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Objective- Thisanalysiswas undertaken to determi-
ne the composite incidence of cumulative adver se events
(death, reinfarction, disabling stroke, andtarget vessel re-
vascularization) at theend of thefirst year after acutemyo-
cardial infarction, in diabetic patientswho underwent co-
ronary stenting or primary coronary balloon angioplasty.

Methods - Fromthe STENT PAMI trial, we analyzed
the 6-month angiographic and 1-year clinical outcomesof
135 diabetic (112, noninsulin dependent) patients who
underwent the randomization process of thetrial and
compared themwith 758 nondiabetic patients.

Results- Coronary stenting did not significantly reduce
the primary composite clinical end point when compared
withPTCA (20vs. 30%, p=0.2). Asignificant benefit fromsten-
ting was observed in patientswith noninsulin dependent dia-
betes, with atrend toward a lesser need for new revascula-
rization procedures (10 vs. 21%, p<.001), with a significant
reduction in the primary composite clinical end point at 1
year (12vs. 28%, p=. 04). At 6 months, therestenosisratewe-
re significantly reduced only in nondiabetic patients (18 vs.
33%, p<.001). Diabetic patients had the same restenosis
rate (38%) either with stenting or balloon PTCA.

Conclusions- Coronary Stenting in diabetics nonin-
sulin dependent offered a significant reduction in the com-
positeincidence of major clinical adverseeventscompared
with balloon PTCA.
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TheSTENT PAMI triad wasamultinational randomized
trial designed to compare the 6-month and 1-year clinical
and angiographic outcomes of primary coronary balloon
angioplasty (PTCA) and the routine implantation of
coronary stentsfor acutemyocardial infarction (AMI) with
lessthan 12 hours of symptom onset 2.

From previousconsecutiveseriesof electivecoronary
stenting, theclinical presenceof diabetesmellitus(DM) re-
mainsasanindependent predictor of the occurrence of ma
jor adverseeventsat latefollow-up®.

Inthese series of non-AMI patients, diabetic patients
who underwent coronary stent implantation showed asig-
nificantly higher rate of major coronary events, including
deathand new target vessel revascul arizationrates(TVR) at
6 months, and thesewereeven higher in patientswithinsu-
lin dependent diabetes **.

However, thepossiblebenefitsfrom routinestentingin
diabetic patients who undergo percutaneous coronary in-
terventionsin thefirst hoursof AMI onset arestill not clear.
Littledataexist that report the 1-year clinical and 6-monthan-
giographic outcomes between of primary coronary stenting
or balloon PTCA indiabetic patientswith AMI 7°.

The objectives of this study wereto compare the 1-
year clinical and 6-month angiographic outcomesof diabetic
and nondiabetic patients randomized to routine coronary
stenting or PTCA inthefirst 12 hours of AMI onset, who
wereincludedinthe STENT PAMI randomizedtrial .

Methods

Patientswere consideredfor thetrial if they were>18
years of age, had symptoms of myocardial infarction less
than 12 hoursprior to signing aninformed consent and had
either ST-T segment elevation >1mm (in 2 or morecontiguo-
usleads) or new | eft bundle-branch block. Clinical exclusi-
oncriteriaincluded prior administration of thrombol yticsfor
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theindexinfarction, current useof warfarin, strokewithin 1
month, renal failure, cardiogenic shock, expected survival
<lyear, womenwith childbearing potential unlessarecent
negative pregnancy test existed, or no contraindicationsto
aspirin, heparin, or ticlopidine. Thediabetic patientswerein-
cluded and their diabetic status was noted on each indivi-
dual casereport form, accordingtotheclinical screening. A
specific noteidentified insulin dependent patients but not
whether they werereceiving regarding treatment with diet or
ora medication.

