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Fia 1. A, Inthe VID technique, a matrix is ptaced over the area selected for analysls from the sight ceronary anglogram encompassing
a complex coronary obstruction, B, Pseudo-threg-dimensional representation of the brightness information within the matix and he
coronary artery can be recognized as a mountain ridge with a deep pass at the site of the obstruction; the brightness profile along ona
particular scan ine Is plotted. G, Positions with maximal values of the sum of the fiest- and second-derivative functions lsft and right of
the center positions of the artery correspond to the edge positions of the artery. B, Flow chart of the analysis Indicates the main

procedures followed for the computation of the VID area funciion.

Results
Baseline Clinical and Angiographic Characteristies

No difference was found in gender, age, anginal
symptoms, or distribution of diseased vessels between
the BA and DCA groups (Table ). QCA measurements
were obtained in 100 lesions before and after BA and in

Fic 2, ED-QGCA, VID-QCA, and ICUS analyses after BA in the middle segment of the lefl anterfor descending corenary artery, Left,
Dissection is clearly seen in the IGUS image. Middle, ED algorithm partially traces behveen the trus and ths dissected lumen. Right,
Complex morphological changes cassed by BA may explain the discordance between MCSA measuremienis obtained from ICUS
(4.9 mm? and ED-QCA {2.95 mm?; MLD, 1.43 mm) and VID-QCA (3.31 mm?). The VID-QCA value Is nearer to the [CUS measurement
than ihe ED-QCA value; see "Discussion.”
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50 lesions before and after DCA. ED-QCA indicated
that the RD before and after intervention and MLD
postintervention were significantly larger in the DCA
than the BA patients. MCSA was measured by using
ICUS in 26 Iesions before BA and 15 lesions before
DCA without wedge of the ICUS catheter, One hundred
lesions after BA and 50 lesions after DCA were esti-




Tasie 1. Baseline Clinlcal and Anglographic Characteristics of 160 Patients

BA (n=100} DGA (n=50) P

No. of patients (M/F) 100 (81/19) 50 (43/7)
Age, ¥ 5910 58+8 NS
Stable/unstabla angina, n 53747 2426 NS
RCAALADA CX/SVG, n /471844 H/3478/0 NS
Lumina! diameter by ED-QCA, mm

MLD bafore 1.05+0.50 1.20+0.43 NS

R before 2.8520.64 3512061 <.001

MLD after 2.04+0.55 2.81z0.69 <.001

RD after 2.98£0.70 3.6910,59 <001
Plague composition estimated hy ICUS, n

Hemogeneous plaque (echo reflactivity: 64 {54/8/2} 31 (26/5/0) NS

poor/high with shadow/high without shadow)

tixed plague 35 19 NS

None/<90°/=90" calcium deposits 26/42132 15/19/16 NS
Luminal measurement by ICUS

Total vossel area before, mm? 17.00+5.35 1966+4 84 <05

Plague and media area before, mm? 13.65+4.97 16.97+x4.99 <05

Plaque and media area belore, % 79x7% 86+5% <05

Eccentricity index 0432024 0.38+0.22 NS

RCA inchicates right coronary artery; LAD, left anterior descerxiing coronary artery; LGX, left circumnflex
coronary artery; and SV, saphenous vein graft. All 150 feslons were analyzed by QCA before and by QCA
ard ICUS after intarvention, Preintesvention, 26 and 15 lsstons that were o be treated by BA and DCA,
respeclively, wera anatyzed by ICUS; lesions with wedge of ICUS cathater (BA=74 and DCA=35) were

axcluded from [CUS analysls,

miated by using ICUS, which revealed thai 64 lesions in
BA and 31 lesions in DCA consisted of homogencous
plaque; all remaining lesions were classified as mixed.
Most of the homogencous plague was low echo reflec-
tive. Focal calcium deposits were obseived in 42 lesions
in BA and 19 lesions in DCA, while moderate-to-diffuse
calcification was seen in 32 lesions in BA and 16 lesions
in DCA {P=NS8). Total vessel CSA, plaque and medial
CSA, and percent plaque and medial CSA preinterven-
tion were larger in the DCA than the BA group. Lesion
eccentricity was not significantly different between the
two groups.

MCSA Measured by ICUS, ED-QCA, and VID-QCA
Before and After Interventions

Table 2 shows the MCSA measured by ICUS, ED-
QCA, and VII>-QCA before and after BA and DCA.
MCSA in nonwedged lesions (BA=26 lesions and
DCA=15 lesions) as obtained by LCUS was significanily
latger than MCSA measured by using ED- or VID-QCA
pre-BA (both P<<.01} and pre-DCA (both P<01).
Post-BA MCSA in 100 lesions as obtained by ICUS was
significantly larger than the MCSA measured by either
ED- ar VID-QCA (both P<.01). Post-DCA MCSA in 5¢
lesions as obtained by ICUS was significantly larger than

MCSA as measured by ED-QCA (P<.01) but not
VID-QCA.

Agreement Between ICUS, ED, and VID Before and
After BA and DCA

Table 3 compares the agreement between the three
measurenient techniques, and Figs 3 and 4 display the
postintervention agreement between measurements ob-
tained from FCUS and ED-QCA (Fig 3} and from ICUS
and VID-QCA (Fig 4}, The correlation coefficient be-
tween the ICUS and ED measurements decreased from
.59 pre-BA to .47 post-BA and from .57 pre-DCA to .44
post-DCA. The absolute difference between ICUS and
ED was significantly greater post-BA and post-DCA
than pre-BA and pre-DCA (both P<.05). The agree-
ment between ICUS and ED deteriorated post-BA and
DCA compared with the pre-BA and DCA agreement.
The corrclation coefficient between ICUS and VID
measurements increased from .50 pre-BA to .63
post-BA and from .50 pre-DCA to .72 post-DCA (Table
3). The difterence between ¥CUS and VID was nol
significantly different from pre-BA and DCA to post-BA
and DCA, Postintervention, the difference between
ICUS and VID was significantly less than the difference
between ICUS and ED post-BA and post-DCA (both

Taste 2, Comparison of MCSA Measurements Between BA and DCA

MCSA, mm?

Icus

ED-QCA VID-GCA

Pre-BA {nomwedged lesions)
Pre-BA (a¥ lestons)

Post-BA

Pre-DCA {nonwedged laslons)
Pre-DCA {all lesions)
Post-DCA

3.36+0.99 {n=26)"t

5.99+1,90 {n=100)"t
2.6920.89 (n=15)"%

7.57x1.85 (n=50)"

1.93:1.36 (n=26)
1.12+0.96 {n=t00t
3,481,768 {n=100}t
181108 n=15)
1.2020.79 {(1=50)
6.58+2.43 (n=50)t

221+1.22 {n=26)
1.82£1.02 (n=100)
3.92+1.82 (n=100)
1.6421.02 (n=15)
1.2620,77 (R=50)
1.2522.20 (n=560)

*P<05 vs ED-QCA.
1P=<.05 vs VID-QCA.
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TaBLe 3, Comparson of Agreement Between
Measurements of MCSA by ICUS, ED, and VID Before
and After BA and DCA

Correlation  Mean+3D,
Coeflicient nm?
IGUS vs ED
Pre-BA {nonwedged leslons) 59 1432112
Post-BA A7 L7187
Pre-DCA (nonwedged lesions) 67 1.08x1.00
Post-DCA .44 6.55+2.30
ICUS vs ViD
Pre-BA (nonwedgad lesions) 50 L1512
Post-BA 63 1.27+161
Pre-DCA {nonwedged Jasions) S0 1,05£0.96
Post-DCA 42 0.28+1.54
Vil vs ED
Pre-BA {(all lesfons) 78 0.20+0.65
Post-BA .82 0.43x1.08
Pre-DCA (ail feslons) 74 -0.04£0.56
Post-CCA 13 087171

P<01). The discordance between ICUS and VID was
smaller than the discordance between ICUS and ED
both post-BA and post-DCA. While in both pre-BA and
DCA no siguificant difference was observed between ED
and VID, in post-BA and DCA there was a significant
difference between the two (BA, P<.001; DCA, P< (1},

Luminal Damage Postintervention as Assessed by
Angiography and ICUS

The degree of luminal damage postintervention as
assessed by using angiogeaphy and ICUS is given in
Table 4. Concordance between the two qualitative im-

A post Bailoon Angloplasty {n=100)

g

£

E

a

w

Rl

=]

L

a

(2]

g N

o meaan diff.=1.71, SD»£1.87, (n0.47

a .7 " .

0 4 8 12
Avsrsge MCSA {ICUS & £D) (mm?2}

B post DCA (n=50)

g7 .

E "“““*‘**"'*‘;’.’*:1’ 7777777777 +250
& . e

u TR L M

- . Yo .
é 0 K A‘_ s .

= . - 1] . - L]

8 - - 280
3 mean dilt,=0,95, S01=£2.30, r=0.44

o .7 +

o 4 a 12
Avarege MCSA (ICUS & ED) {am2)

Fia 3. Plots show agreement of measurements of MCSA be-
tween [CUS and ED-QCA after (A) BA and (B) DCA according to
the statistical approach proposed by Bland and Altman® Diff.
In¢ticates difference,
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post Balloon Angloplasty (n=100)

mean diff.=1.27 , SD=£1.61, r~0.63

DIff. MCSA (CUS - VID} (mwnz) 5>

o 4 8 12

Average MCSA (ICUS & VID) (mm32)}

posl DCA (n=50)

mean §if.=0.28 , SD=+1.54, r=0.72

DIfr. MGSA {ICUS - VID) fmmz) T

0 4 ] 12
Avecage MCSA (ICUS & VID) (mm2)

Fra 4. Piots show agreement of measurements of MCSA be-
tween [CUS and VID-QGA after (A) BA and (B) DCA according to
the statistical approach proposed by Blard and Altman.#® DI,
Indicates difference.

aping techniques was found in 23 (70%) of the 33
patients with angiographically detected dissected lesions
and 23 (66%) of the 35 patients with dissection as
detected by ICUS post-BA and in 10 (83%) of the 12
patients with angiographically detected dissected lesions
and 10 {59%) of the 17 patients with dissection as
detected by ICUS post-DCA.

InfAuence of Vessel Damage Induced by BA and
DCA in the Agreement Between ICUS and QCA
The correlation coeflicient of ICUS and ED quantita-
tive measuremenis was .74 in lesions with an angio-
graphically determined smooth lumen, 46 in lesions
with angiographic haziness, and .26 in lesions with
angiographic evidence of dissection {Table 5). The cor-
relation of ICUS and ED guantitative measurements
was .70 in lesions with a reguiar lumen as determined by
ICUS, .52 in lesions with an irregular lumen, and .10 in

TanLe 4. Luminal Damage As Assessed by Using ICUS
and Angiography in 160 Patients After Coronary
Intervention

ICUS Luminal Assessment

Angiographic Luminal

Assessment fAegular Irregular  Dissecled
8a
Smooth [n=44} 26 13 5
Haziness {n=23} 2 14 1
Dissection (n=33) 4 & 23
DCA
Smouth (n=24) 13 9 2
Hazriess (n=14) 1 8 5
Dissection {n=12) [i} 2 10




Tapie §, Comparison of Agreement Between
Measurements of MCSA by [CUS, ED, and VID
According to Degree of Vessel Damage Induced by BA

TasLE 6. Comparison of Agreement Belween
Measurements of MCSA by 1CUS, ED, and VID
According to Degree of Vessel Damage Induced
by DCA

Correlation  Mean=SD,

Coefficient mm?®
ICUS vs ED
Anglography
Smooth lumen (n=44} T4 1.21£1.27
Hazlness {(n=23} A6 2.01+1.6%
Dissection (n=33} 26 2.16x2,47
1cUs
Regular iumen (=32} JI0 1.36x1.66
Inegutar lumen {(n=33) .52 1.45%1.71
Presence of dissection (=35} W10 221211
ICUS vs VID
Angiography
Smoath lumen {n=44} 18 1.02+1.29
Haziness (n=23) 63 1.46%1.34
Dissection (n=33) AB 1.4822.09
ICUsS
Regular lumen (n=32} 80 1.03x1.48
Irrequtar lumen {n=33) .54 1.02x1.70
Presence of dissection (n=35} a7 1.73+1.57
ViD vs ED
Angiography
Smooth lumen {n=44) 83 0.1920,75
Haziness {n=23) .86 0.55+0.89
Dissection (n=33) B4 0.68x1.48
ICUs
Regular lumen {(n=32) 93 0.22x0.92
frregutar lumen {n=33) 79 0.43£1.09
Presence of dissection {(n=35) B0 0.54x1.22

tesions with ICUS evidence of dissection. Thus, the
presence of vessel damage induced by BA was associated
with a deterioration of agreement between ICUS and
ED measurements, While agreement between LCUS and
VID-QCA also deteriorated in the presence of morpho-
logical changes induced by BA, the difference of the
measurements between ICUS and VID was significantly
less than the difference between ICUS and ED in the
presence of both angiographic (P<.05) and ICUS
(P<.05) evidence of dissection. While high agreement
was obtained between ED-QCA and VID-QCA, agree-
ment between these two techniques also decreased
post-BA according to the increase of vessel damage.

A similar pattern was seen when lesions treated by
DCA were categorized according to their morphological
characteristics (Table 6). Poor agreement was obtained
in lesions with angiographic or ICUS evidence of vessel
damage compared with lesions with an angiographicatly
smooth lamen or ICUS appearance of a regular lumen.
The absolute difference of the measurement between
ICUS and VID was significantly fess than the difference
between ICUS and ED in the presence of both angio-
graphic (P<.01} and ICUS (P<.01) evidence of
dissection.

Corretation Between QCA Analyses of the Same
Lesion From Multiple Views

To ensure that the betler relationship between VID
and ICUJS was a true phenomenon and not due to a
greater variation in values obtained from different views,
we looked at the correlation and differences between
orthogonat measurements for both V1D and ED before

Comelation  Mean+SD,
Coofficlent - mm?
1CUS vs ED
Angiography
Smooth fumen (n=24) i 0.58£1.72
Haziness (n=14} 34 1432262
Dissection (n=12) 04 146283
1CcUs
Regular jumen (n=14) T2 £4.30x1.58
Imegutar lumen (r=19) 49 0.77+2.39
Presenca of dissection (n=17) .28 1.68+261
1CUS vs VID
Anglography
Smooth fumen (n=24) g9 —0.01x1.40
Haziness (n=14) 7t 0.64:+1.81
Dissection (n=12) 55 046+1.84
1cUs
Regular lomen (n=14) 83 —G.2321.28
Irrequtar lumen {n=19) 69 0.290+1.53
Prasence of dissection (n=17) 70 0.69+1.71
VID vs ED
Angiography
Smoaoth Jumen (n=24) T8 0.59+1.68
Haziness (n=14) .74 0.80+1.68
Dissection (n=12) 83 0.9941.69
icus
Regular lumen (n=14) 87 0.53x£1.15
Irregutar Jumen (R=19) g2 0.48:+1.54
Presence of dissection (n=17} 67 1.00+2.19

and after intervention.2*3! The correlation and differ-
ences between orthogonal measurements obtained by
ED were 0.69 {0.21:£0,62 m’) preintervention and 0,49
(0.39£2.33 mm?) postintervention. The values obtained
for VID were 0.69 (0.1420,7f mm?} preintervention and
0.67 (—0.33+ 1,79 mm?) postintervention,

Discussion

The principle findings of our study were (1) that
MCSA oblained by ICUS was significantly larger than
MCSA as measured by either ED- or VID-QCA both
before and after BA and DCA, {2) that the agreement
between ICUS and ED deteriorated considerably after
both BA and DCA, (3) that the complex morphological
changes induced by BA and DCA contributed to the
discordance of the agreement between ICUS and ED,
and (4) that VID measurements were found to provide
a better agreement with ICUS than ED measurements,
particularly in lesions with complex morphological
changes post-BA and DCA.

Agreement Between ICUS and ED-QCA in
Previous Studies

Previous studies have provided conflicting evidence
on whether luminal measurements obtained from 1CUS
agree with ED-QCA measurements in human coronary
arteries. In general, studies that examined 1CUS and ED
measurements in normal coronary segments report a
favorable correlation between the two quantitative im-
aging modalities>7 while those that examined lesions
postangioplasty report a poor correlation 1536 Naka-
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Fia . ED-QCA, VID-QCA, and ICUS anaiysis after BA in the middle segment of the left clreumflex coronary artery. Left, ICUS image
shows an Irregular lumen with partial rupture of a seft eccentric plague post-BA. The elliptical and imegular shape of the lumen may
exptaln the discordance belween measurements of the MCSA obtained from ICUS (4.1 mm?) and ED-GCA {2.92 mm?; MLD, 1.82 mmy}
and VID-QCA (3.20 mm?. The VID-QCA value Is closer to the [CUS measurement than the ED-GCA value; see “Discussion.”

anira and colleagues!? report that dissection induced by
BA plays a role in the discordance between ICUS and
ED-QCA measurements, but there are several method-
ological differences between their study and ours. First,
they did not examine VID measuremenis. Second, they
showed only the correlation coeffictent in groups with
and without dissection, and no statisticat difference was
found in the difference of the individual ICUS and
angiographic measurements between two groups. Fi-
nally, they did not use a computer-based QCA system
but rather caliper measurements, which have a poor
reproducibility and result in frequent underestimation
or overestimation of stenosis severily3? Qur study is the
first to compare both ED- and VID-QCA measurements
with ICUS measurements.

Factors Contributing to the Discordance of ICUS
and QCA Measurements

Agreement of luminal area measurements as obtained
by using ICUS and ED deteriorated considerably after
BA and DCA. A progressive deterioration in the rela-
tionship between the ICUS and QCA measurements was
seen in accordance with the presence of increasing vessel
damage and increasing luminal complexity postinterven-
tion. Thus, the cress-sectional shape of the vessel lumen
postintervention may be a significant factor in the dis-
crepancy between ICUS and ED-QCA measurements,
MED obtained from ED-QCA depends on the angio-
graphic projection. Although we calculated luminal area
from two orihogonal views, the chances of obtaining the
exact mtinimal and maximal diameters of the lesion CSA
using ED-QCA would be small, particularly in the
contplex elliptical shape of the lumen postintervention
(Fig 5). ICUS and VID are not projection dependent,
and hoth would provide a measure of the “depth” as well
as the “width” of the lumen cross section. ED, however,
provides only a measure of one diameter (the “width'™)
of the lumen, Consistent with this is the fact that
ViD-QCA provided a better agreement and less relative
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underestimation in relation to ICUS measurements than
ED-QCA.

The underestimation by ED relative to ICUS mea-
surements may reflect the propensity of the contour-
detection algerithm to trace the change in the brightness
profile in the contrast-weak channel between the true
and false lumens®® (Fig 2), while ICUS measurements
and VID measurements in multiple views may include
the contribution of the false lumen. Such a phenome-
non, however, would not account for the relative under-
estimation by ED in the preintervention phase. Another
possibility is that the interventional cardiologist tends to
select angiographic projections that best demonstrate
both the stenosis preintervention and the residual ste-
nosis postintcrvention, ie, “worst view” angiography.
Even using multiple orthogonal views, as we did in our
study, the asswmed elliptical cross section may have been
based on multiple “worst views,” which although they
were, per protocol, >45° apart, were not necessarily a
combination of truly “worst view"” and “best view.”” Such
& limitation 1o ED-QCA has been an inherent problem
in all coronary imtervemtional trials, and attempts to
address this by three-dimensional imaging in truly or-
thogonal views are carrently under evaluation. 5

Two additional ICUS-related factors may also have
contributed to the observed discordance between ICUS
and quantitative angiographic measurements. Elliptical
angulation of the ultrasound catheter within the iongi-
tudinal axis of the vessel may have led o overestimation
of luminal dimensions by TCUS. Additionally, introduc-
tion of the ultrasound catheter may have itscl resulted
in tacking back of dissection flaps, with a resuttant larger
lumen during BCUS examinations postinfervention com-
pared with the less invasive technique of contrast an-
giography. Our data also suggest that quantitative an-
giography may yield larger luminal measurements than
ICUS in a significant number of patients {Figs 3 and 4).
This increase in the apparent angiographic diameter
may be caused by extraluminal contrast within fissures,
cracks, and dissection as seen around the true lumen.



Study Limitations

First, the coronary sites compared by ICUS and QCA
may not have been exactly identical. Although we tried
to ensure that this was the case by using simultancous
recording of flusroscopy and ICUS imaging as well as
landmarks such as side branches to guide us, there is no
guarantee that we analyzed exactly the same point of the
coronary artery in ICUS and QCA measurements. This
is, however, a generic problem of any ICUS-QCA
study®4 that would be very difficalt to overcome, as the
presenice of the ICUS catheter at the lesion site during
coronary arteriography would interfere with the QCA
measurements, Second, both ED- and VID-QCA anal-
ysis were performed using only the CAAS 1T system.
Thus, further studies would be required to confirm if our
findings can be generalized to other QCA hardware or
software systems.2! H is conceivable that if ag ED
algorithm were inaccurate in the normal reference seg-
ment, then a systematic underestimation or overestima-
tion of vessel diameters could be translated to subse-
quent VID measurements, Third, it is also possible that
ultrasound image analysis fails to see the true leading
intimal edge, especially if the plague has a low fibrous
component and appears relatively hypoechoic, thus
overestimating lurminat dimensions. Additionally, a poor
dynamic range can also induce technical intimal drop-
out, leading to lumen overestimation.

Clinical Implications

Although ICUS prevides unique information regard-
ing the vessel wall morphology, the clinical utility of this
technique remains unproven to date. ICUS luminal
measurements, however, do provide important addi-
tional information to that obtained by visual assessment
for optimal stent implantation 212 Whether ICUS pro-
vides more accurate information than QCA, however,
has not yet been determined. Additionally, whether
luminal measurements obtained from ICUS are a supe-
rior index for the short- and long-term success of
interventional procedures awaits the results of recent
multiceater trials. >335 While ICUS is not universally
available and involves additional time and expense,
QCA is more widely available and less time-consuming,
Our data suggest that in the absence of the known true
velue and assuming that ICUS gives the most accurate
estimate of luminal dimensions, QCA measurements,
particularly ED, may be compromised, especiatly in
assessing the complex luminal morphology following BA
or DCA. Qur study suggests that VID may offer a better
correlation with the truc luminal dimensions, as re-
flected by TCUS, thar ED-QCA, VID may thus be the
“poor man's” ICUS, especially in lesions with complex
morphology.

Conclusions

MCSA measurements obtained by ICUS are signifi-
cantly larger than measurements provided by either
geometric or VID-QCA both before and after interven-
tion, Agreement belween 1CUS and geometric QCA
measurements deteriorate considerably after interven-
tion. Complex morphological changes induced by inter-
vention may play a rofe in such a discordance between
the two quantitative imaging techniques, In the absence
of TCUS, VID, which is currently available in an online

QCA system, may provide a better afternative than
ED-QCA in lesions with complex morphology.
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Chapter 9

Intravascular ultrasound imaging combined with coronary
angioplasty- Initial clinical experience.

Violaris AG, Linnemeier TJ, Campbell S, Rothbaum DA, Cumberiand DC.

Lancet 1992; 339: 1571-72
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Intravascular ultrasound imaging
combined with coronary
angioplasty

A.G.VIOLARIS T. ], LINNEMEIER
8. CamMPBELL D, A, ROTHBAUM
D. C. CUMBERLAND

A novel catheter combining ultrasound imaging
and coronary balloon angioplasty was used in the
treatment of 69 coronary-artery lesions in 51
patients. The ultrasound transducer enables reai-
time cross-sectional imaging and qualitative and
quantitative assessment of the vessel wali before and
after angioplasty. The combination catheter
successfully dilated 67 lesions. There was
a  characteristic  three-layered  appearance,
representing intima, media, and adventitia, in 60
cases. Intravascular imaging provided information
on the vessel wall unobtainable by standard contrast
angiogaphy in 28 cases and infiuenced our
management in 6 cases.

Lancet 1992; 339: 1671-72.

Technological advances have enabled miniaturisation of
ultrasound transducers to such an extent that they can now
be mounted in catheters and introduced into the body
percutaneously,! Intravascular ultrasonography allows
direct visualisation, in vivo, of vessel walls and assessment of
the results of interventional procedures.? We report here our
experience with a catheter that combines coronary
uhrasound imaging and balloon angioplasty; the vessel walt
can be viewed before and after angioplasty.

51 patients (69 lesions) of mean age 59-5 {range 41-81) years, who
were undergoing clinically indicated coronary angioplasty, gave



Ultrasound images from segments of coronary arteries,

a=nroarmal segrment showing ceatrally located transducer (T),
surrounded by air bubble artefact (B), and characteristic three-layered
appearance of tha normal vessel wall with a thin echogenic intima {1},
sanolucent media (M), and echogenic adventitia {(A); b=segment
showing intimal thickening {asrow); c=stenosis that appears as one
thick echogenic layer encroaching on transducer, with one highly
echogenic area {arow); d=segment of vessel wall immediately after
angioplasty showing dissection {arrow).

informed consent for the use of the new catheter (Oracle;
EBndosonics, Pleasanton, California, USA). The devios is inserted
and used by standard techniques. The catheler consists of a
standard polyethylene angioplasty balloon; at the proximal end is
mounted a 6d-clement ultrasound transducer, of diameter 1-83 mm,
around the catheter. Ultrasound signals are relayed from the
transducer 10 a computer that generates-real-time, cross-sectional
images of the vessel wall,

67 of the 69 lesions were successfully crossed and dilated
by the combination catheter, 2 lesions could not be crossed
because of their severity and because the device was too
wide. There were no complications from the procedure,
Images were obtained for 60 lesions; in 28 cases these images
provided information not available by contrast angiography.

Angiographically normal arterial wall gave a characteristic
three-layered appearance {see figure, a). In 14 wvessel
segments apparently normal on angiography, the intima
proximal to a stenosis scemed grossly thickened {figure, b).
At the stenosis site the three-layered appearance was no
tonger present and the vessel wall appeared as one thick
echogenic layer {figure, ¢); in 4 cases this layer included
eccentrically located highly echogenic areas, with acoustic
shadowing, which we thought might represent calcification.
After angloplasty, imaging showed intimal disruption in
almost every case. Dissections, not apparent in contrast
angiography, were seen in 4 cases (figure, d).

In 6 cases, ultrasonography gave additional information
that influenced our management. In 1 paticnt, an apparently
significant stenosis on angiography was not confirmed on
ultrasotind imaging and dilatation was not done. In 3
patients, ultrasound imaging suggested substaritial residuat
stenoses after dilatation despite an angiographically
satisfactory result. The use of a larger balloon improved the
ultrasound appearance. In the other 2 patents,
ultrasonography repeatedly showed a substantial stenosis in
an angiographically normal segment distal to the target

lesion. After dilatation there was substantial improvement
on ultrasonography, although the angiographic appearance
did not change,

Ultrasound imaging gave morphological information
about the coronary arteries, before and after angioplasty,
that added to information available from contrast
anglography in 28 cases, We were able to visualise
morphological details within the vesset of interest, such as
the degree of intimal thickening, calcification, and even
plaque structure, This information may ultimately provide
further insight into the pathogenesis of coronary artery
disease and its progression. There have been attempts to
characterise plaques in peripheral vessels in vitro according
to their ultrasound characteristics.># laques could not be as
readily differentiated in our study as in the in-vitro studies,
perhaps because of the much smaller diameter of the
coronary stenoses, but they appeared as thick echogenic
layers encroaching on the centrally located transducer.

Nevertheless, some seemed to have highly echogenic areas

with acoustic shadowing that suggested calcification, not
apparent on fluoroscopy.

We were able to assess directly the result of balloon
angioplasty on the coronary stenosis. Qur experience is not
yet sufficient to allow us to predict events from ultrasound
appearance, but published evidence on coronary angioplasty
suggests that lesion morphology and wall disruption may be
related to acute occlusion and long-term outcome.® In
future, therefore, morphological features shown by
intravascular ultrasonography may prove to be important
predictors of outcome. Furthermore, ultrasound imaging
provides a better perspective of the cross-sectional anatomy,
and hence residual stenosis, than does angiography.,

The catheter we used had two limitations. The imaging
transducer was large in relation to coronaty atery stenosis
size, 50 many stenoscs were fully visualised only after
balloon dilatadon, Another problem was that air bubbles
could become trapped ardund the transducer, reducing the
image quality. Modifications of the Oracle catheter have
eliminated the latter difficulty and reduced the diameter to
1-2 mm.

The clinical significance of morphological information
obtained with this catheter is not yet certain; long-term
follow-up in larger studies is necessary to show whether
morphological  features  visualised by  intravascular
ultrasonography are valuable in coronary angioplasty.

REFERENCES

1. Yock PG, Linker DT, Angelsen BA. Two-dimensional intravascuiar
nimasound: technical development and initial clinical experience. ¥ Am
Soc Bekocardiogr 198% 2t 206-304.

2. Tobis JM, Mallery J, Mahon ID, et al. Intravascular ulrasound imaging
of human coronary arteries in vivo: analysis of tissue chasacterizations
with comparison to in vitro histological specimens. Circudation 199E;
83: 913-26.

3, Gussenhoven HJ, EBssed CB, Lancee CT, et al. Anerdal wall
characzeristics determined by intravascutar ultrasound imaging: an in
vitro study. FACC 1989; 14: 04752,

4. Nishimura RA, Bdwards WD, Wames CA, et al. Intavascular
ultrasound imaging: in vimo validstion and pathologic comelation.
FACC 1990; 16t 14554,

5. Potkin BN, Roberts WG, Effects of percutzneous transtumingd coronary
angioplasty on athersclerotic plaque and relation of plaque
compeosition and artenial size to outcome. J Cardiof 1988; 621 41-50,

105



106



Chapter 10

Impact of de novo vascular remodeling mode on the
mechanisms of acute luminal gain and long term restenosis
following coronary balloon angioplasty and directional
coronary atherectomy: A serial intracoronary ultrasound
study.

OzakiY, Violaris AG, Camenzind E, Di Mario C, de Feyter PJ,
Roelandt JTRC, Serruys PW,

Resubmitted to Circulation after peer review
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Abstract :

Background: Post mortem and intravascular uitrasound studies suggest that the
coronary vessels respond to atheroscierosis by either compensatory enlargement
or paradoxical shrinkage. The aim of our study was to determine the pathophysio-
logical role of this mode of de novo vascular remodeling on the subsequent
mechanism of acute fuminal gain and restenosis after coronary angioplasty and
directional atherectomy.

Method: Serial intracoronary ultrasound examinations (pre-, post intervention and
6 month follow-up [fup]) and quantitative coronary angiography (QCA) were per-
formed in 36 patients who underwent successful balloon angioplasty (BA, n=18)
or directional atherectomy (DCA, n=18). The minimal cross sectional area
(MCSA) and proximal reference segment area {cross section with the least dise-
ased segment within 15mm proximal to the lesion) were determined during the
puli-back sequence of the intracoronary ultrasound images. The vessel remodeling
mode was expressed as the ratio of tofal vessel area (TVA) at MCSA to TVA at
the reference site (TVA ratio) and classified into two categories; 1) paradoxical
shrinkage (TVA ratio <1.00} (BA; 12 patients, DCA 12 patients) or 2) compensa-
tory enlargement (TVA ratio >1.00) (BA; 6 patients, DCA; 6 patients), Plaque
area (PA) was defined as=TVA-MCSA. Acute plaque reduction was defined
as=PA pre-PA post, and late intimal hyperplasia as=PA fup-PA post. Acute lumen
gain was defined as=MCSA post-MCSA pre, and late lumen loss as=MCSA post-
MCSA fup. Acute vessel expansion was defined as=TVA post- TVA pre (at the
segment of MCSA) and late vessel recoil was defined as=TVA post-TVA fup, at
the segment of MCSA.

Results: Although the overall acute gain and Iate loss were similar between the
compensatory eitlargement group and paradoxical shrinkage groups after both BA
and DCA, there were significant differences in the mechanism of action involved
in cach.

Balloon Angioplasty group (BA)- Both acute vessel stretch and late vessel recoil
were significantly greater in the shrinkage group than in the compensatory enlar-
gement group (2.4 £1.3mm’ versus 0.9 20.6mm2 and 1.8 +£0.6mn? versus 1.1
+0.6mm?, respectively, both p<{(.05). There was also a significant positive correla-
tion (r=0.73, p=0.007) between the degree of acute vessel stretch and chronic ves-
sel recoil in the shrinkage group. At follow-up chronic vessel recoil accounted for
90% of late lumen loss in the shrinkage group, and for only 55% of late lumen
loss in the compensatory enlargement group (p=0.322).

Directional Coronary Atherectomy group (DCA) - Both acute vessel stretch and

chronic vessel recoil were significantly larger in the shrinkage group than the
compensatory enlargement group (vessel stretch; 2.4+1.3 mm2 versus 0.310.6
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mny’, p<0.01; chronic recoil 2.4+1.3 mm? versus 0.7+£0.9 mn??, p<0.01). Acute
plaque reduction was, however, significantly greater in the compensatory enlarge-
ment group than shrinkage group (5.8+£1.0 mm’ versus 3.6£1,5 mm?, p<0.01). At
follow-up vessel recoil accounted for 89% of late loss in the shrinkage group and
29% of late lumen loss in the compensatory enfargement group (p=0.340).

Conclusions : Our study suggests that the underlying de novo vessel remodeling
mode (vessel shrinkage/compensatory enlargement) may play a key role in the
acute efficacy of a coronary revascularisation device (vessel expansion or debul-
king) and the subsequent mechanism of restenosis (remodeling or intimal hyper-
plasia).
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Introduction

Glagov originally proposed the hypothesis that compensatory enlargement of
corontary vessels occurs as plaque volume increases until more than 40% of the
vessel wall is composed of atherosclerotic plaque (compensatory enlargement)
[1]. The mechanism can then no longer compensate and subsequent plague
growth results in lumen reduction [1]. The initial post mortem studies have been
subsequently confirmed in vivo in man by both quantitative angiography and
intravascular echocardiography [2-5]. Intravascular echocardiography has also
confirmed that reverse glagovian modeling can also occur; that vessel shrinkage
as well as vessel enlargement can occur in response to atherosclerosis (paradoxical
shrinkage) [6,7]. We hypothesised that the mode of de novo vascular remodeling
(compensatory enlargement or paradoxical shrinkage) prior to coronary interven-
tion may be important in influencing both the mechanism of acute gain and of late
restenosis after percutancous revascularisation. The aim of our study was thus to
determine the pathophysiological role of the mode of de novo vascular remodeling
on the mechanism of acute luminal gain and subsequent restenosis after coronary
balloon angioplasty and directional coronary atherectomy using intracoronary
ultrasound and quantitative angiography pre-, post- and at 6 months after inter-
vention.

Methods

Patient selection

Fifty-four patients who underwent successful balloon angioplasty (BA) or direc-
tional coronary atherectomy (DCA) were candidates for this study. Successful
angioplasty was defined as angiographic success (<50% residual luminal diameter
stenosis post intervention) with no major cardiac events {myocardial infarction,
repeat intervention, coronary bypass surgery and death). For the purpose of this
study patients in whom we could not obtain a complete set of high quality serial
infracoronary ultrasound images either because of anatomical (total occlusion pre-
intervention or at follow-up (n=4), lesions located at the origin of major side bran-
ches thus making it impossible to measure the proximal reference segment area,
n=4) or technical reasons (the presence of severe calcification preventing the
measurement of total vessel area, n=5) were excluded from the study. Five patients
whose vessels did not show either compensatory enlargement or vessel shrinkage
were also excluded. Complete sets of serial ultrasound studies with sufficient
image quality were obtained in the remaining 36 patients (BA; 18 patients, DCA;
18 patients).
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Balloon angioplasty (BA) or directional coronary atherecto-
my (DCA) procedures:

All patients received full anticoagulant therapy including aspirin and heparin befo-
re intracoronary ultrasound examination and intervention. The size of balloon or
atherectomy device was determined from on-line quantitative angiographic meas-
urement of the reference vessel diameter,

Quantitative coronary angiography (QCA)

The new version of the computer-based Coronary Angiography Analysis System
{CAAS I} {8] was used to perform both the on-line quantitative analysis as well
as the subsequent off-line cinefilm analysis. In the CAAS analysis which has been
previously described and validated [8-10], the entire cineframe of 18 x 24mm in
size is digitized at a resolution of 1329 x 1772 pixels. Correction for pincushion
distortion is performed before analysis. Boundaries of a selected coronary seg-
ment are detected automatically. The absolute diameter of the stenosis (in mumn) is
determined using the guiding catheter as a scaling device. Using the diameter
fanction, the luminal diameter at the site of lesion (mminimal luminal diameter;
MLD) and a computer-derived estimation of an interpolated reference vessel dia-
meter (RD) at the site of the lesion were determined. To standardize the method of
analysis of the initial and follow-up angiograms, measures were taken as previous-
ly described; all study frames selected for analysis were end-diastolic to minimize
motion artifact and arterial segments were measured between the same identifia-
ble branch points after the intracoronary administration of 2mg isosorbide dinitra-
te vasodilatory therapy [8-10]. Coronary angiograms were read and analyzed by
two independent blinded observers,

Intracoronary Ultrasound (ICUS) examination

Following selective coronary angiography, a mechanical intracoronary ultrasound
imaging catheter (30-MHZ, 2.9Fr or 4.3Fr, CardioVascular Imaging Systems,
Sunnyvale, CA) was introduced over a 0.014 inch guidewire. After the imaging
catheter was passed beyond the lesion, a slow motorized pull-back (1.0
mny/second) was performed to obtain images both proximal and distal to the target
stenosis [11-13]. A simuftaneous fluoroscopic image of the position of the ICUS
catheter-tip was continuously displayed on the same video screen [11-13]. ICUS
images were stored on super VHS videotape for off-line analysis. Cross sectional
luminal area was defined as the integrated area central to the intimal leading edge
echo [11-13]. Images with minimal cross sectional area (MCSA) were selected
from the pull-back sequence by reviewing the position of the ICUS catheter on the
angiographic image. Side branches and calcification pattern on ICUS images and
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the position of the ICUS catheter on the angiographic image recorded on the same
ICUS images were used as a landmark to obtain the same position, as far as possi-
ble, during serial ultrasound examinations. A reference segment was defined as
the area with the least amount of plaque within {5mm proximal to the lesion but
distal to a major side branch. To determine the interobserver variability of ICUS
measurements, 30 lesions were independently measured by two observers. The
mean signed difference and correlation of the measurements of cross sectional
area were 0.02+0.37 nun’ and 0.97, respectively.

Qualitative Intracoronary Ultrasound (ICUS) Assessment

Echo reflectivity was categorised into; 1) poorly echo reflective plaque (reflectivi-
ty is lower than bright adventitia layer; 2) highly echo reflective plaque (reflectivi-
ty is higher than bright adventitia layer) [12]. Calcium deposit was defined as
highly echo-reflective tissue with acoustic shadow. A lesion was considered homo-
geneous if the plaque consisted of >75% of one type of echo-reflectivity. A lesion
was defined as mixed if it contained both highly and poorly echo-reflective area
occupying >25% of the plaque area [12]. A lesion was considered predominantly
calcific in calcium occupied >1800 of vessel circamference [12].

Quantitative Intracoronary Ultrasound parameters

The vessel remodeling mode was expressed as the ratio of the total vessel area
(TVA) at the minimum cross sectional area divided by the TVA at the reference
site (TVA ratio). Target lesions were classified into two categories based on this
ratio ; 1) compensatory enlargement (TVA Ratio >1.00) and 2) paradoxical
shrinkage (TVA Ratio <1.00)).

Lumen eccentricity index was calculated as the ratio between the minimal and
maximal wall thickness. Plaque area (PA) was defined as a TVA at the point of
MCSA minus MCSA., Acute lumen gain was defined as =MCSA post-MCSA
pre. Acute plaque reduction was defined as =PA pre-PA post. Acute vessel
expansion was defined as =I'VA post-TVA pre, at the segment of MCSA. Late
lumen loss was defined as =MCSA post-MCSA follow-up. Late intimal hyper-
plasia was defined as= PA follow-up minus PA post. Late vessel recoil was defi-
ned as =TVA post-TVA follow-up, at the segment of MCSA.,
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Statistical analysis

All values are expressed as mean values + standard error of the mean. Paired
Student's t-test was used to compare chronological changes at the same segment in
the same patients. Unpaired Student's t-test were used for intergroup comparisons.
Differences between categorical variables were analyzed by chi-square with cor-
rection. A p value <0.05 was considered significant.

