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	< No development in Interventional Cardiology has create so great excitement like the drug-eluting stent for preventing restenosis. The attention has been intense, because restenosis has been the Achille’s heel and the unresolved problem for the past 25 years.The FIM (First in Man) and the RAVEL (Randomized Study with the Sirolimus Eluting Bx Velocity ballon-expandable Stent) trial showed no restenosis and pointed mechanistically to almost complete inhibition of neointimal formation. SIRIUS trial (Multicenter Randomized double-blind Study of the Sirolimus-coated Bx Velocity Stent), was designed to assess the safety and effectiveness of the Sirolimus-eluting Bx Velocity Stent in reducing target vessel failure in the novo coronary artery lesions.Restenosis rates were reduced up to 18% in diabetic patients(35% in those insulin dependent) and 16% in patients with small and diffuse lesions. Sirolimus and Paclitaxel Randomized Trials have shown reductions in TLR rates 70 – 80%.The long-term effects of profound inhibitions of the healing response following DES implantation are unknown. They are many safety issues to still consider about DES, thrombosis, impact of late malapposition, longevity of strut coatings, peristent restenosis, implications of DES restenosis.However, bare metal stents plus oral pharmacologic (including Sirolimus) adjunctive treatment, and excellent results with IVUS or pressure guidance, new strut coating designs – new pharmacologic agents will garantee the improving excellent outcome seen with the old generation of bare metal stents , with TLR rates near the reported for DES technology in many lower risk patients and anatomic subgroups. Available controlled data support DES potential use in small to medium vessels (2.25 – 3.5mm) with lesion up to 30mm in length. In additional PCI candidates (no long-term controlled data), DES have been shown very effective in high-restenosis-risk subgroups such as diabetics patients, lesions in proximal LAD, vessels < 3.0mm, complicated bifurcation lesions, LMC stenosis, multiple prior restenosis, SVG lesions, ostial lesions, multiple lesions. In the FU angiographic and IVUS findings among 600 patients treated, in the Research Trial (Rapamycin-Eluting Stent Evaluated at Rotterdam Cardiology Hospital), 121(221 lesions) have undergone repeat angiography to assess the pattern of restenosis. These represent patients with recurrent symptoms and others with “complex” lesion morphology.The restenosis rate of 15.7 is because the limit number of FU studies. The location of neointimal formation were relatively discrete, and primaly located at points of small gaps between the stents or at stent fractures or at the ostium of bifurcation lesions.The subsequent 6 month return reintervention rate of 2.7% is impressive, and compared with the period before the availability of DES, the subsequent 6-month reintervention rate for that group was 7.1%. Once healing has occurred, the ample data on regular stents would suggest long-term safety.  One to eight year outcomes Meta-Analysis of Randomized Controlled Trials comparing CABG with PTCA suggest that CABG is associated with a lower five-year mortality, less angina, and fewer revascularization procedures.The addition of stents reduce the need for repeat revascularization by about half. In the ARTS trial (Artery Revascularization Strategy Study), coronary stenting for MV disease was less expensive after one year follow up, and offered the same degree of protection against death, stroke and myocardial infarction.However, was associated with greater need for repeated revascularization.ERACI II trial(Argentine Randomized trial of percutaneous transluminal coronary angioplasty versus artery bypass surgery in multivessel disease), showed better survival and freedom from MI than surgery. Also repeat revascularization procedures were higher in the PTCR group.Regarding cost-effectiveness this trial has shown equivalence between the two strategies at 30 day cost and overall cost per patient at three years follow up period. DES costs range three to five fold the costs of bare metal stents. The problem is now reimbursement and Cath-Lab contribution to hospital profit margins with this new stent technology. Assuming that in the real world 60% of CAD patients are getting PTCA with bare metal stents, expected TVR will be around 20%. Of these 75% will repeat PTCA with 50% of TVR. With the DES technology we can assume 5% TVR and 90% of these patients with re PTCA.With this rationale, and actual costs of DES, management of MV disease will be no longer cost-effective compared with CABG.

Finally prevention of progression of atheroesclerosis requires changing the metabolic milieu   >
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