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LETTER TO THE EDITOR

Recurrent in-stent restenosis: many treatment options,

no certainty

We read with great interest the manuscript of Rivero et al' about
the treatment of a recurrent in-stent restenosis (R-ISR) treated by
bioresorbable vascular scaffold (BVS) implantation followed by
a subacute stent thrombosis due to a subacute BVS recoil.

BVS implantation in a diabetic patient with R-ISR (due to
a primitive severe calcific lesion) is an interesting treatment choice
option, even if it has not been described sufficiently before in the
literature and is not contemplated at the moment for this device.

BVS struts present a thickness of 157 um, almost double that of
second-generation drug-eluting stents (DES) such as the XIENCE
V® 89 um (Abbott Vascular, Santa Clara, CA, USA)’. Even if
their use has become considerably expanded, involving different
settings of patients and including patients with in-stent restenosis
(ISR), there are only few data regarding the revascularisation of
R-ISR extrapolated from other studies.

Moscarella et al, in a multicentre BVS implantation experience
of 315 patients with ISR, in which 33 patients (36%) had R-ISR
after a median of seven months of follow-up, reported seven
clinically driven target lesion revascularisations (TLR), six ISR
and one BVS thrombosis. There were no significant differences
between the groups in terms of TLR (de novo vs. recurrent: 7.0%
vs. 9.1%, p=0.7)*.

In a patient with a complex and calcific lesion, described by
Rivero et al, and moreover diabetic, a cardiovascular risk factor
recognised as an independent predictor of ISR and TLR*, and with
two previous stent implantation failures, the use of a scaffold with
a strut thickness one third greater (such as the BVS) may open
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a debate, because of the difficulty of obtaining an adequate deliv-
ery and apposition of its struts. In their manuscript and Figures,
they demonstrate an area of BVS underexpansion, realistically the
possible reason for BVS recoil and subacute stent thrombosis in
this complex lesion.

The risk of strut underexpansion and/or malapposition may be
reasonably higher during the third stent implantation, and these
considerations may lead to other treatment options such as the use
of a drug-coated balloon (DCB). The use of a DCB has been pro-
posed as a valid alternative for ISR treatment because it allows
drug delivery while avoiding the further addition of a stent layer.
After interesting optimal results in this population® emerging as
a safe and effective treatment option in ISR patients, the use of
this device has been proposed in other complex lesions too.

Recently, Kawamoto et al® compared for the first time the
treatment of 179 patients with R-ISR by DCB vs. further sec-
ond-generation DES implantation, showing how the results after
both treatments were equivalent at one- and two-year follow-up
(TLR at one year: DES 12.5% vs. DCB 10.9%; at two years:
DES 27.7% vs. DCB 38.3%; p=0.40), opening up an intrigu-
ing alternative in the treatment of this set of complex lesions.
In this specific complex lesion, such as an R-ISR in a diabetic
patient, the use of a DCB may represent a valid alternative to

BVS implantation.

Conflict of interest statement
The authors have no conflicts of interest to declare.

*Corresponding author: Interventional Cardiology Unit, University Hospital of Palermo, Via del Vespro 128, 90100 Palermo,

Italy. E-mail: pirainod@libero.it

© Europa Digital & Publishing 2016. All rights reserved.



References

1. Rivero F, Benedicto A, Bastante T, Cuesta J, Diego G, Alfonso F.
Subacute thrombosis of a bioresorbable vascular scaffold implanted
for recurrent in-stent restenosis. Eurolntervention. 2015;11:780.

2. Oberhauser JP, Hossainy S, Rapoza RJ. Design principles and
performance of bioresorbable polymeric coronary scaffolds.
Eurolntervention. 2009;5 Suppl F:F15-22.

3. Moscarella E, Varricchio A, Stabile E, Latib A, Ielasi A,
Tespili M, Cortese B, Calabro P, Granata F, Panoulas VF,
Franzone A, Trimarco B, Bonzani G, Esposito G, Colombo A.
Bioresorbable vascular scaffold implantation for the treatment of
coronary in-stent restenosis: results from a multicenter Italian expe-
rience. Int J Cardiol. 2015;199:366-72.

4. Qin SY, Zhou Y, Jiang HX, Hu BL, Tao L, Xie MZ. The asso-
ciation of diabetes mellitus with clinical outcomes after coronary
stenting: a meta-analysis. PLoS One. 2013;8:¢72710.

5. Basavarajaiah S, Naganuma T, Latib A, Sticchi A, Ciconte G,
Panoulas V, Chieffo A, Montorfano M, Carlino M, Colombo A.
Treatment of drug-eluting stent restenosis: Comparison between
drug-eluting balloon versus second-generation drug-eluting stents
from a retrospective observational study. Catheter Cardiovasc Interv.
2015 Dec 30. [Epub ahead of print].

6. Kawamoto H, Ruparelia N, Latib A, Miyazaki T, Sato K,
Mangieri A, Contri R, Stella S, Figini F, Chieffo A, Carlino M,
Montorfano M, Colombo A. Drug-Coated Balloons Versus Second-
Generation Drug-Eluting Stents for the Management of Recurrent
Multimetal-Layered In-Stent Restenosis. JACC Cardiovasc Interv.
2015;8:1586-94.

m
[
=
=5
=
-
(1]
-
<
(1]
=
=
o
=
N
o
=
(@]
—
—
—_—
D
Y
[=2]
-
D
D
~