The complete protocol of the heparin-coated stent
randomizedtrial hasalready been published *2. Insummary,
patients received aspirin (250mg 1V or 325mg nonenteric
coated chewable, prescribed indefinitely), ticlopidine
500mgorally (prescribed during thefirst month after AMI in
patientstreated with stents), heparin5,000t0 10,0001 U intra:
venousdly (the ACT must behigher that 350 seconds) andin
the absence of contraindications, beta-blockers were re-
commendedintheemergency room. Patientsweretakenim-
mediately to the cardiac catheterization laboratory where
coronary angiography and |eft ventricul ography were per-
formed using low-osmolar ionic contrast media. Oncethe
coronary flow was established, the operator determined
whether theinfarct lesion qualified for randomization asa
native coronary artery, if the reference segment diameter
was3.0- to4.5-mm, andif thelesion could becovered with 1
oneor 2 stents(15mminlength) by visua anaysis. Patients
wereexcluded from randomization if the operator thought
thepatient would bebetter trested medically or surgically or if
the vessel seemed to have agreat likelihood of requiring a
stent. Coronary stent implantation exclusionsalsoincluded
ogtid |eft anterior descending or circumflex lesionsthat could
affect theleft main stem, large side branches (>3.0mm), an
excessively tortuousvessel, or massive calcification.

The protocol stent was a 15-mm heparin-coated Pal-
maz-Schatz stent mounted on the stent sleeve delivery
system (Cordis). High-pressure stent implantation (>16
atm) wasrecommendedinall patients.

Administration of thrombolyticsor abciximabwasdis-
couraged unlessacompletefailure was determined by the
operator. After the procedure, intravenous heparin was
stopped unless a suboptimal result, >10% diameter steno-
sis(visual), residual thrombus, dissection, or no-reflow was
detected by the operator.

Primary balloon angioplasty was performed in the
standard fashion, with matching 1:1 balloon/referenceves-
sel size, to obtain the lowest stenosis diameter (SD). The
crossover to stent was only permitted in the presence of a
SD >50% or severe flow threatening dissections, not sol-
vedwith prolongedinflation, withlow pressureor after the
use of dlightly bigger balloons.

Clinical eventsweremonitored throughout the hospi-
talization, with 1-, 6-, and 12-month outpatient visitsat each
site. At 6 months, prior to the performance of the protocol
follow-up coronary angiography, investigators documen-
ted anginaclass, stresstesting (if performed), or evidence of
ischemiaontheECG.

All acute and follow-up coronary angiograms were
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obtai ned using standard acquisition guidelinesand submit-
ted to independent angiographic core laboratories (Wa-
shington Hospital Center, Washington DC and Cardiaysis,
Rotterdam, TheNetherlands) for analysis. Quantitative co-
ronary angiography (QCA) analysiswas performed using
theCAASII| system (PieMedical, The Netherlands). Myo-
cardial perfusion was graded using the Thrombolysisin
Myocardia Infarction (TIMI) classification .

The primary end point of the study wasthe 1-year cu-
mul ative composite incidence of death, nonfatal reinfarc-
tion, disabling stroke, or new ischemic TVR, either percuta-
neous reinterventions or bypass surgery, according to the
presence or absence of DM, randomized to coronary sten-
tingor balloon PTCA.

All desthswerecomputed. Reinfarctionwasdefined as
clinical symptoms(or new ECG changes) with creatinineki-
nase(CK) re-elevationand elevated M B fraction. A disabling
stroke was defined as a stroke resulting in significant li-
mitationsin daily activities or theinahility to liveindepen-
dently. Ischemic TVR wasrequired if one or more of these
componentsof ischemiaweredetermined, classl -1V angina,
anabnormal functional test, or occurrenceafter reinfarction.

The results were displayed in absolute numbers and
their percentages. Continuousvariableswere presented wi-
ththeir respective standard deviation val ue. For thecompa-
rison of categorica variablesthechi-squaretest wasused (if
theexpected count of onecell waslessthan 5 observations,
Fishers' exact test wasused). For the comparison of conti-
nuousvariables, Student’st test was applied and, for both,
pvauesequal to or lessthan 0.05 were considered signifi-
cant and reported.

