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EDITORIAL COMMENT

Bioresorbable Drug-Eluting Stents
No Pain, No Gain*
Yukinori Harada, MD, Robert A. Byrne, MB, BCH, PHD
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immediately after stent implantation; in patients who
underwent post-dilation (approximately 60% of all
enrolled patients), similar degrees of additional acute

F I G U R E 1 Angiographic Outcomes Post-Procedure and at Follow-Up in

Patients Randomly Allocated to Treatment With Biodegradable Stents or
Metallic Drug-Eluting Stents

gain were seen in both groups.
A summary of differences in minimal luminal
diameter after the procedure from each of 6 published
randomized trials comparing the Absorb stent with
metallic EES is shown in Figure 1 (10–15). The results
are broadly consistent across studies, with mean
minimal luminal diameter consistently favoring the
conventional metallic stent over the Absorb stent.
However, the magnitude of difference is relatively
small, ranging from a mean difference of 0.00 to 0.28
mm. Moreover, in the trials incorporating planned
angiographic follow-up between 6 and 13 months after intervention, the differences in minimal luminal
diameter immediately after the procedure seem to
contribute importantly to the small differences in
antirestenotic efﬁcacy observed between the stents at
follow-up (Figure 1) (11–14).

Difference in minimal luminal diameter (in-device) between biodegradable stents (Absorb)

These observations are important for 2 reasons.
First, randomized trials comparing the Absorb stent
with metallic EES show a 2-fold higher rate of stent

and metallic drug-eluting stents (Xience) is plotted immediately post-procedure and, if
available, at follow-up. Data are derived from published reports of trial data (10–15).
*Patients treated with biolimus-eluting stents were not included in the analysis.

thrombosis with the Absorb stent and a timedependent increase in risk that is greatest between
1 and 30 days after stenting (16). Although the reasons
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marginally inferior to that of metallic EES (16). This
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In terms of implications for clinical practice, the

opment of this still young technology. Ultimately, the
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and similar ease of use to current-generation drug-

effort is made to maximize acute gain with the Absorb

eluting stents will increase the acceptance of these

stent. This means careful selection of lesions most

stents in years to come.

likely to result in optimal scaffold expansion, meticulous attention to detail with respect to lesion
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