindications to pro-
longed antiplatelet therapy, or are already taking 
oral anticoagulants or cannot afford the increased 
cost of clopidogrel, in countries where this drug is 
not reimbursed. Such a prolonged dual antiplatelet 
therapy may be specifically valuable in patients who 
are at increased risk for stent thrombosis after DES 
implantation, such as those with diabetes, renal 
failure, long lesions and bifurcation disease.24,25 Pa-
tients with these characteristics generally also have 
an increased risk for in-stent restenosis thus poten-
tially getting the greatest benefit from DES in terms 
of reduction of restenosis. However, independently 
from clopidogrel use, in randomised trials as well as 

table 3.�Follow-up�data.

patients 
(n=712)

In-hospital�adverse�events

-�Death 4�(0.6)

-��Peri-procedural�MI�(in�semi-elective��
group)

10/440�(2.2)

-�Cerebrovascular�accident 1�(0.1)

-�Target�lesion�revascularisation� 1�(0.1)

-�Access�site�complications 8�(1.1)

Cumulative�30-day�adverse�events

-�Death 4�(0.6)

-�Myocardial�infarction 14�(2.0)�

-�Cerebrovascular�accident 1�(0.1)

-�Target�lesion�revascularisation 6�(0.8)

-�Target�vessel�revascularisation 6�(0.8)

-�Definite�early�stent�thrombosis 4�(0.6)

-�Probable�early�stent�thrombosis 1�(0.1)

Cumulative�12-month�adverse�events

-�Death 17�(2.4)

-�Myocardial�infarction 20�(2.8)

-�Cerebrovascular�accident 1�(0.1)

-�Target�lesion�revascularisation 19�(2.6)

-�Target�vessel�revascularisation 29�(4.1)

-�Major�adverse�cardiac�events 59�(8.3)

-��Definite�early�and�late�stent��
thrombosis

7�(1.0)

-��Probable�early�and�late�stent��
thrombosis

4�(0.6)

-�Possible�stent�thrombosis 4�(0.6)

Values�are�presented�as�numbers�(%).
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in large registries, very late stent thrombosis (occur-
ring more than one year after stent implantation) 
is more common after DES than BMS implanta-
tion.7,26 Thus, in ‘real-world’ patients the selective 
use of BMS can be adequately justified, when safety 
is the first issue. Nonetheless, the overall efficacy of 
BMS is sub-optimal as compared with DES.
 The detection of selected subgroups of patients 
and lesions where BMS can perform well with a 
low rate of repeated revascularisations appears a 
reasonable alternative. Some data from registries 
and post-hoc analyses of randomised controlled 
trials suggest that BMS favourably compare with 
DES in lesions located in large coronary vessels 
(defined as vessels in which a stent >3.0 mm in di-
ameter was implanted).27-29 Angiographic superior-
ity of DES remains solid, even in comparison with 
the newer generation BMS. In a recent randomised 
trial, angiographic parameters of restenosis were 
significantly lower in the DES group versus a thin-
strut cobalt-chromium stent (late loss: 0.18±0.40 
versus 0.58±0.51 mm). Though the angiographic 
performance of BMS in this trial was good. Fur-
thermore, no statistically significant clinical differ-
ences between the two groups were apparent at 12 
months (the trial, however, was definitely under-
powered for this endpoint): freedom from target 
vessel failure at 12 months was 72% for DES pa-
tients and 68% for BMS patients.30

 Other categories where conflicting results with 
DES still exist are patients with acute ST-elevation 
MI and lesions in saphenous vein grafts. Regard-
ing acute ST-elevation MI, recent registries have 
shown no clear superiority of DES over BMS in 
terms of long-term repeated revascularisations,31 
raising even doubts on a possible increase in long-
term mortality after DES placement.32 However, in 
a recent meta-analysis of randomised trials, the use 