Results

Of the 900 patientsrandomized (452 tothe heparin-coa-
ted Palmaz-Schatz stent and 448to PTCA), 893 wereinclu-
dedinthediabetic outcomeanalysis. Seven wereexcluded
because no diabetic statuswas provided on the case report
form. Thepresenceof diabeteswasdetectedin 135(15.1 %)
AMI patients, and they were compared with 758 nondiabe-
tic patients. They were randomized to routine coronary
stenting (n=72, diabetic, and n=377, nondiabetic) or to bal-
loon PTCA (n=63, diabetic, and n=381, nondiabetic).

Thediabetic patientscompared with nondiabetic pati-
entswereolder (64 vs. 59years, p<0.001), with AMI occur-
ring morefreguently infemal es(37vs. 23%, p<0.001), witha
longer door-to-balloon time (151+98 vs. 127+85 min,
p<0.001), andwith morethan half of them having hyperten-
sion(52vs. 40%, p=0.01) (tablel).

Adjunctive pharmacol ogy treatment was similar for
diabetic and nondiabetic patients(tablell).

The angiographic variables (table 111) demonstrated
that the diabetic patientshad amore extensive coronary ar-
tery disease (55 vs. 43%, p=0.01) however no difference in
mean baselineleft ventricular g ectionfraction (47+12%vs.
48+12%, p=0.12), when compared with nondiabetic patients.
Theinfarct related artery treated wassimilar in both groups.
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Theacuteprocedural outcomeisdisplayedin Tablel V.
Thecrossover rateof coronary stenting related to suboptimal
PTCA resultswassimilar between diabeti ¢ patients(14%) or
nondiabetic patients (15%). Accordingto corelab analysis,
re-establishment of TIMI 3flow after stenting or PTCA was
similar (92 and 91%) for both groups. Nondiabetic patients
who underwent coronary stent implantation did not achieve
lessTIMI 3flow than patientswho underwent PTCA did (89
vs. 93%, p=0.10). Primary stenting resultedinasignificantly
smaller final stenosisdiameter, inboth diabeticand nondia-
betic patients, compared with PTCA (p<0.001).

The acute procedural resultsjudged by the QCA de-
monstrated significant benefits from coronary stenting
comparedtowith PTCA, bothinthediabetic or nondiabetic
group. Stenting provided alarger final minimal luminal dia-
meter (ML D) with agreater acutegain. Thevessdl sizewas
similar indiabetic patientstreated with stentsor PTCA. Only
the nondiabetic patientstreated with PTCA had asmaller
vessel sizecompared withthat inthestent group (tablelV).

Thenumber of 6-month cinefilmsavailablefor corela
boratory analysisweresimilar for all patients(tableV), 74%
for diabetic patentstreated with stent, 78%for diabetic pati-
entstreated with PTCA, and 75% for nondiabetic patients
treated with either percutaneous device.

Table | - Baseline demographic and clinical variables

Diabetes No diabetes Valuep

(n=135) (n=758)

Mean age (years) 64+11 59+13 <0.001
>70 years 40 (30%) 174 (23%) 0.095
Femalesex 50 (37%) 175 (23%) <0.001
Insulin dependent 23 (17%) -

Smokers 44 (32.5%) 372 (49%) <0.001
Hypertension 70 (52%) 305 (40%) 0.012
Hypercholesterolemia 55 (41%) 261 (34%) 0.14
Prior infarction 19 (14%) 83 (11%) 0.27
Prior bypass surgery 3(2%) 10 (1.3%) 0.43

Chest pain onset to ER arrival 189+154min 161+142min 0.05
ER arrival to first 151+98min 127+85min <0.001
balloon inflation

ER- emergency room.