Results

Clinical and angiographic characteristics

The baseline clinical and angiographic characteristics of the 36 patients with bal-
loon angioplasty {BA) and directional coronary atherectomy (DCA) are provided
in Table 1. The two groups were comparable in terms of age, gender, coronary risk
factors, anginal class [14] and distribution of diseased vessels. The two groups
were also similar in both the type and location of lesions, but the reference diame-
ter was significantly higher in the directional atherectomy group. Although the
minimal luminal diameter (MLD) pre intervention was similar in the two groups
(1.15£0.42 mm DCA versus 1.0140.31 mim BA, p=0.288) MLD post DCA was
significantly larger than post BA (2.85+0.55 mm DCA versus 2.16+0.47 mm BA,
p<0.001). This more favourable acute result after DCA was subsequently lost
however with the MLD at follow-up being similar in the two groups (1.73+0.51
mm DCA versus 1.57+0.50 mm BA, p=0.369).
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BA DCA p-value
Patients 18 18
Maleffemale 14/4 186/2 0.658
Age (years) 5819 58+ 8 0.846
Ischemic syndrome
Stable angina pecloris*® 12 11 0.732
Unstable angina pectoris* & 7 0.732
Prior myocardial infarction 2 4 0.658
Prior balloon angioplasty 3 2 0.635
Prior coronary bypass surgery 0 0 -
Coronary risk factors;
Hypercholesterolemia 2 6 0.228
Systemic hypertension 5 6 0.721
Cigareite smoking 6 4 0.710
Diabetes 0 1 1.000
Madified AHA/ACC classification
type A 5 6 0.721
type B1 7 v 0.732
iype B2 5 5 0.710
type C 1 0 1.000
Location of lesions
RCA 6(33%) 2{11%) 0.229
LAD 8(45%) 13(72%) 0.176
LCX 4{22%) 3(17%) 0.678
Quantitative analysis
MLD pre 1.0140.31 1.15£0.42 0.288
RD pre 2,78 +0.55 3.47:037 <0.001
% DS pre 63 +11% 67 £13% 0354
MLD post 216 £ 0.47 2.85+055 <0.0071
RD post 2.85+£047 3.66+054 <0.001
% DS post 24 £12% 22+ 10%  0.554
MLD foliow-up 1.57 +0.50 1.73:0.51 0.369
RD follow-up 2.73 10,58 3204046 <0.05
% DS follow-up 42 +156% 46 £15% 0.471
Balloon / vessel ratio 1.16 £0.34

Table 1: Clinical and angiographic characteristics of the study population. BA-
Balloon angioplasty, DCA- Directional coronary atherectomy, * angina pectoris
classification [14], LAD- Left anterior descending coronary artery, RCA- Right
coronary artery, MLD- Minimal luminal diameter, RD~ Reference diameter, %DS-
Percent diameter stenosis
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Baseline ultrasonographic characteristics

Baseline intracoronary ultrasonographic characteristics are shown in Table 2. No
difference was found in plague composition (soft or mixed plaque) and the presen-
ce and location of calcium deposits between the two groups. Minimal cross sec-
tional area (MCSA) pre and follow-up, and vessel cross sectional area (CSA) pre,
post and at follow-up were also similar in the two groups. Acute luminal gain, and
hence minimal cross sectional area (MCSA) post intervention were, however, sig-
nificantly greater after directional atherectomy than balloon angioplasty (acute
gain; 6.0+1.5 mm?® versus 3.8 £1.6 mm?, p=0.0001, and MCSA post; 7.6+1.5 mm?’
versus 5.3 £1.7 mny?, p=0.0001, respectively, Table 2). This difference was the
result of greater plaque reduction in this group (plaque reduction; 4.3 1.7 nun’ in
DCA versus 1.8 +1.8 mm2 in BA, p=0.0001). Late luminal loss was higher in the
DCA group however resulting in a similar MCSA at follow-up in the two groups
(4.942.8 mm?® (DCA) versus 3.4 +2.0 mm? (BA), p=0.051).
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BA DCA p-value

Lesion composition
Homogenous plaque

poorly echo reflective 8 16 0.739
highly echo reflective 0 0 -
Mixed plaque 10 8 0.739
Calcium deposits
Subendothelial 6 7 0.732
Basal/Center 7 6 0.732
Luminal measurement (mm’)
TVA ratio 0.9410.11 0.95£0.11 0.792
Ref TVA pre 16.644.1 18.5+3.9 0.162
TVA pre 15.4+3.5 17.4+3.6 0.105
MCSA pre 1.6+3.5 1.640.7 0.877
Plaque area pre 13.943.8 15.843.7 0.125
TVA post 17.4+3.3 19.2+3.9 0.148
MCSA post 5.3+1.7 7.611.5 <0.001
Plagque area post 12.0+3.5 11.5+3.2 0.653
TVA follow-up 15.843.2 17.313.5 0.184
MCSA follow-up 3.412.0 49128 0.051
Plague area follow-up 12.564£3.7 12.314.8 0.935
Eccentricity index 0.47+0.27 0.40+0.25 0.296
Acute luminal gain 3.811.6 6.0x1.5 <0.001
vessel stretch 2.0+1.3 1.7¢1.5 0.677
plague reduction 1.8£1.8 4.3+1.7 <0.001
Late luminal loss 2.041.4 2.512.4 0.382
vessel late recoil 1.610.7 1.91£1.5 0.461
intimal hyperplasia 0.4+1.7 0.612.5 0.618

Table 2: Baseline ultrasonographic characteristics of the study population. BA-
Balloon angioplasty, DCA- Directional coronary atherectomy, TVA- Total vessel
area in the segment with minimal cross sectional area. MCSA- Minimal cross
sectional area. Ref TVA: Total vessel area in the reference segment. Eccentricity
Index- see text
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Comparison between the shrinkage and compensatory enlar-
gement groups in Balloon Angioplasty

Whilst 12 patients showed paradoxical shrinkage (TVA ratio <1.00} (Figure 1), the
remaining 6 patients had compensatory enlargement (TVA ratio >1.00).

Po
59 STV L
1.61 - MCBA -85 !

Figure |. Intracoronary uitrasound (ICUS) images obtained from a patient with
paradoxical shrinkage and treated with balloon angioplasty (BA). Reference seg-
ment showed total vessel area (TVA) was 14.0 mm?2 [extreme left panel]. Pre BA
TVA was 10.9 mm2 and minimal cross sectional area (MCSA) was 1.61lmm?2
Imiddle left panel]. The ratio of the total vessel area (TVA) at MCSA divided by
TVA at the reference site pre intervention (TVA ratio} was 0.78, hence the de novo
remodeling mode was one of paradoxical shrinkage. Post BA MCSA improved to
6.5 mm?2 associated with TVA enlargement from 10.9 mm?2 to 13.8 mm2 [middle
right panel]. At follow-up MCSA decreased from 6.5 mm2 to 1.61 mm2 associa-
ted with TVA shrinkage from 13.8 mm2 to 10.8 mm2, In this case 39% of luminal
loss was derived from intimal hyperplasia and 61% from late chronic recoil (ves-
sel remodeling) [extreme right panel].
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Minimal CSA, vessel CSA and plaque CSA pre-, post- balloon angioplasty and at
follow-up as well as reference vessel CSA-pre were similar in both paradoxical
shrinkage and compensatory enlargement groups (Table 3).

paradoxical compensatory p-value
shrinkage enlargement
Patients (n)} 12 6
Luminal measurement {mm’)
TVA ratio 0.87+0.07 1.0740.02 <0.001
Ref. TVA pre 17.3:4.4 15.043.0 0.258
TVA pre 15.1+£3.8 16.0£3.1 0.635
MCSA pre 1.540.7 1.810.7 0.367
Plaque area pre 13.744.1 14.243.5 0.785
TVA post 17.61£3.6 17.012.6 0.722
MCSA post 53+1.6 5.3+1.9 0.977
Plaque area post 12.213.7 11.8+3.1 0.746
TVA follow-up 15.743.5 15.842.9 0.897
MCSA foltow-up 3.312.2 3.411.5 0.946
Plaque area follow-up 12.4+3.9 12.6+3.5 0.939
Acute luminal gain 3.9+1 4 3.54+2 1 0.670
vessel stretch 2.4+1.3 0.9+0.6 <0.05
plaque reduction  1.5%1.56 26423 0.225
Late luminal loss 2.0£13 20117 0.897
vessel late recoil  1.810.6 1.110.6 <0.05
intimal hyperplasia 0.2+1.6 0.9+18 0.399

Table 3: Comparison between paradoxical shrinkage and compensatory enlarge-
ment groups in Bailoon Angioplasty group. TVA- Total vessel area in the segment
with minimal cross sectional area. MCSA- Minimal cross sectional area. Ref
TVA: Total vessel area in the reference segment,

Although overall acute gain and late loss were also similar in the two groups this
masked significant differences in the mechanism of action involved in each.
Acute vessel stretch was the predominant mechanism of acute luminal gain in the
shrinkage group {2.4+1.3 mm? versus 0.940.6 mm?, p=0.0163), and plaque reduc-
tion in the compensatory enlargement group (2.6+£2,3 mm?2 versus 1.521.5 mm?)
although because of the small numbers involved this did not reach statistical signi-
ficance (p=0.2248). At follow-up the main mechanism for late loss was chronic
vessel recoil in the shrinkage group (1.84+0.6 mm? versus 1.1+0.6 mm?, p=0.0125),
and intimal hyperplasia in the compensatory enlargement group (0.9+1.8 mm®
versus 0.2+1.6 nun?}, although again, because of the small numbers involved, this
did not reach statistical significance (p=0.3991). The degree of acute vessel
stretch and late vessel recoil correlated well (i = 0.73, p=0.0068) in the shrinkage
group, but poorly in the compensatory enlargement group (r = 0.44, p=0.1496).
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Thus vessel stretch was the predominant mechanism of acute luminal gain, and
chronic vessel recoil the predominant mechanism of late loss in the shrinkage
group compared to the compensatory enlargement group.

Comparison between the shrinkage and compensatory enlar-
gement groups in DCA

While 12 patients had paradoxical shrinkage, the remaining 6 patients showed
compensatory enlargement (Figure 2).

i PreRef. 0 Pre oPost Follow-up
CTVA=A89 . TVA=216 ) >

Figure 2. Intracoronary ultrasound (ICUS) images obtained from a patient with
compensatory enlargement and treated with directional coronary atherectomy
(DCA). Reference segment showed total vessel arca (TVA) was 18.9 mun2 [extre-
me left panel]. Pre DCA TVA was 21.6 mm2 and minimal cross sectional area
(MCSA) was 1.6]1 mm2 [middle left panel]. The ratio of the total vessel area
(TVA) at MCSA divided by TVA at the reference site pre intervention (TVA ratio)
was .14 hence the de novo remodeling mode was one of compensatory enlarge-
ment. Post DCA MCSA improved to 10.2 mm2 associated with TVA enlargement
from 21.6 mm?2 to 22.1 mm?2 [middle right panel]. At follow-up MCSA decreased
from 10.2 mm2 to 4.9 mm2 associated with TVA shrinkage from 22.1 mm2 to
21.5 mm2. In this case 89% of luminal loss was derived from intimal hyperplasia
and 11% from late chronic recoil (vessel remodeling) [extreme right panel].
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Minimal CSA, vessel CSA and plaque CSA pre-, post- directional atherectomy
- and at follow-up as well as reference vessel CSA-pre were similar in both para-
doxical shrinkage and compensatory enlargement groups (Table 4).

paradoxical compensatory p-value
shrinkage enlargement
Fatients (n) 12 ]
Luminal measurement (mm®)
TVA ratio 0.8910.05 1.0840.04 <0.001
Ref. TVA pre 19.413.4 16.414.4 0.121
TVA pre 17.243.1 17.814.9 0.756
MCSA pre 1.510.8 1.8+0.5 0.356
Plaque area pre 15.743.1 16.015.0 0.899
TVA post 19.7+3.3 18.1+5.3 0.461
MCSA post 7.5t1.6 7.941.4 0.567
Plaque area post 12.242.5 10.2+4.3 0.231
TVA follow-up 17.2£3.0 17.8:+4.8 0.869
MCSA follow-up 4.7:2.8 556129 0.553
Plague area foltow-up 12.544.2 12.046.3 0.825
Acute luminal gain 6.0+1.7 6.1+1.3 0.9800
vessel stretch 24113 0.310.6 <0.01
plaque reduction  3.6+1.5 58+1.0 <0.01
Late luminal foss 27126 24128 0.810
vessel late recoit  2,441.3 0.7+0.9 <0.01
intimal! hyperplasia 0.3%2.9 1.7+2.4 0.249

Table 4: Comparison between paradoxical shrinkage and compensatory enlarge-
ment groups in directional coronary atherectomy. TVA- Total vessel area in the
segment with minimal cross sectional area, MCSA- Minimal cross sectional
area, Ref TVA: Total vessel area in the reference segment.

Although overall acute gain and late loss were also similar in the two groups, this
masked significant differences in the mechanism of action involved in each.
Acute vessel stretch was the predominant mechanism of acute luminal gain in the
shrinkage group (2.4 +1.3 mm? versus 0.3 £0.6 mn?’, p=0.0014) whilst plaque
reduction was the predominant mechanism of acute luminal gain in the compensa-
tory enlargement group (5.8 £1.0 mm’ versus 3.6 £1.5 mm?, p=0.0048). At fol-
low-up the main mechanism for late loss was chronic vessel recoil in the shrinka-
ge group (2.4 +1.3 mm?® versus 0.7 £0.9 nun?, p=0.0073), and intimal hyperplasia
in the compensatory enlargement group (1.7+2.4 mm? versus 0.3 +2.9 mm?)
although because of the small numbers involved this did not reach statistical signi-
ficance (p=0.2489). There was no significant correlation between acute vessel
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stretch and late vessel recoil in either the shrinkage or compensatory enlargement
group (r = 0.28, p=0.3673, and r = 0.41, p=0.2823, respectively),

Role of chronic vessel recoil (vessel remodeling) in the
mechanism of restenosis between the shrinkage and compen-
satory enlargement groups in BA and DCA

The mode of de novo vessel remodeling was found o play a significant role in the
mechanisms involved in late restenosis. While in the shrinkage group of balloon
angioplasty chronic vessel recoil (remodeling) accounted for 90% (1.8mny’ /
2.0mm?) of late lumen loss, in the compensatory enlargement group chronic ves-
sel recoil accounted for only 55% of late lumen loss (1. imm?/ 2.0nun?). While in
the shrinkage group of directional atherectomy chronic vessel recoil accounted for
89% (2.4mm?/ 2,7mm?) of late lumen loss, in the compensatory enlargement
group chronic vessel recoil accounted for only 29% (0.7mm? / 2.4 mm?) of late
lumen loss. Thus the de novo mode of vessel remodeling, vessel shrinkage versus
compensatory enlargement, was seen to substantially influence the subsequent
mechanism of restenosis following both balloon angioplasty and directional athe-
rectomy.

Discussion

The principle findings of our study were: 1) Overall initial luminal gain and late
loss were similar in the two different de novo vessel remodeling states for both
BA and DCA; 2) at the time of intervention significantly larger vessel stretch was
abtained in the shrinkage group for both BA and DCA, whilst significantly gre-
ater plaque removal was obtained by DCA in the compensatory enlargement
group; 3) at follow-up late vessel recoil (vessel remodeling) was significantly gre-
ater in the shrinkage group after either BA or DCA; 4) a high correlation (r =
0.73) was observed between the degree of acute stretch and late vessel recoil in
the shrinkage group in BA; 5} while in the shrinkage group chronic vessel recoil
(remodeling) accounted for 89% to 90% of late lumen ioss after BA and DCA
respectively, in the compensatory enlargement group remodeling accomnted for
only 55% to 30% of late lumen loss after BA and DCA respectively.

Role of de novo vessel remodeling mode in acute luminal
gain after coronary intervention

Recent intracoronary ultrasound studies indicate that plaque reduction accounts
for 52% to 67% and vessel stretch for the remaining 33% to 48% of acute luminal
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gain after BA and DCA [13,15] This is in keeping with our study where plaque
reduction accounted for 47% of overall acute laminal gain after BA and 72% of
overall acute gain after DCA in the total study population. However, our tomo-
graphical quantification based on the underlying de novo vessel remodeling mode
indicates that in the shrinkage group of BA vessel stretch accounted for 62% of
acute gain, while in the compensatory enlargement group of BA vessel stretch
accounted for only 26% of acute gain. In the shrinkage group of DCA plaque
reduction accounted for 60% of acute gain, while in the compensatory enlarge-
ment group of DCA plaque reduction accounted for 95% of acute gain. These fin-
dings indicate that the de novo vessel remodeling mode may have an important
role in determining the mechanism of acute lnminal gain (vessel stretch or plaque
reduction) after coronary intervention. Pasterkamp and colleagues also recently
exantined the influence of the de novo vessel remodeling made on the mechanism
of balloon angioplasty in femoral arteries and again found that vessel stretch was
significantly greater in the shrinkage group than in the compensatory enlargement
group [7]. Our findings expand on their initial observations and suggest that the
same mechanisins may also be operative in the coronary vessels. Furthermore
vessel stretch also appears to be a major mechanism of action in the paradoxical
shrinkage group treated by directional atherectomy. The reasons for this are not
clear. One possible explanation is that paradoxical shrinkage may be the result of
structural changes in the vessel wall, such as alterations in the relative proportions
of elastin or collagen, resulting in alterations in the elastic properties of the vessel.
Owr findings also indicate that vessels which have undergone compensatory enlar-
gement are much more susceptible to plague removal by directional atherectomy
than vessels which have undergone paradoxical shrinkage, perhaps again reflec~
ting underlying differences in vessel wall characteristics. Against this however is
the fact that we did not find any significant differences in uitrasound plaque char-
acteristics between the paradoxical shrinkage and compensatory enlargement
groups. ICUS visual plaque characteristic assessment however is still a fairly
rough method of assessing plaque composition. Whether newer techniques such
as angular dependent backscaftter analysis by ultrasound may result in increased
precision in cell wall characterisation and allow us to differentiate plague compo-
sition further remains to be determined [16].

Role of de novo vessel remodeling mode in restenosis

The classical paradigm regarding the mechanisms of restenosis after coronary
angioplasty has been one of neointimal thickening from the migration, prolifera-
tion and extracellular matrix synthesis by vascular smooth muscle cells [17].
More recently this paradigm has been challenged by both experimental [18,19]
and human intravascular ultrasound studies which suggest that restenosis refates
more to unfavourable late vascular remodeling than neointimal hyperplasia [20-
23]. The mechanisms involved in this however are unclear but are thought to
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involve a combination of vessel wall fibrosis (particularly of the adventitia) in
response to deep wall injury, apoptosis (programmed cell death), qualitative and
quantitative changes in the extracellular matrix and changes in local flow dyna-
mics [22-26]. What factors may influence this process remains unknown. OQur
serial intracoronary ultrasound study clearly indicates a major role for the under-
lying de novo vascular remodeling mode on late restenosis after both balloon
angioplasty and directional coronary atherectomy. Previous intracoronary ultra-
sound studies have reported that various degree of chronic vessel recoil ( "vascu-
lar remodeling" ; from 42% to 84%) account for late loss after BA and DCA
[13,15]. Our study was consistent with these studies suggesting that chronic recoil
accounts for 71% of late lumen loss after BA and for 69% of late lumen loss after
DCA in the overall patient population. However, our study also suggests that wit-
hin the overall picture, the relative contributions of chronic vessel recoil and inti-
mal hyperplasia to restenosis can vary widely, depending on the de novo vessel
remodeling mode. For example, in the shrinkage group subjected to balloon
angioplasty chronic vessel recoil (remodeling) accounted for 90% of late lumen
loss, whilst in the compensatory enlargement group of directional atherectomy
remodeling accounted for only 29% of late lumen loss whilst intimal hyperplasia
accounted for the remaining 71% of late lumen loss. The reasons for these diffe-
rences are not clear but again are likely to be secondary to structural changes in
the vessel wall as a result of whatever process underlies the initiat de novo vascu-
lar remodeling mode.

Relation of acute stretch and late recoil

Glagov and colleagues suggested that in a coronary artery compensatory enlarge-
ment without fmminal narrowing was frequently observed until plague area incre-
ased up to 40% [1]. A recent intravascular ultrasound study indicated that in a
femoral artery compensatory enlargement was mainly observed in plaque area less
than 25% and paradoxical shrinkage was frequently seen in plaque area more than
25%, although no strong relation existed between the decrease of luminal area and
the increase of the plaque area [6]. In our patients with significant fixed stenoses
33% of the patients showed compensatory enlargement of the vessel and the
remaining 67% of the patients had paradoxical shrinkage. Compensatory enlarge-
ment and paradoxical shrinkage may be natural stages in the atherosclerotic pro-
cess itself and may be associated with structural changes in the media and adven-
titia {1, 27]. In the paradoxical shrinkage stage the elastin content of the vascular
wall may be decreased and the rigidity of the wall hence increased [27], whilst in
the compensatory enlargement stage vessel wall extensibility may be preserved.
Our study would suggest that following balloon angioplasty of vessels which have
undergone paradoxical shrinkage the dilated vessel wall may constrict gradually
during the process of restenosis and that the degree of this constriction relates
directly to the original degree of vessel stretch at the time of the procedure.
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This relationship is however altered by directional atherectomy. Atherectomy spe-
cimen has been frequently reported to involve the adventitia [28], which may sub-
stantially weaken the vessel wall, and thus reduce and alter the degree of late ves-
sel recoil (remodeling) at follow-up, This phenomenon may be responsible for the
poor correlation between the degree of vessel stretch and remodeling after direc-
tional atherectomy. An alternative mechanism may be that factors responsible for
the initial paradoxical shrinkage vessel remodeling mode are still present and may
therefore influence the subsequent vessel response to balloon angioplasty, whereas
atherectomy, by removing vessel wall constituents, alters the local plaque burden,
composition and characteristics thus altering the local vessel milieu and hence the
vessels tesponse to the procedure.

Study limitations

Our study has a number of limitations. Firstly, the reference segment site used is
critically important for our definition of vascular remodeling and hence our
results, For our reference we used the least diseased segment within 15mm proxi-
mal to the narrowing but distal to a major side branch, as this is likely to be the
site of least vessel wall remodeling and hence the most likely site to approximate
the original vascular dimensions. We cannot discount the fact however, that a dif-
ferent, perhaps even more proximal, reference segment may provide a different
value of TVA and hence affect the estimated remodeling mode. Secondly, perfor-
ming serial infracoronary ultrasound measurements of the same arterial segment at
an interval of 6 months poses significant technical and fogistic problems. We
tried to overcome these however and ensure accurate localisation of the ICUS
catheter by using permanent landmarks, such as side branches and areas of calcifi-
cation, for guidance and by carefully observing the position of the ICUS catheter-
tip on the fluoroscopic image which was recorded simultaneously on a split
screen. Thirdly, pre intervention several patients showed wedging of the ICUS
catheter and in these patients the site of minimal luminal cross sectional area may
have aiready been slightly dilated by the ICUS catheter itself. However, the mini-
mal cross sectional area pre intervention calculated from QCA was 0.92mm?
whilst the cross sectional area of the most of ICUS catheter used is 0.73mm? so
any "Dotter effect" would have been minimal. Finally, our patients were, to an
extent, selected on the basis of a successful interventional procedure with subse-
quent high quality serial ICUS images. We are unable to conunent therefore on
the role of de novo vascular remodeling on the acute success rate of the procedu-
re. As the number of patients reported in this early experience is also small our
findings will need to be confirmed in larger muiticenter studics.
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Clinical implications

Our study suggests that the underlying de novo vessel remodeling mode may sig-
nificantly contribute to the efficacy of a device (vessel expansion or debulking)
and the subsequent mechanism of restenosis (remodeling or intimal hyperplasia),
This has important clinical implications with regard to the optimal use of new
devices. Our study suggests that in a vessel with paradoxical shrinkage stent
implantation, to act as a scaffold for the vessel wall and prevent late vessel recoil,
may be the optimal device to prevent restenosis. In vesse! with compensatory
enlargement plaque reduction (debulking) during the initial interventional proce-
dure and concomitant medical treatment to prevent the growth of intimal hyper-
plasia using local drug delivery [29] or endovascular radiation {30] may be the
most useful way of reducing restenosis. Thus observation of de novo vessel remo-
deling mode provides novel information with which to determine the most suitable
interventional device for each specific lesion. Our study also suggests that the de
novo vessel remodeling mode may be substantially more important to both the
mechanism of acute Juminal gain and late restenosis than plaque characteristics.
It may thus provide some insight into why intravascular ultrasound studies, to
date, have not been wholly supportive of the role of piaque characteristics on the
subsequent acute gain and late loss and may provide important lessons for the
ongoing OARS and BOAT studies [15,31]. Finally our study once again high-
lights the limitations of quantitative coronary angiography which, although the
gold standard for interventional work, is unable to differentiate between the diffe-
rent pathophysiological mechanisms invoived in acute luminal gain and late reste-
nosis and hence guide optimal use of revascularisation devices.

Conclusions

Our study suggests that the underlying de novo vessel remodeling mode (vessel
shrinkage/compensatory enlargement) may play a key role in the acute efficacy of
a coronary revascularisation device (vessel expansion or debulking) and the subse-
quent mechanism of restenosis (remodeling or intimal hyperplasia).
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Chapter 11

Influence of serum cholesterol and cholesterol subfractions
on long term luminal renarrowing following coronary
angioplasty. A quantitative angiographic analysis.
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Influence of Serum Cholesterol and Cholesterol
Subfractions on Restenosis After
Successful Coronary Angioplasty

A Quantitative Angiographic' Analysis of 3336 Lesions

Andonis G. Violaris, MD, MRCP (UK); Rein Melkert, MD, MS; Patrick W. Serruys, MD, PhD,

Background Previous reports have suggested that hypertip-
idemia may be associated with increased restenosis afler
successful coronary angiopfasty. These studies have been
compromised, however, by their retrospective nature, the
small numbers involved, differences in the definition of reste-
nosis, and inadequate quantitative angiographic follow-up at a
prespecified time interval. The objective of the study was to
examine the relation between serum cholesterol and long-term
restenosis after coronary angioplasty, using quantitative angi-
ography, at a predetermined time interval.

Methods end Results  The study population comprised 2753
patients (3336 lesions) prospectively enrolled and successfully
completing four major restenosis trials, Cineangiographic films
were processed and analyzed at a central angiographic core
Iaboralory with the use of an awtomated inferpolated edge-
detection technique. Serum tetal cholesterol was measured at
trial entry and at 6 months. Hypercholesterolemia was defined
as total cholesterol >7.8 mmol « L™! at tral entry, Two ap-
proaches were used to assess restenosis: first, a categorical
approach using the cutoff point of >50% diameler stenosis at
follow-up and second, a continwous approach examining
changes in minimal luminal dimensions, the absolute loss
{change in minimum luminal dizmeter after PTCA to follow-
up, in mmy) and relative loss (absolute loss corrected for vessel
size), which may give a better understanding of the underiying
pathological process involved, One hundred sixty patients with
191 lesions (5.73%) had hypercholesterolemia (total choles-
terol, >7.8 mmol + L% mean+8D, 8.4610,75 mmol * L™} and

2593 patients with 3145 lesions {94.27%) normal cholesterol
(5.67+1.06 mmol-L"Y), The restenosis rate was similar in
patients with and without hypercholesterolernia (31.9% versus
33.7%, respectively; relative risk, 0.975; 95% CI, 0.882 to
1,077; P=68), Similarly, there was no difference in either the
absolute or relative loss between patients with and without
hypercholesterclemia (0.31+0.53 versus 032+0.53 mm and
0.120.20 versus (.13£0.21, respectively, P=NS for both).
Conversely, the total serum cholesterol in patients with reste.
nosis (using the cafegorical definition) was similar to those
without restenosis (5.84+1.24 versus 5.81+1.22 mmol/L, re-
spectively, P=NS). Dividing the population into deciles ac-
cording fo total cholesterol and examining the categorical
restenosis rate (by x?) as well as the absolute and relative loss
by ANOVA again revealed no significant differences between
deciles, Subgroup analysis of 579 patients {667 lesions) with
HDL and LDI cholestero] levels available again revealed no
differences in the categorical restenosis rate (by x%) or the
absolute or relative loss between deciles according to LDL,
HDL, or LDL:HDL ralio, suggesting no Influence of these
cholesterol subfractions on restenosis.

Conclusions  Our resulis indicate that there is no associa-
tion between cholesterol and restenosis by either a categorical
or continuous approach, suggesting that measures aimed at
reducing total cholesterol are unlikely to significantly influence
postangioplasty restenosis. (Cirewlation. 1994,90:2267-2279,)

Key Words e angioplasty e cholesterol » sienosis e
angiography

remains a major limitation of the technique.?

Postmortem examination suggests that this is
the result of intimal hyperplasia sccondary to the inti-
mally dirccted niigration and proliferation of vascular
smeoth muscle cells.?2 Experimental in vitro eeil studies
have shown that vascular smooth muscle cell migration
and proliferation may both be influenced by cholesterol
and cholesterot subfractions® Furthermore, in vive an-
imal work also suggests that serum cholesterol may be
an important determinant of intimal hyperplasia after
balloon angioplasty.* Because of this bedy of experi-
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mental evidence and also clinical evidence linking ele-
vated serum lipid fractions to atherosclerosis, ¢ a num-
ber of studies have sought to investigate the relation
befween serumt lipids and restenosis. The results from
these studies have been equivocal (Table 1), with some
suggesting a positive cotrelation between the two™1° and
others suggesting no asscciation.'.!? These differences
arise for a number of reasons, First, most studies have
been retrospective analyses using small numbers of
patients, Second, angiographic follow-up was mostly
incomplete and performed for the recurrence of symp-
toms rather than at a predetermined time interval, thus
introducing selection bias. Finally, studies have alinost
invariably used visual assessment to estimate angio-
graphic severity. This is subject to wide interobserver
and intraobserver variability, which further limits the
reliability of the results.’® This study attempted to
overcome these limitations by using a validated auto-
mated edge-deicction technique to evaluate the effect
of serum cholesterol on restenosis prospectively in a



Tase 1, Summary of Studies In Which the Relation Between Lipld Levels and Subsequent

Restenosis Was Examined

MNo. of Anglo Reslenosis

Study Pallents Follow-up, % Daflnitlon Rate, % Asgoclatlon
Austin et al? 443 100 Loss >50% AG 4 TC, female

Asplrin Ax gp
Austin et al 103 74 ? 36 None
Arora et al#s 723 100 Loss =b60% AG 41 Inverse rofation to

TG at fup

Johansson ef als 167 100 >50% DS fup 33 Lov HOL (M}

High HoL (F)
Rels et ai? 186 37 >70% DS fup 32 TC:HOL cholesterol
Folay stal2 100 82 Loss >50% AG 45 None

nct %035 >30%
Shah and Amint0 68 37 >70% D5 fup 41 Low HDL
Present study 2753 80 >50% DS fup 338 None
AfRloss
ANGNG!

Anglo indicates angiographic; AG, absolute galn; DS, diameter stenosis; fup, at follow-up; AfRloss, absolute/
retalive loss; ANG, absolute et galn; NG, net galn index: TG, total cholesterol; and Rx gp, treatment group.

large series of patients undergoing successful balloon
angioplasty and routine follow-up angiographic assess-
ment at a predetermined time interval.

Methods

Patients

The study population comprised 3582 patients with signifi-
cant primary stenoses in native coronary arterics who were
prospectively enrolled into four major restenosis trials.141?
These demonsirated that active therapy had no effect on
restenosis or clinical outcome in the fist 6 months after
balloon angioplasty, so for the purposes of this study, the data
for the active and placebo groups were pooled. Patients were
eligible for study entry if they were sympiomatic or asymptom-
atic men, or women without child-bearing potential, with
stable or unsiable angina pectords and proven angiographicaily
significant narrowing in one or more major coronary arieties.
Informed consent was obtained in all cases before the coro-
nary angioplasty procedure. Patients with developing myocar-
diat infarction and significant Jeft main cofonary ariery disease
were excluded from the study.

Serum Cholesterol Measurements

Serum cholesterol measurements were taken before percu-
taneous transluminal coranary angioplasty (PTCA) and at the
lime of ¢-month follow-up angiography by each individual
center. Sample analysis was carried out locally in all partici-
pating centers. Hypercholesterolemia was defined as a serum
cholesterol feve) =78 mmol « L-* at triaf entry.* A cholesterol
level of <7.8 mmol+ L™ was, for the purposes of this study,
defined as *‘normal’ cholesterol.

Angioplasty Procedure and Follow-up Anglography

Coronary angioplasty was performed with a steerable, moy-
abte guide wite system by the femoral route. Standard ballaon
catheters were used, The choice of balloon type and brand as
welb as inflation pressure and duration were left to the
discretion of the operator. Patients were followed up for 6
months, at which time a follow-up study was performed. If
symptoms recurred within 6 months, coronary angiography
was carried owt earlier. If no definite restenosis was present
and the follow-up time was <4 months, the patient was asked
to undzargo further coronary arteriography at 6 mosnths,

Quantitative Anglography

Three coronary angiograms, in tofal, were obszined for each
patient: before PTCA, after PTCA, and at anglographlc
follow-up. The angiograms were recorded in such a manner
that they were suitable for quantitative analysis by the com-
puter-assisted Coronary Angiography Analysis System
(CAAS). To standardize the method of data acquisition and to
ensure exact reproducibility of the anglographic studies, mea-
sures were 1aken as previously described, and all angiograms
were processed in a central angiographic core laboratory, 1417
All cineangiograms were analyzed with the computer-assisied
CAAS technique, which was described and validated earli-
er.124% Decause the computer algorithm is unable fo measure
total occlusions, a value of 0 mm was substituted for the
minimal flumen diameter and a value of 100%% for the percent
diameter stenosis before PTCA. In these cases, the postangio-
plasty reference diameter was substituted for vessel size.

Angiographic Definitlons Used

Vessel size refers to the reference diameter of the relevant
coronary segment and is represented by the interpolated
reference diameter before PTCA, since this is the closest and
most objective approximation of the discase-free vessel wall.
Minimum luminal diameter (MLD) is the point of maximal
Iuminal narrowing in the analyzed segment.

Many criteria have been proposed for the assessment of
restenosis.® For the purposes of this study, two approaches
were used: Rrst, the categorical approach widely used by
clinicians who favor the traditional cutoff point of »50%
diameter stenosis at follow-up; and second, a continuous
approach using absolute and relative losses, which reflect the
behavior of the [esion during and after angloplasty and may be
better representations of the pathological process involved
during follow.up, 2122

Absolute gain and absolute loss represent the improvement
in minimal luminal diameter achieved at intervention and the
atsolute change during follow-up, respectively, measured in
mm. Absofute gain is defined as MLD after PTCA minus MLD
before PTCA. Absolute loss is MLD after PTCA minus MED
at follow-up,

Relative gain and relative loss depict the improvement in
minimal luminal diameter achieved at intervention and the
change during follow-up, respectively, normalized for vesset
size. Relative gain is (MLD after PTCA minus MLD before
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Fia 1. Flow charl of 3582 randomlzad palients. In 102 patients,
angloplasty (angio) procedure was unsuccessful; in 28, percu-
taneous transluminal coronary angloplasty (PTCA) was not per
formed; in 25, quantitative analysis was not possible; and in 199,
no cholesterol level was avallable. The study poptdation com-
prised 2753 patients with an anglographic follow-up rate of 80%
of successful procedures, QICA Indicates quarditalive corenary
arteriography; Fup, foliow-up; and chol., choleslerol.

PTCA) divided by vessel size. Relative loss is (MLD after
PTCA minus MLD at follow-up) divided by vessel size.

The absolute net gain is the MLD at follow-up minus MLD
before PTCA. The net gain index is the net gain nonnalized
for the vessel size, Net gain index is (MLD at follow-up minus
MLD before PFCA) divided by vessel size,

Statistical Analysis

Data were analyzed by the SAS statistical software package.
All values are expressed as mean=SD. A y? test was used to
assess differences in categorical varfables. Student's f test was
used to assess differences in continuous variables between two
graups or one-way ANOVA for more than two groups. Serum
total cholesterod, HDI, and LDL cholesierol, and LDL:HDI,
ratio were evaluated by linear regression analysis for their
relation with absoluie and refative loss during follow-up as well
as absolute net gain and the net gain index. A lesion-based
analysis was used, but since multiple lesions within a given
patient are not independent with respect to their cholesterol
Tevel, repeat patient-based analysis using a single randomly
selected lesion in patients with multivessel angioplasty was
performed if the previous lesion-based analysis suggested
statistical significance. Values of P<.05 werc considered
significant.

Results

Patient Characteristics and Procedural Results

The study population comprised 2753 patients (3336
lesions, 1.21 lesions per patient) who successfully com-
pleted the study (Fig 1). Of the 3582 patients initially
randomized, the angioplasty procedure was unsuccess-
ful in 102 patients, PTCA was not performed in 28,
quantitative analysis was not possible in 25, no choles-
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Tasie 2, Ciinical Varfables In Patlents With and
Without Hypercholesterolemia*

Cholestarol Cholesterol

Clinfcat Varlable <78 mmol/l.  >7.8 mmolL
No. of patients 2593 160
Men, % 82.0 738
Age, ¥ 57+93 55393
Ever smoked, % 45.3 875
Current smoker, % fo.2 it.2
History of hypeitipldemia, % 314 48.41
History of dlabetes, % 0.2 2.4
History of previcus M, % 41.7 36.9
Pravigus PTCA, % 2.7 h]
Pravious CABG, % 29 3.2
CCS class, %

0 2.5 i

! 13.9 14.9

1] 35.4 380

1] 33.2 364

[ 1650 10.7
Drug therapy af {rial entry, %

Nitratos 18.9 17.9

£-Blockers 283 26.2

Calclum anfagenists 35.9 40.4

Upld-lowering agenls 9.7 17.2
Drug therapy at 6 months, %

Nitrates 215 18.7

A-Blockers 352 30.7

Calcium antagonlsts 40.8 30.7¢

Upld{owering agents 13.9 28.7¢

Ml indicates myocardial Infarction; PTCA, percutaneous transiu.
minal coronary angioplasty; CAB@, coronary artery bypass graft;
and CCS, Canadian Cardiovascular Soclety anginal classification,

*Serum total cholesterol >7.8 mmol« L™

1P <.05,

terol level was available in 199, and 475 were excluded
for other reasons, such as patient refusal for follow-up
angiography, no quantitative coronary arteriography
possible, or left main disease. Thus, the overall angio-
graphic restudy ratc was 77% of all patients initially
randomized and 80% of ali patients undergoing success-
ful PTCA and no other interventional procedure,
Within the study population, 160 patients with 191
lesions (5.73%) had hypercholesterolemia (mean total
cholesterol, 846+0.75 mmol- L™} and 2593 patients
with 3145 lesions (94.27%), normal cholesterol
(5.67x1.06 mmoi - L") at trial entry. The clinical and
angiographic characteristics of the patient population
according to the presence or absence of hypercholester-
olemia are summarized in Tables 2 and 3.

The incidence of known hyperlipidemia, as would be
expected, was significantly higher in the high-choles-
terol group; otherwise, the two groups were comparable
in terms of known risk factors for coronary artery
disease. In particular, smoking, either past or current,



Tapie 3. Leslon Locatlon, Angiographic
Characteristics, and Quantitative Anglographic Analysls
of 160 Patlents (191 Loslons) With and 2593 Patlents
(3145 Leslons) Without Hypercholesterotemia*

Cholesterol Cholesterot
<7.8 mmol/L >7.8 mmolL

Anglographic Paramoeter {n=3145) (n=191} P

Lasion location, %
LAD 4249 42.9 NS
Circumflex 25.0 24.8 NS
RCA aza 325 NS

Leslon charactedstics, %
Congentric 47.9 47,2 NS
Tandem leslon 42 42 NS
Branch point leslon 69.2 58.4 NS
Calcification in lasion 1233 9.0 NS
Presence of thrombus 4.4 39 NS
Tolal occlusion pre-PTCA 7.4 7.9 NS
Dissection post-PTCA 346 275 NS

Vassel slze, mm

Minimal luminal diameter, mm  2.602053 2591062 NS
Before angioplasty 1002039 0082039 NS
After angloplasty 1.75+0.38  1.7510,34 NS
At follow-up 1.4420.58 1.44x0.59 NS

Di#terences In MLD
Absclule galn, mm 0752041  0.76x2043 NS
Relative gain 0.30+£0.16  0.30+0.16 NS
Absolute foss, mm 0321053 0.31x053 NS
Relative loss 0132021 0.12+x020 NS
Absolute net galn, mm 017023  0.18+0.24 NS
Het galn index 0.1720.23 0.18x0.24 NS

Parcent stenosis, %

Before angloplasty 609251447 613621464 NS
After angioptasty 33.39+8.40 33.64+7.88 NS
At follow-up 45.86+10.16 45471048 NS

DS al follow-up »50%, % 337 31.9 NS

LAD Indicates 1eft anterior descending coronary artery; RCA,
right coronary artery; PTCA, percutaneous lransluminal coronary
angloplasty; MLD, minimal luminal dlameter; and DS, diameter
stenosls,

*Serum total cholesterct >7.8 mmol L1,

was present in about two thirds of the population and
was similar in the two study groups. The anginal class of
the two study groups also did not differ to any significant
extent, most bejng in Canadian Cardiovascular Society
anginat class II to Iil, Finally, there was no significant
difference in drug therapy, although, perhaps not sur-
prisingly, more patients with high cholesterol were
taking a lipld-lowering agent (Table 2}, By the time of
the follow-up angiography, this difference persisted, but
in addition, a significantly lower percentage of patients
with hyperlipidemia were taking calcium antagonists.
The disease was predominantly mild to moderate, with
63% of the total population having one-vessel disease,
31% two-vessel disease, and only 6% three-vessel dis-
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Fia 2. (a), Cumulative distribution curve of minimal {uminal
diameter {MLD) after percitansous transluminal coronary anglo-
plasty (PTCA) and at follow-up for patlems with and without
hypercholesterclemla. {b), Cumulative distribution curve of par-
centage slenosis after PICA and at follow-up for patients with and
without hypercholesterolemia, TG indicates lolal cholosterof,

¢ase. Lesion characteristics were comparabie in the two
groups, with a similar incidence of concentric, tandem,
and branch point lesions, thrombus present before- or
after- PTCA, total occlusions before PTCA, and dissec-
tions after PTCA (Table 3}

Quantitative Angiographic Analysis nt Baseline and
6 Months

A mean of 2,12 matched angiographic projections per
lesion had satisfactory quantitative analysis performed
at the central angiographic core laboratory before
PTCA, after PTCA, and at follow-up {Table 3). The
disteibution of lestons was similar in the two groups,
with around 43% in the left anierior descending coro-
nary artery, 32% in the right coronary artery, and 25%
in the circumflex artery. There were no significant
differences in the MLD and percent stenosis before
PTCA between patients with and patients without hy-
percholesterolemia, suggesting that the two groups were
well matched angiographicailly. After PYCA, the MED,
percent residual stenosis, and absolute and relative
gains were similar for the two groups (Table 3, Fig 2),
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Fia 3. (1), Cumulative distrbution curve of absolule loss for
patients with and without hypsrcholesterolemla. (b}, Cumulative
distribution cutve of absolute loss for patients In the {op and
bottorn deciles of total cholosterof (TC).

again confirming the similarity in acute angiographic
outcome between the two groups. Similar results were
also obtained with patient rather than lesion analysis.

Restenosis According to the Presence of
Hypercholesferolemia af Trial Enfry

At the 6-month angiographic follow-up, the overal
restenosis rate for the study population was 33.6% by
the categorical {>>50% stenosis at follow-up) approach,
The MLD at foliow-up was 1.44+0.5% mm for patients
with and 1.444:0,58 mm for patients without hypercho-
lesterolemia (Fig 2). The percent stenosis at follow-up
was again similar, 45.47+19.46% for patients with and
45.86+19.16% for patients without hypercholesterol-
emia (Fig 2). The absolute loss was also similar for the
two groups (Fig 3a), as were the relative loss, net gain,
and net gain index (Table 3). By the criterion of >50%
diameter stenosis at follow-up, there were no differ-
ences in restenosis rates between patients with and
without hypercholesterolemia (31.9% versus 33.7%, re-
spectively; relative risk, 0.975; 95% CI, 0.882 10 1.077;
P=.68). Additionally, the total serum cholesterof in
patients with restenosis (according to the criterion of
>50% diameter stenosis at follow-up) was similar to
those without restencsis (5.84=1.24 versus 581122
mmol/L, respectively, P=NS).