of DES significantly reduced the short-term rate of 
TVR without impact on mortality.33 Regarding vein 
graft stenting, the data comparing DES with BMS 
are scarce and even more conflicting. In a second-
ary post-hoc analysis of a randomised trial the use 
of DES was found to be associated with increased 
long-term mortality as compared with BMS.34 Nev-
ertheless, these data need further verification.
 In light of all these issues, it is obvious that in 
the modern era of interventional cardiology there 
is a place for the newest generation of BMS. In the 
aforementioned subgroups of patients in whom 
the use of DES does not seem completely benefi-
cial or is based on contradictory trials, as well as in 
patients with relative or absolute contraindication 
to prolonged antiplatelet therapy, the new genera-
tion of thin-strut cobalt-chromium BMS fills the 
gap with very good efficacy. Currently, according 
to our present policy, providing that the patients 
do not have an acute ST-elevation MI and are able 
to comply with double oral antiplatelet therapy for 
one year, DES should be reserved for the following 
indications: 1) in-stent restenosis, 2) diabetes mel-
litus with reference vessel diameter <3.5 mm, 3) 
small vessel disease (reference vessel diameter <2.6 
mm), and 4) lesions with length >20 mm. Our 
registry confirms that this policy, based on a pre-
specified simple selection process to discriminate 
between BMS or DES implantation, provides very 
good results with a new generation BMS. This new 
generation class of cobalt chromium thin-strut bare 
metal stents has been adequately tested in several 
registries and in a variety of clinical settings. In each 
of these studies, newer generation BMS seem a safe 
and effective treatment modality (table 4).17,35-38 
Besides these promising results, there are also some 
technical advantages related to these BMS. Since 
cobalt chromium is about 75% stronger than stain-

table 4.�Literature�on�bare�cobalt-chromium�coronary�stents.

stent type Follow-up dura-
tion (months)

patients (n) procedural  
success (%)

tlr (%) tVr (%) MAce (%) tVF (%) stent throm-
bosis (%)

MultiLink��
Vision17

6� 268 99.0 4.3� 5.1 6.2 6.7 -

Medtronic��
Driver35

9 298 98.3 7.0� 8.1� 8.4 8.1 0

Medtronic��
Driver36

6 202 98.0 9.4� - 12.4 - 0.5

Arthos�Pico37 12� 203 98.0 - 8.9 15.0 - 2.0

Invatec�Skylor38 9 150 97.0 6.0 - 8.0 12.4 1.4

MACE=major�adverse�cardiac�event,�TLR=target�lesion�revascularisation,�TVF=target�vessel�failure,�TVR=target�vessel�revascularisation.�Each�endpoint�was�
defined�according�to�the�specific�study.
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less steel, it allows the stent to have thinner struts, 
thus increasing pushability, flexibility, deliverability 
and trackability (potentially making the PCI proce-
dure simpler and faster), while maintaining radial 
strength and radiological visibility.
 A final proof of the substantial similarity in ef-
fectiveness and superiority in safety of these new 
generation BMS as compared with DES will come 
from the ongoing BASKET PROVE randomised 
trial, performed specifically in lesions in large coro-
nary vessels and planning to enrol more than 2000 
patients.39

Limitations
We acknowledge that this is a single centre reg-
istry. Lack of randomisation is the major limita-
tion, together with retrospective data collection. 
Furthermore, patients did not undergo systematic 
angiographic follow-up; they received a control an-
giogram only if clinically indicated. Thus there is 
no angiographic evaluation of the performance of 
the stent. On the other hand, it is well known that 
routine angiographic follow-up tends to inflate the 
rate of repeated revascularisation procedures due to 
the so-called ‘oculo-stenotic’ reflex.40 n

references

1 Keeley EC, Boura JA, Grines CL. Primary angioplasty versus 
intravenous thrombolytic therapy for acute myocardial infarc-
tion: a quantitative review of 23 randomised trials. Lancet. 
2003;361:13-20.

2 Schomig A, Mehilli J, de Waha A, Seyfarth M, Pache J, Kast-
rati A. A meta-analysis of 17 randomized trials of percutaneous 
coronary intervention-based strategy in patients with stable 
coronary artery disease. J Am Coll Cardiol. 2008;52:894-904.