Table Il -: Baseline and in-hospital use of cardiac medications

Diabetes No diabetes Vauep
(n=135) (n=758)
Aspirin 132 (98%) 746 (98%) 0.49
Ticlopidine 125 (92.5%) 678 (89%) 0.19
Low-osmolar ionic
contrast media 134 (99%) 736 (97%) 0.23
Intravenous
heparin 135 (100%) 758 (100%) 1.00
Mean ACT 437+127 s 434+144 s 0.82
Thrombolytics 0 3(0.4%) 1.00
Abciximab 8(6%) 38 (5%) 0.60
Beta-blockers 79 (58%) 436 (58%) 0.83

ACT- active coagulation time.
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Table I11 - Baseline angiographic data

Diabetes No diabetes Valuep
(n=135) (n=758)

Vessel location 0,94
Left anterior descending 56 (41,5%) 317 (42%)

Right coronary artery 56 (41,5%) 338 (44,5%)

Left circumflex 21 (15,5%) 102 (13%)

Bypass graft 2(1,5%) 1(0,5%)

Multivessel

coronary disease 74 (55%) 329 (43%) 0,014
Mean left gection

fraction 47+12% 48+12% 0,12

At the 6-month angiographic follow-up, diabetic stent
paientshadasmdlerreferencediameter (2.8+0.5vs. 3.0+ 0.5mm,
p=0.04),amilar minima lumind diameter (1.5+0.7vs1.4+0.7mm,
p=0.4),andanabsolutelatel oss(1.0+0.7vs 0.7+0.8mm, p=0.11).
Thereductioninthe SD DSin coronary stent patientswasnot
qatidicd differenttoPTCA patients(44+23vs 51+25%, p=0.15).
Diabetic patients had the samerestenosisrate for both percu-
taneouscoronary rategies(38%).

The nondiabetic stent patients had significant bene-
fitsinthe 6-month QCA analysis. They had asimilar refe-
rencediameter (3.0+£0.5vs. 3.0+0.6mm, p=1.00), higher lumi-
nal diameter a follow-up (1.9£0.7vs. 1.6:0.8 mm, p<0.001),
andalsoalower SD (34+22vs. 44+23%, p<0.001), compared
withthat in PTCA. Restenosisrateswere significantly re-
duced (18vs. 33%, stent vs. PTCA, p<0.001).

Indiabetic patients, thecumul ativeincidence of major
complicationsafter AMI wassimilar for both percutaneous
strategies(table V). Coronary stentimplantation reduced by
29%theneedfor newischemic TV R and by 33%theoccur-
rence of the combined incidence of major adverse events,
athoughthesereductionswerenot significant (15vs. 21%,
p=0.42and 20vs. 30%, p=0.21, respectively).

Whentheclinicd resultsat 1-year follow-upwereanay-
zed according to the diabetic drug regimen (table V1), less
ischemia-driven TV R procedureswasnoted inthecoronary
stenting strategy (10vs. 21%, p=0.001), and also significant
decreasein the cumulative incidence of combined events
wasthen observed (12 vs. 28%, p=0.04) inthe noninsulin
dependent patients(n=112). nthese patients, therestenosis
ratewere 37% for both percutaneousdevices.

Nondiabetic patients treated with coronary stent im-
plantation benefited with asignificant reduction intheis-
chemia-driven TVR procedures(10vs. 21%, p<0.001) andin
thecombined clinical end point (17 vs. 25%, p<0.005). Ho-
wever, aroutine stenting strategy promoted ahigher death
rate at 1-year follow-up in nondiabetic patients (6 vs. 3%,
p=0.05), when comparedwith PTCA (tableV1).