Deciles According to Tofal Cholesterol at
Trial Entry

Since definitions for hypercholesterolemia vary!s2s
and previous population studies suggest that even
within the total cholesterol population there is a grada-
tion of atherosclerosis risksé the population was di-
vided into deciles according to total cholesterel at trial
entry to further examine the role of serum cholesterol
on restenosis and whether there is any evidence for a
nonlinear relation between the two. There were no
significant differences between groups in either the
categorical restenosis rate or the absolute or relative
loss (Table 4). The net gain and net gain index were aiso
similar in all groups. Additionally, cumuiative distribu-
tion curves of the top and boitom decilfes for cholesterol
showed no differences in either MLD at follow-up,
percent stenosis at follow-up (Fig 4), or absolute loss
(Fig 3b}.

Linear Regression Analysis of Total Cholesterol

Linear regression analysts was used to further evalu-
ate the relation between total cholesterol at trial entry

TastE 4. Aeatenosls Rates, Absoluto Loes, Helfalive Loss, Net Galn, and Net Galn Index Par Declle According to

Total Cholesterol Leval

Declle Rank n TC, mmol/L RR, % Absolute Loss, mm Relative Loss Net Galn, mm Net Galn Index
i 337 373068 35.9 0.3610.55 0.14+5.22 0.16x0.23 0.16+0.29
2 329 4.62+0.13 35.0 0.34+0.52 0.13x0.20 0.18+0.22 0.16+0.19
3 330 §.0220.11 333 0.34+0.51 9.14x0.21 0.17+0.23 0.13+£0.23
4 338 £5.37+0.09 367 0.32+0.52 0.13x0.21 0.17+0.23 0.16+0.23
[ 332 5.67+0.09 30.1 Q31£0.50 0.1320.20 01710.23 0.18x0.18
) 341 5.95+0.09 320 0.3120.83 0121022 0.17+0.23 0.1710.24
7 327 6.23+0.09 36.1 0.3320.54 0.14+0.22 0.16+0.24 0.20+0.23
8 335 8.57+0.12 3.0 027055 0.11+0.23 0.18+0.24 0.16+0.27
I:] 334 7.06+0.16 323 0.26+0.54 0.11£0.21 0.18+0.22 0.1620.21

10 333 8.08£0.72 323 0.33x0.51 0.13x0.21 0.17+20.23 0.20£0.19

TC indicates total cholestercl; AR, restenosls rats.
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Fia 4. {a), Cumulative distriidlon curve of minimal luminal
dlameter (MLD} after percutaneous transfuminal coronary ang'o-
plasty (PTCA) and a! follow-ug for patients in the top and boftom
declies ¢f total cholesterol. (b), Cumulative distribution curve of
percentage stenosls after PTGA and at follow-up for patiants in
tha top and botior deciies of folal cholesteref,

and absolute loss (Fig 5), as well as relative loss, net
gain, and net gain index {Table 5). There were no
significant relations between any of the measured vari-
ables and total cholesterol (Table 5).

The change in cholesterol Ievel during follow-up was
normally distributed around the zero mark, There was a
high correlation between cholesterol leve! at trial entry
and at the 6-month angiographic follow-up {r=.61,
P<.00001}, Lincar regression analysis of the cholesterol
levet at 6 months, the mean cholesterol level, and the
change in cholesterol level over this period again failed
to demonstrate any relation between these and any
angjographic parameters of restenosis (Table 5).

Exclusion of Covert Influence of Trial Medication

To exclude any covert influence by the triat medica-
tion on lipid levels, subgroup analysis was performed,
cxamining the change in cholesterol levels (mmol - L)
from trial entry to the 6-month follow-up in the sepa-
rate studies. There were no significant differences be-
tween the active drug groups (A} and the placebo
groups (P) in any study {CARPORT, 0.13x1.19 {A)

) o A

a3 4 5 [:] T -]
TOTAL CHOLESTERCL: DECILES (mmoly)

B
12 3 466 7 68 801 @A
TOTAL CHOLESTEROL (Tmol®
Fia 5. Plots showing relatlon between absolute loss (y axis)
and total cholesterol {x axis}. A, Declies; mean with 95% confi-
dence intervals. B, Scattergram with regression line and 95%
confidence intervals.

versus 0.06+1.05 (P); MARCATOR, 0.10:£1.02 versus
0.11£1,05; MERCATOR, 0,13+ 1.07 versus 0.83+1.05;
PARK, 0,0520.97 versus 0.07+1.07],

LDL and HDL Subgroup Analysis

Subgroup analysis was performed on 667 lesions in 579
patients in whom cholesterol subfractions were available
to examine the influence of LDL cholesterol, HDL cho-
lesterot, and LDL:HDL cholesterol ratio on restenosis
during follow-up. This patient population was divided into
deciles according to these cholesterol parameters, and we
examined for differences between deciles for restenosis
rates, absolute loss, refative loss, net gain, and net gain
index (Table 6}, There were no significant differences in
any of the examined parameters between deciles or be-
tween patients in the top and bottom deciles for HDL. and
LDL cholesterol or LDL:HDL ratio,

Linear regression analysis was used to further evalu-
ate the relation between LDL (Fig 6), HDL (Fig 7), and
LDL:HDL ratio (Fig 8) and absolute loss as well as
relative loss, net gain, and net gain index (Tables 7, 8,
and 9}, There was a negative relation between increas-
ing LDL levels and absolute loss (Fig 6, Table 7). This
negative relation between increasing LDL levels and
absolute as well as relative loss (Fig 6, Table 7) pessisted
even when the data were analyzed on a population basis
{P=.03 and P=.02, respectively). The negative relation
between increasing LDL levels and absolute loss was
due solely to 29 lesions that had occluded at foltow-up
angiography. When these were removed from the analy-
sis, there was no longer any significant relation between
increasing LDL levels and absolute loss (P=.264). In-
terestingly, the mean LDL cholesterol level was signif-
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Tasie 5. Linear Regression Analysis to Evaluate the Reapective Contribution of Total Chelesterol
Belore PTCA, at 6 Months, Mean Tolal Cholestercl, and Changs In Total Cholesterol to Absolute
Losgs, Relatlve Loss, Net Galn, and Net Galn Index

Regrasslon Standard Error of
Varlable intercept Coefflclent Regresslon Coefllclent P R?
Total cholestero! before PTCA
Absolute loss 0.38 ~0.010 0.008 20 0005
Relative loss 0.15 ~0LO03 0.003 .30 0003
Noet gain 0.40 +0.007 0.008 43 0002
Net gain Index o.15 +0.003 0.003 38 0002
Total cholesterct at 6 months
Abselute loss 035 -0,007 0.008 37 0002
Refative foss 0.14 --0.003 0.003 .34 0002
Net gain 0.42 +0.005 0,009 .59 000t
Net galn index 0.16 +0.002 0.004 53 000t
Mean total cholestero!
Absolute loss 0.39 -0.012 0.008 14 0007
Relatiys loss 0.15 —0.005 0.003 18 0006
Net gain 0.38 +0.010 0.009 .29 {0003
Net galn index 015 +0.004 0.004 27 0004
Change In total cholestero!
Absolute loss 0.31 —0.000 0.009 89 0000
Relative loss 0.12 000 0.004 72 0000
Net gain 0.45 +0.603 G.010 74 0300
Nzt gain Index 0.17 + 0001 0.004 82 0000

PTCA indicates perculanzous transiuminal coronary angloplasty.

icantly lower in lesions that occluded at follow-up
{3.61%1.59 versus 4.13+1.26 mmol - L~!, P=.03}, Logis-
tic regression analysis was also supgestive of a relation
between fower LDL levels and probability of occlusion
at follow-up (P=.033}, Aithough there was a significant
relation between HDL cholesterol at 6 months and
absolute as well as refative loss and net gain index
(Table 8), this relation became insignificant once the
data were analyzed om a patient rather tham a lesion
basis (P=.07, .06, and .09, respectively). There was no
relation between LDL:HDL cholesterol ratio and any of
the angiographic parameters of restenosis (Table 9).

Discussion

Qur study has demtonstrated that there is no signifi-
cant association between restenosis, by either a categor-
ical or continuous approach, and serumn cholesterol
levels, This is in a large patient population with 80%
quantitative angiographic follow-up at a predetermined
tinte interval. Although the study has a number of
lmitations, #t does suggest that measures aimed at
reducing total cholesterol are unlikely to significantly
influeitce postangioplasty restenosis.

Epidemiological, pathological, and experimental
studies have shown that serum total cholesterol is a
causal factor in atherosclerosis and ischemic heart dis-
ease.® Furthermore, evidence from the MR-FIT study®
supgests that there is a continuous curvilinear relation
between serum total cholesterol and mortality from
ischemic heart disease. It is not surprising, therefore,
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that if restenosis after angioplasty is viewed as an
accelerated form of atherosclerosis, risk factors for
coronary artery disease should also be risk factors for
this process.

A number of studies have previously attempted o
examine the relation between restenosis and serum lipid
levels {Table 1). Shah and Amin'® found a strong
correlation between a low HDL cholestero} level and
the subsequent risk of restenosis. The study was limited,
however, by the categorical definition of restenosis used
(>70% diameter stenosis at follow-up) and the poor
angtographic follow-up rate of 37%. Reis and col-
leagues’ found that in a group of 186 patients enrolled
in a trial of fish oil for restenosis after angioplasty,
serum lipid levels, in particular high triglyceride and a
higher ratio of total cholesteral to HDL cholesterol
were associated wilh an increased risk of clinical reste-
nosis after angioplasty, Contrary to this, Johansson and
coworkers,® in a group of 157 patients, did not find any
significant refation between serum lipid levels and re-
stenosis excepf in subgroup analysis, in which they
found that low HDL cholesterol in men and high HDL
cholesterol in women were associated with increased
risk of restenosis, A number of other studies have been
negative, '

Discrepancies befween studies have arisen for 2 number
of reasons. First, most have been retrospective analyses
using small numbers of patients! and, as such, subject to
a type B error. Second, they have almost invariably used
visual assessment of the angiogram, which previous studies



Taste 6. Restenosl!s Rates, Absolute Loss, Relallve Loss, Net Galn, and Net Galn Index Per Declle According to (A)

LDL Level, {B) KDL Level, and {C} LDL:HDL Ratlo

2:::\'110 n 1DOL-C, mmol/L RR, % Abgolute Loss Relalive Logs Net Galn Het Galn index
A
1 50 1.70+0.70 30 0.3520.68 0.14+0.29 0.45:0.64 0.17+0.25
2 49 282+0.18 45 0.45+0.61 0.19:.0.24 0295062 0.12+£0.26
a 50 382:0.12 30 0.92+0.44 0.13+0.19 0.4120.54 0.15+0.20
4 49 3.7820.12 20 0.30+061 0.12+0.20 0.42+0.51 0.16+0.19
5 53 4.09+0.07 40 0.34+0.48 0.13:0.20 0.40+063 0.15+0.26
8 48 4324005 a8 0.28+0.67 0.110.21 0.430.52 0.1740.20
7 46 4.51:0.09 24 0.24+0.58 0.09+0.24 0.48+0.61 0.20£0.24
8 50 4.8720.11 26 0.22+0.46 0.09+0.18 0.46+0.58 0.17x0.22
9 49 5.31+0.13 29 0.24+051 0.10£0.23 0.53+0.65 0.20+0.26
10 61 6314068 27 0.27+0.48 0.40+0.19 0.4420.53 0.16£0.2¢
8 HEOL-G
1 57 0.85£0.07 47 0.43+054 0.18+0.22 0.89+0.49 0.16+0.20
2 57 0.79+0.02 25 0.26+0.52 0.09+0.19 0.5420.56 0.2020.21
3 1 0.87+0.03 33 0.2920.60 0.11+0.23 0.39+0.64 0.15:0.24
4 55 ¢.95:0.02 33 0.2820.61 0.12+0.27 0.44:+0.55 0.17+0.23
5 56 1.0220.02 36 0.30+0.52 0.13+0.24 0.41£0.56 0.14+0.22
6 61 1.10+0.02 34 0.2820.47 0.11+0.20 0.39+0.61 0.15+0.25
7 [:1} 1.20x0.02 0 0.21x0.48 0.09+0,19 0.54x0.44 0212016
8 54 1.28+0.03 26 0.2320.52 000020 0.58+0.69 0.21£0.26
9 64 141005 38 0.33+0.50 0.13+0.21 0.57+0.48 0.14=0.21
10 53 2.41+1,09 a2 0.40+0.65 0.15£0.26 026+0.64 0.14+0.26
c LDL:HDL Ratio
1 49 1.0820.61 39 0.4520.76 0.1820.31 0.41£0.74 0.16£0.29
2 49 2,96+0.23 24 0.28+0,58 0.1120.24 0.42+051 0.16+0.18
3 40 2.950.11 39 0354052 0.1420.21 0.35:0.60 0.13£0.23
4 51 3355011 35 0.31£0.50 0.12+0.21 0.41£0.56 0.16:+0.23
5 48 3,68+0.08 40 0.3110.45 0122017 0.45+0.47 0,18£0.19
8 50 403£0.12 20 0.212£0.51 0.08:£0.20 0.47+0.61 0.17x0.24
7 47 4.4320.12 34 0.25+0.43 0.1020.18 0.49+0.52 0.20:0.23
8 52 49520.15 40 0.27+0.57 0.12+0.25 0.40+0.64 0.15+0.27
9 49 5.81+0.31 29 0.37£0.56 0.14x0.21 0.4120.54 0.16£0.21
10 48 7.58+1,18 a3 0.2320.42 0.0920.16 0532062 0.20+0.19

have shown to have wide interobserver and intracbserver
variability.!* Furthermore, the angiographic follow-up rate
has been generally poor.'61* Finally, and most impor-
tantly, they have used varying but always categorical
definitions of restenosis, such as >50% diameter stenosis
at follow-up,8 >70% diameter stenosis at follow-up,?19 or
loss >30% acute gain.’25 Although the >50% diameter
stenosis al follow-up criterion may give an indication of
the functional sigaificance of a stenosis at the time of
follow-up angiography, it provides little information about
the biological process involved, which hyperlipidemia
would be expected to influence. Furthermore, the use of
percent measurements is inherently flawed, since it relies
on the normal vessel wall, which may itself undergo
restenosis.? Finally, arbitrary categorical definitions may

be misleading. For example, if we have two lesions of
identical reference diameter (3 mm), successfully difated
to a 409 (1.8-mm) and 25% (2.25-mm) residual stenosis,
respectively, if both undergo the same reduction in lumi-
nal diameter of 0.6 mm during follow-up, the first lesions
would be classified as restenosis {1.2 mm, 60% stenosis)
and the second as no restenosis (1.65 mm, 45% stenosis)
even though the absolute fuminal loss is the same in both
lesions,

We thus believe that although the clinician is best
served by the “present/mot present” assessment of reste-
nosis, the biological process itself may be best analyzed
by measurement of absclute angiographic dimensions or
changes in absolute anglographic dimensions on a con-
tinuous scale.?12? This is for two main reasons. First, as
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Fia 6. Plots showing relation between absolute loss {y axis)
and LDL cholasterol (x axis). A, Deciles; mean with 95% confi-
dence intervals. B, Scaftergram with regression line and 95%
confidence intervals.

we?? and others® have previously demonstrated, all le-
sions undergo restenosis to some extent during follow-up,
in a gaussian distribution. Second, if we {reat restenosis
as a continuous variable, more information can be
gleaned from the available data regarding the underlying
process itself.2? Furthermore, we have further expanded
on experinenial® and pathological evidence? suggesting
that a greafer acute gain after intervention is associated
with a greater loss during follow-up by introduciing the
concept of relative gain to represent vessel injury and
relative foss to represent “intimal hyperplasia,”? Thus,
the application of quantitative angiography and the
principles of absolute and relative loss provides a
useful tool for the objective measurement of the
degree of biological renarrowing during the weeks and
meoenths after intervention.?.22

The application of this to cur data allows us to comment
on the biological processes occwrring after intervention
and examine the hypothesis that hypetlipidemia influ-
ences restenosis in detail. We have shown that hypercho-
lesteralemia is not a significant risk factor for restenosis,
Furthermore, we have shown that within the angioplasty
population, there is no significant relation between serum
cholesterol before PTCA and at §-month follow-up, mean
cholesterol level or change in cholesterol level during
follow-up, and restenosis, Subgroup analysis also demon-
strated that HDL and LDL:HDL ratios have no signifi-
cant influence on subsequent restenosis, although there
was a negative relation between LDL cholesterol level and
absolute foss. Finally, we have shown that even if we take
the two extreme deciles, again there Is no difference in any
angiographic measure of restenosis, Thus, the assumption
that total cholesterol, a risk facior for atherosclerosis, may
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also be a risk factor for restenosis after angloplasty has not
been confirmed by this study.

The negative relation between increasing LDI. levels
and absolute loss is interesting and was due solely fo 29
lesions that had occluded at follow-up angiography.
When these were removed from the analysis, there was
no longer any significant relation between increasing
LDL levels and absolute loss, Intrigeingly, the mean
LDL cholesterol level was significantly lower in lesions
with than without occlusion at follow-up. This is a
paradoxical finding, the reasons for which are unclear.
Although 1.DL cholesterol is known to promote platelet
aggregation® and increases in plasma viscosity have
been reported in hyperlipidemic patients,® it is unclear
why a low LDL cholesterol should increase the hikeli-
frood of occlusion at follow-up angiography. Further-
more, this goes against recent hypeftheses that LDL
cholesterol reduction, by depleting lipid from fatty
lestons prone to rupture, stabilizes the atherosclerotic
plaque.* We are unable to explain this finding, partic-
wlarly since the occlusions at follow-up are likely to have
been thrombotic events, There is evidence in the liter-
ature, however, to suggest that there may be a J-shaped
LDL coronary heart disease risk function that puts a
sizable subset of these patients with Iow LDL choles-
terol at increased risk of cardiac death associated with
lifestyle characteristics.*s Similar mechanisms may have
becn operating in cur cohort of patients.

There are a number of possible reasons why choles-
terol, a risk factor for atherosclerosis, is not a risk factor
for restenosis after angioplasty, First, although choles-
teral has been shown to be a risk factor for atheroscle-
rosis, this is over the course of years,>® whereas careful
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TABLE 7,

serial gquantitative angiographic studies have shown
restenosis to occur in the first 3 to 6 months after
Intervention.)? Thus, total cholesterol may have little
influence on the process over this short time frame,
Second, the mechanisms of restenosis are still incom-
pletely understood and are likely to involve slow elastic
recoil,3 thrombus incorporation 38 vessel remodel-
ing,* and iate myointimal hyperplasia>* Since the
possible contribution of each of these factors may vary
within individual patients as wetl as within the general
popuiation, it is perhaps not surprising that total cho-
lesterol, which is likely to influence only late myointimal
hyperplasia, is not significantly related to restenosis.
Furthermore, although quantitative coronary angiogra-
phy is the most objective and reproducible method
currently available to describe the changes in stenosis
geometry after intervention, it measures the process
only indirectly without defining its actual nature (recoil,
organized mural thrombus, neointimal hyperplasia).
Finally, restenosis is likely to be a multifactorial process
with different contributions from different factors, some
of which are il understood. For example, most multi-
variate models can explain only a fow percentage of the
available variance in the measurements, even when all
available variables are incorporated.*'42 The most accu-
rate way to quantify restencsis would be with the direct
measurement of neointimal thickening after coronary
intervention. This, however, is not currently possible in
humans, although the advent of new imaging modalities
such as intravascular ulirasound, > particularly with

Linear Regresslon Analysis to Evaluate the Respective Contributlon of LDL Cholesterol Before

PTCA, at 6 Months, Mean LDL Cholesterol, and Change in LOL Cholestero! to Absolute Loss, Relative
Lossg, Net Galn, and Net Gain Index

Regresslon Standard Error of
Varlable Intareapt Cogffictent Regression Coefliclent £ R
LDL cholesterol before PTCA
Absolute loss 0.50 -0.046 0.019 02 0120
Relative loss 0.21 -0.020 0.008 kU] 0135
Net gain 035 +0.022 0.04 .29 0024
Net galn index 0.13 +0.009 0.008 .30 0023
LDL cholesterel at 6 monlhs
Absolute ioss 0.34 -0.010 0022 64 0005
Relative loss Q.14 —0.006 0.009 52 0009
Net gain 0.38 +0.017 0.023 47 0012
et galn index 014 +0.008 0.008 39 0017
Mean LOL cholesterol
Absolute l0ss 0.45 -0.034 0.024 .09 0053
Retative loss 0.18 —0.015 0.008 o7 0063
Net gain 0.41 +0.011 0.022 63 0004
Net gain index 0.1 +0.004 0.009 .62 0005
Change In LDL cholesterol
Absoluta loss 0.30 +0.030 0024 21 0041
Relative loss 0,12 +0.012 0010 22 20039
Net gain 0.42 -0.030 0.025 28 0035
Net gain Index 0.186 ~0.013 0.010 19 0045

PTCA indicates parcitaneous transluminal corenary angioplasty.
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TasLe 8. Linear Regressfon Analysis o Evaluate the Respective Contribution of HDL Cholesterol Before
PTCA, al 6 Months, Mean HDL Cholasterol, and Change in HDL Cholesterol to Absclute Loss, Relalive
Logs, Net Gain, and Net Galn Index

Regresslon Standard Error of
Varlable Intercept Coefilclont Regresslon Coefflclent P R*
HOL cholesterol before PTCA
Absolute loss 0,32 -0.006 0.048 90 L0000
Relativa loss 0,13 -0.002 0.019 92 0000
Mot galn 0.48 -0.018 0.048 7 0003
Net galn index 0.18 ~0.007 0.019 71 0003
HDL cholesterol at & months
Absolute loss 0.16 +0.151 0.072 .04 0082
Relative loss 0.06 +0.059 0.029 04 0081
Net galn 0.59 -0.132 0.076 .c8 0057
Net gain Index 0.24 —0.062 0.029 .04 0083
Mean HOL cholgstarol
Absolute Joss 026 +0.048 0.059 42 0011
Relative loss 010 +0.020 0.024 41 0011
Net gain 0.53 —0.066 0.063 30 0018
Net gain ingax 0.21 -0.030 0.026 24 0023
Change In HDL chelesterot
Absolule Joss 0.31 +0.040 0.047 39 0016
Relative loss 0.12 +0.016 0.019 39 0016
Net gain 0.43 ~0.G20 0.049 68 0004
Net galn index 0.17 Q012 0019 55 0008

PTCA Indicates parcutaneous transluminal coronary angioplasty.

three-dimensional reconstruction and quantitative anal-
ysis of plaque volume,*s may one day make this possible.

Cur finding that cholesterol level has no significant
bearing on long-term restenosis has several important
clinical implications. First, it explains why trials designed
to reduce overall cholesterol level have failed to influ-
ence restenosis* and why studies stiil pending are nega-
tive 47 Although one study has been positive,*® this was in
a small patient population with a poor follow-up rate;
thus, the results were biased. Second, it suggests that
although lipid lowering is generally desirable, lowering
cholesterol and ifs subfractions per se will not reduce
_restenosis. Whether newer compounds such as lovastatin,
which afso act on the vessel wall, reducing smooth muscle
cell migration and proliferation as weil as affecting lipid
subfractions, may be more effective remains to be an-
swered, Finally, it suggests that, ideally perhaps, future
studies should include intravascular ultrasound assess-
ment of the acute results of intervention and the mech-
anism of subsequent restenosis, differentiating between
slow recoil, thrombus formation/incorporation, and inti-
mal hyperplasia, to have a a better likelihood of demon-
strating benefit from lipid lowering.

Limitations of the Study

A number of limitations of the present study are to be
acknowledged. First, the study was a retrospective anal-
ysis of prospectively gathered data and is hence subject
to the limitations inherent in any retrospective analysis.
Additionally, because of the nature of the data, we are

i42

also unable to comment on the importance or otherwise
of any lipid subfractions, such as Lp(a), on long-term
restenosis.®? Second, all cholesterol measurements were
petformed localiy at the participating center and not by
a central laboratory, so we are unable to comment on
the variability of these measurements. Since all partic-
ipating centers were large, internationally recognized
institutions previously vetoed for trial participation, we
have assumed that the variability in cholesterol mea-
surements was small. Furthermore, in view of the large
numbers involved, this is unlikely to have been a signif-
icant limitation. Third, certain patients with normal
cholesterol levels at study entry were on treatment for
hypercholesterolemia either with diet or with cholester-
ol-lowering drug therapy. It is not clear what effect this
may have had on our resuits, but the absence of any
trend even when cholesterol levels were analyzed in
terms of deciles makes it unlikely that this would have a
significant influence on our resuits, Finally, data were
amalgamated from the four previously described stud-
ies*-17 to form our patient study population. We belicve
that this amalgamation of data is justified because the
number of patients in each individual study was limited,
the data amaigamated were those common fo all studies,
and the angiographic crileria were standardized, with
one central angiographic core laboratory performing the
quantitative angiographic analysis in all studies. Further-
Hore, it provides & unique opportunity to obtain accurate
quantitative angiographic data at a predetermined time
interval in a field where few such data exist to date.



Tasle 9. Linear Regression Analysls to Evaluate the Respecilve Contribution of LDL:HDL Cholesterc| Ratio Before
PTCA, at 6 Months, Mean LDOL:HDL Cholasterol Ratto, and Change In LDL:HDL Cholesterol Ratlo to Absolute Loss,

Relative Loss, Net Galn, and Net Galn indeox

Regresslen Stendard Error of
Varlable intercept CoeHEclent Regresslon Coefilctont P R?
LDL:HDL ¢holesterol ratip bafore PTCA
Absolute loss 0.37 —0.015 0.014 28 0025
Relative loss 0.16 —0.007 0.008 23 20031
Net galn 0,40 +0.010 0.015 53 0008
Net gain index 0.15 +0.004 0.006 46 ogi2
LDL:HOL cholesterol ratio at 6 months
Absoluta loss 0.4 -0.029 0017 .09 0065
Retative loss 0.16 -0.012 0.007 o7 0075
Net gain 0.36 +0.021 0.018 .28 0029
Nat galn Incdex 0.13 +(.009 0.007 RE 0038
Mean LDL:HDL cholasterol ratio
Absotute loss 0.41 -0.027 0.016 09 L0054
Relative joss 0.7 -0,011 0006 07 0064
Net gain 0.40 +0.013 0.017 A4 L0012
Net galn index Q.15 +0.006 0.007 36 0016
Change In LDL-HDL cholesterol ratio
Absolulg loss 0.30 ~0.010 017 54 0010
Relative loss 0,12 ~0.005 0,007 49 {0013
Net gain 043 -0.003 0.018 R 0001
Net gain index .18 —0.002 0.007 a0 0002

Concluslons

Our results indicate that there is no association, by
either a categorical or continuous approach, between
restenosis and serum cholesterol levels, suggesting that
measures aimed at reducing total cholesterol are unlikely
to significantly influence postangioplasty restenosfs,
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Abstract

Background: Aithough smoking is a well known risk factor for atherosclerosis
it's influence on post angioplasty restenosis, is onclear.

Methods: We investigated the incidence of smoking on restenosis in 2,948
patients prospectively enroled and successfully completing 4 major restenosis
trials utilising quantitative angiography prior, immediately post successful angio-
plasty and at six months

Results: Within the study population there were 530 current smokers, 1690 ex
smokers and 728 patients non smokers. Smokers were more likely to be male
(85.9% vs 87.5% vs 65.3%, current vs ex vs never, p<0.001), to be younger
(54.0+£9.0 vs 57.0+9.1 vs 59.9+9.4 years, p<0.001), to have peripheral vascular
disease (7.2% vs 5.5% vs 2.3%, p<0.001), have sustained a previous imyccardial
infarction (42.9% vs 43.9% vs 37.9%, p=0.022) and be in a worse anginal class
(p=0.017), but iess likely to be diabetic (9.1% vs 9.5% vs 12.6%, p=0.043) or
hypertensive (24.9% vs 29.3% vs 37.2, p<0.001). They were more likely to have
the dilated lesion in the RCA (36.2% vs 34.1% vs 25.9%, p=0.002) and their
lesions required a longer duration of inflation (344+288secs vs 3234264 vs
3014267, p=0.021) at higher pressures (8.7£2.5 vs 8.6:£2.5 vs 8.242.5 atm,
p<0.001). There was no significant difference in the categorical (>50%DS) reste-
nosis rate at 6 months (35.28% vs 35.33% vs 37.09%, current vs ex vs never, or
the absolute/relative loss (Absolute loss 0.29+0.54 vs 0.33+0.52 vs 0.35+0.55mm,
p=0.172, reiative loss 0.12:+0.22 vs 0.13+0.21 vs 0.14+0.22 respectively,
p=0.085).

Conclusion: Thus smokers, despite having a lower incidence of known predispo-
sing risk factors for atherosclerosis, require coronary intervention almost 6 years
earlier than non smokers and 3 years earlier than ex smokers. Once they undergo
successful coronary angioplasty however their short term (six month) outcome is
similar to non smokers.

146



Introduction

Restenosis after successful coronary angioplasty remains a major limitation of the
technique (1,2). Post mortem and recent intracoronary ultrasound studies suggest
that it involves a combination of slow elastic recoil, vessel remodeliing, thrombus
incorporation and late myointimal hyperplasia (3-7). Cigarette smoking can theo-
retically be involved in any of these mechanisms. Studies have shown that ciga-
rette smoke can inhibit prostacyclin production by the vascular endothelial cells
(8), impair endothelial function (9,10), activate platelets (11) and lower the base-
line fibrinolytic activity in blood (12) thus enhancing platelet aggregation and
thrombosis (9, 13), all of which may be involved in the restenosis process (14,15).
Cigarette smoke and its constituents can also cause acute coronary vasoconstric-
tion (16), substantially altering local flow dynamics at the angioplasty site resul-
ting in increased platelet deposition and local thrombus formation (17), further
increasing the possibilities of acute occlusion and long term restenosis (18).
Because of these theoretical consideration and also the large body of experimental
and clinical evidence linking smoking habits with atherosclerosis, resulting in an
increased risk of myocardial infarction, unstable angina and sudden death (19-21),
a number of studies have investigated the role of smoking on restenosis after suc-
cessful coronary angioplasty (22-26). The results have been conflicting however
with two studies suggesting a positive relationship (22,23) and others suggesting
no relationship (24-26) between the two. Discrepancies between studies have ari-
sen for a number of reasons. Firstly most have been retrospective analyses using
smali patient numbers and as such subject o a type B error (23). Second they
have almost invariably used visual assessment of the angiogram which previous
studies have shown to have wide inter- and intra- observer variability (27).
Furthermore the angiographic follow up rate has been generally poor and perfor-
med for recurrence of symptoms {22, 24), thus introducing important selection
bias. We attempted to overcome these limitations by using a validated automated
edge detection technique to evaluate the effect of smoking habits on restenosis in
a large series of patients undergoing successful balloon angioplasty and routine
follow up angiographic assessment at a pre determined time interval.

Methods

Patients

The study population comprised 3,582 patients with significant primary stenoses
in native coronary arteries who were prospectively enrolled into four major reste-
nosis trials {28-31). These demonstrated that active therapy had no effect on res-
tenosis or clinical outcome in the first 6 months after balloon angioplasty so for
the purposes of this study the data for the active and placebo groups were pooled.
Patients were eligible for study entry if they were symptomatic or asymptomatic
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men, or women without child bearing potential, with stable or unstable angina
pectoris and proved angiographically significant narrowing in one or more major
coronary arteries. Informed consent was obtained in all cases before the coronary
angioplasty procedure. Patients with developing myocardial infarction and signi-
ficant Ieft main discase were excluded from the study.

Smoking history

A history of smoking was requested as part of the routine work up. Patients were
asked if they had ever smoked and whether they were continuing to smoke and
their answers recorded on the data sheet. In a subgroup of 1048 patients (those
taking part in the Park and Carport studies) smoking status was also ascertained at
both the 1 and 6 month follow up visits.

Angioplasty procedure and follow up angiography

Coronary angioplasty was performed with a steerable, moveable guide wire sys-
tem by the femoral route. Standard balloon catheters were used. The choice of
balloon type and brand as well as inflation pressure and duration were left to the
discretion of the operator. Patients were followed up for 6 months at which time a
foltow up study was performed. If symptoms recurred within 6 months coronary
angiography was carried out earlier. If no definite restenosis was present and the
follow-up time was below 4 months, the patient was asked to undergo further
coronary arteriography at 6 months,

Quantitative angiography

Three coronary angiograms, in total, were obtained for each patient, pre-, post-
PTCA and at angiographic follow up. The angiograms were recorded in such a
manner that they were suitable for quantitative analysis by the computer assisted
Coronary Angiography Analysis System (CAAS) which has been described and
validated earlier (32). To standardise the method of data acquisition and to ensure
exact reproducibility of the angiographic studics, measures were taken as pre-
viously described and all angiograms were processed in a central angiographic
core laboratory (28-31). Because the computer algorithm is unable to measure
total occlusions, a value of Omm was substituted for the minimal lumen diameter
and a value of 100% for the percent diameter stenosis pre PTCA. In these cases
the post angioplasty reference diameter was substituted for vessel size,
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Angiographic Definitions used

Vessel size refers to the reference diameter of the relevant coronary segment and
is represented by the interpolated reference diameter pre-PTCA.

Minimum luminal diameter (MLD) is the point of maximal luminal narrowing in
the analysed segment.

Restenosis was assessed using both a categorical and a continuous approach (33,
34). For the categorical approach we used a cuf-off point of >50% diameter ste-
nosis at follow up. For the continuous approach we examined the absolute and
relative loss which may reflect the behaviour of the lesion during and after angio-
plasty better, and may therefore be better representations of the pathological pro-
cess involved during follow up (33).

Absolute Gain and Absolute loss represent the improvement in minimal luninai
diameter achieved at intervention and the absolute change during follow up
respectively, measured in mm. Absolute Gain = MLD post PTCA - MLD pre
PTCA. Absolute loss = MLD post PTCA - MLD at follow up.

Relative gain and relative loss depict the improvement in minimal luminal diame-
ter achieved at intervention and the change during foliow up respectively, normali-
zed for vessel size. Relative gain = [MLD post PTCA - MLD pre PTCA}/Vessel
size. Relative loss = [MLD post PTCA - MLD at follow up}/Vessel size.

The absolute net gain is the MLD at follow up - MLD pre-PTCA.

The net gain index is the net gain normalised for the vesel size. Net gain index=
IMLD at follow up-MLD pre-PTCA]/Vessel size.
The loss index is the late loss expressed as a fraction of the acute gain (loss/gain).

Statistical analysis

Data was analysed using the SAS statistical software package. All values are
expressed as mean value + 1 standard deviation. Differences in categorical varia-
bles were assessed using the Chi-square test. Analysis of variance was used to
assess differences in continuous variabies between the 3 groups, Whenever the
difference between 2 of the 3 subgroups were tested, Bonferroni correction was
applied. Comparisons of ranked variables (clinical end points) were tested using
the Kruskal-Wallis test. The difference in event free survival time between the
three groups was evaluated using the Kaplan-Meier method with the log rank and
Wilcoxon test. As multiple lesions within a given patient are not independent
with respect to smoking, a patient based analysis, using a single, randomly selec-
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ted lesion in patients with multivessel angioplasty, was performed. To study the
relationship between a binary outcome parameter (the occurence of a clinical
event) and multiple categorical and continuous determinants multiple logistic
regression analysis was used. To study the relationship between continuous outco-
me parameters and multiple categorical and continuous determinants multiple
linear regression analysis was used. p values <0.05 were considered significant.

Results

Baseline patient clinical characteristics

The study population comprised 2,948 patients (3,581 lesions, 1.22 lesions per
patient) who successfully completed the study and had follow up quantitative
angiography. The overall angiographic restudy rate was 86% of all patients under-
going successful PTCA. Within the study population there were 728 patients (389
lesions) who had never smoked 1690 patients who were ex smokers (2,057
lesions) and 530 patients who were still smoking (635 lesions) at the time of the
index procedure. Within the subgroup of 1048 patients (those taking part in the
Park and Carport studies) where smoking status was also ascertained at the 1 and
6 month follow up visits, 2 (0.72%) of 279 patients who never smoked previously,
took up smoking by 1 month and continued to six months. Fifty two (8.79%) of
603 ex smokers restarted smoking by six months (26 (4.31%) by 1 month) whilst
64 (38.55%) of 166 current smokers had given up by the six month follow up visit
(43 (25.90%) by 1 month).

The clinical and angiographic characteristics of the three groups are summarised
in Tables | and 2.
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Lesion type Never smoked Ex Smoker Current smoker Significance
. Level
Number of patients 728 1690 530
Men 65.3% 87.5% 85.9% 0.000
Age (years). 56.949.4 57.049.1 54.049.0 0.000
Previous Myocardial Infarction 37.9% 43.9% 42.9% 0.022
Previous CABG 3.6% 4.6% 4.0% 0.470
Previous PTCA 4.1% 5.1% 5.5% 0.486
Diabetes mellitus 12.6% 9.5% 9.1% 0.043
Insilin dependent diabietes mellius  1.8% 0.7% 0.4% 0.009
History of hypertension 31.2% 29.3% 24.9% ¢.000
History of hypercholesterolaemia 32.0% 31,5% 31.9% 0.965
History of Peripheral vascular disease 2.3% 5.5% 7.2% 0.000
Anginal class 0.032
None 6.3% 5.8% 43
CCS Class 1 9.8% [1.7% 11.3%
CCS8 Class If 34.6% 32.6% 29.4%
CCS Class TH 31.5% 29.9% 29.1%
CCS Class IV 17.9% 20.2% 25.9%
Duration of angina (weeks) 120+208 1114209 94202 0.205
Days since deterloration of angina  80+198 79+181 65127 0.524
Medication at screening
Beta blockers 52.3% 49.2% 51.5% 0.321
Calcivm antagonists 65.4% 76.4% 72.3% 0.016
Nitrates 62.1% 66.7% 66.2% 0.659
Anticoagulants 0.8% 1.5% 2.5% 0.067
Thrombocyte aggregation inhibitor  64.3% 63.5% 67.7% 0.203
Aspirin 77.9% 83.4% 83.1% 0,032
Persantin 16.6% 11.6% 15.2% 0.121
Laboratory Investigations
Haemogtobin 8.72+0.86 8.89+0.80  8.99+0.86 0.000
Haematocrit 0.41+0.04 0.42+0.04  0.4340.04 0.000
White cell count 7.05+2.94 7.34+£2.09  8.2642.24 0,000
Platelet count 260+80 255466 258470 0.276
Total cholesterol {mmol/1} 5.88+1.31 5.80+1.21  5.88+1.20 0.249
HDL cholesterol (mmol/1} 1.2020.34 1.13+£0.56  1.11+0.69 0.477
LDIL. cholesterol (mmol/l) 4,15+1.18 4.16+£1.33  3.94+1.20 0.519

Table 1. Baseline clinical characteristics of current smokers, ex-smokers and non
smokers, CCS- Canadian classification system. CABG- Coronary artery bypass

graft. PTCA- Percutaneous transluminal coronary angioplasty. * p <0.05 vs

never, + p <0.05 vs ex smoker, * p<0.05 vs current
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Lesion type Never smoked Ex Smoker Current smoker Significance

Level
No of diseased vessels 0.347
1-VD 65.0% 62.9% 66.0%
2-VD 26.4% 29.5% 25.7%
3-VD 7.8% 7.2% 7.6%
Leston Location 0.002
LAD 50.6% 42.0% 41.1%
LCx 22.8% 24.7% 23.8%
RCA 26.5% 33.3% 34.9%
Lesion characteristics
Total acclusion pre PTCA 7.8% 7.5% 7.0% 0.852
Conceniric 46.2% 43.8% 44.6 0.606
Tandem lesion 3.8% 4.2% 3.9% 0.871
Multiple Irregularities 83% 7.5% 8.4% 0.742
Branch point in stenosis 37.3% 32.2% 26.8% 0.054
Branch point in dilatation site 65.4% 65.5% 61.8% 0.635
Coronary ariery bend 19.9% 19.7% 18.3% 0.772
Calcified lesion 12.5% 12.8% 10.2% 0.275
Thrembus visible (pre or post PTCA) 5.4% 4.5% 6.0% 0316
Degree of collateral supply 0,005
No collaterals 78.5% 85.1% 87.7%
Slight (minimal perfusion) 5.9% 4.2% 3.1%
Medium (partial perfusion) 6.8% 4.4% 4.6%
Major (complete perfusion) 4.0% 3.7% 1.6%
Not assessed 4.8% 2.7% 2.9%
PTCA procedure
Nominal size of largest batloon (mm) 2.87£0.42 2.894043 2874042 0.342
Balloon to artery ratio 1.13+£0.18 1124018 11240.19 (.402
Total number of inflations 36+2.6 3.642.2 38424 0412
Total duration of inflation (secs) 301267 3234264 3441288% 0.021
Maximum Inflation pressure (atm}  8.2+2.5 8.642.5% 8.742.5% 0.001
Post PTCA result
Dissection at the dilated site 37.5% 34.2% 31.3% 0.069
Dissection Type 0.255
Type A 16.0% 14.9% 15.7%
Type B 16.7% 15.1% 11.1%
Type C 4.1% 3.7% 4.0%
Type D 0.2% 0.0% 0.0%
Type E 0.2% 0.2% 0.0%
Type F 0.2% 0.0% 0.0%
Days to follow up 161445 162444 163444 0.553

Table 2. Baseline angiographic and procedural data of current smokers, ex-simo-
kers and non smokers. 2-VD Two vessel disease, 3-VD, three vessel disease,
LAD, left anterior descending, LCx, left circumflex artery, PTCA, percutaneous
transtuminal coronary angioplasty, RCA, right coronary artery, SVD, Single vessel
disease. *=p<0.05 vs never, + p <0.05 vs ex smoker, » p<0.05 vs current
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There were marked differences in the baseline demographic characteristics of the
three groups. There was a significantly higher proportion of men in the two smo-
king categories and they were also younger. In addition they were more likely to
have had a previous myocardial infarction and a history of peripheral vascular dis-
ease. Smokers were also less likely to be diabetic or have a history of hyperten-
sion. There were also marked differences in anginal class with smokers more
likely to have angina in CCS class IT and IV and in medication with smokers and
ex smokers more likely to be taking calcium antagonists and aspirin,
Haematologically smokers were distinguished by having higher haemoglobin
levels, haematocrit and white cell counts.