3 Biondi-Zoccai G, Abbate A, Agostoni P, Testa L, Burzotta F, 
Lotrionte et al. Long-term benefits of an early invasive manage-
ment in acute coronary syndromes depend on intra-coronary 
stenting and aggressive anti-platelet treatment: a meta-regressi-
on. Am Heart J. 2005;149:504-11.

4 Brophy JM, Belisle P, Joseph L. Evidence for use of coronary 
stents: a hierarchical ayesian meta-analysis. Ann Intern Med. 
2003;138:777-86.

5 Daemen J, Boersma E, Flather M, Booth J, Stables R, Rodri-
guez A, et al. Long-term safety and efficacy of percutaneous 
coronary intervention with stenting and coronary artery bypass 
surgery for multivessel coronary artery disease: a meta-analy-
sis with 5-year patient level data from the ARTS, ERACI-II, 
MASS-II, and SoS trials. Circulation. 2008;118:1146-54.

6 Stettler C, Wandel S, Allemann S, Kastrati A, Morice MC, 
Schömig A, et al. Outcomes associated with drug-eluting and 
bare metal stents: a collaborative network meta-analysis. Lancet. 
2007;370:937-48.

7 Bavry AA, Kumbhani DJ, Helton TJ, Borek PP, Mood GR, 
Bhatt DL. Late thrombosis of drug-eluting stents: a meta-analy-
sis of randomized clinical trials. Am J Med. 2006;119:1056-61.

8 Joner M, Finn AV, Farb A, Mont EK, Kolodgie FD, Ladich E, et 
al. Pathology of drug-eluting stents in humans: delayed healing 
and late thrombotic risk. J Am Coll Cardiol. 2006;48:193-202.

9 Filion KB, Roy AM, Baboushkin T, Rinfret S, Eisenberg 
MJ. Cost-effectiveness of drug-eluting stents including the 
economic impact of late stent thrombosis. Am J Cardiol. 
2009;103:345-9.

10 Sangiorgi G, Melzi G, Agostoni P, Cola C, Clementi F, Romitel-
li P, et al. Engineering aspects of stents design and their translati-
on into clinical practice. Ann Ist Super Sanita. 2007;43:89-100.

11 Hoffmann R, Mintz GS, Haager PK, Bozoglu T, Grube E, 

Gross M, et al. Relation of stent design and stent surface ma-
terial to subsequent in-stent intimal hyperplasia in coronary 
arteries determined by intravascular ultrasound. Am J Cardiol. 
2002;89:1360-4.

12 Kastrati A, Dirschinger J, Boekstegers P, Elezi S, Schühlen H, 
Pache J, et al. Influence of stent design on 1-year outcome af-
ter coronary stent placement: a randomized comparison of five 
stent types in 1,147 unselected patients. Catheter Cardiovasc 
Interv. 2000;50:290-7.

13 Briguori C, Sarais C, Pagnotta P, Liistro F, Montorfano M, 
Chieffo A, et al. In-stent restenosis in small coronary arteries: 
impact of strut thickness. J Am Coll Cardiol. 2002;40:403-9.

14 Kastrati A, Mehilli J, .Dirschinger J, Dotzer F, Schunhlen H, 
Neumann FJ, et al. Intracoronary stenting and angiographic re-
sults: strut thickness effect on restenosis outcome (ISAR STE-
REO) trial. Circulation. 2001;103:2816-21.

15 Pache J, Kastrati A, Mehilli J, Schunhlen H, Dotzer F, Haus-
leiter J, et al. Intracoronary stenting and angiographic results: 
strut thickness effect on restenosis outcome (ISAR-STEREO-2) 
trial. J Am Coll Cardiol. 2003;41:1283-8.

16 Rittersma SZ, de Winter RJ, Koch KT, Bax M, Schotborgh 
CE, Mulder KJ, et al. Impact of strut thickness on late lumi-
nal loss after coronary artery stent placement. Am J Cardiol. 
2004;93:477-80.

17 Kereiakes DJ, Cox DA, Hermiller JB, Midei MG, Bachinsky 
WB, Nukta ED, et al; Guidant Multi-Link Vision Stent Registry 
Investigators. Usefulness of a cobalt chromium coronary stent 
alloy. Am J Cardiol. 2003;92:463-6.

18 de Man FH, Stella PR, Nathoe H, Kirkels H, Hamer B, Meij-
burg HW, et al. Stent thrombosis in real-world patients: a com-
parison of drug-eluting with bare metal stents. Neth Heart J. 
2007;15:382-6.

19 Product specifications Skylor stent system. Available at www.
invatec.com/tool/home.php?s=0,1,55,56,98. Access: 5 Febru-
ary 2009.

20 Cutlip DE, Windecker S, Mehran R, Boam A, Cohen DJ, Es 
GA, et al, on behalf of the Academic Research Consortium. Cli-
nical end points in coronary stent trials: A case for standardized 
definitions. Circulation. 2007;115:2344-51.

21 Sousa JE, Costa MA, Abizaid A, Abizaid AS, Feres F, Pinto 
IM, et al. Lack of neointimal proliferation after implantation of 
sirolimus-coated stents in human coronary arteries: a quantita-
tive coronary angiography and three-dimensional intravascular 
ultrasound study. Circulation. 2001;103:192-5.

22 Collet JP, Montalescot G, Blanchet B, Tanguy ML, Golmard 
JL, Choussat R, et al. Impact of prior use or recent withdrawal 
of oral antiplatelet agents on acute coronary syndromes. Circu-
lation. 2004;100:2361-7.

23 Diner AC, Bogousslavsky J, Brass LM. Aspirin and clopidogrel 
compared with clopidogrel alone after recent ischemic stroke 
or transient ischemic attack in high-risk patients (MATCH): 
randomised, double-blind, placebo-controlled trial. Lancet. 
2004;364:331-7.

24 Iakovou I, Schmidt T, Bonizzoni E, Ge L, Sangiorgi GM, 
Stankovic G, et al. Incidence, predictors, and outcome of 
thrombosis after successful implantation of drug-eluting stents. 
JAMA. 2005;293:2126-30.

25 Kuchulakanti PK, Chu WW, Torguson R, Ohlmann P, Rha 
SW, Clavijo LC, et al. Correlates and long-term outcomes of 
angiographically proven stent thrombosis with sirolimus- and 
paclitaxel-eluting stents. Circulation. 2006;113:1108-13.

26 Daemen J, Wenaweser P, Tsuchida K, Abrecht L, Vaina S, 
Morger C, et al. Early and late coronary stent thrombosis of 
sirolimus-eluting and paclitaxel-eluting stents in routine clinical 
practice: data from a large two-institutional cohort study. Lan-
cet. 2007;369:667-78.

27 Quizhpe AR, Feres F, de Ribamar Costa J Jr, Abizaid A, Maldo-
nado G, Costa R, Abizaid A, Cano M, Moreira AC, Staico R, 
Mattos LA, Tanajura LF, Chaves A, Centemero M, Sousa AM, 
Sousa JE. Drug-eluting stents vs. bare metal stents for the treat-
ment of large coronary vessels. Am Heart J 2007;154:373-378.

28 Pfisterer M, Brunner-La Rocca HP, Rickenbacher P, Hunziker 
P, Mueller C, Nietlispach F, et al; BASKET. Long-term benefit-
risk balance of drug-eluting vs. bare-metal stents in daily prac-
tice: does stent diameter matter? Three-year follow-up of BAS-
KET. Eur Heart J. 2009;30:16-24.

NHJ 2010 10 bw.indd   491 22-09-10   14:45



One-year�clinical�follow-up�of�a�registry�evaluating�a�percutaneous�revascularisation�strategy

492� Netherlands Heart Journal, Volume 18, Number 10, October 2010

29 Pache J, Dibra A, Mehilli J, Dirschinger J, Schömig A, Kastrati 
A. Drug-eluting stents compared with thin-strut bare stents for 
the reduction of restenosis: a prospective, randomized trial. Eur 
Heart J. 2005;26:1262-8.