Clinical follow up.

One hundred and eight (20.3%) of the current smokers, three hundred and seventy
five (22.2%) of the previous smokers and one hundred and eighty five (25.41%)
of the non smokers had a clinical end points (Redo PTCA, CABG, Acute
Myocardial Infarction or death) during follow up (p=0.085) When we compared
the event free survival by way of the Log rank test the p value was 0.088 whilst
the Wilcoxon test, which places more emphasis on early events rendered a p value
of 0.095 which is comparable, The individual components for current, ex and non
smokers were: death, 0% vs 0.12% vs 0.55%, myocardial infarction, 2.64% vs
2.66% vs 3.57%, Coronary artery bypass grafting, 1.89% vs 2.66% vs 2.75% and
and re-PTCA, 15.85% vs 16.75% vs 18.54% respectively {p=0.057). The time
course of clinical end points are suminarised in Figure 1.
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The mean time to clinical follow up was similar in the three groups (Current smo-
kers 163244, ex smokers 162+44, non smokers 1614+45).

Figure 1. Cumulative distribution curve of clinical end points over time for cur-
rent smokers, ex-smokers and non smokers.

In order to exclude the possibility of selection bias influencing our results we also
examined the clinical end points in the 14% of the population in whom no QCA
measurements were avaitable, either pre, post or at follow up, and who were there-
fore excluded from the study population, Of these patients 22.5% of current smo-
kers, 22.6% of previous smokers and 23.2% of the non smokers had a clinical end
points (Redo PTCA, CABG, Acute Myocardial Infarction or death) during follow
up. The difference was not statistically significant (p=0.99). The individual com-
ponents of worse clinical end point such as death, myocardial infarction, Coronary
artery bypass grafting and re-PTCA were 7.14%. 2.04%, 6.12% and 7.14%
respectively for current smokers 3.17%, 4.37%, 4.76% and 10.32% for ex smo-
kers and 0.89%. 3.57%, 7.14% and 11.61% for non smokers. The differences in
the individual clinical end points between the three groups were not significant
(p=0.340).

In order to exclude the possibility of cross over from the current smokers to ex
smokers influencing our results we also examined the clinical end points in the
sub group of the study population who stopped smoking after the index procedure
and theoretically would have crossed over from the current smokers to the ex smo-
kers group. Of these 27.7%, had a clinical end peint compared to 23.8% of
patients who continued to smoke (p=0.60)

Quantitative angiographic analysis and coronary angioplasty
procedure.

A mean of 2.12 matched angiographic projections per lesion had satisfactory
quantitative analysis performed, at the central angiographic core laboratory, pre-,
post- PTCA, and at follow up (Table 2 & Table 3). The distribution of lesions was
significantly different in the three groups with non smokers having more lesions
in the LAD and less in the right coronary than smokers and ex smokers.

Non smokers were also more likely to have visible collaterals on baseline angio-
graphy. (Table 2)

There were no significant differences in the baseline quantitative angiographic

measurements between the three groups apart from a borderline significant higher
mid pre PTCA in current smokers (Table 3).
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Never smoked

Ex Smoker

Current smoker

Significance

evel
Reference Diamefer (mmn)
Before angioplasty 2.60+0.54 2.65+0.53 2.6420.54 0.116
After angioplasty 2.6540.52 2.69+0.50 2.67+£0.51 0.129
At follow up 2.6740.56 2.71+0.56 2.7140.54 0.200
Minimal luminal diameter (imm)
Before angioplasty 0.96+0.40 1.00£0.40 1.0246.38 0.046
After angioplasty 1.75+£0.37 1.78+0.36 1.76+£0.34 0.144
At follow up 1.40+0.62 1.44:0.57 1.46+0.59*% 0.096
Differences in MLD
Absolute Gain 0.78+0.43 0.7840.41 0.74+0.40 0.128
Relative Gain 0.3120.16 0.3040.16 0.29+0.15 0.074
Absolute Loss 0.35+0.55 0.3340.52 0.29+0.54 0.172
Relative Loss 0.14+0.22 0.13+£0.21 0.12+0.22 0.085
Absolute Net Gain 0431061 0.45+0.50 0.45+0.61 0.870
Net Gain Index 0,160,253 0.1740.22 0.16+0.24 0.282
Loss Index 0.41+2,37 0.60+5.01 0.45+1.34 0.545
Percentage stenosis
Before angioplasty 62.35+14.38 61.75+14.32  60.74+14.02 0.142
After angioplasty 33.5748.43 33.55+8.33 33.70£7.81 0.929
At follow up 47.32+20.34 46.19+18,91  45.69+19.11 0.278
DS at follow up >50% 37.09% 3533% 35.28% 0.687

Table 3. Quantitative angiographic analyses of current smokers, ex-smokers and
non smokers. DS, diameter stenosis. MLD, Minimal luminal diameter. *=p<(.05

YS NEvVEr,

Smokers however required a higher duration of inflation (current) and inflation

pressure (both current and ex} for a successful angioplasty procedure, Post-PTCA
all quantitative angiographic measurements and derived parameters were similar

for the three groups (Table 3, Figure 2) again confirming the similarity in acute

angiographic outcome.
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Figure 2. Upper panel: Cumulative distribution curve of MLD post PTCA and at
follow up for current smokers, ex-smokers and non smokers. Lower panel:
Cumulative distribution curve of percentage stenosis post PTCA and at follow up
for current smokers, ex-smokers and non smokers.

At the 6 month angiographic follow up there was no significant difference in
angiographic outcome between the three groups (Table 3, Figure 2). The overall
restenosis rate for the study population was 35.8% using the categorical (>50%
stenosis at follow up) approach {Current smokers 35.28%, Ex smokers 35.33%,
non smokers 37.09%, p=0.687). Additionally the absolute and relative loss were
also similar between current, ex smokers and non smokers (Absolute loss
0.2940.54 vs 0.3320.52 vs 0.354+0.55mm, p=0.172, relative loss 0.12+0.22 vs
0.13+0.21 vs 0.14:£0.22 respectively, p=0.085) (Table 3, Figure 3).
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curve of refative loss for current smokers, ex-smokers and non smokers.

Multiple linear regression analysis

We have previously demonstrated that Vessel size, mid pre-PTCA, absolute gain
and Lad location make a significant contribution to late angiographic outcome
(35). Adding smoking to this model did not significantly improve it's predictive
value. Least Squares means for absolute loss were 0.348, 0.311, 0.307 for non
smokers, ex smokers and current smokers respectively. The p value of adding the
variable smoking to the model was 0.15, which is not significant,
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In order to ascertain whether the tendency towards improved clinical outcome in
patients who smoke was related to differences in the underlying baseline characte-
ristics we corrected for these variables to sece whether smoking had any signifi-
cant, independent, predictive value. We performed logistic regression with the
above mentioned baseline characteristics as covariates resulting in a p value for
the variable smoking of 0.122 suggesting that differences in clinical outome were
related to differences in baseline characteristics.

Discussion

Our results indicate that there are marked differences in baseline clinical, angio-
graphic and procedural characteristics between smokers and non smokers under-
going coronary angioplasty. Smokers, despite having a lower incidence of known
predisposing risk factors for atherosclerosis, require coronary intervention much
earlier than non smokers but once they undergo successful coronary angioplasty
their short term (six month) outcome is similar to non stmokers.

Two previous studies have suggested that smoking may be associated with an
increased risk of restenosis (22, 23). Both studies however were in small patient
populations, with a low angiographic follow up rate, performed for recurrence of
symptoms, and without quantitative angiographic analysis, Using a large patient
population with a high quantitative angiographic follow up rate at a predetermi-
ned, six month, time interval our study has shown that smoking, a risk factor for
atherosclerosis in general, is not a significant risk factor for restenosis.

There are a number of possible reasons for this. First, although cigarette smoking
has been shown to be a risk factor for atherosclerosis this is over the course of
years (19-21), whereas careful serial quantitative angiographic studies have shown
restenosis to occur in the first 3 to 6 months after intervention (1,2). Thus cigaret-
te smoking may have little influence on the process over this short time frame.
Second, the mechanism(s) of restenosis are still incompletely understood and like-
ly to involve differing contributions of slow elastic recoil (4), thrombus incorpora-
tion (5, 36), vessel remodelling (6,7) and myointimal hyperplasia (3,4) in each
individual patient. Cigarette smoking is unlikely to influence all of these mecha-
nisms. Third, it is possible that the sudden withdraw! of cigarettes during and
immediately after the procedure in the smokers may have had some favorable
effect on vascular or haematological systems (37, 38) that discouraged local plate-
let deposition, mural thrombus formation and consequent restenosis. Fourth, there
may be substantive differences in plaque characteristics between smokers and non
smokers which may ameliorate any thrombogenicity associated with smoking. In
support of this are the higher inflation pressures and duration of inflation required
for successful dilatation of the atherosclerotic plaque in the smoking group and
evidence in the literature suggesting that lesions in smokers have a higher content
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of collagen (39) and that the type of lesion which precipitates myocardial infarc-
tion in smokers is less severe and possibly generated by a different mechanism in
smokeis (38).

Differences in baseline characteristics

There were significant differences in the baseline clinical, angiographic and pro-
cedural characteristics between the smoking classes which could have been
responsible for, or associated with, the outcome of the procedure, Smokers were
younger, more likely to be male, to have peripheral vascular disease and to have
sustained a previous myocardial infarction. Conversely, they were were less likely
to have diabetes mellitus or a history of hypertension, These differences in base-
line characteristic may be related to age. For example as smokers tend to develop
atherosclerosis at a younger age they would be ess likely to develop diseases of
the older age group such as hypertension and diabetes. Many epidemiological
studies have however also reported that smokers have significantly lower blood
pressures than ex smokers or non smokers (40), but the mechanism for this negati-
ve relationship is unknown, These differences in baseline clinical characteristics
may have influenced clinical and angiographic outcome in a number of ways. For
example, diabetics are more likely to have restenosis than non diabetics (24),
whilst dilatation of a vessel supplying previously infarcted territory is more likely
to result in occlusion at the time of follow up angiography.

There were also significant differences in baseline haematological characteristics
with smokers having a significantly higher haemoglobin, haematocrit and white
cell count than non smokers, with ex smokers somewhere in between. Evidence
in the literature suggests that smokers are also more likely to have a higher fibrin-
ogen level and blood viscocity (41), What infinence these variables may have on
clinical and angiographic outcome after intervention is unclear. Although elevated
fibrinogen levels have not been associated with a higher restenosis rate in a small
series (42) elevated white cell counts (43) are known to be strong predictors of
myocardial infarction {44, 45) and to be a marker of important cellular injury.

There were also differences in the distribution of lesions with smokers having
more lesions in the RCA and less in the LAD than non smokers, and ex smokers
somewhere in between. This is in keeping with other evidence in the literature
suggesting a more proximal location of coronary fesions in hypercholesterolae-
mic non smokers with more distally situated lesions in normocholesterolaemic
smokers (46). The lower incidence of LAD lesions with their known higher inci-
dence of restenosis {35) may be responsible for the trend towards less absolute
and relative loss in smokers with concordance. from current smokers, through ex
smokers to non smokers.

There were also significant differences in procedural characteristics with lesions
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in smokers requiring a longer inflation time at a higher pressure. This would sug-
gest that there may be differences in plague characteristics between the two
groups which may have affected clinical and angiographic outcome in both a posi-
tive and a negative way. This is supported by evidence in the literature suggesing
that smokers have a significantly higher content of collagen in coronary endarte-
rectomy specimens (39), whilst smoking has also been shown to increase arterial
wall stiffness- a change which may be associated with reduction of medial porosi-
ty and reduces flow pulsatility (47).

Clinical implications

Smokers should be strongly discouraged from smoking. In our study population,
smokers, despite having a lower incidence of known predisposing risk factors for
atherosclerosis, such as hypertension, diabetes and hypercholesterolaemia, requi-
red coronary intervention almost 6 years earlier than non smokers and 3 years ear-
lier than ex smokers. This was on a background of increased risk of previous
myocardial infarction and peripheral vascular disease. If the patient is completely
unable to stop smoking however, continued smoking per se should not be a con-
traindication for coronary angioplasty.

Limitations of the study

Our study has a number of limitations. Firstly, it was a retrospective analysis of
prospectively gathered data and is hence subject to the limitations inherent in any
retrospective analysis, For example it is possibie that unknown variables not exa-
mined in our logistic regression model may account for the lack of a worse clini-
cal and angiographic outcome in smokers. Second, our data only apply to suceces-
sful angioplasty procedures and to a 6 month follow up period. Thus we do not
know if smoking reduces the chances of acute success or increases the immediate
acute complications of the procedure. Additionally, although restenosis is usually
manifest in the first 6 months, we do not know whether a longer follow up period
may in fact demonstrate progression of the angioplasty lesion in smokers. Third,
we do not have objective verification of the patient's self reported smoking status
as we did not specifically assess, perhaps by periodic measurement of urinary pro-
ducts, whether supposed ex-smokers had truly stopped or whether they were con-
tinuing to smoke. This is especially pertinent as patients may give misleading
answers in order to ensure the doctor's approval. It is also possible that, given the
large effects of secondhand smoke on arterial function, passive smoking could
have affected the data in the ex smokers and to a lesser extent the non smokers
and thus lead to an underestimate of the effects of smoking. Conversely we also
do not have information on how many current smokers stopped smoking after
angioplasty, and on the contribution of this to their improved outcome. In the
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small subgroup in which this information is available however, a large proportion
(38%) of smokers, stopped smoking by the time of the six month follow up visit.
A further possibility is that our study may have been underpowered to detect a
small enough difference between the groups. Given the number of patients and
the restenosis rate (both categorical and continuous (absolute loss)) in the never
smoked group, our study has a power of 90% to detect a difference of 20% in the
smoking group for the categorical restenosis rate and 0.10 mm for the absolute
foss. We would consider botl of these to be clinically significant but the fact
remains that if the effect of smoking is below these levels we would have been
unable to detect it. Ideally, future studies should include intravascular ultrasound
assessment of the acute results of intervention (48) and the mechanism of subse-
quent restenosis, differentiating between stow recoil, thrombus formation/incorpo-
ration and intimal hyperplasia (6, 49), to have a better likelihood of demonstrating
benefit from cessation of smoking.

Conclusions

Our results indicate that smokers, despite having a lower incidence of known pre-
disposing risk factors for atherosclerosis, require coronary intervention almost 6
years earlier than non smokers and 3 years earlier than ex smokers, Thisisona
background of increased risk from previous myocardial infarction and peripheral
vascular disease. Once they undergo successful coronary angioplasty however
their short term (six month) outcome is similar to non smokers, Our findings thus
warrant continuing strong efforts to discourage smoking in our patients.
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Chapter 13

Role of angiographically identifiable thrombus on long term
luminal renarrowing following coronary angioplasty: A
quantitative angiographic analysis.
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Role of Angiographically Identifiable Thrombus
on Long-term Luminal Renarrowing
After Coronary Angioplasty
A Quantitative Angiographic Analysis

Andonis G, Violaris, MD, MRCP; Rein Melkert, MD, MS;
Jean-Paul R. Herrman, MD; Patrick W. Serruys, MD, PhD

Background Esperimental studjes suggest that mural
thrombus may be fovolved i postangioplasty restenosis. The
aim of our study was to examine the rofe of angiographically
identifiable thrombus in the clinical situation.

Methods and Results  'The study poputation comprised 2950
patients {3583 lesions). The presence of angiographicatly iden-
tifiable thrombus either before or after the procedure was
defined as the presence of a generalized haziness or fiiling defect
within the arierial fumen. Restenosis was assessed by both a
categorical (>>505% diameter stenosis at follow-up) and a contin-
uous approach {absolute and relative losses). The study popula-
tion included I6G lesions with and 3423 lesions without angio-
graphically ideatifiable thrombus. The categorical restenosis rate
was significantly higher in lesions containing angiographically
identifigble thrombus: 43,19 versus 34.4%%, £<.01; relative risk,
£449; CI, 1.051 to 1.997. The absolute and relative losses were
also higher in lesions containing anpiographically ideatifiable
thrombus (absolute loss, 0.43+0.66 versus 0.3220.57; relative loss,
0.1620.26 versus 0.130.2k; both P<.05). The higher restenosis

in these lesions was due primarily to an increased incidence of
acelusion at follow-up angiography in this group: 13.8% versus
5.76%, P<.001. When lesions that went on to occlude by the time
of follow-up angiography were excluded from the analysis, the
restenosis rate between the two groups was similar by both the
categorical {34.15% versus HLd%, P=NB; relative risk, 1.183; CI,
0.824 to 1.696) and continuous (absolate loss, §.23£0.46 versus
0242042, P=NS; relative loss, 0.09+0.17 versus 0.09+0.16,
P=NBS} approaches.

Conelusions  Qur results indicate that the presence of an-
piographically identifiable thrombus at the time of the angio-
plasty procedure is associnted with higher restenosis. The
mechanism by which this eccurs is through vessel occlusion at
follow-up angiography. Measures aimed at improving ouicome
in this group of patients should be focused in this direction.
(Circulation. 1996;93:989-897,)

Key Words e angioplasty e thrombus e angiopraphy e
trials ¢ meta-analysis

Gruentzig et al! and the subsequent refinements

in equipment, the indications for the technique
have been expanded to include patients with unstablc
angina’* and acute myocardial infarction.’ In these
situations, however, angioplasty carries increased risks
thought 1o relate, in part, to the presence of thrombus, A
number of studies have demonsirated that the presence
of angiographically identifiable thrombus either before
or after dilatation of a coronary stenosis carries an
increased risk of acute occlusion®” The influence of
thrombus on long-term restenosis, however, is less clear.
Esperimental work suggesis that local platelet deposi-
tion with the subsequent release of a number of chemo-
tactic and milogenic factors, such as platelet-derived
growth factor and thrombin,® may mediate the fibropro-

S ince the introduction of coronary angioplasty by
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liferative response. Recurrent platelet aggregation at the
site of injury with associated vasoconsiriction and the
consequent increased frequency and severity of cyclic
coronary blood flow variations may also play an impor-
tant role in the subsequent development of neointimal
proliferation,® Although one study suggested that throm-
bus formation and incorporation into the vessel wall may
play a pivotal role in restenosis,’® this has not been
cenfirmed by other investigators.” Few clinical studies
have actually assessed the role of angiographically iden-
tifiable thrombus on subsequent restenosis. The aim of
this study was o examine the role of angiographicaliy
identifiable (hrombus on long-term restenosis in a large
series of patients undergoing successful balloon angio-
plasty and routine follow-up QCA assessment.

Methods

Patients

‘The study population was taken from the 3582 patients with
significant primary stenoses in native coronary arteries who
were prospectively envolled into four major restenosis tri-
als,!>15 These demonstrated that active therapy had no effect
on restenosis or clinical eutcome in the first & menths after
balloon angioplasty, so for the purposes of this study, the data
for the active and placebo groups were pooled. Patients, men
or womer, were eligible for study entry if they were symptom-
atic or asymplematic, bad stable or unstable angina pectoris,
and showed angiographically significant narrowing in one or
more major coronary arteries. Patients with recent (<1 week)



Selected Abbreviatlons and Acronyins
LAD = left anterior descending cororary artery
MLD = minimum Juminal diameter
PTCA = percutancous {ranslumiral coronary angioplasty
QCA = quantitative cororary angiography
RCA = right coronary artery

or evolving myocardial infarction and those with significant left
main coronary artery disease were excluded from the study.

Angioplasty Procedure and Follow-up Angiegraphy

Coronary angioplasty was performed with a steerable, mov-
able guide-wire system by the femoral route. Standard balloon
catheters were used, The chedce of balloon type and brand as
well as inflation duration and inflation pressure were [eft to the
discretion of the operator. Patients were followed up for 6
months, at which time a follow-up study was performed. If
symptoms recurred within & months, coronary angiography was
carried out earlier, If no definite restenosis was present and the
follow-up time was <4 months, the patient was asked to
underge further coronary arteriography at 6 months,

Quantitative Coronary Angiography

Three coroaary angiograms, in total, were obtained for cach
patient: before and after PTCA and at angiographic follow-up.
To standardize the method of data acquisition and to ensure
cxact reproducibility of the angiographic studies, measures
were laken as previously described and all angiograms were
processed in a central angiographic core laboratory. 4% The
angiograms were recorded in such a manner that they were
suitable for QCA by the computer-assisted Coronary Angiog-
raphy Analysis System (CAAS), which was deseribed and
validated earlier.’® Because the computer algorithm s unable
to measure total occlusions, a value of 0 mm was substituted for
the MLD and a value of 100% for the percent diameler
stenosis before PTCA. In these cases, the postangioplasty
reference diameter was substituted for vessel size,

Definitions

Angiographically identifiable thrombus was defined as the
presence of a filling defect within the corenary lumen, sur-
rounded by contrast material, seen in multiple projections and
in the absence of calcium within the filling defect.1%18 Alterna-
tively, the persistence of contrast material within the lumen or
visible embolization of intraluminal materizl downstream was
also taken to represent intracoronary thrombus.

Total occlusion was present if no anterograde filling beyond
the lesion was visible or if faint, late anterograde opacification
of the distal segment was present in the absence of a discernible
luminal continuity.!? Occlusion at follow-up angiography was
similarly defined.

Vessel size refers to the reference diameter of the relevant
coronary segment and is represented by the interpolated
reference diameter before PTCA. MLD is the point of masimal
luminal narrowing in the analyzed segment.

Restenosis: Many criteria have been proposed for the assess-
ment of resienosis?2! For the purposes of this study, we used,
first, the eategorical approach with the traditional cutoff point
of >50% diameter stenosis at follow-up and second, a contin-
uous approach using absolute ard relative losses.?!

Absolute gain and absolute foss represent the improvement
in MLD achieved at interveation and the absolute change
during follow-up, respectively, measured in millimeters, Abso-
lute gain js the MLD afier PTCA minus MLD before PTCA.
Absolute loss is the MED after PTCA minus MLD at follow-up.

Relative gain and relative loss depici the improvement in
ML achjeved at iatervention and the change dering follow-
up, respectively, normalized for vessel size. Relative gain is
[MLD after PTCA minus MLE before PTCA] divided by

vesse] size. Relative Joss is [MLD after PTCA minus MLD at
follow-up] divided by vessel siza.

Absolute net gain is the MLD at follow-up minus MLD
before PTCA.

Net gain index is the net gain normalized for the vessel size,
Net gain index is [MLD at follow-up minus MLD before
PTCA] divided by vessel size.

Statistical Analysis

Data were analyzed with the SAS statistical software pack-
age. A x? test was used to assess differences in categorical
varjables, Student’s ¢ test was used to assess differences in
continuous variables. To test the assurmption that the variances
were equal, the folded-form F statistic was used, Whenever this
assumption was violated, the Cochran and Cox approxdmation
of the r test was used. Differences in variables with an ordinal
scale (severily of clinical outcome) were assessed with the
Wilcoxen rank-sum test. The difference in event-free survival
time between the twa groups was evaluated by the Kaplan-
Meifer method with the log rank and Wilcoson tests. To study
the relation between 2 binary outcome parameter {occlusion at
follow-up, the occurrence of a clinical event) and multiple
categorical and continuous determinants, multiple logistic re-
gression analysis was used. To study the relation between
continuous owicome parameters and multiple categorical and
continuous determinants, multiple linear regression analysis
was used. Lesion characteristics were Investigated with a lesion-
based analysis and patient characteristics with a per-patient
analysis ir which a single lesion was rondomly selecied in
patients with multivessel angioplasty. Values of P<.05 were
considered significant.

Results
Baseline Patient Characteristics, Procedural
Results, and Clinical Follow-up

The study population comprised the 2950 patients
(3583 lesions, 1.21 lesions per patient) who successfully
completed the study and bhad follow-up QCA. The
overall QCA testudy rate was 86% of all patients
untdergoing successful PTCA with a residual QCA ste-
nosis of <50%. Of 3583 lesions in 2950 patients, 160
lesions in 158 patients complied with the angiographic
definition of thrombus present either before or after
PTCA.

The two groups were comparable in terms of age and
sex, but patients with angiopraphically identifiable
thrombus at PTCA were more likely to have sustained a
previgus myocardial infarction and less likely (o have
had a previcus PTCA (Table [}, There were, however,
substantial differences in lesion and procedurat charac-
teristics between the two groups (Table 2}. Thrombotic
lesions were more Hkely to be located in the RCA than
in the LAD and had a much higher proportion of total
occlusions and multiple irregularities. They were also
more likely to require a larger balloon and a greater
number and duration of inflations. After the procedure,
this group of lesions was also more likely to have a
dissection (Table 2).

Forty-four {28%) of the patiests with angiographically
identifiable thrombus present and 625 (22.4%) of the
patients without thrombus had a clinical end point
during follow-up (P=.116). The individuat components
of death, myocardial infarciion, coronary arlery bypass
graft surgery, and repeat PTCA were 0%, 8.3%, 2.6%,
and 17.296, respectively, for lesions containing angio-
graphically identifiable thrombus and 0.2%, 2.6%, 2.5%,
and 17.0% for lesions without thrombus (P=.053). The
mean time to clinical end point was significantly less in
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TasLE 1. Demographlc Data of Patlents With
and Without Thrombus Preangioplasty or
Postangioplasty Inciuded in Anafysis

Thrombus Thrombus

Clinlcal Yariable Preseat Absent
Patients, n 158 2792
Lestons, p 160 3423
fen, % 83 82
Age, ¥ 57+93 55.3%9.3
Ever smoked, % 74 75
Cument smoker, % 22 18
Hypertension, % 36 H
Diabstes, %6 8 1
Hyperipldemia, % 35 32
History of previous PTCA, % 1 4
History of previous MI, % 61 421
Pravious CABG, % 35 4.5
Pain al rest, % 28 34
No. of vessels diseased, %

1vD 61 59

2D 33 32

3V 6 9

Ml indicales myocardial infarction; GABG, coronary artery bypass graft
surgery; and VD, vessels diseased.
‘P<.05, tP<.001.

the angiographically identifiable thrombus group
{63+63 versus 9256 days, P<.05, Fig la), and when
we compared the patlern of occurrence of clinical end
points by way of {he log rank test, the probability value
was 031, whereas the Wilcoxon test, which places more
emphasis on ¢arly survival times, rendered a value of
P=.026, indicating the diverging survival curves in the
beginning. When lesions that went on to occlude at the
time of folow-up angiography were excluded from the
analysis, there was no significant difference in the mean
time to clinical end point (Fig 1b), and the log rank test
gave a value of P=.209, whereas the Wilcoxon test
renderced a value of P=.159, suggesting that the excess
early events were related to the ccclusions at follow-up
angiography.
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Fia 1. a, Cumulative distibution curve of clinical end points
over time for patients with and without the presence of thrombus
at the time of angioplasty. b, Cumulative distribution curve of
clinical end polnis over time for patients with and without the
presence of ihrombus at the time of angioplasty {exciuding
lesfons that went on to ocelude at the time of foflow-up angiog-
raphy). Numbers given are mean=5D. *P<.05,

To exclude the possibility of a selection bias influenc-
ing our results, we alse examined the incidence of
thrombus-laden lesions and clinical end points in the
4% of the population in whom full QCA measurements

TaBte 2, Baseline Anglographic and Procedural Data of Leslons

No Signifleance
Lesfon Type Thrombus Threambus Lovel
Number of lesions 160 3423
Leslon location, % 0040
LAD 338 43.2
LCx 208 25.0
RCA 456 3.8
Typa of lesion, %6
Multipla imegutarities 13.0 7.6 0400
Total occlusion 20.0 68 0000
Tandem lesion 1.3 42 1120
Branch polntin lesion 28.6 328 4660
Eeslon calcification 16.9 121 0930
PICA procedure
Mominal size of largest balloon, mm 3.00+0.43 285043 0001
Ballooa-to-artery ratio 1.12:0.18 1.13=0.19 4345
Totat aumber of Infiations 4229 35323 0013
Total duration of inflation, s A80+325 308+268 0018
Maximum inflation pressure, atm 8.35+253 8482250 5423
Post-PTCA resuit
Dissection al tha dilated sits, 544 33 O0G0

LCx indicates left circumfiex artery.
‘P<05.
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TABLE 3, Cuantitative Analysis of 160 Lesions With and
3423 Lesions Without Thrembus Before or After
Angioplasty Included in Analysis

Ho Signlficance
Thrombus Present Thrombnues Thrembus Level

Ne. 160 3423
Reference diameter, mm

Belora anglopfasty 2771054 2.6020.54 0008
After angloplasty 2.80+0.53 2.65x0.51 0007
Al follow-up 2671064 2.67+056 0000
MLD, am
Befora angioplasty 0.88x0.52 1.01x0.39 .ooat
Adter angioplasty 1.80£0,35 1.75+0.36 0868
At follow-up 1.37x0.71 1442058 1552
Differences in MLD
Absolute gain, mm 0.92+0.53 0.75z041 0000
Relativa gain 0.34+0.19 0.29+0.18 0002
Absofute loss, mm 0.4320,68 0.3220.52 0070
Relative loss 0.1620.26  0.13x0.21 0339
Absoluta net galn, mm 0.49+0.72 0.43+0.57 1970
Net gain index 0.18x027 0,17+0.23 5050
Loss index 1.57+1359 0.46x2.44 Aeoz

Percentags stenosis

Befora angiopfasty 67.78+1827 60.63+14.30 0000

After angloplasty 35.1527.45 33.38x837 0039
Al follow-up S1.71£23.70 45.71x39.00 .oool
DS at follow-up >505%, % 43,13 3438 0289

DS indicates diameter stenosls.
P05, + P01, AP< 001,

were not available and who were therefore excluded
from the study population. The incidence of thrombus in
these patienis {6.79%) was comparable to that in our
study population (5.4%, P=NS). Of these patients with
thrombus, 22.6% and of patients without thrombus,
22.6% had a clinical end point during follow-up
(P=1.000), The individuat worst clinical ¢nd-point com-
ponents of death, myocardial infarction, coronary artery
bypass graft surgery, and repeat PTCA were 3.2%, 9.7%,
3.2%, and 6.5%, respectively, for lesions with and 3.5%,
3.2%, 5.8%, and 10.2% for lesions without thrombus
(P=.403).

QCA Analysis

Satisfactory QCA was performed in a mean of 2.12
matched angiographic projections per lesion (Table 3).
The reference diameter did not change from before to
after the precedure but was significantly larger in lesions
containing angiographically identifiable thrombus, and
this difference remained at follow-up (Table 3). Al-
though the MLD before angioplasty was significantly
smaller in lestons containing angiographically identifi-
able thrombus, the MLD after angioplasty was sinslar,
The residual percent stenosis after PTCA was higher in
the angiographically identifiable thrombus group, as
were the absoluie and relative gains {Table 3, Fig 2}, At
follow-up, although the MLD was similar in both groups,
the percent stenosis was significantly higher in lesions
containing thrombus (Fig 2, Table 3}, as were the
categorical restenosis rate (43,1% versus 34.4%, P<.01;
relative risk, 1.449; CL, 1051 to 1.997) and tihe absolute
and refative losses (Table 3, Fig 3).

The higher restenosis rate in the angiographically
identifiable thrombus group was predeminantly due to
an increased number of ccclusions at follow-up angiog-
raphy (13.8% versus 5.7%, P<.001; relative risk, 2.639;
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Fis 2, a, Cumufative distribution curve of MLD after PTGA and
at follow-up for patients with and without the presence of
thrombus at the time of angloplasty. b, Cumulative distribution
curve of percent stenosis after PTCA and at follow-up for
patients with and without the presence of thrombus at the time
of angioplasty, Numbers given are mean= 8D, *P<.05.

95% CI, 1.645 to 4.233). When lesions that went on to
occlude at follow-up angiography were excluded from
the analysis, there remained a tendency for a higher
categorical restenosis tate in the thrombus group (34.1%
versus 30.4%; relative risk, 1.183; CI, 0.824 to 1.696), but
this was no longer statistically significant (P=.411). The
absolute and relative losses were now also similar
{0.23£0.46 versus 024+042 and 0691017 versus
0.09:£0.16, respectively, both P=NS).

Multiple Linear Regression Analysis

We have previously demonstrated that vessel size,
MLD before PTCA, absoluie gain, and LAD location
make a significant contribution to Jate angiographic
outcome.? Adding thrombus to this model significantly
improved its predictive value. Least-squares means for
absolute loss were 0,404 for lesions with thrombus and
0.318 for lesions without thrombus. The probability
value of adding the variable thrombus to the model was
.037. Adding thrombus to the model when lesions that
went on {o occlude at follow-up angiography were
excluded did not improve its predictive value. Least-
squares means for absolute loss were 0.222 for lesions
with thrombus and 0.243 for lesions without thrombus.
The probability value of adding the variable thrombus to
the model was .549.

To ascertain whether the trend toward a worse clinical
ontcome in patients with thrombus was related to dif-
ferences in the underlying baseline characteristics, we
corrected for these variables to see whether thrombus
had an independent predictive value. We performed
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comected for vessel size} for lesions with and without thrombus,
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logistic regression with the above-mentioned baseline
characleristics as covarfates resulting in a value for the
variable thrombus of P=.038, implying that thrombus
has a positive relation with the probabitity of a clinical
end point. Performing the analysis when lesions that
went on to occlude at follow-up angiography were
excluded gave a value of P=.183, suggesting that the
positive relation with the probabiliey of a clinical end
point was related to ccclusion at follow-up angiography.

Univariate and Multivariate Analyses of Occlusions
at Follow-up Angiography

The finding that the higher restenosis in lesions con-
taining angiographically identifiable thrombus was pre-
dominantly die to an increased number of occlusions at
foliow-up angiography prompted us to examine the time
to clinical and anpiographic follow-up and a number of
variables predictive of late occlusion in this group {Table
4. The time to clinical and angiographic follow-up was
significantly shorter in lesions that occluded at the time
of angiographic follow-up, These lesions had a higher
incidence of total occlusion, a tighter stenosis before
PTCA, a longer duration of inflation with the use of a
smaller balloon in a smailer vessel with a tighter residual
MLD, and a greater likelihood of a dissection after
PTCA. Logistic regression analysis confirmed the pres-
ence of a total occlusion before PTCA and total inflation
time (seconds) to be positively related and the reference
diameter after PTCA (millimeters} (o be negatively
related to occlusion at follow-up angiography {Table 5).
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Discussion

Our study has specifically addressed the role of angio-
graphically identifiable thrombus in long-term restenosis
in a large patient population with a control group, a high
angiographic follow-up rate, and QCA at a predeter-
mined time interval. We have demonstrated, using both
a categorical and a continuous approach, that restenosis
is significantly increased by the presence of angiographi-
cally identifiable thrombus during coronary angioplasty.
Furthermore, we have also shown that the mechanism
for this is an increased rate of occlusion at follow-up
angiography and that this is positively related to the
presence of a total occlusion before PTCA and the totat
duration of balloon inflation and negatively related to
the residual stenosis after intervention. If lesions that
subsequently occlude at follow-up angiography are ex-
cluded from the analysis, then restenosis s similar in
both groups. These findings support and expand our
current understanding regarding the role of thrombus in
long-term Juminal renarrowing and occlusion after suc-
cessful PTCA,

Qur findings support a role for thrombus in resterosis
after successful PTCA in terms of both clinical and
angiographic outcomes. They suggest that the contribu-
tion thrombus makes to restenosis relates to vessel
occlusion by the time of follow-up angiography. The
timing of this occlusion is unciear. If it occurred early, it
is likely to have been the end result of an acute
thrombotic process, whereas if it occurred late, it would
be the final end result of the process of restenosis itself.
We do not know when the occlusion at follow-up
angiography eccurred in our patients, so our results must
be speculative. We suspect, however, that it occurred
carly. In support of this is the higher incidence of
previous myocardiat infarction in the thrombus group
(successful dilatation of the infarct-refated vessel is
associated with a higher rate of early silent occlusion®?)
and the Wilcoxon test indicating carly divergence in the
survival curves when occlusions at follow-up angiogra-
phy are included. Additional evidence comes from the
much earlier occurrence of clinical and angiographic end
points in the thrembus-laden fesions that had occluded
by the time of follow-up angiography and the fact that
the excess in clinical end points is driven by a much
higher incidence of acute myocardial infarction. Our
hypothesis that the occlusions occurred carly is also
supported by evidence in the literature suggesting that
2% to 8% of elective PTCA lesions? occlude during the
first 24 hours, sitently in many cases, Thus, although our
data support a role for thrombus in vessel occlusion by
the time of follow-up angiography and hence resteno-
sis, they do not provide any strong evidence to support
a role for angiographically identifiable thrombus in
late myointimat hyperplasia. Further prospective stud-
ies are thus required to evaluate this important matter
further.

Univariate regression analysis was suggestive of a
number of procedural and anglographic variables re-
lated to occlusion at follow-up angiography. These in-
cluded the presence of a total occlusion and a tighter
stenosis before PTCA, a longer duration of inflation
with the use of a smaller balloon diameter in a smaller
vessel with a tighter residual MLD, and a greater
likelihaod of a dissection after PTCA at the dilated site.
Thus, the more difficult difatation of a more complex



Taste 4. Univariate Analysis of Patient-, Lesion-, and Procedure-Related

Characteristics Relevant to Occlusion at Follow-up Anglography

in 160 Lestons Containing Thrombus

Qccluslon Mo Occlusion
at Foflow-up at Follow-up Signliicance
tesion Type {n=22) {n=138) Level
Anginal class, % 385
HNone 4.6 1.6
CCS class | 93 138
CCS class I 409 268
CGS class Il 318 225
CCS class IV 13.6 254
Duralion of angina, wk 106+219 $3+132 326
Medlcation at screening, %4
Antkoagulants [ 07 1,000
Thrombaocyle aggregation Inhibitor 68.2 65.2 476
Aspinin 80.0 742 872
Dipyridamole 20.0 7.8 317
Laboratory lnvestiqations
Hemuoglobin 8.70%1.00 881088 593
Hematocrit 042+004 042+0.04 563
Platstet count 274£85 26780 6M
Lesion location, % .085
LAD 137 37.0
LCx 227 203
RCA 63.7 428
Leslon characteristics, %
Concentric 26.3 6.6 542
Multiple irregutarities 10.5 134 1.000
Branch point in stenosls 16.7 164 1.000
Caronary artery bend 15.6 241 615
Celcified lasion 318 14.56 088
Total occlusion 455 15.6 003°
Degree of collateral supply, % 138
No collaterals 66.7 813
Sfight {minimal perfusion) Ll 7.3
Hedium (partial perfusion} 2.7 73
Major ([complete perfuston) 1} 10
HNol assessed 6.7 341
PTCA procedurs
Nomina! size of largest balloon, mm 281=040 303+043 0284
Bafioon {e artery ratio 1.10+0.19 1.1220.16 J172
Total number of Inflations 4,6+3.2 42x29 6687
Tolal duration of inflation, s 530484 356+289 0248
Maxmuns inflation pressure, atm 9.10+2.93 B824+245 2159
Post-PTCA rasult
Disseclion at the dilated site, % 773 50,7 038
Quantitative angicgraphic measurements
Relerence diameler, mm
Bsfore angloplasty 262+0.53 2792054 3101
After angloplasty 2544039 2.8420.54 0036
MLD, mm
Before angloplasty 055056 093+049 0052
After angioplasty 1£,6620.30 1.8240.35 0277
Differences in MLD, mm
Absolute galn 1112060 0.89+0.51 A16t
Relativa gain 0.44+0.22 033+0.18 0360
Percentage stenosls
Befora angloplasty 79.00+20.40 £599+17.33 0088
After angloplasty 34.35+8.38 3528+7.35 6276
Lesfon length post-PTCA, mm 6.14+1.99 6.26+2.35 8032
Days to foliow-up 127279 16048 007

GCS indicates Canadian Cardiovascular Society angina classification; LCx, left clrcumflex, astery. Values

are mean* S0,
*Retained in multivariate mogel.

the presence of total oeclusion before PTCA and a
longer total inflation time to be positively related to the
risk of subsequent occlusion and the reference diameter

lesion in a smaller vessel with a less satisfactory result
would be more likely to occlude by the time of follow-up
angiography. Multivariate regression analysis confirmed
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TasLE 5, Result of Multiple Loglstic Regression Analysis to Evaluate
the Respective Contributions of Glinical, Anglographic, and
Procedural Variables to Occlusion at Fellow-up

Angiography in Leslons Gontaining Thrombus

Standard Error

Regression of Ragression
Variable Coaeflicient Cosflicient P
Presenca of totat acclusion pre-PTCA 379 163 021
Total inflation time, s 002 0006 002
Reference diameter post-PTCA, mm —-1.634 B30

after PTCA to be negatively related. The relation be-
tween total coclusion and subsequent risk of occlusion
ntay be secondary to the highly thrombogenic surface
generated by the successful dilatation of a total occlu-
sion, without a preexisting endothelial lining.>* Success-
ful dilatation of a total occlusion may also expose flowing
blood to activated thrombin bound to fibrin in the
internal layers of a previously formed thrombus, The
prothrombotic processes stimulated by the activated
thrombin would be even more severe than those associ-
ated with the deeply injured artery and would further
accelerate thrombosis after PTCA in these lesions, 227
thus contributing to both enhanced local thrombus
formation after successful dilatation of these fesions and
an increased likelihood of thrombotic occlusion, The
total inflation {ime may represent the more complex
dilatation of a total occlusion, multiple irregularities, or
a more complicated angioplasty, This is further sup-
ported by the higher incidence of disscetions requiring
prolonged inflation in lesions that occlude by the time of
follow-up angiography. The negative relation between
increasing vessel size and subsequent occlusion is prob-
ably representative of the local low dynamics.2s

Our study has a number of limitations, First, it was a
retrospective analysis of prospectively gathered data and
is hence subject 1o the limitations inherent in any
retrospective analysis. For example, there are significant
differences in the baseline clinical, angiographic, and
procedural characteristics between the two groups that
could have been responsible for, or associated with, the
oufcome of the procedure, including the presence of
thrombus, Patients with angiographic cvidence of
thrombus before or after angioplasty had a significantly
greater history of previous myocardial infarction and a
significantly lower proportion of previous coronary an-
gioplasty, both of which may have had an impact on the
clinical and angiographic outcomes. There is evidence
for a silent early occlusion after successful acute dilata-
tion of infarct-related vessels® and evidence that after
stent implantation in coronary vessels supplying an
infarcted segment, the low flow makes the vessel more
pronie to thrombotic ecclusion.? Similar mechanisms
may be operating in our study, but we do not know
whether the vesscl dilated was the infarct-related vessel,
and we do not know the [ength of time since myocardial
infarction, except that it was longer than [week. Simifar
arguments also apply to the history of previous PTCA.
Again, we do not know whether the present procedure
was performed at the same site, and it is not possible to
draw conclusions about what effect it may have had on
subsequent clinical and angiographic outcomes.