30 Ortolani P, Marzocchi A, Marrozzini C, Palmerini T, Saia F, 
Taglieri N, et al. Randomized comparative trial of a thin-strut 
bare metal cobalt-chromium stent versus a sirolimus-eluting 
stent for coronary revascularization. Catheter Cardiovasc In-
terv. 2007;69:790-8.

31 Daemen J, Tanimoto S, García-García HM, Kukreja N, van 
de Sande M, Sianos G, et al. Comparison of three-year clinical 
outcome of sirolimus- and paclitaxel-eluting stents versus bare 
metal stents in patients with ST-segment elevation myocardial 
infarction (from the RESEARCH and T-SEARCH Registries). 
Am J Cardiol. 2007;99:1027-32.

32 Steg PG, Fox KA, Eagle KA, Furman M, Van de Werf F, Mon-
talescot G, et al.; Global Registry of Acute Coronary Events 
(GRACE) Investigators. Mortality following placement of 
drug-eluting and bare-metal stents for ST-segment elevation 
acute myocardial infarction in the Global Registry of Acute Co-
ronary Events. Eur Heart J. 2009;30:321-9.

33 Kastrati A, Dibra A, Spaulding C, Laarman GJ, Menichelli M, 
Valgimigli M, et al. Meta-analysis of randomized trials on drug-
eluting stents vs. bare-metal stents in patients with acute myo-
cardial infarction. Eur Heart. J 2007;28:2706-13.

34 Vermeersch P, Agostoni P, Verheye S, Van den Heuvel P, Con-
vens C, Van den Branden F, et al.; DELAYED RRISC (Death 
and Events at Long-term follow-up AnalYsis: Extended Dura-
tion of the Reduction of Restenosis In Saphenous vein grafts 

with Cypher stent) Investigators. Increased late mortality af-
ter sirolimus-eluting stents versus bare-metal stents in diseased 
saphenous vein grafts: results from the randomized DELAYED 
RRISC Trial. J Am Coll Cardiol. 2007;50:261-7.

35 Sketch MH Jr, Ball M, Rutherford B, Popma JJ, Russell C, Ke-
reiakes DJ; Driver investigators. Evaluation of the Medtronic 
(Driver) cobalt-chromium alloy coronary stent system. Am J 
Cardiol. 2005;95:8-12.

36 Legrand V, Kelbaek H, Hauptmann KE, Glogar D, Rutsch W, 
Grollier G, et al.; CLASS Investigators. Clinical and angiograp-
hic analysis with a cobalt alloy coronary stent (driver) in stable 
and unstable angina pectoris. Am J Cardiol. 2006;97:349-52.

37 Strehblow C, Gyöngyösi M, Zenker G, Wallner H, Heigert M, 
Siostrzonek P, et al.. Small vessel stenting with cobalt-chromi-
um stents (Arthos Pico) in a real world setting. Coron Artery 
Dis. 2007;18:305-11.

38 Burzotta F, Trani C, Todaro D, Mazzari MA, Porto I, De Vita 
MR, et al. Outcome of patients treated by a novel thin-strut 
cobalt-chromium stent in the drug-eluting stent era: Results of 
the SKICE (Skylor in real world practICE) registry. Cathet Car-
diovasc Interv. 2009;73:457-65.

39 Pfisterer M, Bertel O, Bonetti PO, Brunner-La Rocca HP, Eber-
li FR, Erne P, et al.; BASKET-PROVE Investigators. Drug-elu-
ting or bare-metal stents for large coronary vessel stenting? The 
BASKET-PROVE (PROspective Validation Examination) trial: 
study protocol and design. Am Heart J. 2008;155:609-14.

40 Kereiakes DJ, Kuntz RE, Mauri L, Krucoff MW. Surrogates, 
substudies, and real clinical end points in trials of drug-eluting 
stents. J Am Coll Cardiol. 2005;45:1206-12.

NHJ 2010 10 bw.indd   492 22-09-10   14:45