There were also significant differences in lesion loca-
tion and lesion characteristics, There was a higher
proporiion of lesions containing thrombus in the RCA
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and less in the LAD. This may have had an impact on
angiographic outcome in two ways. First, the RCA is
significantly larger than the LAT, and this may explain
why the reference diameter in lesions containing throm-
bus was significantly larger. Second, there are significant
differences between the two vesscls in terms of local flow
dynarnics, vessel geometry, and external compressive
forces® that may have a substantial influence on the
subsequent risk of occlusion.3t Although lesion location
was not a major risk factor in our multivariate analysis of
occlusions at follow-up angiography, it is nonctheless
interesting to note that the trend was for lesions that
occluded to be in the RCA (P=.085). Thus, similar
mechanisms may be operating in our study.

The type of lesion was also significantly different, with
a greater proportion of total occlusions in the thrombus
group. Successful dilatation of these may have enhanced
local thrombus formation and may have contributed to
the increased incidence of occlusion at follow-up angiog-
raphy. 222 It may also partly explain the smaller MLD
before PTCA and greater absolute and relative gains in
this group of lesions. Differences in lesion [ocation and
characteristics could also have been responsible for the
significant differences in the PTCA procedure. For
example, the prevalence of RCA lesions could explain
the larger nominal size of the largest balloon, whereas
the greater number of inflations and total duration of
inflation may reflect the more complex dilatation of a
total occlusion, multiple irregularities, or a more com-
plicated angioplasty.

Although we tried to compensate for these dilferences
in baseline characteristics by using multivariate analysis
and demonstrated that thrombus has a predictive value
on restenosis and clinical outcome independent of the
underlying clinical and angiographic characteristics,
nonetheless, we cannot exclede the possibility of covert
factors not available in the study influencing outcome.
For example, we do not know what proportion of the
angiographically identifiable thrombus group had a suc-
cessfully treated occlusive dissection, a recognized risk
factor for restenosis,® and total occlusion as a late
outcome,*

Second, although the angiographic definition of
thromibus we used is the standard definition found in the
literature,!€ the individual sensitivity and specificity of
the three criterfa have, to the best of our knowledge,
never been addressed. In addition, conlrast angiography,
although the gold standard for randomized studies, has
a poor sensitivity for intracoronary thrombus.® When
we used the above angiographic definition and corenary
angioscopy as the gold standard, we found the specificity
of contrast angiography to be good (108%) but the
sensitivity to be poor (19.4%). This is in keeping with
other evidence in the literature, Coronary angioscopy,



for example, supgests a very high incidence of macro-
scopic mural thrombus, not identifiable by contrast angiog-
raphy, after balloon angioplasty,’>? whereas directional
atherectomy suggests that thrombus may contribute to
arterial narrowing in 8% to 25% of restenosis cases.?”
Thus, although our results apply to angiographically iden-
tifiable thrombus, they may not apply to patients with
mural thrombus not visualized by contrast angiography.

Finaily, the study relies on data pooled from four
separate restenosis irials. )15 We believe that the pool-
ing of data was justified, however, since the number of
patients with angiographically identifiable thrombus pres-
ent in each individual study was limited, Furthermore,
the entry criteria for the studies were broadly similar, the
data pooled were those common to all studies, and the
angiographic criteria were standardized, with one cen-
tral angiographic core laboratory performing the QCA
analysis in all stedies, n addition, the resulting large
study population provides a unique opportunity o ob-
tain accurate QCA dafa at a predetermined time interval
in a field in which few such data exist to date.

Clinical Implications

Our data support previous work suggesting that local
thrombus formation may result in acute occlusion?3832
and expand it to include late subacute occlusion and
hence restenosis, This may have important clinical im-
plications with regard fo recent studies using monoclo-
nal antibodies and synthetic peptides directed against
the platelet glycoprotein ITb/ITTa receptor.s0-2 Although
preliminary data supgest that they reduce the need for
coronary revascularization procedures in high-risk an-
gioplasty patients,*? most of the reduction occurred in
the first 30 days after intervention, and the effects were
not verified at the angiographic level. Our data would
suggest that perhaps some of their improved clinical
outcome may relate to ¢liminating subacute occlusion in
a subset of the population without necessarily affecting
the restenosis process,

Conclusions

Our results indicate that the presence of anglographi-
cally identifiable thrombus at the time of the angioplasty
procedure is associated with a higher rate of angio-
graphic restenosis. The mechanism by which this ogcurs
is through increased vessel occlusion at follow-up an-
giopraphy, Measures aimed at improving outcome in this
group of lesions should be focused in this direction.
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Chapter 14

Long term luminal renarrowing after successful elective
coronary angioplasty of total occlusions: a quantitative
angiographic analysis.
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Long-term Luminal Renarrowing After
Successful Elective Coronary Angioplasty
of Total Occlusions
A Quantitative Angiographic Analysis

Andonis G, Violaris, MD, MRCP (UK); Rein Melkert, MD, MS; Patrick W. Serruys, MD, PhDD

Background 'The long-term angiographic outcome after
successful dilatation of coronary ccclusions remains unclear,
The objective of this study was to examine long-term resienosis
after successful balloon dilatation of coronary occlusions at a
predetermined time interval with quantitative angiography and
compare this with a control population of stenoses.

Methods and Resulis  'The study population comprised 2950
patients {3583 tesions) prospectively enrolled in and successfully
completing four mejor restenosis trials (8655 quantitative angio-
graphic follow-up). Cincangiographic films were processed and
analyzed at a centeal core Jaboratery with the use of an automated
interpolated edge detection technigque. The study population
comprised 266 occlusions (7%%) defined as tofal when there was
absent anterograde filling beyond the fesion {109 lesions) and
functional (157 lesions) when faint, fate anterograde opacification
of the distal segenent was seen in the absence of a discemible
luminal contimsity; 3317 lesions were defined as stenoses (939%).
Restenosis was significantly higher after successful dilatation of
ooclusions than of stenoses, With the categorical (>50% diameter
stenosis at follow-up) approach, the restenosis rate was 44,7% in
occlusions compared with 34.6% in stenoses (P<<001; relative
risk, 1.575; C1, 1.224 10 2.027). Similarly, the absolute loss (defined
as the change in minimal Jumen diameter betweea post coronary

angioplasty and follow-up; in millimeters, mean*+58D} (0.431£0.68)
in occlusions was significantly higher than in steaoses (031051,
P<2.001), as was the relative loss, defined as the change in minimal
lumean dlameter between postangioplasty and follow-up, adjusted
for the vessel size {0.17+0.28 versus 0.[2£0.20, P<.001}. The
higher restenosis rate in the occlusions group was due predomi-
nantly to an increased number of occlusions at follow.up angiog-
raphy in this group (19.2% compared with 5.0% for stenoses,
P< 001, Within the occlusions group, there were po significant
differences in Jong-term owtcome between total and functional
occlusions (restenosis rate, 45.09% versus 44.6%; reocclusion rate,
23.9% versus 15.99%; absolute loss, 0.5320.69 versus 0.36%0.67;
relative loss, 021 20,28 versus 0.15:0.28: P=N5).

Conclusions These results indicate that successfully dilated
coronary occlusions, both total and functional, bave a higher
rate of angiographic restenosis at 6 months than stenoses, This
is due chiefly to a hipher rate of occlusion at follow-up
angiography in this group of lesions, Measures aimed at
reducing restenosis after successful dilatation of coronary
occlusion should be focused in this direction. (Circulation.
1995;91:2140-2150.)

Key Words o angioplasty e occlusions s angiography

Griintzig et al in 19791 the indication for iis

usc were at first tentatively and subsequently
more strikingly expanded to include patients with total
ocelusions. 2§ Although a namber of factors are known to
influence the acute success rate,*™® relatively dittle is
known regarding long-term luminal renarrowing after
sugcessful dilatation of total occlusions. A number of
studies have investipated this, but uncertainty continues
with restenosis rates in the literature varying from 20%
to 65%.23561017 This variation has three primary
sources. First, most studies have been retrospective
analyses that use small patient numbers and no conirol
group. 2311121516 Second, the angiographic follow-up

ﬁ fier the introduction of coronary angioplasty by
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rates have been low and performed for the recurrence of
symptoms rather than at a predetermined time interval,
thus introducing important selection bias.’%!7 Finally,
some have used visual assessment lo estimate angio-
graphic severity, which is subject to wide interobserver
and intraobserver variability.’® This study attempted to
overcome these Hmitations by using a validated auto-
mated edge detection technigue to evaluate restenosis
prospectively in a large series of patients undergoing
successful balloon angioplasty and routine follow-up
angiographic assessment af a predetermined time inter-
val, Furihermore, a control cohort of patients with
stentoses was used to directly compare the long-term
results,

See p 2113

Methods
Patients

The study population comprised 3582 patients with signifi-
cant primary stenoses ln native coronary arteries who were
prospectively enrolled in four major restenosis trials!®2 and
who underwent successful coronary angioplasty (postproce-
dural stenosis <509%). These trials demonstrated that active
therapy had no effect on restenosis or clinical outcome in the



first 6 months after balloen angioplasty, so for the purposes of
this study, the data for the active and placebo groups were
paoled. Men or women were eligible for study entry if they
were symplomatic or asymplomatic with stable or unstable
angina pectoris and proven angiographically significant narrow-
ing in one er more major coronary arferies, Informed consent
was oblained in all cases before the corenary angioplasty
precedurs, Patients with evolving myocardial infarction and
significant left main disease were excluded from the study.

Angloplasty Procedure and Foflow-up Angiography

Coronary angioplasty was performed with a steerable, move-
able guide wire system by the femoral route. Standard bailoon
catheters were used. The choice of balloon type and brard,
inflation duration, and inflation pressure was [eft to the discre-
tion of the eperator. Patients were followed up for 6 months;
then a follow-up study was performed. If symptoms recurred
within 6 months, coronary angiography was performed earlier.
If no definite restenesis was present and the folfow-up time was
fess than 4 months, the patient was asked to undergo further
corenary arteriography at 6 months.

Quantitative Angiography

in fotal, three coronary angiograms were obtained for each
patient—nbefore and after percutaneous {ransluminal coronary
angioplasty (PTCA) and at anglographic follow-up. To stan-
dardize the method of data acquisition and 1o ensure exact
reproducibility of the angiographic studies, measures were
taken as previcusly described, and all angiograms were pro-
cessed in a central anglographic core laboratory.1%2022 The
angiograms were recorded in such a manner that they were
suitable for quantitative analysis by the computer-assisted
CORONARY ANGIOGRAPHY ANALYSIS SYSTEM, which was de-
scribed and validated earlier.22* Because the computer algo-
rithm cannet measure total occlusions, a value of ¢ mm was
substituted for the minimal lumen diameter and a value of
100% for the pre-PTCA percent diameter stenosis. In these
cases, the post-PTCA reference diameter was substituted for
vessel size.

Definitions
Total Occlusion

As in previous studies, total occlusions were divided into
absolute occlusions {Thrombolysis in Myocardial Infarction
{TIMI]} ftow grade 0} where no anterograde filling beyond the
lesion was visible and functional occlusioas (TIME grade 1)
where faint, late anterograde opacification of the distal seg-
ment was present in the absence of a discernible luminal
continuity,i+3

Ocelusion at Follow-np Angiography

Ocelusion at follow-ug angiography was defined as the
presence of an absolute or functional occlusion at the previ-
ously dilated angioplasty site on angiographic follow-up.

Angiographic Parameiers Assessed

Vessel size refers to the reference diameter of the relevant
coronary segment and is represented by the interpolated
reference diameter pre-PTCA because this is the closest and
most objective approximation of the disease-free vessel wall.

Minimtum luminal diameter {MEDY} is the point of maximal
luminal narrowing in the analyzed segment.

Many criteria have been proposed for the assessment of
restenosis 2628 For the purposes of this study, two approaches
were used: the categorical approach with the traditional cutoff
point of =>30% diameter stenosis at follow-up and a continuous
approach that used absolute and relative loss, which reflect the
behavior of the lesion during and after angioplasiy and may be
more represeatative of the pathological process involved dur-
ing follow-up.2%29

Absolute gain and absolute loss represent the improvement
in MLD achieved at intervention and the absolute change
during follow-up respectively, measured in millimeters. Abso-
late gain is post-PTCA MLD minus pre-PTCA MLD. Absolute
loss is post-PTCA MLD minus MLD at follow-up.

Relative gain and relative loss depict the improvement in
MLD achieved at intervention and the change during follow-up
respectively, normalized for vessel size. Relative gain is (post-
PTCA MLD minus pre-PTCA MLD) divided by vessel size.
Relative loss is {posi-PTCA MED minus MLD at follow-up)
divided by vessel size.

The absolute net gain is the MLD at follow-up minus
pre-PTCA MLD, The net gain index is tive net gain normalized
for the vessel size. The net gain index is (MLD at follow-up
minus pre-PTCA MLD) divided by vessel size.

The loss index is the relation of late loss to acute gain: loss
index is (MLD at follow-up minus post-PTCA MLD) divided
by (post-PTCA MLD minus pre-PTCA MLD).

Statistical Analysis

Data were analyzed with the SAs statistical software package.
Categorical varjables are presented as absolute numbers (55).
Ceontinuous variables are expressed as mean valueSD, Dif-
ferences between groups were evaluated with adjusted ) ? tests
for categorical variables and Student’s f tests for continupus
variables, The contributions of clinical, angiographic, and
procedural variables to the categorical outcome parameters
were evaluvated with logistic regression analysis. For the con-
tinuous owicome parameter {absolute [oss), multiple linear
regression analysis was used, Categorical variables were dichot-
omized and entered into the analysis as indicator variables with
values of 0 and 1, Selection of variables was achieved in a
stepwise fashion, The adjusted R was used as the criterion for
model selection. Probability values <.05 were considered
significant,

Results
Patienl Characteristics and Clinical Follow-up

The study population comprised 2950 patients (3583
lesions, 1.21 lesions per patient) who successfully com-
pleted the study and had follow-up quantitative angiog-
1aphy. The overall angiographic restudy rate was 86% of
all patients undergoing successful PTCA. We found that
266 lesions in 249 patients out of 3583 lesions in 2950
patients complied with the angiographic definition of
total occlusion, Of these, 109 were absolute and 157
were functional total occlusions,

Tables 1 and 2 summarize the clinical and angio-
graphic characteristics of the 249 patients with occlu-
sions compared with the 2701 with stenoses. Paticnis
with total occlusions were younger and had a signifi-
cantly higher rate of previous myocardial infarction than
patients with stenoscs. Furthermore, the duration of
angina in this group was significantly shorter than in
stenoses. Additionally, the presence of thrombus either
before or after PTCA was significantly higher in occlu-
sions. Of the procedural characteristics, the nominal size
of the largest balloon was significantly higher in stenoses,
while the total number of balloon inflations required,
total duration, and maximum inflation pressure were
higher in occlusions. Within the occlusions group, there
were no significant differences between lesions with total
and functional occlusions.

Seventy-one (28.5%) of the patients with successfully
dilated total occlusions and 598 (22.19) of the patients
with stenoses had clinicat end points (additional PTCA,
coronary artery bypass graft [CABG] surgery, acute
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Taste 1. Baseline Clinical Characteristics of Patlents
With Occlusions and Stenoses Before

TasLe 2. Basellne Anglographic and Procedural Data
of Patients With Occlusions and Stenoses Before

Corenary Angloplasty Coronary Angioplasty
Lesion Type Leslon Type
Cecluston Stenoses Occlusions Stenoses
Patlents, n 249 2701 Lesions, n 266 3317
Men, % 85.1 891.4 Leslons per patient, 1.07 1.23
Age,y 54,496 57.4£9.3" Number of diseased vessels, 35
Smoking status, % svD 61.0 542
Ever smoked 7341 7585 2D 345 276
Current smoker 17.2 183 3VD 36 7.8
Previous myocardial infarction, %5 54,2 41,1 Leslon location, %6
Previgus CABG, % 16 4.5 1AD 394 442
Previous PTCA, % 38 6.0 LCx 269 24.0
Diabetes mellitus, % . 10.8 0.2 RCA 337 T
History of hypertension, % 301 205 Typa of leslon, %
History of hypercholesterolemia, % 333 315 Muttiple imegularities 8.9 8.0
History of peripheral vascular diseass, % 36 5.1 Side branch in leslon 21 202
CCS anginal class, %4 Leslen calkeification 12.0 12,4
None 60 5.6 PTCA procedura
1 100 11.2 Nominal siza of largast balfoon, mm 2.74+043 289043
] 33.7 32.4 Batioon to artery ratio 1.14£0.18 1.13+0.19
H 239 30.2 Tatal number of inflations 46+3.2 347222
Y 213 206 Totat duration of infiation, s 404+ 341 303+261°
Buration of angina, wk 89126 14207 Maximum infistion prassure, atm 8.80x2.69 845x2.50°
Medication at screening, % Post-PTCA resull, %
Nitrates 57.6 66.2 Dissection at the ditated site 39.8 345
Calclum antagonlsts 8a.1 69.6 Thrombus visible (before or after
B-blockers 57.4 498 PTGA} 12.8 a2
Antlcoagufants 1.6 1.5 SVD indicates single-vessel disease; 2-VD, two-vessel disease; 3-V0,
Aspldn 802 820 three-vessel diseass; LAD, left anterior descending; LOx, left circumflex
Leboratory Investigations artery; RCA, right coronary arteny; and PTCA, percutancous transtuminal
Total cholesterol 5564130 5854123 coronary angioplasty.
‘P05,
Hemoglobin 8.89+080  8.86+083
i +| =+
L‘;’{;ﬁ;‘j‘;ﬁlm %::;2'804 %;?;2'104 the central Angiographic Core Laboratory before and

CABG indigates coronary artery bypass grafts; PTCA, percutancous
transtuminal coronary angloplasty; and CCS, Canadian Cardipvascutar
Soclety.

*P<.,05,

myocardial infarction, or death) during follow-up. The
difference was statistically significant (P=.026). The
individual componeants of death, myocardial infarction,
CABG, and re-PTCA were 0%, 3.6%, 3.6%, and 21.3%,
respectively, for occlusions and 0.2%, 2.8%, 2.4%, and
16.7%, respectively, for stenoses. The differences in the
individual clinical end points between the two groups
were also statistically significant (P=.022). Fig 1 summa-
rizes the time course of clinical end points. Although the
mean time to clinical follow-up was similar in the two
groups, when we compared the pattern of occurrence of
clinical end points by way of the log-rank test, ¢linical
end points in the occlusions group were found to occur
earlier than in stenoses (P=,022),

Interestingly, when tesions that went on to occlude at
follow-up angiography were excluded from the analysis,
50 patients (25.19%) with occlusions and 541 patients
{21.1%) with stenoses reached a clinical end point, and
the difference was no longer statistically significant
{P=.217). The individual clinicat end points and the time
to a clinical end point were also no longer significantly
different {P=.238 and .214, respectively).

Quantifative Angiographic Analysis

A mean of 2.12 matched angiographic projections per
lesion had satisfactory quantitative analysis performed at
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after PTCA and at follow-up (Fable 3). The reference
diameter was significantly lower in occlusions than in
stenoses, and this difference remained at follow-up, As
expected, the MLD increased substantially more after
dilatation of occlusions than of stenoses, which was
reflected in the substantially greater relative gain. New-
ertheless, the post-PTCA ML was significantly lower in
occlusions, perhaps reflecting the smaller vessel diame-
ter in this group (Fig 2a). When this was taken into
accoun, the percent stenosis after PTCA was similar in
both groups (Fig 2b). At follow-up, previously ocecluded
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Fi6 1. Graph showing cumulative distibution curves of clinlcal
end polnts ovar time for tolal occlusions and steroses. Numbers
given are mean+SD (days), *P<.05.



TasLe 3, Quantitative Analyses of 266 Leslons in 249
Patients With Occlusfons and 3317 Stenoses in 270!
Patlents Included in the Analysls

Laslon Type
Declusions,  Stenosas,  Sigaificance
n=266 n=3317 Level

Referenca diameter, mm

Before angloplasty cee 261+0.54 N

After angioplasty 246049 267051 <000l

At follow-up 2.60+055 2691055 0,026
MLD, mm

Before angloplasty [¢] 1.08+0.29 ver

After angioplasty 1614034 1.77+0.36 <0.001

At follow-up 1.18x0.69 1.4620.57 <0.001
Differences in MLD, mm

Absalute galn 1.61+0.34 060034 <0.001

Retative gain 0682009 027+0.13 <0001

Abscelute loss 0.43£0.68 0.31x0.51 <0.001

Relativa loss 0.17x0.28 0.1220.20 <0.001

Absolute net galn 1.18+0.69 0,38x053 <0.001

Net gain index 0.4820.28 0.14x0.21 <0.001

Loss index 0262043  053x388 0.255
Percentage stenosls

Before angioplasty 100 57.83:9.85 vee

After angloplasty 34165846 J340+8.33 0.156

At follow-up 540922567 45.33£18.52 <0.001
DS &t follow-up >50%, % 4474 33.95 <0.001

MLD indlicates minimal Juminal ciameter; DS, diameter stenosfs,

lesions deteriorated significantly more in terms of both
absolute and relative loss (Fig 3, Table 3}, resulting in a
smaller follow-up MLD and higher percent stenosis (Fig
2a and 2b, Table 3). Thus, in addition to restenosis being
higher when the continuous, absolute, and relative loss
approach was used, the restenosis rale when the cate-
gorical approach was used was also significantty higher
(44.74% in ocelusions compared with 33.95% in steno-
ses; P<<.001; relative risk, 1.575; CI, 1.224 to 2.027).

Although angiographic restenosis was higher in occlu-
sions than stenoses, there were no significant differences
in the presentation of restenosis beiween the two
groups. Of recanalized {otal occlusions with angio-
graphic restenosis, 40% were symptom-free, while
18.5% complained of angina and 41.5% had a clinfcal
end poini. This compares with 39.9%, 18.7%, and
41.4%, respectively, for stenoses with angiographic
restenosis.

The higher restenocsis rate in the occlusions was due
predominantly to an increased number of occlusions at
follow-up angiography in this group (19.2% versus 5.0%
for stenoses, P<.601). Thus, recanalized acclusions ac-
counted for 23.5% of all occlusions at follow-up angiog-
raphy even though they formed only 79 of the total
study population. The relative risk for occlusion at
follow-up angiography was 4.503 (95% CI, 3.196 to
6.344).

Subgroup Analysis of Qcclusions Group

Subgroup analysis of the occlusions group revealed
109 absclute and 157 functional occlusions (Table 4),
The reference diameter after angioplasty was signifi-
cantly higher in absolute than in functional occlusions,
but this difference did not persist to follow-up angiogra-
phy. There were no significant differences in the MLD or
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Fia 2. Graphs showing {a) cumulalive distribution curves of
mean furninal diameter (MLD) after percutaneous transluminal
caronary angloplasty (PTGA) and at fetlow-up for total occlu-
slons and stencses and (b) cumulative distribution curves of
percentage stenosis after PTGA and at follow-up for total
occlusions and stenoses, Numbers given are mean=SD,
*P.001.

percent stenosis after PTCA or at follow-up (Table 4)
between the two groups. The categorical restencsis rate
(>50% diameter stenosis at follow-up) was almost iden-
tical (44.95% versus 44.59%%) in the two groups. Al-
though the reocclusion rate in absolute occlusions
tended to be higher than in functional occlusions (23.9%
versus 15.9%), this did not reach statistical significance
{P=.06), By use of the continuous measurements of
restenosis, the absolute and relative loss tended to be
tower in functional occlusions (Table 4), resulting in a
sipnificantly higher net gain index and a significantly
lower loss index.

Univariate and Multivariate Analyses of Restenosis
in Tatal Occlusions

Univariate analysis of the available clinical-, procedural-,
and lesion-related characteristics was performed to assess
whether any of these variables were associated with an
increased categorical restenosis rate (Table 5). The only
significant associations were with a shorter duration of
angina, a tonger balloon tosal inflation time, higher residual
stenosis after PTCA, and a lower relative gain. Stepwise
logistic regression analysis was used to further evaluate the
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TasLe 4. Quantitative Angiographic Analysls of 109
Totat and 167 Functionai Ocelusions Inctuded in
the Analysis

iesion Type
TIMI O, Tis £, Slgnificance
n=109 n=167 Level

Reference diameter, mm

Befora angioplasty eea ees cen

After angioplasty 2.55:0.52 2.40+0.56 0015

At follow-up 266055 2.56+0.64 0.200
MLD, mm

Befors angloplasty ven . ces

After angloplasty 1.65+0.35 1.58x0.34 0095

At follow-up 1.1220.74 1.2150.65 0.285
Diferences In MLD, mm

Absoluta gain 1.65:0.35 1.6820,34 0.095

Relative gain 0.6520.09 0.66+0.08 0.440

Absolute loss 0.6320.69 036+067 0053

Relative loss 0.21x028 0.15£0.28 0.063

Absolute net galin 1.1220.74 1.2120.65 0.285

Net gain Index 0.4420.29 051028 0.037

Less index 0.32+0.44 0.22+042 0.042
Percentage stenosis

Before angloplasty . i 0.285

After angioplasty 3481+8.69 33.86+8.32 9.481

Al fotlow-up 57.52+26.38 51.70%24.96 0.072

DS at follow-up >50%, % 44.95 44.59 1.000
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Fia 3. Graphs showing {a) cumuiative distribution curves of
absolute loss (Abs) {change in mean luminal diameter [MLD] from
before percutaneous angloplasty to follow-up) for total acoiu-
stons and stenoses and {b} curnulative distribution curves of
relative {rel) loss (change In MLD from belore percutanecus
angloplasty to follow-up comecled for vessel size) for total
occlusions and stenoses. Mumbers given are meant50,
P<.001,

relation between this dichotomous definition of restenosis
and the above variables, as well as all ather clinical, lesion,
and procedural characteristics. The nuraber of diseased
vessels and the percent stenosis after PTCA were positively
related; duration of angina (in days) was negatively related
to the probability of restenosis at follow-up (Table 6).

Univariate analysis of clinical, procedural, and fesion
characteristics related to absolute loss showed the only
sipnificant associations to be with total inflation time
(P=.0004), presence of thrombus (P=.0039), post-
PTCA MLD (P=.0144), duration of angina (P=.0262},
left anterior descending coronary artery location
(P=.0418), and lesion calcification (P=.0443}, Multiple
linear regression analysis was used to further evaluate
absolute [oss. Of the variables assessed, total inflation
time (in seconds) and the presence of thrombus were
both positively related to absolute loss {Table 8).

Univariate and Muoltivarlate Analysis of Occlusions
at Follow-up Angiography

The finding that the higher restenosis rate after dila-
tation of occlusions was due predominantly to an in-
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TiM indicates Thrombosis in Myocardial infarction classification; MLD,
minimal luminal diameter.

creased number of reocclusions at follow-up angiogra-
phy in this group prompted us to examine a number of
variables predictive of reocclusion (Table 7). The clinical
characteristics of the two groups were similar, although
lesions that went on to receclude had a shorter duration
of angina (2752 versus 74132 weeks). Proccdural
characteristics were also similar, although lesions that
went on to reacclude required a fonger balloon inflation
(5371478 versus 3732294 seconds). Logistic regression
analysis was performed for the above and for all other
clinical, angiographic, and procedural paramcters
thought to be associated with the occlusion at follow-up.
Of these variables, the total inflation time (in scconds)
was positively related and the post-PTCA refcrence
diameter (in millimeters) was negatively refated to reoc-
clusion at follow-up angiography {Table 6).

Discussion

Our study specifically addressed the problem of long-
term luminal renarrowing after dilatation of total coro.
nary occlusions in a large patient population with a
control group, a high angiographic follow-up rate, and
quantitative angiography at a predetermined time inter-
val. We demonstrated using both a catcgorical and a
continuous approach that restenosis is significantly
greater after batloon dilatation of occlusions than of
stenoses. Furthermore, we also showed that thds is
mainly the result of an increased rate of occlusion at
follow-up angiography, which is specifically related to
total inflation time and reference diameter after inter-
vention. We also demonstrated that restenosis and re-
occlusion occur to an equal extent in both absolute and
functional occlusions, These findings support and ex-
pand our current understanding of the long-term angio-



TasLe 5. Unlvarlate Analysis of Patient-, Lesion-, and

Procedure-Related Characteristics Relevant te Long-term Restenosis*

I 266 Occlusions

No
Resfencsls al Reslenosls at
Folfow-up, Foftow-up,  Slgnificance
n=118 n=147 Level
CS anginal class, % 0.790
None 6.7 48
| 84 11.6
i} 311 #.7
I 3.1 293
i 227 19.7
Duration of angina, wk 4076 851146 0.018¢
Medication at screening, n
Anticoagulants 1.7 14 1.000
Thrombocyts aggregation Inhibitor 706 70.8 1.000
Asplrin ’ 79.8 81.6 0.896
Persantin 4.3 9.2 0.400
Labaoratory Inyestigations
Hemeoglobin 8832077 895080 0.235
Hematocrit 0.42+0.04 0.420.04 0,398
Platelet count 281+63 26756 0.564
Leslon Jocation, %6 0.654
LAD 370 435
10x 27.7 245
RCA 35.3 32.0
Leslon characteristics, 3%
Concentric 19.3 15.8 0.845
Muttipls lregulanities 5.7 8.0 0.661
Branch point in stenasls 30.2 208 0.430
Coronary artery bend 9.4 7.2 0.707
Galcified leslon 143 10.2 0408
Degres of collateral supply, % 0,704
No collaterals 52.3 47.1
Slight (mintmal perfusion) 7.0 10.1
Medium {partfal perfuslon) 256 219
Malor {tomplete perfusion) 128 168
Not assessed 23 42
PTCA precedure
Nominal size of Jargest baltoon, mm 2742043 275043 0.846
Balloon to artery ratio 1.13x0.18 1.15x0.19 0.293
Total number of inflations 4.6x34 46+3.0 0.925
Total duration of inflatlon, s 4524380 3652293 0.043
Maximum inflation pressute, alm 892263 8691244 0464
Post-PTCA result, %
Dissection at the dilated site 420 381 0601
Thrombus visible (befora o alter PTCA) 16.1 9.5 G.227
Quantitative anglegraphic measurements
Reference diameler afier PTCA 2.48+0.48 2.4470.50 0.590
Minlmal luminal diameter after PTCA 1.59x0.35 1.6220.34 0.474
Stenos’s after PTCA, % 3550=7.99 33.08+8.70 G.0191
Absolute gain 1.59£0.35 1.62+0.34 0.474
Relative galn 0.8420.08 0.67+0.09 0.024
Leslen length after PTCA, mm 6.29+2.35 8.44=2.71 0.631
Time ta follow-up, ¢ 14755 167+41 0,001

{C5 Indicates Canadian Cardiovascular Society angina classificaion; LAD, left anterior
descending: LCx, left circumflex; RCA, right coronary artery; and PTCA, percutanecus

transtuminal coronary angloplasty. Values are mean£SD.
*>50% diameter stenos!s at follow-up anglography.
tRetalned In muttivariate modst.

graphic outcome after suceessful angtoplasty of coronary
acclusions.

Qur overall restenosis rate of 44.7% with the categor-
ical (>>50% diameter stenosis) approach compares with
the previously reported recurrence rate of 65% from our
center® and is within the 20% to 65% range described

previously. 23551018 Qur restenosis rate, however, is sig-
nificantly lower than those of the two largest studies
published to date,*¢ perhaps as a resull of our high
angiographic follow-up rate. With univariate analysis, a
nummber of risk factors have been postulated for the
higher restenosis rate after dilatation of chronic ocelu-

183



TasLE 6. Regresslon Analyses to Evaluate the Respective
Contributions of Glinical, Anglographic, and Procedural Variables on
the Gategoricat Hestenosts Rate,* Absolute Loss, and Reocclusion

Buring Follow-up

Standard Error of

Regression Regrassion

Varlabls Coefflcient Goefficlent P
CGategorical restenos's rate

Duration of angina, d —0.0007 0.0003 032

Diseased vassels, n 0.649 0307 034

Stenosls after PTCA, 4 0.043 0023 {049
Abselule loss

Total infiation time, 0.0005 0.0001 0004

Presenca of thrombus 0.37¢ 0163 021
Recccluslon al follow-up angiography

Tota! inflation time, s 0.002 0.0006 002

Reference diameter after PTCA, mm —1.634 0630 009

PTCA indicates percutaneous transfuminal coronary angioplasty, Logistic regression
analysls was used for tha categoerical restenosis rate and reocciusion at follow-up. Multiple
near regression analysls was used for absolute loss.

*>50% diameter stenosis at follow-up.

sions. These include anatomic factors such as lesion
location {left anterior descending and circumflex)s!? and
absence of functional ecclusion,® procedural factors such
as multivessel dilatations® and increased balloon infla-
tiens at higher pressures,!® and residual stenosis after
intervention.&121435 A final risk factor is thought to be
the presence of collateral vessels, which may exert
competitive pressure cven after they are no longer
visibly functional®® and thus lead to an increased reste-
nosis rate.

Univariate analysis in our study confirmed significant
associations between the categorical definition of reste-
nosis (>509 diameter stenosis at follow-up) and a
shorter duration of angina, a longer balloon total infla-
tion time, higher residual stenosis after PTCA, and a
greater relative gain, Multivariate analysis, however,
suggested that the only significant positive relations were
with the number of diseased vessels and the percent
stenosis after PTCA, while duration of angina was
negatively related to the probability of restenosis at
follow-up. The positive relation between the number of
diseased vessels and the percent stenosis after PTCA
with a categorical definition of restenosis is in keeping
with previous studies in both occlusions® and stenoses.?t
The negative refation with duration of angina is also in
keeping with previous studies suggesting a positive rela-
tien between recent onset of symptoms and a higher risk
of restenosis. 33

Interestingly, when we looked at the absolute foss as a
marker of restenosis, an outcome measure that may
better indicate the underlying pathological process in-
volved, the above variables were no longer significant.
The only significant relations were found to be with tetal
inflation time and the presence of thrombus. Both of
these were positively related to the subsequent absolute
loss. The duration of balloon inflation as a positive risk
factor may represent the sum tofal of the lesion charac-
{eristics and a more difficult, more complex procedure
with & consequently higher risk of occlusion, thereby
markedly infleencing the absolute loss. In keeping with
thtis is the fact that we also demonstrated total inflation
time to be positively related to the subsequent risk of
occlusion at follow-up angiography. The positive rela-
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tion between the presence of thrombus and the subse-
quent absolute loss may also reftect a greater likelihood
of subsequent occlusion, although we were unable fo
dentonstrate this in our study. Previous studies, however,
showed thrombus to be a risk factor for subsequent
acclusion,353 perhaps acting as a nidus for further
platelet deposition.

The main reason for the significantly higher rate of
angiographic restenosis in recanalized occlusions in our
study was the high rate of occlusion at follow-up angiog-
raphy in this group (19.2% versus 5.0% after dilatation
of stenoses). A number of reasons may account for this.
First, this group may represent a subset of the total
population that has an intrinsic hemalological propen-
sity to thrombosis. Although our laborajory data did not
confirm this, there are other hematologic factors such as
fibrinogen levels that we did not measure that may
influence reocclusion covertly.?s

Second, there are substantial morphological differ-
ences between lesions,? which may have considerzble
influence on the subsequent risk of occlusion. Angiog.
raphy provides little information on this or on the
pathway of subsequent recanalization, which may vary
from subintimal to periatheromatous and transathero-
matous.?® What effect these variables may have on the
subsequent reocclusion and indeed restenosis rates is
unknown. Differences in these lesion characteristics may
be reflected in the total inflation time, which was signif-
icantly higher in lesions more likely to reocciude.

Third, the coronary vasomotor responses after bal-
loon angioplasty of chronic total occlusions may be
abnormal, Distal vasoconstriction cccurs frequently
after angioplasty and correlates well with coronary
perfusion pressure, suggesting that chronic hypoper-
fusion resets epicardial coronary autoregulation and
that restoration of normal perfusion pressure after
PTCA may provoke reflex vasoconstriction,® thus
precipitating early reocclusion.

Finally, the increased reocclusion rate may relate to
local flow dynamics, The reference diameters before and
after PTCA, and at follow-up were significantly lower in
occlusions than in stenoses, Furthgrmore, within the
occlusions group multivariate analysis suggested that



TaBLe 7. Unlvariate Analysis of Patient, Lesion, and Procedural
Characteristics Relovant to Reocclusion During Follow-up in

266 Occlusions

Ho Sigalticance
Reocelusion at  Ogclusion at Lavel,
Follow-up, Follow-up, Univariate
n=51 n=215 Analysis
CCS anglnal class, % 6.125
None 98 47
I 39 116
it 255 349
n 322 279
v 216 209
Duration of angina, wk 27x52 74x332 0.044
Medication at screening, %
Anticoagutants 0 1.8 0.733
Tarombacyte aggregation inhibitor 64,7 72.1 0.384
Aspldn 735 824 0.344
Persantin 11.8 1.5 1.000
Laboratory investigations
Hemogtobin 8.8220.51 891+0.78 0.505
Hematocrit 0.42+0.03 0422004 0.960
Pialelat count 25655 25960 0.706
Lesion tocation, % 0.400
LA 373 4.4
LCx 235 265
RCA 392 324
Leslen characierstics, %
Cencentric 183 207 0653
Muttiple Imegutarities 23 80 0326
Branch polnt in stenosls 133 228 0.365
Coronary arlery bend 83 8.0 1.000
Calcified leslon 15.7 1.2 0.514
Degrea of collateral supply, % 0778
No coliaterals 44.7 50.3
Slight {mnirmal perfusion) Ta 9.6
Medium {partial parfusion) 368 216
Malor {complete perfusion) 13.2 1586
Not assessed 28 3.6
PTCA procedure
Nemiinal size of fargest baltoon, mm 2672047 2.76x0.42 0214
Balloon to artery ratio 1152018 1.14x0.18 0.665
Total number of infations 45231 46+32 0.777
Teota? duration of inflatien, s 537x478 3732294 0.003*
Maximum Inflation pressure, atm 0.10+2.80 8.72x2.46 0370
Post-PTCA result, %
Dissection at the dilated site 43.1 9.1 0.708
Theombus visible (before or after PTCA) 196 16.2 0.i07
Quantitative anglographic measurements
Reference diameter after PTCA 236047 2.48:0.49 6.105*
Mintmal luminal diameler after PTGA 1.54£0.36 1.62+0.34 0.123
Stenosis after PTCA, % 3452+833 34,08+8.51 0.735
Absolute gain 1,54+0.36 1.62+034 0,123
Relative galn 0.66=0.08 0.6620.09 0.693
Lesion length after PTCA, mm 817247 6424258 0.519

CCS indicates Canadian Cardiovascular Soclety; LAD, feft anterior descending; LCx, loft
circurnflax; RCA, ight coronary artery; and PTCA, percutaneous transtundina! coronary artery,

Values are mean+5D,
*Retained in multivariale anafysls.

there is a negative relation between vessel size and
subsequent risk of reacchusion. Thus, successfuily dilated
occlusions in larger vessels were less likely to reocclude
than those in smalfer vessels. This is in kecping with
experimental work that suggested that smaller vessel
diameters and hence higher shear rates favor local
platelet activation and deposition, 41 resulting in a
greater likelihood of occhesion.

In addition to being responsible for the higher rate of
angiographic restenosis, the high reocclusion rate in
recanalized occlusions also seems {o have been respon-
sible for the higher rate of clinical events in this group of
patients, Patiemts with recanalized occlusions had a
significantly higher proportion of clinical events, mainly
in terms of myocardial infarction, CABG, and repeated
PTCA. Furthermore, these occurred carlier in cecclu-



sions than in stenoses. When patients with occlusions
that went on to occlude at the time of follow-up angiog-
raphy were removed from the analysis, the differences
between the two groups were no longer significant,
suggesting that the excess risk relates to the higher rate
of ccclusion at follow-up angiography. Interestingly,
despite the higher rate of reocclusion in recanalized
occlusions, there were no significant differences in the
presentation of restenosis between the two groups, with
approximately 40% of patients with angiographic reste-
nosis in both groups being symptom-free.

Although studies of total occlusions supgest that there
are imporiant differences in the acute success rates
between total and functional occlusions?® our data
suggest that in terms of resienosis and reacclusion, there
is littte difference between the two groups. Although
reacclusion after successful dilatation of total occlusions
was higher than in functional ceclusions (23.9% versus
159}, this did not reach statistical significance. How-
ever, there was a tendency for functional occlusions to
mount less of a fibroproliferative response, which was
reflected in the significantly greater net gain index and
lower loss index. The cause for this is unclear but is likely
to reflect differences in the underlying pathological
substrate.

Clinical Implications

Up to 20% of patients undergoing diagnostic catheter-
ization have one or more total occlusions; thus, they make
up 10% 1o 20% of the iotal angioplasty population.*
Furthermore, in multivessel disease, they may make the
difference in referring the patient for angioplasty or for
CABG surgery. Althouph great attention has been paid to
increasing the acute success rate with the use of sophisti-
cated new devices such as the low-speed rotational angio-
plasty®® and the Excimer Jaser,* relatively Litile attention
has been paid to long-term restenosis and its amelioration.
Our results suggest that the higher restenosis in these
lesions is likely to relate in part to the very high rate of
occlusion at follow-up angiography in this group, Thus, it
suggests that if we can identily these lesions and stop
reocclusion, then the angiographic and clinieal courses of
recanalized total occlusions are likely to be similar to those
of stenoses. The question of how we do this, however, is a
vexing one. The clinical course in our patient population
and previous studies would suggest that reocelusions tend
to cccur early*s A number of pharmacological and me-
chanical approaches have been tried. Ellis and colleaguest?
denmonsirated that drug therapy with aspirin, dipyridamole,
or warfarin did not influence the overall restenosis rate. In
a4 prospective study, Di Sciascio and colleagues® demon-
strated that restenosis is not modified by a longer baltoon
inflation time. A more recent study assessed the value of
toronary stenting for dissection with threatened closure
following recanalization of total occlusions.*” The resteno-
sis rate at follow-up was high at 57%, as was the recurrent
occlusion rate (20%). When stenting was used routinely
after recanalization of chronic total occlusions and hence
when vigorous anticoagulation was used, the restenosis rate
was low at 24% in a small patient population (65 patients)
with an 809 angiographic follow-up rate.*® Thus, whether
the reocclusion rate can be ameliorated by additional {eg,
stenting) or alternative percutancous revascuiarization
techniques (high-speed rotational atherectomy or taser
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angioplasty) with or without concomitant pharmacological
therapy remains to be established.

Study Limitatlons

A number of limitations of the present study are to be
acknowledged. First, the study was a retrospective analy-
sis of prospectively gathered data and heace is subject to
the limitations inherent in any retrospective study.

Second, there were minor variations in the entry
criteria of the studies, In CARPORT and PARK, for
example, patienfs were randomized before PTCA,
whereas in MERCATOR and MARCATOR, patients
were entered imto the trial only after a successful angio-
plasty procedure.'?2 Thus, we are unable to contment
on clinical, angiographic, or procedural factors influenc-
ing the acute success rate of the procedure, Further-
more, patients taking part in large multicenter studics
like these are selected in certain ways; therefore, care
needs to be taken in extrapolating our results to the
broader angioplasty population.

Third, for obvious reasons, the reference diameter in
the occlusions group before PTCA could not be reliably
measured, so we took the reference diameter afier
dilatation as the reference diameter before dilatation.
The statistical analyses remain valid, however, because
even if we substitute the post-PTCA reference diameter
for the pre-PTCA reference diameter in the stenoses
group, the significant differences between the two groups
remain.

Fourth, because of the nature of the data, we unfor-
tunately are unable to comment on whether certain
previously documented risk factors for restenosis such as
the degree of collateral supply!! or the measured coro-
nary wedge pressures50 may relate to reocciusion rather
than to long-term restenosis,

Finafly, data from the active therapy group and the
placebo group were amalgamated. Althouph the drugs
did not seem to influence the overall restenosis rate, the
Ketanserin in the PARK study and the thromboxane
Agpreceptor blocker in the CARPORT studies may have
had a covert influence on the reocclusion rate after
dilatation of occlusions that we were unable to detect.

Nonctheless, we believe that the merging of the data is
justified because the data amalgamated were common to
all studies and the angiographic criteria were standard-
ized, with one central laboratory performing the quan-
titative angiographic analysis in all studies. Furthermore,
the resulting large study population provides a unique
opportunity to obtain accurate quantitative angiographic
data at a predetermined time interval in a field where
such few data currently exist.

Concluslons

These results indicate that successfully dilated coro-
nary occlusions, both total and functional, have a higher
rate of angiographic restenosis at 6 months than steno-
ses. This is due chiefly to a higher rate of ccclusion at
follow-up angiography in this group of lesions, Measures
aimed at reducing restenosis after successful dilatation
of coronary occlusions should therefore be focused in
this direction.
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Abstract

Background. Experimental and human intravascular ultrasound studies suggest
that unfavourable vascular remodelling may contribute to restenosis after coronary
angioplasty. We evaluated whether favourable remodeling and hence luminal
enlargement, defined as a negative absolute loss, may also occur following succes-
sful balloon angioplasty and which factors may influence this.

Methods and Results. Our study population consisted of 3,583 lesions in 2,950
patients taking part and successfully completing four major restenosis studies.
Within the study population there were 980 lesions (27.3%) which underwent
luminal entargement during follow up and 2,603 lesions (72.7%) which did not.
As expected the categorical restenosis rate was significantly lower in lesions
which underwent favourable remodeling (1.53% vs 47.25%, p<0.0001) as was the
rate of clinical events during follow up (8.23% vs 26.91%, p<0.0001).
Multivariate analysis suggested that diuretic therapy (p=0.024), MLD pre PTCA
(p=0.0003), diameter stenosis pre PTCA (p=4.E"), balloon artery ratio (p=6.E"?)
and dissection post PTCA (p=0.0084) increased the probability of luminal enlar-
gement whilst age (p=0.036), heparin therapy (p=1.E"), number of vessels dise-
ased (p=0.037), lesion length (p=0.0001), LAD location (p=0.001), total inflation
time (p=0.0139) and relative gain (p=0.E"®) decreased the probability of luminal
enfargement during follow up.

Conclusions. Luminal enlargement may occur after successful coronary angio-
plasty and can be substantially influenced by clinical, angiographic and procedural
variables,
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Introduction

The classical paradigm regarding the mechanism of restenosis after successful
coronary angioplasty has been one of neointimal thickening from the migration,
proliferation and extracellular matrix production by smooth muscle celis(1-3).
More recently this paradigm has been chalienged by both experimental (4,5) and
human (6-8) infravascular ultrasound studies which suggest that restenosis relates
more to unfavourable vascuiar remodeling than neointimal hyperplasia (9-11).
The data regarding this however are still controversial with some studies confii-
ming this whilst others refute it (12). We hypothesized that favourabie arterial
remodeling and hence luininal enlargement may also occur, increasing luminal
dimensions during follow up. The aim of our study was to assess whether such
luminal enlargement occurs in man and define which, if any, factors may influen-
ce it.

Methods

Patients

Our study population was taken from the 3,582 patients with significant primary
stenoses in native coronary arteries who were prospectively enroled into four
major restenosis trials (13-16) and consisted of the 2,950 patients with coronary
angioplasty and quantitative angiographic follow up. Patients were eligible for
study entry if they were symptomatic or asymptomatic mei, or woinen, with sta-
ble or unstable angina pectoris and proved angiographically significant narrowing
in one or more major coronary arteries. Informed consent was obtained in ali
cases before the coronary angioplasty procedure, Patients with evolving myocar-
dial infarction and significant left main disease were excluded from the study.

Angioplasty procedure and follow up angiography

Coronary angioplasty was performed with a stecrable, moveable guide wire sys-
tem by the femoral route. Standard balioon catheters were used. The choice of
bailoon type and brand as well as inflation duration and inflation pressure were
left to the discretion of the operator. Patients were followed up for 6 months at
which time a follow up study was performed. 1f symptoms recurred within 6
months coronary angiography was carried out eariier. If no definite restenosis
was present and the follow-up time was below 4 months, the patient was asked to
undergo further coronary arteriography at 6 months,
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Quantitative angiography

Three coronary angiograms, in total, were obtained for each patient, pre-, post-
PTCA and at angiographic foliow up. The angiograms were recorded in such a
manner that they were suitable for quantitative analysis by the computer assisted
Coronary Angiography Analysis System (CAAS) which has been described and
validated earlier (17,18). To standardise the method of data acquisition and to
ensure exact reproducibility of the angiographic studies, measures were taken as
previously described and all angiograms were processed in a central angiographic
core laboratory {13-16). Because the computer algorithm is unable to measure
total occlusions, a value of Omm was substituted for the minimal lumen diameter
and a value of 100% for the percent diameter stenosis pre PTCA. In these cases
the post angioplasty reference diameter was substituted for vessel size.

Definitions

Luminal enlargement

Luminal enlargement was defined as an increase in minimal luminal diameter
during angiographic follow up (ie a negative absolute loss).

Clinical end point

A clinical end point was defined as the occurrence of death, myocardial infarc-
tion, Coronary attery bypass grafting and repeat PTCA during follow up (13-16).

Angiographic definitions

Reference diameter refers to the reference diameter of the relevant coronary seg-
ment and is represented by the interpolated reference diameter pre-PTCA.

Minimum luminal diameter (MLD}) is the point of maximal huminal narrowing in
the analysed segment.

Many criteria have been proposed for the assessment of restenosis (20,21). For
the purposes of this study a categorical approach with the fraditional cut-off point

of >50% diameter stenosis at follow up was used.

Absolute Gain and Absolute loss represent the improvement in minimal luminal
diameter achieved at intervention and the absolute change during follow up
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respectively, measured in mm. Absolute Gain = MLD post PTCA - MLD pre
PTCA. Absolute loss = MLD post PTCA - MLD at follow up.

Relative gain and relative toss depict the improvement in minimal luminal diame-
ter achieved at intervention and the change during follow up respectively, normali-
zed for vessel size. Relative gain = {MLD post PTCA - MLD pre PTCA]/Vessel
size. Relative loss = [MLD post PTCA - MLD at follow up}/Vessel size.

The absolute net gain is the MLD at follow up - MLD pre-PTCA. The net gain
index is the net gain normalised for the vessel size. Net gain index= [MLD at fol-
low up-MLD pre-PTCA}/Vessel size.

Statistical analysis

Data was analysed using the SAS statistical software package. A chi square test
was used to assess the difference in categorical variables. A Student t-test was
used to assess differences in continuous variables. To test the assumption that the
variances were equal, the Folded form F statistic was used. Whenever this
assumption was violated the Cochran and Cox approximation of the t test was
used. Differences in variables with an ordinal scale (severity of clinicai outcome)
were assessed with the Wilcoxon rank-sum test.” The difference in event free sur-
vival time between the two groups was evaluated using the Kaplan-Meier method
with the log rank and Wilcoxon test. To study the relationship between a binary
outcome parameter {the occurrence of a clinical event) and multiple categorical
and continuous determinants multiple logistic regression analysis was used. To
study the relationship between continuous outcome parameters and multiple cate-
gorical and continuous determinants multipie linear regression analysis was used.
P values <0.05 were considered significant.

Results

Baseline patient characteristics, procedural results and clini-
cal follow up

‘The study population comprised 2,950 patients who underwent successful corona-
ry angioplasty and quantitative angiographic foliow up. 980 lesions (27%) in 668
patients out of 3583 lesions in 2,950 patients underwent luminal enlargement
uring angiographic follow up (Figure 1).
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Figure 1. Cuinulative distribution curve of absolute loss {change in MLD from
before percutaneous angioplasty to follow up) for all lesions in study. Note that
28% have luminal enlargement (a negative absolute loss).

The clinical and angiographic characteristics of the 980 lesions which underwent
luminal enfargement compared with the 2,603 which did not are summarised in
Tables 1 and 2. The two groups were broadly comparable in terms of baseline
demographic characteristics although patients who underwent luminal enlarge-
ment were less likely to have grade 3-4 angina. They were also less likely to be
on heparin and a thrombocyte aggregation inhibitor and more likely to be on oral
diuretics (Table 1). The lesion characteristics were also broadly similar although
lesions which underwent luminal enlargement were less likely to have a branch
point in the middle of the stenosis (Table 2).
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Remodeling Yes No Significance

Level

Patient No 668 2282
Lesion No 980 2,603
Men

82% 81% 0.672
Age (years). 57+9.4 57.449.3 0.247
Ever smoked 75% 75% 0.913
Current smoker 20% 18% 0.173
Hypertension 30% 3% 0.679
Digbetes 8.0% 10.7% ¢.10t
Hyperlipidaemia 32% 32% 0.906
History of previous PTCA 5.1% 4.9% 0.806
History of previous MI 42% 43% 0.493
Previous CABG 3.8% 4.4 0.472
Pain at rest 40% 42% 0.461
Vessels diseased 0.058
IvD 08% 63%
2VD 24% 29%
vD T 8%
Anginal class 0.047
None 5.3% 5.8%
CCS Class 1 £1.5% 10.9%
CCS Class I 35.8% 31.5%
CCS Class i1 30.6% 30.0%
CCS Class TV 16.8% 21.8%
Duratien of angina (weeks) 114189 110£205 0.627
Medication at sereening
Anticoagulants 1.8% [.5% 0.516
Thrombocyte aggregation inhibitor 59.7% 65.8% 0.004
Aspirin 79.1% 82.6% 0.125
Persantin 12.5% 11.9% 0.763
Heparin 36.5% 48.3% <0.0001
Beta blocker 47.9% 51.2% 0.136
Calcium antagonist 67.4% 70.0% 0.189
Nitrates 65.1% 65.8% 0.866
Diuretic 9.28% 6.53% 0.015
Cholesterol lowering agent 9.9% 9.8% 0,934
Laboratory Investigations
Haemoglobin 8.8740.82 8.86+0.83 08779
Haematocrit 0.42+0.04 0.4220.04 0.8729
White cell count 7.36+£2.08 7.46+2.47 0.2971
Platelet count 255469 257471 0.4866
Total cholesterol (mmol/) 5.0!1+1.23 5.81£1.23 0.0641
HDL cholesterol {(mmol/1) 1. 12+0.51 1.15+0.55 0.5561
LDL cholesterol (mmoi/l) 4,32+1.18 4.06+1.31 0.0753

Table 1. Demographic data of patients with and without luminal enlargement
included in analysis. CABG indicates coronary artery bypass grafts, PTCA, per-
cutaneous transluminal coronary angtoplasty and CCS, Canadian Cardiovascular
Society angina classification.
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Remodeling Yes No Significance

No. 930 2,603 Level
Lesion location 0.120
LAD 39.6% 43.9%
LCx 25.5% 24.5%
RCA 34.8% 31.5%
Type of lesion
Concentric 44.4% 44.8% 0.584
Multiple Irregularitics 8.4% 1.7% 0.599
Tandem lesion 3.6% 4.3% 0.400
Branch point in stenosis 26.9% 35.0% 0.005
Branch point in dilatation site 61.4% 65.2% 0.209
Coronary artery bend 21.7% 19.6% 0.222
Lesion calcification 12.2% 12.4% 0.940
Thrombus (pre/post PTCA) 4.2% 4.6% 0.081
Total occlusion pre PTCA 8.5% 7.0% 0.164
Lesion length pre 6.136+2.165 6.337+2.331 0.020
Degree of collateral supply 0.224
No collaterals 85.7% 84.1%
Slight (minimal perfusion) 4.0% 4.2%
Medium (partial perfusion) 4.4% 5.0%
Major (complete perfusion) 3.9% 3.1%
Not assessed 2.1% 37%
PTCA procedure
Nominal size of largest batloon (mm) 2.88+0.45 2.85+0.43 0.1915
Balloon to artery ratio 1.1320.19 1.13+0.19 04183
Total number of inflations 33422 3.7x2.4 0.0002
Total duration of inflation (secs) 2754262 3254271 <0.0001
Maximum Inflation pressure (ati} 8.3242.63 8.53+2.45 0.0258
Post PTCA result
Dissection at the dilated site 353% 33.5% 0.339
Table 2 (continned)
Disscction Type 0.055

Type A 13.7% 15.3%

Type B 18.2% 13.5%

Type C 39% 3.5%

Type D 0.0% 0.1%

Type B 0.1% 0.1%

Type F 0.0% 0.1%

Table 2. Angiographic baseline data of patients. SVD, Single vessel disease, 2-
VD Two vessel disease, 3-VD, three vessel disease. LAD, left anterior descen-
ding, LCx, left circumflex artery, RCA, right coronary artery. PTCA, percutane-
ous transluminal coronary angioplasty. CCS, Canadian Cardiovascular Society
angina classification. Mean values = SD.
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As our data set was composed of four negative restenosis trials we also assessed
whether active drug therapy had any effect on luminal enlargement in each indivi-
dual data set. There was no difference in the Carport Mercator or Marcator stu-
dies (31.89 vs 28.16, 31.23 vs 26.58, 22.65 vs 26,95, respectively, active therapy
vs placebo, p=ns) but a tendency in the Park study for less patients on the active
drug therapy (Ketanserin) having luminal enlargement during follow up (26.35%
vs 36.09%, p=0.08).

Fifty five (8.2%) of the patients with lesions which underwent luminal enlarge-
ment compared to 614 (26.6%) of the patients without luminal enlargement had a
clinical end points (Redo PTCA, CABG, acute myocardial infarction or death)
during follow up (p<0.0001). The individual components of death, myocardial
infarction, Coronary artery bypass grafting and re-PTCA were 0.15% vs 0.22%,
2.40% vs 3.02%, 1.05% vs 2.98% and 4.64% vs 20.68% respectively for lesions
which underwent luminal enlargement vs lesions which did not, The differences
in the individual clinical end points between the two groups were also statisticaily
significant (p<0.0001). The time course of clinical end points are summarised in
2, which aiso demonstrate that the two curves only begin to diverge after the first
40 days of follow up. The mean time to clinical end point was significantly lon-
ger in the luminal enlargement group (172438 vs 159446 days, p=0.0001).
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Figure 2. Cumulative distribution curve of clinical end points over time for
patients with and without luminal enlargement during angiographic follow up.

197



Quantitative angiographic analysis and angioplasty procedure

A mean of 2.12 maiched angiographic projections per lesion had satisfactory
quantitative analysis performed, pre-, post- PTCA, and at follow up. Lesions
which subsequently underwent luminal enlargement had a shorter fength and nee-
ded fewer inflations for a shorter duration at a lower pressure (Table 2). Both the
absolute and relative gain were significantly lower in lesions which underwent
remodeling. Post-PTCA the MLD was significantly lower and the % residual ste-
nosis significantly higher in the group which underwent luminal enlargement.

Remodeling Yes No Significance
No. 980 2,603 Level
Reference Diameter (mm)

Before angioplasty 2.62:+0.56 2.6040.53 0.2626
Afier angioplasty 2.62+0.53 2.67+0.51 0.0243
At follow up 2.80+0.56 2.63+0.56 <0.0001
Minimal luminal diameter (mm)

Before angioplasty £.02+£0.43 0.99+0.38 0.1602
After angioplasty 1.68+0.35 1.7840.36 <0.0001
At follow up 1.92+0.40 1,2540.53 0.0001
Differences in ML)

Absolute Gain (mm) 0.67+0.41 0.79+0.41 <0.0001
Relative Gain 0.26+0.16 0.31+0.16 <0.0001
Absolute Loss (inm) -0.2410.20 0.53+£0.45 0.0001
Relative Loss -0.10+0.08  0.21£0.19 0.0001
Absolute Net Gain (nmun) 0.91+0.44 0.26+0.53 0.0001
Net Gain Tndex 0.36+0.18 0.10+0.21 0.0001
Loss Index -0.61+2,22 0.93+4.09 0.0001
Percentage stenagsis

Before angioplasty 60.71+15.23  61.05£14.30  0.5573
After angioplasty 3539+8.09  32.73£832  <0.0001
At follow up 30.7618.75 51.71£19.04  0.0001
DS at follow up >50% 1.53% 47.25% <0.0001

Table 3. Quantitative angiographic analysis of 980 lesions which underwent lumi-
nal enlargement compared with 2,603 which did not. MLD, Minimal luminal dia-
meter. DS, diameter stenosis.
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Figure 3. Upper panel: Cumulative distribution corve of MLD pre, post PTCA
and at follow up for patients with and without luminal enlargement during follow
up. Lower panel: Cumulative distribution curve of percentage stenosis pre, post
PTCA and at follow up for patients with and without luminal enlargement during
follow up.

At follow up the reference diameter was significantly higher in the luminal enlar-

gement group suggesting that the whole vessel size had been reset (Table 3). As

would be expected the categorical restenosis rate was significantly lower at 1.53%
in lesions with luminal enlargement compared to 47.25 in lesions without.

Multiple linear regression analysis

Univariate analysis suggested that anginal class as well as drug therapy and pro-
cedural characteristics such as balloon pressure, number and duration of inflation
may influence subsequent luminal enlargement (Table 1 and 2) so logistic regres-
sion analysis was performed for the above as well as ali other clinical, angiograp-
hic and procedural parameters listed in tables 1-3. Of these variables diuretic the-
rapy (regression co-efficient 0.41), MLD and diameter stenosis pre PTCA (1.11,
0.08 respectively), balloon artery ratio (2.70) and dissection post PTCA (0.27)
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Variable Regression  Standard Error of p value Odds ratio
Co-efficient Regression co-efficient

Remodeling af follow up angiography

Intercept -0.704 f.182 3.E” 0.001
Diuretic therapy 0.407 0.180 0.0240 i.502
MLD pre PTCA 1.109 0.303 0.0003 3.032
Diameter stenosis pre PTCA (.084 0.010 4E* 1.088
Balloon artery ratio 2.700 0.392 6.E” 14.88
Dissection post PTCA (.265 0.101 0.0084 1.303
Age -0.011 0.005 0.036 0.989
Heparin therapy -0.549 0.103 1.E¥ 0.578
No of vessels diseased -0.168 0.081 0.037 0.845
Lesion length -0.078 0.024 0.0001 0.925
LAD location -0.336 0.102 0.001 0.715
Total inflation time -0.001 0.000 0.0139 $.999
Relative gain -6.001 0.590 0.E*® 0.002

Table 4. Regression analyses to evaluate the respective contributions of clinical,
angiographic and procedural variables to remodeling at follow up angiography in
these lesions. Logistic regression analysis was used for this. Incl, Including.
Excl, Excluding. Fup, follow up. PTCA, Percatancous Transluminal Coronary
Angioplasty, MLD. Minimal Luminal Diameter.

increased the probability of luminal enlargement whilst age (regression co-effi-
cient -0.01), heparin therapy (-0.55), number of vessels diseased (-0.17), lesion
length (-0.08), LAD location (-0.34), total inflation time (-0.001) and relative gain
(-6.00) decreased the probability of luminal enlargement (Table 4).

Discussion:

Our results indicate that luminal enlargement may occur after successful coronary
angioplasty, resulting in improved clinical outcome, and that a number of factors
can substantially influence this, Future prospective studies are required to investi-
gate this phenomenon further.

The reasons for the luminal enlargement in the angiographic follow up period are
unclear. It may however reflect improvements in local flow dynamics and reset-
ting of the vessel wall during follow up. The increase in blood flow velocity fol-
lowing successful dilatation of a stenosis results in an increase in wall shear stress
which may stimulate endothelial dependent vasodilatation and resetting of the ves-
sel wall (22-25). The higher residual stenosis and lower MLD post intervention in
the luminal enlargement group however auger against this. It may still be a play-
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sible explanation however if there were covert differences in endothelial vasodila-
tor function between the two groups (24). An alternative explanation is that the
process reflects differences in wall and plaque composition and hence susceptibili-
ty to regression or favourable "Glagovian" arterial remodeling. In support of this
are the differences in lesion length and procedural characteristics between the two
groups, with fewer inflations at a lower pressure for a shorter time in the group
which underwent luminal enlargement, perhaps refiecting a softer lesion, more
likely to undergo regression and remodeling during foliow up.

Multivariate analysis was suggestive of a number of clinical procedural and angio-
graphic variables related to luminal enlargement. Those which increased the pro-
bability of luminal enlargement included diwretic therapy, mld and % stenosis pre
PTCA, balloon artery ratio and dissection post PTCA, whilst those which decre-
ased the probability of luminal enlargement included age, heparin therapy, no of
vessels diseased, LAD location, lesion length, total inflation time and relative
gain.

Both sets of variables revolve around lesion characteristics. The increased likeli-
hood of luminal enlargement with balloon artery ratio and dissection may reflect
enough damage to the vessel wall to allow freeing of the atheroscierotic plaque.
The characteristics which decrease the probability of luminal enlargement again
revolve around lesion characteristics and may reflect less likelihood of luminal
enlargement in more advanced, more calcified, atherosclerotic disease. This is
reflected in increased age, increased involvement of other vessels, increased lesion
length and the requirement for increased total inflation {ime.

The relationship with drug therapy was also interesting and warrants further inves-
tigation, The positive relationship with diuretic therapy may reflect the influence
of a third factor, such as hypertension, on vascular remodeling. Additionally both
hypomagnasaemia and spironolactone can inhibit growth of vascular cells and
decrease collagen synthesis, both of which may weaken the reparative processes in
the vessel wall and allow luminal enlargement. The negative relationship with
heparin therapy may provide one possible explanation as to why heparin which
has been shown to suppress smooth muscle proiiferation in vitro (26) and reduce
neointimal hyperplasia in animal models of vascular injury (27,28} has failed to
influence restenosis in the clinical situation (29). If restenosis is a result of both
neointimal hyperplasia and vascular remodeling the negative effect of heparin on
luminal enlargement may obviate any differential effect on neointimal hyperplasia.
It is not clear why heparin should exert a negative influence on luminal enlarge-
ment. One possible explanation may be through strengthening of the vessel wall.
Heparin is known to stimulate endothelial cell migration and angiogenesis which
may result in faster healing, increased strengthening of the vessel wall and hence
minimisation of any luminal enlargement. In addition heparin is also known to
activate Transforming growth factor beta, an enhancer of matrix secretion and
matrix confraction, which again may minimise any luminal enlargement.
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Clinical implications: Our finding that luminal enlargement may occur after
coronary angioplasty has important clinical implications for coronary interven-
tion. If we can differentiate lesions which undergo favourable luminal enlarge-
ment we may be able to target newer percutaneous revascularisation techniques
such as coronary stenting more effectively. Furthermore, by identifying clinical
and procedural factors favourably influencing luminal enlargement and applying
them to the other group we may be able to reduce restenosis. Additionally our
data also suggest that luminal enlargement can be influenced by drug therapy in
both a positive and a negative manner. This may open a second therapeutic win-
dow in tackling the problem of restenosis after coronary angioplasty and may also
explain why agents such as heparin, which has been shown to suppress smooth
muscle proliferation neointimal hyperplasia in animal models of vascular injury
have failed to influence restenosis in the clinical situation. Future prospective stu-
dies, ideally utilising intracoronary ultrasound imaging to directly visualise the
atherosclerotic plaque, are required to investigate this phenomenon further.

Limitations of the study: Our study could have been confounded by a number of
methodological problems inciuding measurement variability. We feel this is unli-
kely however for 2 reasons. Firstly previous work from our group (30) has shown
that the re-measurement of the same lesion renders a difference between the meas-
urements of 0.007mm with a standard deviation of 0.2mm. So we assume that
0.2mm is the standard deviation of the measurement error. In a worst case scena-
rio where we assume all lesions to have a loss of Omm we would expect 95% of
the observations to be within 1,96 fimes the standard deviation, so even in this
hypothetical situation, we would expect only 2.5% of the lesions to have a negati-
ve loss of 0.4 mm or more. In our database, we find, in fact 6.0% of lesions in
this category. Testing for the difference between these proportions, we find a p-
value of <0.00001, More importantly however as the mean loss in fact is much
grater than zero at 0.30mm, measurement variability is extremely unlikely to be
responsible for the negative loss which we see. Thus our results are unlikely to be
due to measurement variability but are more likely to reflect real luminal increases
over time. Our results may also relate to local dissection and inappropriate con-
tour detection by the CAAS system. Again, this is unlikely as there was no signi-
ficant difference in the overall incidence or type of dissection between the two
groups. Another possible explanation is variability in vasomotor tone at the diffe-
rent time points. We controlled for this however with intracoronary nitrates admi-
nistered immediately before each angiogram, again making this an unlikely expla-
nation, Furthermore, as can be seen from Figure 2 the two curves do not begin to
diverge until after 40 days, again suggesting that the cause of this is unlikely to be
coronary spasm at the time of the procedure. We thus believe that we are seeing a
true phenomenon, which is reflected in the low rate of clinical events in the lumi-
nal enlargement group. The fact that the process also affects the reference vessel
segment, which has, in the past been shown to undergo the same restenosis pro-
cess as the lesion itself (31) adds additional strength to this argument.
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Our study was also a retrospective analysis of prospectively gathered data and is
hence subject to the limitations inherent in any retrospective analysis.
Additionally, contrast angiography can only provide an image of the vessel lumen
and not the vessel wall. 1t is thus unclear whether the mechanism for luminal
enlargement is plaque regression or vessel expansion over time or any coinbina-
tion of these factors,

Conclusion: Our resuits indicate that luminal enlargement may occur after suc-
cessful coronary angioplasty, resulting in improved clinical outcome. They also
suggest that lesion related characteristics, reflected by procedural variables, and
drug therapy may substantially influence this process.
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Chapter 16

Randomised trials, registries or experience-based common
sense?

Violaris AG, Serruys PW,

Ellis SG, Holmes DR (Editors) Strategies for cotonary intervention: a practical
approach. 1995 (Williams and Wilkins Publishers), pp190-204
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The Thoraxcenter

Perspective

ANDONIS G. VIOLARIS and PATRICK W.
SERRUYS

Percutaneous transluminal coronary angie-
plasty (PTCA), introduced by Griintzig in
the late 1970s, has been a major break-
through in the treatment of obstructive coro-
nary artery disease. Increasing operator expe-
rience and improvements in balloon catheter
technology have resulted in a high immediate
success rate and a low incidence of complica-
tions, which in turn has resulted in an
increasing number of patients with more
advanced coronary artery disease now being
considered candidates for halloon angio-
plasty. Substantial limitations still remain,
however, which include technical factors
relating to the coronary anatomy that limit the
intervention to particular subgroups of
patients with coronary artery disease, acute
occlusion resulting in increased morbidity
and mortality, and longer-term: restenosis in
30 to 40% of patients. Because of these limi-
tations inherent in balloon angioplasty, phar-
macologic agents to reduce restenosis and a
plethora of new devices designed to improve
the short- and long-term results of catheter-
based revascularization have been intro-
duced.

Considerable difficulties exist, however, in
assessing long-term restenesis and making
valid comparisons between the different
treatment modalities available. We therefore
need a means of rapidly and effectively as-
sessing not only the acute efficacy and safety
of new devices but also of comparing their
long-term results with these of balloon angio-
plasty. Randomized trials, registries, and
personal experience all go some way toward
answering these questions. In this mona-
graph we review the use of these three meth-
ods and propose a compromise approach,
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hased on matching patient and lesion charac-
teristics, that may result in the more rapid
and efficient assessment of new devices and
pharmacologic agents.

RANDOMIZED STUDIES

The best way te compare the short- and long-
term clinical and angiographic results of dif-
ferent coronary interventions or pharmaco-
iogic agents is with a randomized study, The
proper design of a randomized study to com-
pare different interventional techniques re-
quires the selection of the appropriate angio-
graphic variables reflecting the restenosis
process. In arecent study we examined which
angiographic parameter best described func-
tional status 6 months after suecessful single-
vessel coronary angioplasty (1}, Sensitivity
and specificity curves for the prediction of
anginal status and exercise electrocardiogra-
phy of four quantitative angiographie vari-
ables were constructed, and the point of high-
est diagnostic accuracy for the variables was
determined at the intersection of the sensi-
tivity and specificity curves. The poinis of
highest diagnostie accuracy using minimal
luminal diameter were similar for both angi-
nal status and exercise electrocardiography at
1.45 and 1.46 mm, respectively, This sug-
gests that the minimal luminal diameter at
follow-up may be useful for predicting clini-
cal events such as reciurence of angina. In
addition, the use of a central angiegraphic
core lab, using a well-validated system of
quantitative coronary angiography, with the
expertise required to ensure the accuracy of
all collated data and to minimize the possibil-
ity of introducing methodologic errors and
bias is required. Also required are a sufficient
number of patients undergoing repeat angiog-
raphy at a predetermined time, This number
depends on the variability in outcome among
the patients, the magnitude of the difference
in outcome, and the alpha and beta ervors.
Changing the power of the study in one way or
another will affect the number of patients
needed. Accepling a larger chance of missing



an effective treatment (large beta error and
thus a reduction in power) means substan-
tially less patients are needed.

A randomized study has several theoreti-
cal advantages. It guaraniees population
homogeneity in terms of clinical and angio-
graphic variables and thus allows the direct
compatison of different therapeutic treatment
modalities with no bias regarding selection of
treatment, Furthermore a weli-designed ran-
domized siudy may ensure that if a device is
used, the device has a fair trial by requiring
adequate expertise of ali participating inves-
tigators. For example, with most devices there
is often a steep learning curve, and therefore
1o ensure the fair evaluation of a device a min-
imum requirement wounld be that participat-
ing personnel have performed a set number of
procedures using the device, with acceptable
sueccess and complication rates.

Problems Related to All Studies

Despite the above advantages randomized
studies also have some inherent, logistic limi-
tations. These include patient exclusions
by virtue of the inclusion/exclusion criteria
and inconsistencies in the timing of random-
ization, foliow-up duration, and definitions of
clinical and angiographic primary endpoints,
We would like to expand on these using as an
example four, recently completed, multicen-
ter, restenosis trialss MERCATOR (ran-
domized, double-blind, placebo-controlled,
restenosis prevention trial of cilazapril 5
mg} (2), MARCATOR (vandomized, double-
blind, placebo-controlled, restenosis preven-
tion trial of cilazapril 1, 5, or 10 mg) (3}, CAR-
PORT (randomized, double-blind, placebo-
controlled, restenosis prevention wrial of a
thromboxane A, receptor aniagonist) (4}, and
PARK (randomized, double-blind, placeho-
controlled trial of ketanserin 40 mg) (5),

Patient Selection Bias—Inclusion/Exclusion
Criteria

The inclusion/exclusion criteria for a study
may have a substantial influence on both the

power of a study and the applicability of the
results to the general angioplasty population.
The main inclusion/exclusion eriteria in most
studies relate to the coronary anatomy (sin-
gle-vessel versus multivessel disease)/lesion
morphology, the pattern of angina {stable ver-
sus unstable), a previous history of myocar-
dial infarction, and concomitant drug therapy
or device use.

SINGLE-VESSEL VERSUS MULTIVESSEL DISEASE

Large centers likely to participate in ran-
domized studies often report that a large pro-
portion of their patients have multivessel
disease requiring multilesion angioplasty. If
you therefore confine your study to single-
vessel disease, you will limit the number of
eligible patients. If you decide to include
multivessel angioplasty, however, the prob-
lem then arises of how to handle restenosis.
Do you perform a lesion- or a patient-related
analysis. If you choose a patient-related anal-
ysis, how do you handie three dilated lesions
in the same patient? It is much easier in
statistics fo work with single numbers than
a collection of numbers, Because reslenesis
is likely to be a lesion-related rather than a
patient-related problem {even the so-called
patient-related factors such as unstable an-
gina or recent angina actually reflect lesion
instability) {6), we tend to reconcile lesion
with patient analysis by using the average
MLD (minimal luminal diameter) of multiple
lesions obtained from multiple views so
that statistically you deal with one MLD
per patient. It is interesting, however, that
despite the onus in the planning stage to
include multivessel dilation, over 80% of
patients randomized in the large multicentre
trials have single-vessel disease with 16%
two-vessel disease and 4% three-vessel dis-
ease.

STABLE VERSUS UNSTABLE ANGINA PECTORIS

One reason for including unstable patients
is that in multivariate analysis the greatest
foss in MLD occurs in the unstable patients,
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For example, in the CARPORT study the
change in MLD at follow-up was —0.37 &
0.59 mm in patients with duration of angina
<2.3 months {n = 210), while it was only
—0.26 * 0.53 mm in patients with duration
of angina >>8.5 months (n = 229), A similar
pattern was seen in the MERCATOR study
where the change in MLD at follow-up was
—0.33 * 0.55 mm in patients with duration
of angina <<86 days (n = 252}, while it was
only —0.19 * .48 mm in patients with du-
ration of angina >>305 days (n = 256). The
importance of this is in the power calcula-
tion. If unstable patients are excluded, then
the calculation of the power of the trial be-
conmes extremely difficult and large numbers
of patients are required. In the ongoing
FLARE study looking at Huvastatin for
restenosis, the drug has to be started 3 weeks
prior to PTCA which means unstable pa-
tienis are excluded from the study, increas-
ing the nwmber of patients required.

If you do decide to include patienis with
unstable angina, the problem then arises that
there is no accepted definition of this term. A
practical definition, used in the CARPORT
sludy, was pain at rest controlled by intra-

Table 12C.1,

venous nitrates. Even within this group, how-
ever, there is a marked heterogeneity of
patients, and a better definition and subdivi-
sion of unstable angina is needed. In the
ongoing HELVETICA study (randemized,
double-blind, placebo-controlled, restenosis
prevention frial of recembinant hirudin)
patients are entered using the Braunwald
classification, which will hopefully provide
better information on the long-term restenosis
rate in the various subgroups of unstable
angina,

PREVIOUS MYOCARDIAL INFARCTION

Most studies have systematically excluded
patients with recent myocardial infarction
from trial entry. In the MERCATOR study, for
example, patients with a myocardial infarct
within 3 weeks were excluded (Table 12C.1}).
In the MARCATOR study an amendment was
passed 3 months into the irial allowing
patients within 5 days of myecardial infare-
tion to be entered into the study. This high rate
of recent myocardial infarction may be
responsible for the increased loss in MLD in
the MARCATOR compared with the MER-
CATOR study (0.37 versus 0.28 mm).

Screening Results of 17 Log-Keaping Clinics Particlpating in the MERCATOR Multicenter Randomized

Study of Cllazapril*

Reason for Exclusion Number® %
History of sustained essential hypertenslon 271 21.2
Pravious and/or falled PTCA at lhe same site 268 21.0
Qhwava M less than 4 weeks prior to sludy entry 174 138
Follow-up cororary anglography unlikefy 109 85
Loglstic reasons 67 5.2
Signiflcant concomitant disease 50 3.9
Older than 75 years 43 3.4
Ditatalion of bypass graft 40 3
Primaey perfusion thesapy 38 a4
Ne informed consent given 39 34
Current evidance of prior history of heart faiture 28 22
Pariicipation in othar {ral 14 1.1
Athareciomy/stent 13 1.0
Other reasonse (less than 1% each) 122 9.6

“From MERCATOR study group. Circulation 1992; 86-100-101 with permission.

ESeresning resuits of 17 dlinles which recruited 65% of the patients.

<Left main disease, history of type Il hypercholesterolemta, previous cerebro-vascular accldent, previous participation In MERCAFOR, hypotension, con-
tralndication to AGE Inhibitiondasplrin, women of childbearing petential, insufin-depsndent diabates, miscelfaneous.
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EXCLUSION CRITERIA BASED ON TRIAL
MEDICATION

The trial medication may also play a sig-
nificant role in selection bias by exclud-
ing patients with contraindications to the
medication or those on concomitant therapy
that may interact with the trial medica-
tion. For example, in the MERCATOR and
MARCATOR studies hypertension was a
major exclusion criterion because of the
associated hypotensive effect of cilazapril
(Table 12C.1). In the MERCATOR study
15% of all patients screened were excluded
because of sustained essential hypertension.
In: the CARPORT and PARK studies the use
of platelet-inhibiting or nonsteroidal antiin-
Rammatory drugs within 7 days preceding
the study was responsible for the exclusion
of 289 of patients. The use of oral anticoag-
ulants at the time of the procedure excluded
a further 9% of patients,

EXCLUSION CRITERIA BASED ON TECHNOLOGY

Most randomized pharmacologic studies on
restenosis have specifically excluded the use
of new devices, This means that when the
results are published, a possible criticism
will be that they do not reflect and therefore do
not apply to the real world. Statistically, as
long as the use of new devices occurs in less
than 10% of randomized patients, dealing
with them-is not a problem. Once they reach
50%, however, stratification of patients
according lo treatment medality would be
required, Fulure trials arve thus likely to
include all new technologies, apart from
stents. It is of interest, however, that in the
ongoing HELVETICA study, where the use of
new lechnology is allowed, these only oceurin
4% of the patients entered, so there is noneed
for posthoc stratification,

Stringent entry criteria designed to mini-
mize the randomization of high-risk patients
mean that only a minerity of eligible patients
may be recruited for a particular study. In the
MERCATOR study, for example, 1755 pa-
tients were sereened but only 478 (27.2%)

were actually recruited into the study. The
reasons for exclusion included a history of
sustained essential hypertension (271 pa-
tients, 15.4%) and previous and/or failed
PTCA at the same site (268 palients, 15.39),
as well as a variety of other less frequent fac-
tors (Table 12C.1). In the PARK study even
fewer screened patienls were enrolled into
the study (704/5636, 12.5%).

The exclusion of high-risk patients may
have a significant influence, however, on the
power of a trial. Historically, the loss in MLD
during follow-up has been around 0.4 mm
(7). For the trial power calculations, for a
30% reduction in the treatment group the
expected loss would be 0.25 mw. For all the
recent trials, however, the MLD loss has
been much lower {CARPORT 0.31 mm,
MERCATOR 0.30 mm, PARK 0.26 nnm), re-
sulting in a reduction in the power of the tri-
als and making it more difficult to demon-
strate significant benefit. This is because
they have taken the minimalist approach to-
ward patient recruitmeni—only enrolling
patients with single-vessel disease and sta-
ble angina pectoris and specifically exclud-
ing high-risk patients such as those with re-
cent myoeardial infarction and unstable
angina,

Inclusion of such patients should increase
the loss in MLD during follow-up and hence
increase the power of a frial. Thus future tri-
als are likely to take a “maximalist” approach
by including patients with multivessel dis-
ease, unslable angina, recent myocardial
infarction, and previous PT'CA and resteno-
sis. In the ongoing HELVETICA (rial, for
example, only difficult unstable patients are
included, which will hopefully increase the
power of the study.

En addition, often little indication is given
of the proportion of eligible patients entered
into the study and the likely oulcome of
patients excluded from the study. Therefore
the resulls of a study may not apply to the
large proportion of patients seen in clinical
practice.
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Timing of Randomization

The optimal timing of randomization is also
unclear, Do you randomize the patients before
the procedure as in the PARK, HELVITICA,
and CARPORT studies, or do you only ran-
domize them once the procedure has been
successfully performed as in the MERCA-
TOR and MARCATOR studies? In the PARK
and CARPORT studies, since the mechanism
of drug action implied that it would prevent
both acute occlusion caused by platelet
aggregation-induced thrombus formation
and late restenosis caused by platelet aggre-
gation—-induced hyperplasia, trial medication
was started before the procedure, that is,
before wall injury eccurred. This had major
consequences for the definition of the clinical
endpoint. On the one hand, all failure
between first balloon inflation and the end of
the procedure could have been influenced by
the trial medication and were therefore
counted as clinical endpoints. On the other
hand, as the aim of this trial was to study the
effect of ketanserin on the inhibition of neoin-
timal hyperplasia following balloon wall
injury, it seemed reasonable to exclude from
the analysis of the main clinical endpoints
those patients in whom no batloon inflation
had occurred.

In the MERCATOR and MARCATOR
studies, concern was voiced over the possible
hypotensive effect of the medication if it was
given prior to the procedure. The debate cen-
tered around whether the medication should
be given prior to the procedure and any peri-
operative hypotension treated with volume
expansion or whether it would be safer to
administer the study medication after the pro-
cedure. Since preliminary animal experi-
menis had shown no major difference in inhi-
bition of neointimal proliferation whether the
drug was given 1 hour before or within 2 days
after wall injury, we were able to screen
patients before the procedure but only envoll
those who had undergone a successful coro-
nary angioplasty into the study. This approach
eliminated problems relating to the influence
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of the drug on the suecess of the procedure but
may also have introduced selection bias. For
example, if the investigator noted the pres-
ence of thrombus postangioplasty, this may
have influenced the likelihood of a patient
being subsequently entered into the study.
This may explain why in a multivariate analy-
sis of the CARPORT study the presence of
thrombus was associated with the relative
loss, whereas this was not the case in the

MERCATOR study.

Timing of Follow-Up Duration

One of the consequences of having sys-
tematic, follow-up angiography at 6 months is
that it distorts the nataral occurrence of clin-
ical endpoints (reinterventions). As a conse-
quence, all indications for a revascularization
procedure that have been triggered by the
6-month repeat angiogram are counted as
endpoints, provided that the indication is also
substantiated by anginal symptoms or posi-
tive findings at exercise testing, In the CAR-
PORT study clinical events were counted up
10 the 6-month angiogram minus 2 weeks.
This meant that the therapeutic implications
of the diagnostic angiogram were circum-
vented, resulting in a lower rate of events
compared with similar studies. This led to two
problems, Firstly, it reduced the power of the
study to detect a difference in restenosis, and
secondly, it may have tempted investigators to
awail recatheierisation before further ther-
apy. To overcome these problems, in the
MERCATOR study we increased the cutoff
point to 7 months. This, however, tended
io overestimaie the clinical event rate by
including cosmetic dilatations following the
6-month angiograms and thus introduced a
differerit problem into the analysis, For the
PARK study we again extended the study to 7
months, but excluded cosmetic dilatation by
insisting that for a repeat PTCA to be a clini-
cal event the clinician had to justify his deci-
sion on the basis of objective evidence of
ischemia. Furthermore, the decision to redo
the PI'CA was counted as a clinical event
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even if it did not physically occur during the
follow-up period. This did not completely
solve the problem, however, as cerfain
patients were marked down for repeat inter-
ventions that never occurred for a variety of
reasons, Thus the optimal time for restudy
may play a role in the clinical endpoints as
shown graphically in Figure 12C.1.

It may be best in the future therefore to
have a primary endpoint at 7 months and a
secondary endpoint at 12 months.

Definition of Primary Endpoints

The primary goal in restenosis trials is an
improvement in the short- and long-term clin-
ical oulcome in patients undergoing PTCA, It
is assumed that the improvement in clinical
sutcome relates directly to the prevention of
the stenosis recinrence. This may not be com-
pletely true, however.

CLINICAL ENDPOINTS

For the MERCATOR study as owr primary
clinical endpoints we chose a combination of
the major untoward clinical events, namely,
death, myocardial infarction, refeiral for
coronary aztery bypass surgery, or an indica-
tion for repeat angioplasty. The advantages
are obvious in that if the endpoint is based on
these so-called “hard” criteria, the endpoint

is evaluable in all randomized patients and
teads to simple effect estimates with corre-
sponding 95% confidence intervals. Because
hard endpoints only occur, however, in ap-
proximately 20% of cases, our ability to de-
tect even a 50% difference in restenosis rate
between intervention and control requires a
very large sample size with all the associated
logistic problems. Surregate, soft endpoints
such as recurrence of angina or noninvasive
evidence of myocardial ischemia may also be
introduced to increase the event rate to 50%
and hence to reduce the sample size required
(Table 12C.2). Because of the subjective na-
ture of these, however, bias is introduced into
the study.

For example, in trials testing pharmaco-
logic compounds with possible antiischemic
or antianginal effects unvelated to postinjury
hyperplasia, subjective, soft endpoints may
be misleading and obscure the reasons for
observed improvement. In the MERCATOR
study fewer patients in the cilazapril-treated
group experienced anginal pain during exer-
cise testing compared with the control group,
despite similar workloads, double product,
and ST-segment changes (Table 12G.3). This
was regardless of angiographically similar
restenosis rates suggesting that cilazapril had
no effect on intimal hyperplasia but perhaps
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Table 12C.2.
Total Number of Events and Ranking Scale In the CARPORT Study®

Total No. of Evenis During 6-Month Follow-Up Ranking of Clinlcal Status 6 Months After PTCA
Control GR32191B Control GR321918
N = 346 N = 351 N =346 N =351

Death
-late [ 4
-All 6 (2% 4 {1%) ] (2%} 4 (1%)
Myocardial infarclion
-Procedusal 5 5
-Early 1 7
-Late 3] 6
-All 22 (6% 18 (59%) 22 (6%} 18 (5%
CABG
-Procedural 3 7
-Earfy 5 2
-Late 18 18
-Alf 26 {8%) 27 {8%) 19 {6%) 22 {6%)
Repeat angioplasty
-Early 9 [
-Late 59 54
-All 68 (20%} 60 {17%) 52 {16%) 49 (14%)
"@CCs IV 5 (2%} 1 {0.3%) 5 {2%) 1 {0.3%)
*@CCSIH 19 (6%} 18 (5%} 11 {3%) 11 {3%)
*@CCS 36 (11%) a7 {14%) 23 {7%) 30 {9%)
*@ces| 26 (8%) 32 {9%) 14 {4%) 19 (5%}
None 254 {76%) 249 {72%) 194 {56%;) 197 {56%)

*From Serruys PW et al. Circulation 1991; 84; §568-15680 with permisston.
*, Fer 887 patients alive at 6-month follow-up; @, secondary endpoint; CCS, Canadian Cardiovascular Soclsty angina classification,

Table 12C.3.
Exercise Test Results of 564 Patlents Randomized inthe MERCATOR Study*
Centeot Cilazapril
N=291Pls N=273Pis PValus

Maximum workload (Watis) 146 + 39 151 + 44 NS
Exerclse time (sec) 446 + 124 454 + 127 NS
Systolic blood pressure at peaX exerclse {mm Hg) 196 + 27 192 + 28 NS
Hearl rate al peak exercise {(bpm) 142 + 22 142 = 21 NS
Double produst (mm Hg 100/bpm) 278 + 65 275 *+ 66 NS
ST deviation >1 mm 102 (36%) 99 (37%) NS
Anginal symptoms during 1ost 74 (25%) 42 (15%) 0.03
Cormbinatlon of ST >1 mm and symptoms 35 (13%) 25 (9%} NS

*From MERCATOR study group. Gircutation 1992; 86:100-101 with permisslon.
Pis, Patients.
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may have affected endothelial function. A
similar effect was seen in the PARK study
where patients receiving ketanserin demon-
sirated a trend toward a lower incidence of
revascularization procedures (77 versus 95in
the control group). This may have been sec-
ondary to the arleriolar dilating effect of
ketanserin, resulling in left ventricular
unloading, or perhaps to its effect on rheo-
logic parameters, resulting in increased coro-
nary blood flow.

A further confounding variable is the fact
that not all variables are of equal importance.
For example, death is of a different order of
magnttude from myocardial infaretion, which
in turn is of a different order of magnitude
from repeat angioplasty. Furthermore, the
total count of events only gives a general
impression of complications as events are not
mutually exclusive and may overlap. A
patient may, for example, sustain an acute
ocelusion resulting in myocardial infarction
and subsequent death despite emergency
coronary artery bypass grafting; in terms of
total count of evenis this patient might be
counted four times.

Ranking endpoints in terms of relative
descending importance (Table 12C.2) may
overcome some of these problems, but the
problem of quantifying each complication
and its relative importance then arises, For
example, how many myocardial infarctions
are equivalent to death? Such methods are
standard in the field of decision analysis,
however, and a similar composite endpoint
has heen recently proposed for late follow-up
after coronary angioplasty (8, 9). Although
such an approach requires prospective valua-
tion, it clearly provides the ability to combine
both elinical and angiographic endpoints and
may thus be useful in early, phase 2 clinical
irials to improve statistical power.

In atiempting to address these questions
other models have also been proposed.
Friedrich and colleagues showed that the
constant-hazard model cannot be applied to
coronary interventional techniques as the risk

is not constant but varies over time (10). Fun-
thermore, this rate combines two undetlying
hazards: an early time-dependemt hazard
caused by restenosis of the target vessel and a
more constant hazard caused by the progres-
sion of coronary atherosclerosis or comorbid’
disease, This temporal sequence of events is
highest at the time of the initial procedure and
at the follow-up catheterization, where there
is an artificial increase in the rate of events
(Fig. 12C.1).

An alternative means of overcoming some
of these problems is alsowith the use of event-
free survival curves, These provide in a
graphic form mformation on the time course,
as well as on the incidence of endpoints.

NONINVASIVE EVALUATION OF RESTENOSIS

As far as detection of restenosis by noninva-
sive diagnostic lests is concerned, it can
generally be said that an abnormal exercise
ECG response or myocardial peifusion de-
fect on a thallium-201 scintigram is usually
associated with either an angiographically
demonstrable restenosis of the dilated seg-
ment, a functionally inadequate original di-
lation, or the presence of additional disease,
The sensitivity and specificity of the test may
therefore he increased hy performing the test
prior lo the procedure to document a bdse-
line result, immediately after angioplasty to
filter out the presence of additional disease
or inadequate functional dilation, and sub-
sequently at 6 months to document reste-
nosis.

Logistic problems arise, however, in trying
to perform the exercise test. Firstly, most of
the centers participating in large multicenter
studies are regional referral centers draining
large areas, whose first contact with the
referred patient is at the time, of the proce-
dure. It is logistically difficult for them there-
fore to ensure that all patients have an exer-
cise test prior to the procedure, Secondly,
problems arise in performing the exercise test
immediately after the procedure with doubts
raised as to the safety of this policy. Thus
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insurmountable difficulties arise in trying to
arrange the exercise test prior to and immedi-
ately after angioplasty. The concept is ad-
vanced, however, that perhaps we do not need
to do this and, sinee all we are doing is com-
paring two groups—an active and a placebo
group, perhaps we should just exercise test all
patients at 6 months. For the reasons outlined
above, however, the positive predictive value
of late treadmill testing varies from 39 to 64%
(Table 12C.4), making it difficult to make
valid intergroup observations, The only use-
ful role we have found for the exercise test is
to substantiate the need for a repeat thera-
peutic PTCA at follow-up,

Similar arguments can also be used against
the role radioisotopes. The need for pre-,
immediate, post-, and follow-up scans alse
raises two additional issues. Firstly, objec-
tions are raised regarding the repeated use of
radioisotopes and the long-term result of
doing so. Secondly, problems arise in the
objective assessment of the resulis as there is
still no agreed standardized precedure for
image acquisition and interprelation.

For all the above reasons exercise testing
or thallium seintigraphy are of little value in
the assessment of long-term restencsis. Their
only role may be to substantiate the therapeu-
tic'procedure if repeat angiography is sugges-
tive of a significant restenosis.

Table 12C.4.

Detection of Restenosis by Exercise Treadmiil Testing®

ANGIOGRAPHIC ENDPOINTS

The most accurate way to quantify the pro-
liferative response as part of restenosis
would be with the direct measurement of
neointimal thickening following coronary in-
tervention. This is not, however, currently
possible in man, although the advent of new
imaging modalities such as angioscopy and,
more especially, intravascular ulirasound
may one day make it possible. For debulk-
ing devices that may alter both acute di-
mensional gain and the later prolilerative
response, currently quantitative coronary an-
giography is the most objective and repro-
ducible method available to deserihe the
changes in stenosis geomeiry following in-
tervention. Although it only measures the
process indirectly without defining its nature
(recoil, organized mural thrombus, neointi-
mal hyperplasia), it has nonetheless become
the accepted gold standard in documenting
restenosis.

There is still, however, no agreed on an-
giographic definition of restenosis (11, 12),
To date there have heen a total of 13 differ-
ent definitions used in the literature, but
none have become widely accepted. Al-
though the clinician is hest served by the
“present/not present” assessment of resteno-
sis, the biologic process of restenosis itsell
may he best analyzed by measuring the ab-

Anglographic Restenosls PPV NPV

Author Follow-Up % Y% % Y Timing of Test
O'Keefe 100 13 29 73 <1 month
Schofl 83 12 40 27 1 month
Wiins® 74 35 50 65 3-7 weeks
Wijns? 89 40 60 52 3-8 weeks
Bengston 96 51 39 a4 6 months
Rosing 100 3 47 76 8 months
Emst 100 4 50 95 4-8 months
Honan a8 58 57 64 6 months
Scholl 83 12 64 50 6 monihs

*Modified from Califf et af. Restenosis: the clintcal issues. In: Topol EJ, ed. Texibook of interventional cardiology. PhiladeTphla: WB Saunders, 1990,

*Thoraxcenter

PPY. Positive predictive vafua; NPV, negative predictive value.

218



solute angiographic dimensions on a contin-
uous scale. This is for two main reasons.
Firstly, as we have previously demonstrated,
all lesions undergo restenosis to some extent
during follow-up in a Gaussian distribution.
Secondly, if we treat restenosis as a continu-
ous variable, more information can be
gleaned from the available data regarding
the underlying process. Furthermore, the use
of a continuous variable in stalistical analy-
sis allows us to reduce the number of pa-
tients required to demonstirate benefit in a
specific study by two-thirds. For example, if
treatment reduces the loss of luminal diame-
ter from 0.40 mm under placebo to 0.25 mm
under active medication (SD = 0.5 mmy},
233 patients per group would be required to
have a power of 90%, The above reduction
corresponds o restenosis rates (defined as a
loss of minimal luminal diameter of 0.72
mmy) of 256% and 17.5%, respectively. This
difference, however, can be statistically de-
tected with a power of 90% with 620 patients
per treatment group. Thus the quantitative
outcome determined from direct measure-
ments of continuous variables can be evalu-
ated statisticaily with only one-third the
number of patients required for the categori-
cal outcome.

The minimal luminal diameter provides
more reliable and meaningfai information
than percentage diameter stenosis with
regard to the hemodynamic significance of a
coronary artery lesion and has been shown
to correlate at follow-up with the recurrence
of angina or exercise-induced myocardial
ischemia (1), The minimal luminal diameter
at follow-up thus hest describes the lesion
severity at this point in time, while the
process of restenosis can best be addressed
by measuring the changes in luminal diame-
ter from postintervention to follow-up in phar-
macologic studies locking at restenosis. In
studies examining devices, however, because
of differences in the initial gainfloss, it is
impossible to use the change in luminal diam-
eter at follow-up and is best to look at a static

parameter such as the MLD at follow-up to
assess restenosis,

Are Quantétative Angiographic Parameters a
Good Surrogate for Clinical Events?

One of our convictions is that the difference in
minimal luminal diameter at follow-up
between iwo populations will be translated
into clinical terms. This has been generally
true, as illustrated recently by the results of
the BENESTENT and STRESS trials. A dis-
cordance, however, was noted in the CAVEAT
Itrial wherein a modest improvement in lumi-
nal dimensions at follow-up after directional
atherectomy compared with PTCA did not
“iranslate” into clinical benefit.

A more detailed analysis is available for
the CARPORT study. In: that study the mean
difference in coronary diameter between
postangioplasty and follow-up angiogram was
similar in the conirol and GR32191B groups
(—0.31 = 0.54 mm and —0.31 * 0,55 mm,
respectively), and this was reflected in sinilar
rates of clinical events. If you separate the
population into two, however, on the basis of
syniptoms or positive ergometry, the cumula-
tive distribution curves for change in minimat
luminal diameter clearly separate (Fig,
12C.2), suggesting that the change in MLD
may indeed reflect clinical events, Furthér-
more, in the MERCATOR study when the
patient population was stratified according to
the minimal lumen diameter at follow-up
(Table 12C.5), the percentage of patients
reaching one of the predefined clinical end-
points was as high as 65% in the woist cate-
gory {MLD at follow-up <1.15), whereas the
percentage of eveni-free patients ranged from
63 10 78% in the other categories, Addition-
ally, 41% of the patients in the worst versus
only 6% in the best anatomic category had
reintervention irespeetive of the initial
dilatation site. Besides the prognostic value,
the anatomic results also had a clear func-
tional impact because only 2% of the patients
in the best anatomic category had a positive
exercise test versus 26% in the worst,
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Figure 12C.2. Tep panel, Cumulative distribution
(CUM %) cuive for change in minimal fuminal diameter
(MLD) for symplomatic and asymplomatic patients at
follow-up angiography. Bottom pane!, Cumulative dis-
tribution (CUM %} curve for change In minimal luminal
diameter (MLD} for palients with positive and negaltive
argometry at follow-up angiography. (Reprinted by per-
misston from Serruys PW et ab. Circulation 1991;
84:1668-1580.}

Table 12C.5.

Limitations of Differences in MLD Between
Various Tifals

Over the last few years it has become ap-
parent that the loss in MLD in different trials
could vary considerably, and in the placebo
groups the loss in MLD ranged from .24 to
0.36 mm. The reasons for this are unclear,
although one possibility is that these differ-
ences i mean luminal diameter at follow-up
reflect differences in baseline demagraphic
data, Factors such as the percentage of
recruited patients i angina class 4, pa-
tients with recent onset of angina, unstable
patients, and diabetic patienis and the fre-
quency of total occlusion have a major im-
pact on the loss in MLD at follow-up. Popma
and ecolleagues suggest that in future trials
high-risk patients not be excluded to there-
fore avoid a misrepresentation of the pop-
ulation of typical patients undergoing an-
gioplasty (9). Furthermore, they suggest that
by selecling elective patients the expected
late loss in MLD may be reduced, resulting
in a requirement for a larger study popu-
lation.

Limitations of Quantitative Angiography

Quantitative coronary angiography (QCA)
provides an outline of the vessel lumen and
not the vessel wall, which is where the un-

Prognostic Vatue of Minimal Luminal Diameter at Follow-Up In the Preprotocol MERCATOR Population

Divided Into Five Equal Segments*

Exercise Tost Clinlcal Quicome

MLD <1mm =1 mm
Follow-Up STT Changes STT Changes

{mrn} and No Chest Pain and Chest Paln Mi Relntervention Anglra Nona
<110 70 {75%) 24 [26%) 5 (4%} 49 (41%) 24 {20%}) 41 (35%)
11010 1.39 88 (83%) 12 {12%) 1 (1%} 18 (15%) 25 (21%} 74 (63%)
1.39 0 1.63 103 {00%) 11 (10%) 2 (2%} 10 {8%) 31 (26%) 7 (B4%)
16310 1.1 99 (93%) B8 (7%) 1 (1%} 7 (68%) 21 {16%) 89 (75%)
1.81 or more 111 (98%) 2 (2%) 1 (%) 7 (6%) 18 (156%} 94 (78%)

471 Pis 57 Pts 10 Pts H Pts 119 Pis 375 PIs

*Frem MEACATOR study group, Circutation 1992, 86;100-101 with permission.

LD, Minimal luminal diameter; mm, miimeter; M/, myocardial infarction; Pis, patiepts.
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Figure 12C.3. Ultrasound Imaging pricr to balloon anglo-
plasty and following angiographically successful balloon
dilatation. It can be clearly seen post-PTCA that the anglo-
graphic success is as a result of eceentric tears in the ves-
sel wall with only a small increase in the residual Juminal
area (pseudosuccess). Following successiul stent implan-
tation there is a good residual luminal area. (Images cour-
tesy of Dr. C. diMario, Thoraxcenter, Erasmus University,
Aofterdam, The Netherlands.)

derlying pathologic process is occurring.
Thus much of what may be an angiographic
success may furn out to be a pseudosuccess,
perhaps because of cracks and dissection
planes in the vessel wall giving the impres-
sion of a successful result whereas in reality
there may be little increase in the actual
lumninat avea (Fig. 12C.3). Thus a split in the
vessel wall may provide an angiographical-
ly successful result (a pseudosuccess), but
subsequent apposition of the split-wall lay-
ers may result in an angiographic restenosis
{a pseudorestenosis), a lesion being classi-
fied as restenosis whereas in fact it was
never an actual success.

Thus we may have to separate the clinical
onicome, which may be measured by QCA,
from the pathologic process cocurring in the
vessel wall. Whether new concepts in the
visualisation of the vessel wall such as
angioscopy or, perhaps more importantly,
intravascular ultrasound can refine our
understanding of the underlying pathologic

process is still unclear but holds a great deal
of promise.

Hdeal Trial

As outlined above, although randomized
studies are the best means we have of com-
paring the acute and long-term resulis of dif-
ferent interventional devices and the impact
of pharmacologic therapies, they remain lim-
ited by inherent logistic problems. Our ideal
randomized irial would be based purely on
clinical follow-up of hard endpoints at 1 year.
This would assess the effect of the interven-
tion, whether it is drug therapy or a device
compared with stand-alone angioplasty with-
out the interference from the recatheteriza-
tion procedure.

MATCHING STUDIES

In view of the large number of pharmacologic
and mecharical interventions available to us
and the lime, energy, and financial burdens
involved in conducting a large randomized
trial, we have developed the concept of
malching to use as a surrogate for a random-
ized study. Matehing may offer insight into the
effects of different interventional techniques,
screen devices, and yield statistically helpful
information such as a required sample size for
the proper design of a randomized trial.

The principles of matching by quantita-
tive angiography are threefold. Firstly, the
angiographic dimensions of maiched lesions
are assumed to be identical. Secondly, the
observed differences between the two identi-
cal lesions must be within the range of sys-
tem-analysis reproducibility (0.1 mm; 1 SD).
Finally, the reference diameter of the lesions
to be matched must be selected to be within
a range of +0.3 mm (3 SD; confidence limits
999%). Matching can also be extended to in-
clude lesion location and clinieal parameters
such as male sex, stable/unstable angina, di-
abetes, total ocelusions, and other risk fac-
tors that may confound the incidence of
restenosis.
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Flgure 12C.4. Cumulalive distribulion curves of MLD at
follow-up for maiched populations. A. Athereclomy ver-
sus PTCA. B. Stent implantation versus PTCA. C. Ex-
cimer {aser versus PTCA.

Matching in Action

We have used the principles outlined above to
assess late luminal renarrowing in atherec-
torty, stent implantation, and excimer laser
versus balloon angioplasty (Fig. 12C.4).

In atherectomy versus balloon angioplasty
we demonstrated that matching for clinical
and angiographic variables resulted in two
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comparable groups with identical baseline
stenosis characteristics (13). Atherectomy
resulted in & more pronounced increase in
minimal luminal diameter than did balleon
angioplasty (1.17 * 0.29t0 2.44 + 0.42 mm
versus 1.21 = 0.38 to 2.00 = 0.36 mm),
but this favorable immediate result was sub-
sequently lost during late angiographic {ol-
tow-up, as the minimal luminal diameter at
follow-up did not differ between the two
groups {1.76 * 0.62 versus 1.77 * 0.59 mm,
atherectomy versus balloon angieplasty) (Fig.
12C.44). This suggests that in matched popu-
lations, atherectomy induces a greater initial
gain in minimal luminal dizmeter than bal-
loon angioplasty but that the greater vascular
wall injury induced by this device is associ-
ated with a more prenounced late loss. The
results of this study were subsequently
reflected in the CCAT and CAVEAT studies,

Using coronary stenting we demonstrated
that Wallstent implantation resulls in a supe-
rior immediate increase in minimal lwmninal
diameter (from 1.22 * 0.34 to 2.49 + 0.40
mm) compared with balloon angioplasty
(from 1.21 * 0.29 10 1.92 * 0.35 mm) (14).
Despite a greater decrease in minimal lumi-
nal diameter after Wallstent implantation
compared with balloon angioplasty (0.48 =
0.74 versus .20 * (.46 mm}, the minimal
luminal diameter at follow-up was signifi-
canily greater after stent implantation
(2.01 * 0.75 versus 1.72 &-0.54 mm) {Fig.
12C.4B}. Although different stents were eval-
uated, our results paralleled those of the re-
cently reported BENESTENT and STRESS
trials.

Using excimer laser we demonstrated that
despite similar acute increases in minimal
luminal diameter (from 0.73 £ 047 to
1.77 £ 041 mm, excimer laser, versus
0.74 £ 046 to 1.78 £ 0.34 mmn, coronary
angioplasty), the minimal luminal diameter
after excimer laser was significanily lower at
follow-up (117 % 0,63 versus 146 * 0,63
mm) (Fig, 12C.4C}, suggesting that in suc-
cessfully treated matched coronary lesions



there is reduced long-term efficacy after
excimer laser compared with balloon angio-
plasty. Whether these preliminary results will
be reflected in clinical outcome will be
answered in the ongoing AMRO randomized
study of excimer laser versus balloen angio-
plasty.

Limitations of Matching

The major limitation of a matching study is its
retrospective design and the inevitable pres-
ence of selection hias, It controls for bias only
in those variables taken into account, It is not
possible to match for all variables because of
practical difficulties in finding patients who
meel all the matching criteria. Moreover, if
categories of matching are relatively crude,
there may be room for substantial differences
between matched groups. For example, if
clinical variables such as unstable angina or
perhaps diahetes, which are known to predis-
pose to a higher restenosis rale, are not
included in the matching, substantial differ-
ences will oecur between the two groups that
may influence the validity of statistical com-
parisons.

Role in Clinical Decision Making

The use of matching studies as a surrogate for
randomized siudies offers the potential fo
rapidly sereen a number of devices and to
assess which are most likely to represent
advances in balloon angioplasty. These can
then be examined in larger randomized stud-
ies. Farthermore, matching yields statisti-
cally helpful information regarding the proper
design of subsequent randomized trials such
as required sample size.

REGISTRIES

The advantage of a registry is that data are
collated in a coordinating center that allows
information to be gleaned regarding the suc-
cess and acute complications in a self-
selected group of patients from a variety of
centers with varying expertise. It therefore
gives an impression of the acute results at the

ground level and may, if adequate follow-up is
encouraged, give an indication of the long-
term restenosis rate. Information is obtained
at little expense in terms of tiine or money as
it is normally freely available at each institu-
tion.

There are a number of major limitations to
extrapolating the results from registries to the
general population, however. Firstly, the
patients are entered on an ad hoc basis by the
operator and may not be representative of the
totality of patients on whom the device was
used. This may explain, for example, why the
reported complication rates from registries are
consistently lower than the complication rates
observed in clinical practice. Secondly, there
are usually no central angiographic core lab
and no independent verification or audit of
the data supplied by the investigator to ensure
accuracy and reproducibility. Furthermore,
the angiographic analysis is normally per-
formed by the operator with visual assessment
of the coronary angiogram, a technigue intro-
ducing bias and inaccuracies. Finally, the
analysis is usually performed onr a post hoc
basis with multiple statistical comparisons
being made on a small number of selected
patient subgroups.

Because of the inherent limitations out-
lined above it is difficult to Interpret the data
from the various registries and to draw mean-
ingful conclusions (15). The only useful infor-
mation that may be gleaned from registries
may be some idea about trends in various
patient subgroups; for example, that caleifica-
tion may not be good for atherectomy.

EXPERIENCE-BASED COMMON SENSE

Whatever the results of large randomized
studies, it is ultimately the skil and judgment
of the individual doctor in assessing and
treating a particular lesion in an individual
patient that will determine the safety and effi-
cacy of the procedure. The main advaniage of
experience-based common sense is that it wilt
limit cardiologists to the use of specifie
devices that are safe in their hands on specific
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lesions in their particular circumstances.
Experience-based common sense, however,
will tell them litile regarding long-term
restenosis.

Furthermore, there are a large number of
other potential limitations to experience-
based common sense. Virtually all new
devices have a steep learning eurve so that an
individual doctor may never do enough cases
to get past this learning curve. Thus an oper-
ator who has never attained a sufficient level
of skill in using the device will be prejudiced
against it and perhaps only use it in specifie
patient subgroups. This combination of indi-
vidual expertise and selection hias means
that the safety and efficacy of particular
devices can never he adequately quantified
and that any differences between devices
would be extremely difficult to prove.

SUMMARY

Adverse coronary anatomy, acute occlusion, and
long-term restenesis remain major limitations of
coronary angioplasty. Over the last 5 years ath-
erectomy, stenting, and laser techniques have
been introduced as potentially safer alternatives
to balloon angioplasty with improved short- and
long-term results, Considerable difficulty exists,
however, in making valid comparisons between
the different modalities with regard o the above
ontcome measures. Device registries may be use-
ful for the initial assessment of the initial safety
and success of the device. Malching studies may
help to sereen devices for subsequent randomized
studies to delineate the precise role of each new
device. We must never forget, however, that iire-
spective of the results of registries and matching
and randomized studies, the final arbiter of the
success or failure of the procedure will he the car-
diologist and the team treating the individual
patient,
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Abstract

Coronary stents were developed to overcome the two main limitations of balloon angioplasty, acute occlusion and
long term restenosis. Coronary stents can tack back intimal flaps and seal the dissected vessel wall and thereby treat
acute or threatened vessel closure after unsuccessful balloon angioplasty. Following successful balloon angioplasty
stents can prevent late vessel remodeling (chronic vessel recoil) by mechanicaily enforcing the vessel wall and
resefting the vessel size resulting in a low incidence of restenosis. All currently available stents are composed of
metal and the long-term effects of their implantation in the coronary arterics are still not clear. Because of the
metallic surface they are also thrombogenic, therefore rigorous antiplatelet or anticoagulant therapy is theoretically
required. Furthermore, they have an imperfect compromise between scaffolding properties and flexibility, resulting
in an unfavourable interaction belween stenis and unstable or thrombus laded plague. Finaily, they stitl induce
substantial intimal hyperplasia which may result in restenosis. Future stent can be made less thrombogenic by
modifying the metallic surface, or coating it with an antithrombotic agent or a membrane eluting an antithrombotic
drug. The unfavourable interaction with the unstable plaque and the thrombus burden can be avercome by covering
the stent with a biological conduit such as a vein, or a biodegradable material which can be endogenous such as
fibrin or exogenous such as a polymer. Finally the problem of persisting induction of intimal hyperplasia may be
overcome with the use of either a radivactive stent or a stent eluting an antiproliferative drug.

Introduction

Coronary stents were developed to overcome the two
main limitations of ballcon angioplasty, acute occlu-
sion and long term restenosis. Coronary stents can tack
back intimal flaps and seal the dissected vessel wall
and thereby treat acute or threatened wvessel closure
after unsuccessful balioon angieplasty. Following suc-
cessful balloon angioplasty stent can prevent late ves-
sel remodeling {chronic vessel recoil} by mechanically
enforcing the vessel wall and resetting the vessel size
resulting in a low incidence of restenosis. These theo-
retical advantages of coronary stenting have been tested
in two major randomised trials {1, 2]. Both BENES-
TENT and STRESS confirmed the theoretical advan-
tages of coronary stenting by demonstrating a reduc-
tion in angiographic restenosis and clinical events dur-

* Andonis G. Vielars was the reciplent of a Wellcome Trast
Tnternational Research fellowship [992-1995.
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ing follow-up (1, 2]. This reduction in restenosis was
achieved by a greater luminal gain despite the accom-
modation of a greater absolute loss in lumen diame-
ter in the stent group, suggesting greater neointimal
hyperplasia in this group. The reduction in fong-term
restenosis was counterbalanced by bleeding complica-
tions related 1o the anticoagulant therapy. Therefore,
a number of limitations have to be overcoms before
coronary stenting achieve its full potential.

Currently available stents

The currently available stents, a description of their
design, and the year of their clinical introduction are
listed in Table I and illusteated in Figure 1. In the
ahsence of prospective randomized interstent compar-
ative trials, it is difficult to draw conclusions on the
relative merits and demerits of each stent design. Indi-
vidual expericnce and registry data from each sten,
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Figure 1. Coronary stents which have vndergone clinical evaluation. These are going clockwise from the left. Wallstent (Schneider), Palmaz-
Schatz (Johnson & Johnson), Wiktor (Medtronic), Gianturco-Roubin {Cook), Cordis, Micro {A.V.E.), Multilink {A.C.3.)

Table 1. Currently availabele stents undergoing clinical evaliation

Coronary Stent Dlesign Deployment Premounted  Delivery Diameter Tength First Clinical
{mn1) (mm} Implantatica
Wallstent Wire mesh Self-expanding balloon not  over-the-wire 3.5-6.0 12-42 1986
required 1991 {Less shortening)
Palmaz-Schatz  Slolted tube Balloon-expandable pre-mounted over-the-wire 3.04.0  §-18 1988
& vnmounted & both 1994 (Heparin coated)
Gilantiteo-Reubin Inoomplete codl Balloon-expandable premounted  over-the-wire 2.5-4.00 2040 1989 (GR-T) \
clam shell toop 1995 (GR-11)
Wiktor Sinusoidal Balloon-expandable premounted  over-the-wire 3.0-4.5 16 1991
helical coil or menoral 1995 (Short wave)
Multilink Muitiple rings with Balloon-expandable premounted  over-the-wire 3.0-3.5 15 1993
multiple links
Cordis Sinuseidal Balloon-gxpandable premounted  over-the-wire 3.0-£0 15 1991
helical coil
AVE Micmo Zig-Zap axial struts  Balloon-expandable premounted  monorail 2540 636 1994 (Micro-)
1995 (Micro-1T}
NiR Expandable uniferm Balloon-expandable unmounted  both 20-50 932 1995

cellular mesh

Wallstent — Schneider Bulach, Switzerland; Palmaz-Schatz — Johnson & Johnson, Wareen, New Jersey, USA; Gianturco-Reubin — Cook,
Bloomington, Indiana, USA; Wikter — Medtronic, Minneapolis, Minnesots, USA; ACS — Advanced Cardiovascular Systems, London,
U.K.; Cordis, Cordis, Miami, Florida, USA; AVE Micro, Advanced Vascufar Engineering, Santa Rosa, California, USA; NIR, Medino,

Tel Aviv, {sracl,

however, allow preliminary impressions to be made on

the advantages and limitations of each stent.

Wallstent

The Wallstent was the pioneer of stents [3, 4] through
which we learnt the risk profile and indications for
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Figure 2. Coronary angiography of the right cosonary artery in a patieat with total occlusion pre-balloon angioplasty, Post balloon angioplasty
diffuse narrawing associated with & proximal dissection was observed [left panel]. The radiopaque stent siruts can be seen post Wallstent
deployment [middle panel]. An excellent angiographic result {right panel].

coronary stenting and the necessity and adverse effects
of antithrombotic measures, The new Less Shortening
Wallstent has been developed recently with a change
in the braiding angie and results of the first clinical
implantation of this second generation steat in coro-
nary vein grafts have been promising [5, 6]. The
unique advantages of the Wallstent include the exten-
sive range of diameters and lengths available, thereby
allowing the Wallstent to be used for the management
of long spiral dissections [ 7], and for vessel reconstruc-
tion [8]. The sheathed ‘balloon-less’ delivery system
s combination with the free unconnected wire mesh
design, render the Wallstent one of the most track-
able, pushable and flexible stents for negotiating tor-
tuous vessel and passing through proximally deployed
stents (Figure 2). Furthermore recent modification of
the delivery system allows recapture of the stent pri-
or to final deployment and also improved positioning,
raising the possibility of shorter Wallstents in clinical
practise. Its fine cross-hatched mesh design provides
excelient scaffolding propetties; particularly well suit-
ed to enirap friable material in diffusely diseased vein
grafts. Additionally enforced mechanical remodeting
produced by oversizing Wallstent implantation con-
veys a favourable 6 month clinical and angiographic
ouicome in both stenosis and total occlusions in native
coronary arteries both [7, 8], Its primary limitations
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are the longitudinal shortening of the stent upon radial
expansion and motion of the stent during refraction of
the rolling membrane rendering the stent Jess suitable
for ostial lesions.

Palmaz-Schatz stent

The Palmaz-Schatz stent has been extensively investi-
gated in a broad range of coronary lesions {9-L8]. It
is the only stend to dale to have completed prospective
randomized trials comparing the clinical and angio-
graphic outcome with that of balloon angioplasty
[1, 2]. The angiographic results following Palmaz-
Schatz stent implantation are predictable and the slot-
ted tube design allows the performance of high pres-
sure intrastent balloon inflations without risk of struc-
tural deformation. The low radiopacity of the Palmaz-
Schatz stend, however, can render the positioning of
a non- compliant balloon for post deployment high
pressure intrastent inflations difficulf. Additionally, a
higher incidence of restenosis has been reported at the
site of the central articulation [19]. To overcome this
limitation a recent model has been developed with-
out the central articulation {spiral articulation design).
This model has a higher radiopacity compared to the
standard single articulation design. The availability of
a free unmounted Palimaz-Schatz steat which can be
crimped by the operator on any balloon provides more



procedural versatility and results in a lower profile dur-
ing stent delivery. It does, however, increase the risk
of losing the stent during deployment.

Glanturco-Roubin steit

Prior 1o obtaining FDA approval for non-inves-
tigational clinical use, most of the clinical data on
the Gianturco-Roubin stent was gathered in single and
multicenter registries in the U.S.A. {20-25], The indi-
cation for the Gianturco-Roubin stent for which most
data has been gathered is for the bailout of subocclusive
and occlusive dissections following balloon angioplas-
ty in native coronary arteries, The data gathered com-
pares well with historical controls treated by repeated
and prolonged balloon angioplasty alone. The results
of the first randomized trial of the Gianturco-Roubin
in bailout therapy (GRACE} are awaited with inter-
est [26]. The principle advantages of the Gianfurco-
Roubin stent include its range of lengihs and longi-
tudinal flexibility. While the relatively Iarge interstrut
intervals of Imm raise questions over the suitability
of this stent for the management of friable vein graft
lesions, the advaatages of the Gianturco-Roubin stent
design include minimal risk of ‘jailing’ side branch-
es and the potential 1o perform coronary intervention-
al procedures in side branches through the interstrut
spaces. While this stent excels in long dissections in
curved coronary segmenis, ils more generalised use
was hindered by the high profile of the first genera-
tion. The new generation flex I stent overcome these
problems with a lower profile and a higher visibility,

Wiktor stent

The available clinical data on the Wiktor stent aris-
es from observational studies and registry data [27-
30], the principle registry of which has been in the
management of restenotic lesions. Like the Gianturco-
Roubin stent, the Wiktor stent is a coil stent which
offers marked fiexibility and thus conformability with
the vessel curvature. However, also like the Gianturco-
Roubin stent, the Wiktor stent is unlikely to excel in the
treatment of friable vein grafis on account of the large
interstrut interval of the Wiktor stent and subsequeni-
ly reduced scaffolding properties. The radiopacity of
the Wiktor stent allows exquisite positioning of the
stent in ostial and focal lesions, while the flexibili-
ty of the stent makes it suitable for short dissections
on curved coronary segmenis. The recent introduction
of the option of a monorail delivery system improves
the user-friendliness of the device, The limitations of

the initial prototype of the Wiktor stent included the
avaitability of only one length and the limited scaf-
folding properties with the potential for the protrusion
of intimal flaps through the Interstrut intervals. These
limitations have been overcome by the new generation
short wave form Wiktor stent, although the radiopacity
of this tantzlum stent can still interfere with on-line
quantitative angiographic analysis of the stented seg-
ment {31].

Multilink stent

The ACS stent currently has the least clinical expe-
rience of the currently available stents having just
completed its first 100 patient registry conducted at
five Buropean centers [32]. The advantages of this
new sient include the flexibitity and low profile of the
sheathed stent and delivery system. Although the Mul-
tilink stent design manages to provide remarkable scaf-
folding properties, the metallic burden to the stented
vessel remains very low by virtue of the smalt diam-
eler of the corrugated struts, The limitations of the
stent include its radiolucency rendering the position-
ing of non-compliant balloons for post-delivery high
pressure intrastent inflations very difficult. The current
availability of only one length of 15mm, means that the
1st prototype can only be used for very focal lesions.
Following some minor modifications this stent may
offer some significant advantages over the earlier gen-
eration of stent designs. The attachment of radiopaque
tips on the stent would present a significant enhance-
ment,

AVE Micro stent :

The AVE Micro stent is now undergoing clinical eval-
uation in a large number of countries {33]. The high
degree of radiopacity and balloon expandable deploy-
ment should render this stent ideal for exquisite posi-
tioning in highly focal and ostial lesions (Figure 3),
However, by virtue of the longitudinal (axial) orienta-
tion of its eight struts, the 4mm AVE Micro stent units
may be prone to proximal migration and protrusion and
Iherefore preferably longer welded AVE Micro stents
should be deployed in ostial locations. The custonyized
range of shorl lengths make the AVE Micro stent ide-
al as an adjunctive complementary device for multi-
ple stenting, filling in the gaps between [onger stents
and improving the inflow or outflow of longer stents.
Additionally the high fiexibility and {ow thrombogen-
esity of the AVE micro stent make it an ideal stent for
bailout management after failed balloon angioplasty
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Figure 3. (A) Short dissection in the origin of the left circumflex
coronary arlery following balloon angiopfasty. (/) An AVE Micro
stent is delivesed to the target vessel through an 8F Amplatz guid-
ing catketer. ‘The two radiopaque markers at the extremities of the
stent are clearly seen, (€3 Following delivery of the stent, the thick
radiopague stainless steel struts facilitate the precise positioning of
a short non-compliant balloon (single marker) within the stent for
subsequent high pressure inflations and optimization of stent deploy-
ment (7).
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[33]. Despite the absence of a protective sheath, the
low profile and longitudinal strut orientation, make the
AVE micro stent one of {he easiest stent to pass through
other proximally deployed stents. The monorail deliv-
cry system increases the user-friendliness of the device
which has a short learning curve, The strong radial sup-
port proffercd by the thick struts should make the stent
suitable for the prevention of recoil and restenosis.
Care should be taken, however, 1o avoid the position-
ing of junctions between the unconnected dmm units
at the site of the minimal lumen diameter of lesions
in order to prevent intimal profrusion, Recent devel-
opments include the helicoildal welding of multiple
3mm length units (Micro stent - II} to provide multiple
lengths of up to 36mm.

Cordis stent

The Cordis stent continues 1o undergo early evaluation
in the clinical arena [31]). Like the A.C.S. stent, the
Cordis stent offers some advantages over the first gen-
eration stents by virtue of its low profile, flexibility, and
comprehensive scaffolding properties, The absence of
a protective sheath on the delivery system, however,
increases the possibility of stent dislodgement or dis-
ruption during delivery. The operator should be aware
of the protrusion of the delivery balloon beyond the
limits of the Cordis stent if inflations of higher pres-
sure are considered. While the strongly radiopaque
tantafum struts allow exquisite positioning (Figure 4)
of the stent in short dissections in curved coronary
segments, the radiopacity may pose problems for on-
line quantitative angiographic assessment, particularly
during assessment of luminal renarrowing at 6 month
angiographic foHow-up [31]. The relative merits of this
stent are currently being evaluated in a Evropean mul-
ticenter registry and by Dr. Nobuyoshi and colleagues
in Japan [34].

NIR stent

The NIR stent is a recently developed balloon expand-
able stent currenily undergoing clinical evaluation in
some centers in Israel and Europe. Although this stent
has alow radiopacity, the stent has a high flexibility and
comes in a wide range of customized sizes (diameter 2
to 5mm) and lengths (9 to 32mm). Balloon unmount-
ed model allows to choose various types of balloon
for the stent delivery and may spare the usage of an
additional balloon catheter only for stent delivery, A
preliminary report indicates a high deployment suc-
cess rate despite most of the lesions were difficult to



Figure 4, {A) Complex lesion of the mid-segment of the right coronary artery, {) Positicning of the Cordis stent was facilitated by the radiopacity
of the tantalum struts which are clearly seen during inflation of the contrast-filied intrastent balloon to 12 atmospheres, (C} Angiography post
stent deployment reveals (he stent struts to be entbedded in the vessel wall external ta the contour of the contrasi-filied lumen,

treat because of vesset tortuosity, distal tocation and
long lesion [35]. The restenosis rate has not yet been
determined.

Future stents

Alil currently available stenis are composed of met-
al and the long-erm effects of their implantation in
the coronary arleries are still not clear. Because of
the metallic surface they are thrombogenic, therefore
rigorous antiplatelet or anticoagulant therapy is theo-
retically required. Furihermore, they have an imperfect
compromise between scaffolding properties and flexi-
bility, resulting in an unfavourable interaction between
stent and unstable plaque or tiirombus burden. Finally,
they still induce substantial intimal hyperplasia which
may result in restenosis. Future stent can be made less
thrombogenic by modifying the metallic surface, or
coaling it with an antithrombotic agent or a membrane
eluting an antithrombotic drug. The unfavourable inter-
action with the unstable plaque and the thrombus bur-
den can be overcome by covering the sient with a bio-
logical conduit such as 2 vein, or a biodegradable mate-
rial which can be endogenous such as fibrin or exoge-
nous such as a polymer, Finally the problem of persist-
ing induction of intimal hyperplasia may be overcome
with the use of gither a radioactive slent or a stent
eluting an antiproliferative drug,.

Coated stents

Metal coated

In vitro work suggests that surface potential may exert
a substantial effect on both the thrombogenicity and
antiproliferative cffect of metals. High surface poten-
lial {5 associated with pronounced aftraction of nega-
tively changed patticles such as platelets and plasma
profeins thus resulting in high thrombogenicity. On the
positive side, however, metals with high surface poten-
tial also have a substantial anfiproliferative effect on
fibroblasis suggesting that by varying surface charge
we may be able 1o influence the thrombogenicity and
neoinlimal hyperplasia after stent implantation. One
way of doing this would be by modifying the base
melal {36].

Metals can be modified either by Galvanization or
by Ion bombardment. Galvanisation involves the elec-
trochemical deposition of metal 3.3 ym in thickness
on the stent and results in 100% of the stent surface
being covered prior to stent expansion. fon bombard-
ment consists of spluttering a thin metal film onto the
stent followed by a bombardment with argen jons. The
resulting implantation of metal onto the stent surface
is 20nm in thickness and 75% stent surface coverage
is required prior to expansion.

Preliminary experience suggests that coating steel
stents with platinum, gold or copper results in high-
er in vitro surface potentiafs but that the incidence of
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thrombesis in vivo is increased particularly in stents
coated using galvanization {36}, Thus in contrast to
the in vitro suggestion metal charge does not seem
to play a major role in stent thrombogenicity in vivo.
Furthermore a low stent charge appeared to correlate
with an increased neointima formation. Thus modify-
ing stainless steel stents by covering them with gold,
platinum or copper is unlikely to be the solution to
either increased thrombogenicity of neointimal hyper-
plasia.

Cell seeding of stents

Coating of metallic stents with endothelial cells, partic-
ularly genetically engineered cells with increased celf
surface fibrinolytic activity may improve their throm-
bogenic nature, Preliminary work has demonstrated
the feasibility of this approach [37, 38]. More receit-
ly in vitro work suggests that genetically ¢ngineered
endothelial cells woould allow increased fibrinolysis
to be promoted by the surface focalisation of urokinase
[39]. Questions remain however over the number of
cells that will remain attached under flow conditions
as well as the legal responsibility in case of failure of
endolhelial cell function.

Immobilised drug coatings

Coating of the stent surface with an antithrombotic
agent such as heparin {40-42] provides a novel solu-
tion fo the problem of increased thrombogenicity of
metallic stents and the subsequent need for intensive
anticoagulation resulting in increased morbidity and
costs. Following encouraging preliminary experience
with a heparin coated Palmaz Schatz stent in pig coro-
nary arieries the Benestent 2 study evaluated the safety
ofi reducing and eliminating anticoagulant therapy in
patients receiving a heparin coated stent. Initiai results
from the pilot study suggests that subacute stent throm-
bosis does not occur using the heparin coated stent
which has virtually eliminated the bleeding complica-
tions following stent implantation and reduced the in
hospital stay to 3 days [43]. The 6 month angiographic
follow up also indicates that these coated stents do nod
induce an excess of intimal hypeplasia [44]. Follow up
of phase 4 (where coumadin and heparin are replaced
by ticlodipine and aspirin) are awaited.

Polymer coated stents

The stent metal surface can be rendered less throm-
bogenic by coating it with a thin layer of a synthetic
polymer. Initial results suggested that although this
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may protect against acute thrombotic evenis it does
not reduce the extent of subsequent neointimal hyper-
plasia [45]. The advantage of a polymer coated stent
however is that it can be loaded with antithrombotic or
antiproliferative agents directed against the neointimal
reparative process [46] (Figure 5).

Fibrin stent

The fibrin film stent has several theorctical advantages.
It is a membrane stent and can thus cover the bal-
loon angioptasty injury site providing a natural healing
matrix and reducing local thrombus formation. It may
also be useful in vein grafts where the membrane may
prevent distal embolisation of friable material. Prelim-
inary work suggests that the fibrin film stent is both
bioabsorbable and biocompatible [47]. Tt also appears
to be safe in pigs with the use of an antiplatelet agent,
1t had little effect on neointimal proliferation however,

Vein coated stents

An autologous vein graft coated stent consisting of a
conventional stent covered by a vein graft may be the
ideal conduil for percutaneous revascularisation min-
imising stent thrombogenicity and local tissue reaction
stent. Preliminary experience in 13 patients suggests
that the technique is feasible and safe resulting in an
excellent immmediate angiographicresult {48] but fur-
ther studies are warranted to investigate the effect of
the procedure on subacute thrombosis and tong term
resenosis,

Nitinol stent

Nitinol has a number of properties which make it ideal
for stent composition. It is known to be highly bio-
compatible and highly malleable allowing 0.006 inch
struts without sacrificing flexibility. Furthermore it hag
unique thermoelastic properties which allow for stent
collapse and removal as wetl as setf expansion [49-52],
Finally it is amenable to surface coating for local drug
delivery and is transmutable into a radioactive emitter
for local radiation therapy. Preliminary work in a pig
coronary subacute thrombosis model has confirmed
some of these theoretical advantages of a nitinol stent
demonstrating that nitinol steats, particularly polished
nitinol stents, develop significantly less thrombus (as
measured by thrombus weight and thrombus grade) in
comparison to stainless steel sienis of similar design
[49]. The resulls on necintimal hyperplasia are still
awaited although preliminary results from a separate



Figure 5. Eluting steat consisting of a stent surrounded by an elastic sleeve made of biodegradable polymer loaded with 40% antitbrombotic

agent.

group suggest that a self expanding nitinol stent exeris
a more favourable ¢ffect on vascular remodeling and
neointimal formation than a balloon expandable tubu-
far stotted stent [50]. Initial experience in 20 patients
suggests that a nitinol stent is safe and effective in the
treatment of suboptimal resalts [52].

Folymer stent

Polymer stents have several potential advantages. They
can be loaded with antithrombotic andfor antiprolif-
erative pharmaceutical agenis in high concentration
for sustained local delivery. They may have less of
a mechanical mismatch with the vessel wall than met-
al stents and may avoid the potential for late stage
complications. They thus have a synergistic mechani-
cal and locai pharmacological therapy providing sus-
tained structural support throughout the healing phase
1o avoid early and late elastic recoil, while local high
dose drug delivery will avoid thrombosis, neointimal
proliferation and systemic side cffects. There is how-
ever only limited steength if a large% of drug is loaded
onto the stent. Initial animal experiments, however,
have demonstrated a marked inflammatory response
resulting in substantial Juminal encroachment with
polymer stents in porcine corenary arteries [53, 54].
There is no vascular tissue reaction with HMW PLLA,
however, and this remains a promising avenue of inves-
tigation.

Composite (metal augmented) polymer steits

Composite polymer stents guarantee a minimal
mechanical mismatch between the stent and the vessel
wall, leaving a delicate metal skeleton after bicdegra-
dation. They provides proteciion of tissues from deep
strat laceration and allow large amounts of drug (up
to 409%) for slow local release without affecting hoop
strength. Such a composite polymeric stent, capable of
excellent mechanicat strength as well high dose [ocat
drug delivery, has been developed and evaluated in
porcine coronary arteries. All stent designs could be
placed in the selected coronary arteries. Prefiminary
histological analysis showed that neointimal hyperpla-
sia and some degree of inflammatory response was
present in all groups. Unfortunately implantation of
bicomponent stents caused a reduction in lumen diam-
cter for all designs. Further research will be directed
to the assessment of the relative contribution of stent
geometry, polymer type and incorporaied drug fo the
overall response.

Radioactive stents

Radiation selectively kills proliferating cells indepen-
dent of any stimulus for cell growth. As a major com-
ponent of reslenosis is neointimal hyperplasia sec-
ondary to vascular smooth muscle cell proliferation
it seems reasonable to assume that radiation thera-
py may reduce restenosis. Muliple animal studies
have now confirmed this ability of radiation therapy
to inhibit neointimal hyperplasia and reduce restenosis
[55,56]. Radioactive stenis have the potential to deliv-
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er an appropriate dose of radiotherapy to the area of
interest thus reducing restenosis, while minimising the
totak dose given to the patient,

Two methods are currently in use. In the first
method conveniional Palmaz-Schatz stents were ion
bombard in a cyclotron to emit low dose beta and gam-
ma radiation from radioisotopes Co55, 56, 57, Mn52
and Fe55 with half lives between 17.5 houes and 2.7
years {57]. The radiation is predominantly short range
and homogeneously distributed over the length and cir-
cumference of the steni and being absolutely fixed to
the metal. Because of this the stents do not require a
license from the International Atomic Awthority, An
intimal surface dose rate of 4mGray/h results in an
integral dose of 180mGray after a period of 100 days.

The low dose radioactive stents were found to
markedly inhibit neointimal hyperplasia in rabbits.
Endothelialisation of the radioactive stents was found
to be detayed with macrophages being located on top of
the radioactive stent struts until endothelialisation was
complete, Although the degree of neointimal hyperpla-
sia was reduced it was found, paradoxically, that extra-
cellutar matrix production increases after radicactive
stent implantation 57].

The second method is though the use of beta Parti-
cles {58, 59]. Beta particles (free elecirons) may rep-
resent the ideal means of local irradiation, P32 is an
excellent candidate for local delivery as the maximal
range of beta particles is 3-4mm in tissue, It has a
desirable half life of 14.3 days and once implanted
after balloon angioplasty, there is no detectable radia-
tion by 4 months. P32 or other Beta emitter and also
be implanted directly onto the stent wire.

Such P32 impregnated stents have been now fabri-
cated. In vitro work suggests that very low beta particle
activity levels inhibit smooth muscle cell growth pref-
erentiatty within 5-7 mm of P32 coated stent wires,
while endotheliat cells appear to be much more radio
resistant. In vivo animal testing in a porcing restenosis
mode] using fow dose rate P32 stents have demonsirat-
ed inhibition of ncointimal growth [58].

A P32 coated stent with doses similar to those
described shoutd be safe in man. Total body dose to the
patient would be less than 1/1000 that of fluoroscopy
during angioplasty., Furthermore the radiation would
be local and would not reach any mediastinal tissues.
Additiopally, the radiation to the interventionalist will
be much less than fluoro scatler.
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Conclusions

‘The stent is the second wind of coronary angioplasty. 1t
is for every physician a predictable therapy for bailout,
improving a suboptimal result and reducing the risk of
restenosis. As a result of these advantages over 40%
of coronary interventional procedures in the current
year will be by stent implantation. Currently available
stents, however, have a number of limitations which
are currenly being addressed. Drug eluting stents to
address the problem of the smail vessel and the low
flow situation are on the horizon. Covered stents where
a membrane acts as an isolating barrier passivating the
{esion, minimising local thrombus formation and deliv-
ering local drug therapy are promising, Radioactive
stents to inhibit local neointima formation are anoth-
er promising avenue of investigation, Biodegradable
stents and composite stents are also being actively
investigated. The future is bright indeed for coronary
stenting.
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Principal findings of the current thesis

Restenosis after percutancous coronary revascularisation remains a major problem
limiting the long term efficacy of these techniques. Accumulated evidence sugge-
sts that intimal thickening secondary to the migration and proliferation of vsme is
the main cause. We investigated the problem using a combination of experimental
and clinical approaches,

Coronary atherectomy provides a unique opportunity to obtain plaque tissue from
a wide variety of clinical syndromes. In chapter 2 we used directional coronary
atherectomy to percutancously retrieve tissue from patients with clinically and
angiographically documented coronary artery disease and examined the hypothe-
sis that vsmc cultured from restenotic lesions differ in extracellular matrix synthe-
sis fiom primary atherosclerotic cells. We demonstrated that restenotic cells syn-
thesise significantly more collagen and sulfated aminoglycans than primary cells.
This would suggest that extracellular matrix synthesis may play a far greater role
in restenosis than previously thought and may be one potential avenue of treat-
ment.

Although extracellular matrix production is undoubtedly of importance in defi-
ning the volume of the neointimal lesion, the proliferative and migratory potential
of the smooth muscle cell must also play a substantial role. In Chapter 3 we
investigated the relationship between the clinical and histopathological substrate
of tissue retrieved during directional coronary atherectomy and the proliferative
and migratory potential of smooth muscle cells as judged from successful out-
growth during cell culture. We found that although cell outgrowth was not influ-
enced by any of the clinical variables assessed, it was influenced however by the
presence of organising thrombus in the atherectomy specimen, Thus the presence
of organising thrombus in the retrieved tissue appeared to facilitate smooth muscle
cell outgrowth suggesting an enhanced proliferative and migratory potential for
the smooth muscle cell in coronary syndromes where mural thrombosis is likely to
be present,

One of the limitations of cell culture is that it does not take into account the nor-
mal anatomical relationships of the different cellular components of the vessel
wall or the cell to cell interactions which may modulate growth. Furthermore cell
culture fromy atherectomy specimens has a low yield and it can take a substantial
amount of tiine before adequate numbers of cells can be harvested for further
investigation. Therefore in chapter 4 an in vitro organ culture of human coronary
artery subjected to balloon angioplasty was developed. In this system intimal
smooth muscle cell proliferation occurred reproducibly but because of the diffuse
nature of the disease it was difficult to assess any differential effects balloon an-
gioplasty may have. We were however able to demonstrate quantitatively that bal-
loon angioplasty results in substantial wall damage which recovers after culture.
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The above in-vitro model relies on the use of serum to maintain tissue viability
and does not therefore allow us to assess the role that growth factors may play in
the in-vivo situation, To determine this an in-vivo porcine model of restenosis
was developed, in which intimal proliferation occurs reproducibly within 4 weeks
of coronary angioplasty and can be easily quantified (Chapter 5). The integrity of
the internal elastic lamina appears to be of critical importance in minimising
neointimal thickening and smooth muscle cell migration and proliferation in this
model. Using this model and a serum free adaptation of the previously developed
organ culture technique we were able to show that growth factors may be released
by the vessel wall, suggesting that growth factor activity by cells intrinsic to the
angioplasty site may regulate vsme proliferation in vivo.

Local drug delivery by perfusion catheters may be a means of delivering high con-
centrations of active drug, such as growth factor antagonists, into the vessel wall.
Pressure mediated trauma and duration of balloon inflation: have, until now, been
key limitations of these devices. In chapter 6 we investigated a new delivery
catheter which promises to overcome both these restrictions on normal porcine
coronary arteries. Inflation duration of up to 60 minutes did not result in any
signs of ischaemia or haemodynamic compromise. Furthermore intracoronary
infusion of adenosine with the catheter inflated demonstrated coronary flow velo-
cities similar to controls, Macroscopic examination demonstrated that compounds
ranging from 0.3-70 kDa could be successfully infused into the coronary wali
with only localised endothelial damage and an intact internal elastic lamina and
media. Our data thus suggest that prolonged balloon inflation is feasible with this
device and that local drug infusion occurs with minimal trauma to the vessel wall.
The device may have potential for ameliorating restenosis post coronary interven-
tion. Human studies are eurrently under way although preliminary data from the
ITALIC study suggest that local delivery of antisense oligonucleotides, despite
positive animal results, may not reduce clinical and angiographic restenosis.

Although experimental modeis can provide insight into the pathophysiclogy of
restenosis they can never however replace the clinical situation. Tntracoronary
ultrasound imaging atlows direct visualisation of the vessel wall in vivo. In the
second part of this thesis we looked at what role this may play in our understan-
ding of the pathophysiological mechanisms involved in the mechanism of acute
luminal gain and subsequent restenosis after coronary intervention, In chapter 8
we were able to compare the coronary luminal dimensions obtained from intraco-
ronary ultrasound with both geometric and videodensitometric quantitative angio-
graphy (the current gold standard) pre and post intervention. We were able to
show that intracoronary ultrasound may be better at assessing the complex morp-
hological changes induced by intervention. Chapter 9 summarises our initial cli-
nical experience with a new device combining intravascular ultrasound imaging
with balloon angioplasty thus obviating the need for repeated catheter exchanges
and allowing on line imaging during the procedure. We were able to show that
intracoronary imaging provides information additional to that provided by contrast
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angiography in a large proportion of cases and that this information can, on occa-
sion, influence clinical management, In chapter 10 we used intracoronary ultra-
sound to assess the influence of the undertying de-novo vessel remodeling mode
on the mechanism of acute luminal gain and long term restenosis following coro-
nary balloon angioplasty and directional coronary atherectomy, We were able to
show that the mode of vessel remodelling may contribute to the efficacy of the
interventional device (vessel stretch or debulking) and may play a role of the
mechanism of restenosis. This would be important in the optimal use of new
devices. Tor example our study suggests that, in a vessel with paradoxical shrink-
age, stent implantation, to act as a scaffold for the vessel wall and prevent late
vessel recoil, may be the optimal device to prevent restenosis whereas in a vessel
with compensatory enlargement, plaque reduction (debulking), during the initial
interventional procedure and concomitant medical treatment to prevent the growth
of intimal hyperplasia using local drug delivery or endovascular radiation may be
the most useful way of reducing restenosis.

The clinical literature on restenosis is confusing and conflicting because of the
lack of a readily accepted definition of restenosis and widespread differences in
the methodology used in different trials. Based on the pioneering work of Serruys
and Nobuyoshi however it is likely that restenosis is one end of a continuous spec-
trum and that ali lesions deteriorate over time, with around 30% deteriorating to
such an extent by six months that they are said to have restenosed. A number of
studies have attempted to define the role that patient, lesion and procedural related
characteristies may play in predisposing to restenosis. These studies are, however,
flawed by inconsistencies in the definition of restenosis, the angiographic follow
up rate and the method of angiographic assessment used, For any study to accura-
tely reflect the incidence of restenosis it should involve angiographic follow up of
all patients, at a predetermined interval, and a well validated system of analysis
with known accuracy and variability. The logistics, amount of work and expense
involved however in organising a major restenosis trial are such that no single
investigator or group of investigators can possibly mount such a study. In the
third part of the thesis we used data pooled from 4 major restenosis trial with a
high angiographic follow up rate and where the angiographic criteria were stan-
dardised with one central angiographic core lab performing the quantitative angio-
graphic analysis in all studies to assess what clinical procedural and angiographic
variables may influence restenosis.

The objective of our study in Chapter 11 was to examine the relationship between
serum cholesterol, a known risk factor for atherosclerosis, and long term resteno-
sis. We found the restenosis rate to be similar in patients with and without hyper-
cholesterolaemia, Additionally there was no difference in either the absolute or
relative loss, between patients with, and without, hypercholesterolaesmia.
Conversely the total serum cholesterol in patients with restenosis (vsing the cate-
gorical definition) was similar to those without restenosis, Dividing the popula-
tion into deciles according to total cholesterol and examining the categorical reste-
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nosis rate, as well as the absolute and relative loss, again revealed no significant
differences between deciles. There was also no differences in the categorical res-
tenosis rate, or the absolute or relative loss between deciles according to LDL,
HDL, or LDL:HDL ratio suggesting no influence by these cholesterol subfractions
on restenosis. Our results thus indicate that there is no association between cho-
lesterol and restenosis, suggesting that measures aimed at reducing total choleste-
rol, although highly desirable in this high risk group, are unlikely by themselves,
to significantly influence post angioplasty restenosis. This has been subsequently
borne out by a number of studies looking at cholesterol lowering therapy post
angioplasty, including the Flare study, ail of which have been negative.

Another major risk factor for atherosclerosis is smoking. The influence of smo-
king on post angioplasty restenosis, however is unclear. In our study population
we found substantial differences in the underlying demographic characteristics
between smokers and non-smokers (Chapter 12). Smokers were less likely to be
diabetic or hypertensive but were younger, more likely to be male, to have perip-
heral vascular disease, have sustained a previous myocardial fifarction and be in a
worse anginal class, Their lesions were more likely to be located in the right coro-
nary artery and to require a longer duration of inflation at higher pressures. There
was, however, no significant difference in either categorical or continuous meas-
ures of restenosis at 6 months, Thus smokers require coronary intervention earlier
than non smokers but their short term, six month outcome is similar to non smo-
kers.

Our experimental work in Chapter 3 suggested that he presence of organising
thrombus in retrieved atherectomy tissue facilitates smooth muscle cell outgrowth
suggesting an enhanced proliferative and migratory potential potential in these
lesions. Therefore in Chapter 13 we examined whether the presence and subse-
quent organisation of local thrombus may influence post angioplasty restenosis.
We found the categorical restenosis rate and both the absolute and relative loss to
be significantly higher in lesions containing thrombus. The higher restenosis in
lesions containing thrombus was primarily due to an increased incidence of occlu-
sions at follow up angiography in this group. When these were excluded from the
analysis the categorical restenosis rate and the absolute and relative loss were
similar in the two groups. Our results thus indicate that thrombus is associated
with higher restenosis but that this reflects an increased risk of occlusion rather
than long term luminal renarrowing, suggesting that although thrombus may be of
importance in this, it is unlikely to play an important role in long term intimal
hyperplasia after PTCA.

Total occlusions are an interesting subgroup of the angioplasty population.
Although a number of factors arc known to influence the acute success rate relati-
vely little accurate information is available regarding long term restenosis. In
chapter 14 we evaluated restenosis in total occlusions and compared this with the
controf population of stenoses. We found restenosis to be significantly higher in
occlusions using both the categorical and continuous approach. The higher reste-
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nosis in these lesions was again predominantly due to an increased number of
occlusions at follow up angiography in this group. There were no significant dif-
ferences within the occlusions group between total and functional occlusions, in
either long term restenosis or re-occlusion. These results thus indicate that suc-
cessfully dilated coronary occlusions have a higher rate of angiographic restenosis
at 6 months, chiefly due to a higher rate of re-occlusion at follow up angiography.
Measures aimed at reducing restenosis following successful dilatation of coronary
occlusion should therefore be focused in this direction.

Experimental and human intravascular ultrasound studies suggest that unfavoura-
ble vascular remodelling may be important in restenosis after coronary angiopla-
sty. In chapter 16 we evaluated whether favourable vascular remodelling, ie lumi-
nal enlargement, may also occur following successful balloon angioplasty and
which factors may influence this. Within our study population 27.3% of lesions
underwent fuminal enlargement in the angiographic follow up period.
Multivariate analysis suggested that diuretic therapy, ML and diameter stcnosis
pre PTCA were positively related whilst age, heparin therapy, number of vessels
diseased, lesion length, Lad location, total inflation time and relative gain were
negatively related to luminal enlargement at follow up angiography. Thus luminal
enlargement may occur after successful coronary angioplasty and can be substan-
tially influenced by clinical, angiographic and procedural variables.

Future interventional perspectives for these findings

Restenosis remains a major limitation of percutaneous coronary revascularisation
detracting from both the clinical and economic advantages of the techniques. In
this thesis both in-vivo and in-vitro models of intimal hyperplasia after batloon
angioplasty were developed and the pathophysiological mechanisms involved stu-
died. In addition the epidemiology of restenosis was investigated and lesions with
a higher rate of angiographic restenosis identified.

In many ways however the current thesis marks the end of one era and the begin-
ning of another. With the landmark publication of the Benestent/Stress studies
and subsequent refining of the stents themselves as well as the deployment techni-
que, coronary stenting has finally overcome some of the major limitations of coro-
nary angioplasty in terms of both acute occlusion and long term restenosis.
Coronary stenting has in many ways moved the goal posts further back allowing
us to dilate lesions previously thought difficult or impossible, with relative impu-
nity. Although coronary stenting has overcome some of the mechanisms involved
in restenosis, such as acute/chronic recoil and remodeling, in-stent restenosis stili
occurs and in fact, if we look at absolute loss as a biological marker of intimal
hyperplasia, is probably greater after stent implantation than it is after balloon
angioplasty. The basic science factors discussed in the first part of this thesis now
become even more relevant, as in-stent restenosis is predominantly neointimal
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hyperplasia. Furthermore coronary stenting by encasing the vessel in a metallic
constraint, may prevent favourable arterial remodeling and hence any long term
luminal enlargement which, as discussed in Chapter 15, may occur in up to 27%
of lesions, Thus the interventional cardiolagist has finally created the disease he
initiatly thought was responsible for a large percentage of restenosis after angio-
plasty and may have inadvertently also minimised any possibility of favourable
vessel remodeling.

Balloon angioplasty

Balloon angioplasty has been left in the doldrums since the widespread uptake of
coronary stenting. Nonetheless a substantial number of coronary interventions are
currently being performed with stand alone balloon angioplasty and potentially, by
using ultrasound guidance for esion characterisation and selection with subse-
quent optimal balloon sizing excellent long term results can be obtained using
standalone angioplasty. Another potential avenue for optimising balloon angiopla-
sty is through Doppler flow guidance to achieve a haemodynamically excellent
acute result. Two further avenues of potential expansion of balioon angioplasty
are brachytherapy and local drug/therapeutic agent delivery, Ionizing radiation is
known to have an inhibitory effect on cellular proliferation and is widely used in
the treatment of both neoplastic and non neoplastic conditions. In addition bra-
chytherapy has also been demonstrated to reduce restenosis in peripheral and
coronary arteries in animal models and restenosis after stent implantation in
femoral-popliteal arteries in man. More recently a number of groups have been
able to demonstrate that coronary brachytherapy is both feasible and safe in man *
and preliminary analysis suggests a reduction in late loss. The efficacy and safety
of the different sources and procedures however have stilt not been well establish-
ed and neither has their long term safety. As more data becomes available, if the
efficacy and safety of brachytherapy is confirmed it is likely to lead to increasing
endovascular revascularisation and a resurgence of balloon angioplasty. Brachy
therapy and, as discussed below, the local delivery of therapeutic agents may thus
be the second wind of coronary angioplasty.

Stent implantation

It is also feasible that coronary stenting which reduces recoil and vascular remo-
deling may also be married to radiotherapy in the form of radicactive stents to
reduce neointimal proliferation. These would provide endovascular scaffolding to
the vessel but also deliver very low dose ionising radiation (up to 10,000 times
lower than activity levels of sources used for catheter-based vascular brachythera-
py) whilst at the same time allowing uniform dose distribution and precise dosi
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metry. Initial animal work is encouraging demonstrating potent inhibition of
neointimal hyperplasia. One caveat however is that stent endothelialisation appe-
ars to be delayed; this may have important clinical implications with regard to
stent occlusion.

Intravascular imaging

Intracoronary ultrasound imaging has seen a major advance in our understanding
of the mechanisms involved in the acute results of percutaneous revascularisation
and the long term restenosis. As imaging transducers become smaller, and are
married with balloon/stent/atherectomy devices they are likely to become an
integral part of the armamentarium of the interventional cardiologist. As well as
providing tomographic imaging of the vessel wall intravascular ultrasound has
also been used recently for assessing flow. Using analysis of the intravascular
radiofrequency echo signals and a decorrelation based method, extraction of cross
sectional velocity profiles and quantification of volume blood flow is performed
which allows a unique opporunity to simultancously assess physiologic and ana-
tomic parameters, What impact this may have on clinical decision making still
has to be demonstrated.

Local drug delivery

Locally deliveredGene therapy is emerging as a potential strategy for the treat-
ment of restenosis after angioplasty. Experimental studies have already demon-
strated that vascular smooth muscle proliferation and iesion formation can be pre-
vented by the blockade of genes regulating cell cycle progression and that thera-
peutic effects can also be achieved by the in vivo transfer of gene(s) whose pro-
duct(s) {eg nitric oxide) exert a paracrine effect on the vessel wall, Adenovirai
vectors have been recently used to demonstrate that therapeutic genes encoding
both cytotoxic and cytostatic products successfuily inhibit smooth muscle cell pro-
liferation and related intimal hyperplasia. Major technical issues however include
the toxicity of first generation adenoviral vectors, inefficient transduction of athe-
rosclerotic arteries, and the risk of extra-arterial transfection. These issues remain
to be addressed before gene therapy can be applied to clinical restenosis,

Therapeutic angiogenesis

Diffuse coronary disease remains a problem for both the interventional cardiolo-
gist and the cardiac surgeon. A promising approach to the treatment of such
patients is therapeutic angiogenesis, the induction of new capillaries and other
blood vessels thereby by-passing the epicardial vessels. The first clinical study on
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angiogenic therapy for ischaemic tissue was the administration of vascular endot-
helial growth factor to patients with severe peripheral vascular disease demonstra-
ting improved collateral blood flow with a corresponding increase in both resting
and maximal blood flow in the treated extremity. More recently the first angioge-
nic therapy of human coronary artery disease has been demonstrated. Shumacher
and colleagues were able to show that neovascularisation occurs, extending out
from the relevant area, 12 weeks after injection of fibroblast growth factor-1
directly into the myocardium, at the time of coronary artery bypass grafting. A
number of issues remain to be clarified however. These include defining what is
the optimal agent and the optimal route, what is the optimal dosing regimen, what
is the duration of therapy or action, and whether therapy can be targeted towards
ischaemic tissues, thus minimising the potential for undesired angiogenesis.

Transmyocardial revascularisation

Transmyocardial revascularisation is based on the premise underlying the original
Vineberg procedure, first proposed more than 40 years ago, that ischaemic myo-
cardium may be directly supplied with oxygenated blood. In the case of TMR this
is directly from the left ventricle, via the creation of a series of small transmyocar-
dial channels. Although the mechanism of benefit by TMR remains unclear preli-
minary clinical studies have demonstrated clear improvement in anginal sympto-
matology; this however has come at the cost of substantial perioperative mortali-
ty. Whether the less invasive, percutaneous, methods of TMR currently under-
going clinical trials will result in equivalent benefit at substantially lower mortali-
ty remains to be answered. :

Final thoughts

Percutaneous revascularisation has finally coime of age, 21 years after Andreas
Gruentzig's seminal procedure. We can now tackle almost any lesion in the coro-
nary tree with relative impunity, and even small centres, with a Hmited selection
of balloons and stents can offer their patients percutaneous revascularisation with
little risk and a high chance of long term success. We arc finally enfering an era
in which percutaneous revascularisation can replace open heart surgery for the
majority of patients and lesions. The only cloud on the horizon, is in-stent reste-
nosis. If this can be eliminated by stent coating, local drug therapy, or brachythe-
rapy the future wiil be bright indeed for coronary revascularisation.

247




248



Chapter 19

Samenvatting
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PTCA is een techniek die wijd verbieid is voor de behandeling van vernauwingen
in de kransslagaders. Een beperking is echter, dat in 25 tot 30% van de gevallen
restenose optreedt. Pathologisch-anatomisch onderzock suggereert dat de belang-
rijkste oorzaak van restenose hyperplasie van de intima tengevolge van proliferatie
van gladde spierceilen in de vaatwand is. Ons inzicht in het probleem wordt
momentee! beperkt door een gebrek aan adequate laboratiorinmmodellen waarin
het proces verder onderzocht kan worden en door een gebrek aan klinische en epi-
demiologische gegevens van goede kwaliteit. Wij onderzochten het restenosepro-
bleem, gebruikmakend van elkaar aanvullende experimentele en klinische benade-
ringen.

In het eerste deel (hoofdstuk 2 t/m 6) van dit proefschrift worden laboratiorium-
modellen en -technieken geévalucerd die inzicht kunnen verschaffen in de onder-
liggende pathologische processen. Bijvoorbeeld synthese van extracellulaire
matrix door gladde spicrcellen (gse) in de vaatwand kan een belangrijk mechanis-
me zijn voor restenose.

In hoofdstuk 2 onderzochten we het vermogen van gsc om extracellulaire matrix
te produceren in vitro, waarbij we gsc gebruikten die gekweekt waren uit primaire
vernauwingen en uit restenose weefsel, dat in vivo verkregen was door middel van
directional coronary atherectomy (DCA). We toonden aan dat cellen uit resteno-
se-weefsel significant meer collageen en gesulfateerde aminoglycanen syntheti-
seerden dan cellen uit primaire vernauwingen. Dit suggereert dat synthese van
extracellulaire matrix een veel grotere rol kan spelen bij restenose dan in het ver-
leden werd gedacht,

In hoofdstuk 3 onderzochten we de relatie tussen klinische factoren en het histo-
pathologische substraat van via DCA verkregen weefsel aan de ene kant, en het
proliferatief en migratorisch vermogen van gladde spiercellen, zoals bepaald op
basis van succesvolle groei bij celkweek aan de andere kant. We vonden dat de
aanwezigheid van een zich organiserende trombus in het verkregen weefsel de
groei van gladde spiercellen faciliteert, hetgeen een toegenomen proliferatief en
migratorisch potentieel suggereert van de gsc in deze lesies.

Celkweek houdt echter geen rekening met de normale anatomische verbanden van
de verschillende cellulaire componenten van de vaatwand of de cel-cel interacties
die de groei kunnen moduleren. Daarom ontwikkelden we in hoofdstuk 4 een
orgaankweek van menselijke coronair-arterie die ballon angioplastiek had onder-
gaan teneinde de cellulaire en moleculaire basis van intima-proliferatie te onder-
zoeken in een opzet die de anatomische verbanden van de vaatwand intact liet,
We vonden dat intima-proliferatie optrad in orgaancultuur van menselijke coronair
arterie die ballon-angioplastiek ondergaait had, en dat de gladde spiercellen in de
neointimale laag het resultaat zijn van zowel migratie als proliferatie.

In hoofdstuk 5 gebruikten we een serumvrije aanpassing van de orgaancultvur
techniek in combinatie met een in vivo varken model! van restenose om te bepalen
of het vrijkomen van groeifactoren van cellen infrinsiek aan de vaatwand een rol
speelt bij de ontwikkeling van restenose. We vonden dat de lamina elastica inter-
na een sleutelrol speelt bij het minimaliseren van neointimale verdikking en sme
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proliferatie in dit model en vonden direct bewijs voor groeifactor activiteit van
cellen intrinsiek aan de plaats van angioplastiek, die sme proliferatie kunnen regu-
leren. Karakterisering van deze factoren kan ons helpen de mechanismen te
begrijpen die een rol spelen bij restenose en richting geven aan de ontwikkeling
van nicuwe therapieén die tot doel hebben de incidentie ervan te verlagen.

Een van de manieren waarop men hoopt restenose te kunnen reduceren is lokale
toediening van gencesmiddelen via perfusie catheters. Trauma door de druk ver-
oorzaakt en duur van de ballon inflatie zijn echter belangrijke beperkingen van
deze techniek. In hoofdstuk 6 evalueerden we een nicuwe lokale afgifte catheter,
de Dispatch, die ontworpen is om beide beperkingen te boven te komen. We von-
den dat langdurige ballon-inflatic haalbaar is met dit instrument, en dat lokale
drug-infusie optreedt met minimale beschadiging van de vaatwand. Het instru-
ment biedt dus grote mogelijkheden voor het lokaal toedienen van geneesmidde-
len die acute occlusie en restenose na coronaire interventie kunnen verminderen.,

Hoewel experimentele modellen inzicht kunnen verschaffen in de pathofysiologie
van restenose, kunnen ze nooit de klinische situatie vervangen, In het tweede deel
van dit proefschrift (hoofdstuk 7 t/m 10) onderzochten we een nieuwe techniek,
intravasculair ultrageluid (IVUS), die van revolutionair belang kan zijn voor ons
begrip van de mechanismen die een rol spelen bij de gebeurtenissen tijdens coro-
nair angioplastiek en de daarop volgende restenose in de kiinische situatie,
Hoofdstuk 7 geeft een beknopt overzicht van het onderwerp terwijl hoofdstuk 8 de
met IVUS aan het vaatlumen verrichte metingen vergelijkt met de gouden stan-
daard tot nu toe, kwantitatieve coronair angiografie.

Hoofdstuk 9 geeft een samenvatting van onze eerste klinische ervaringen met een
nieuw instrument, waarbij beeldvorming door intravasculair ultrageluid gecombi-
neerd wordt met ballon angioplastick, waardoor on-line beeldvorming gedurende
de procedure mogelijk wordt en de behoefte aan herhaald verwisselen van cathe-
ters vervalt. We vonden dat intravasculare beeldvorming in meer dan 50% van de
gevallen extra informatie opleverde bovenop de informatie die verkregen werd
door contrast angiografie. Deze informatie speelde in ruim 10% van de gevallen
een doorslaggevende rol bij het bepalen van de behandeling van de patiént.

In hoofdstuk 10 gebruikten we intracoronair ultrageluid om te zien wat de rol is
van het zich aktief omvormen van de vaatwand (vascular remodelling) bij de
mechanismen van vergroting van het vaatlumen tijdens PTCA en DCA, en bij de
lange termijn restenose erna.

In het laatste deel van dit proefschrift (hoofdstuk 11 t/m 17) werden gegevens van
vier grote Europese en Amerikaanse triais gebruikt om de invioed van klinische,
angiografische en procedure-gerelateerde factoren op restenose te onderzoeken.
Hoofdstuk 11 onderzoekt de rol van cholesterol en cholesterol subfracties op res-
tenose, terwijl hoofdstuk 12 de invioed van het roker of ex-roker zijn op restenose
na angioplastiek nagaat. We vonden geen verband tussen cholesterol (inclusief
subfracties) en restenose bij een categoriale noch bij een continue benadering. Dus
maatregelen die uitslnitend gericht zijn op het verlagen van het totale cholesterol
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zullen waarschijnlijk geen significante invloed hebben op het optreden van reste-
nose na PTCA. We vonden geen verband tussen rookgewoonten en restenose, met
gen categoriale noch met een continue benadering, hetgeen suggereert dat maatre-
gelen gericht op het terugdringen van roken waarschijnlijk geen significante
invlioed zullen hebben op restenose na PTCA.

Hoofdstuk 13 gaat verder in op een aantal van onze bevindingen en bepaalt de rol
van lokale trombus vorming en -incorporatic op restenose. We vonden dat trom-
bus geassocieerd is met meer restenose. Het mechanisme hiervoor staat in verband
met occlusie tijdens follow-up angiografie, hetgeen suggereert dat maatregelen die
gericht zijn op het verbeteren van het resultaat bij deze patiénten toegespitst moe-
ten worden in deze richting.

Hoofdstuk 14 gaat in op totale occlusies en de kans dat bij deze lesies restenose
optreedt, terwijl hoofdstuk 15 de rol onderzoekt van gunstige vaatwand-omvor-
ming (gedefinieerd als negatief verlies van lumen) na PTCA.

Hoofdstuk 16 geeft een kritisch overzicht van de grote multi-cenfre onderzoeken
waarop de vorige onderzoeken gebasecrd waren en bespreekt manicren waarop
sommige van de beperkingen ervan gereduceerd zouden kunnen worden in toe-
komstige onderzoeken,

Tenslotte vatten we in hoofdstuk 17 het huidige spectrum van technologieen
samen, dat de interventionele cardioloog ter beschikking staat bij zijn strijd tegen
restenose.

Restenose blijft cen belangrijke beperking van angioplastiek van de kransvaten,
die afbreuk doet aan zowel de kiinische als economische voordelen van de tech-
niek. In dit proefschrift werden zowel in vivo als in vitro modellen van intimale
hyperplasie na ballon angioplastiek ontwikkeld en de pathofysiologische mecha-
nismen die een rol spelen bestudeerd. Daarnaast werd de epidemiologie van reste-
nose onderzocht en werden lesies waarbij restenosen vaker opireedt geidentifi-
ceerd,
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