Discussion

Thepresent datademonstratethe 1-year clinical and 6-
month angiographic outcomes of diabetic and nondiabetic
patients who underwent primary percutaneous coronary
interventionsinthefirst 12 hoursof AMI with coronary sten-
ting or balloon PTCA with only rescue coronary stenting.
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TablelV - Acute procedural outcome accor ding to the randomization process
Diabetes p Vaue No diabetes p Value
Stent PTCA Stent PTCA
(n=72) (n=63) (n=377) (n=381)
Stents deployed 71 (99%) - 367 (97%) -
Crossover stents - 9(14%) - 58(15%)
Number of stents 1.3+0.6 1.4+0.5 0.41 1.4+0.6 1.5+0.7 0.20
TIMI flow post 1.00 0.10
0+1 1(1.4%) 1(1.6%) 2(0.6%) 1(0.3%)
2 5(7%) 5(8%) 39(10.5%) 25(7%)
3 64(91.4%) 57(90.5%) 332(89%) 348(93%)
Balloon/artery ratio 1.1+0.1 1.2+0.2 0.06 1.2+0.2 1.2+0.1 0.51
Final balloon pressure (ATM) 15+3am 9+4 atm <0.001 15+4 am 9+3am <0.001
DS post 12+9% 23+11% <0.001 11+12% 25+12% <0.001
SD- stenosis diameter.
TableV - Acuteand 6 monthsresults of the quantitative coronary angiography
Diabetes No diabetes
Stent PTCA p Vaue Stent PTCA p Value
Acuteresults (mm) (n=72) (n=63) (n=377) (n=381)
Referencediameter 3.1+0.5 2.9+0.6 0.14 32+04 3.0+04 <0.001
MLD Pre 0.4+0.5 0.4+0.6 0.40 0.4+0.5 0.4+0.5 1.00
Post 2.5+0.4 2.1+0.4 <0.001 2.6+0.4 2.1+0.5 <0.001
Acute gain 21+07 1.7+0.7 <0.001 2.2+0.7 1.8+0.7 <0.001
DS post 12+9% 23+11% <0.001 11+1% 25+12% <0.001
6 months (n=53) (n=49) (n=285) (n=285)
Referencediameter 2.8+0.5 3.0+0.6 0.04 3.0+0.5 3.0+0.6 1.00
MLD 1.5+0.7 1.4+0.8 0.34 1.9+0.7 1.6+0.7 <0.001
Late loss 1.0+0.7 0.7+0.8 0.11 0.7+0.6 0.5+0.7 <0.001
Net gain 1.1+0.3 1.0+0.4 0.10 1.5+0.4 1.3+0.4 <0.001
DS 44+23% 51+25% 0.15 34+ 22% 44+2% <0.001
Restenosis 20(38%) 18(38%) 0.95 50(18%) 93(33%) <0.001
Total occlusions 3(6%) 7(15%) 0.11 13(5%) 24(8%) 0.06
MLD- minimal luminal diameter; SD- stenosis diameter.

The noninsulin dependent diabetic patients who un-
derwent coronary stenting in AMI demonstrated benefits
fromthisstrategy with asignificant reductioninthecombi-
ned incidence of occurrence of major adverseeventsat the
1-year clinical follow-upand alower necessity for ischemia
driven TV R procedures. Only 23insulin dependent patients
werein the study, which doesnot allow for definitive con-
clusions to be made regarding this high-risk subgroup of
diabetic patients.

Littledataavailableregarding coronary stentingindia
beticpatientsduring AMI 7. Inelectivetrias, thepresenceof
DM had consistently been an independent predictor of a
worselateoutcomerel ated to ahigher restenosisrateandlate
lossindex 5511, afaster atherosclerotic process, and agreater
need for new revascul arization procedures 5512,

Abizaid et d ° had have published resultsbased on alar-
ger samplesizerelatedtothelateclinical follow-upof insulin-
dependent diabetic patients who underwent coronary
stenting. Fromacohort of 248 patientswith DM, 39% of them
wereinsulin-dependent and hadtheworst 6-month TV R rates
(28%, p=<0.05), comparedwith nondiabetic patients(16%) and
diabetic patientswhowerenoninsulin dependent (18%).

Thelateclinical and angiographic resultsreported by
Elezi et al in 3,554 consecutive patientswho underwent co-
ronary stenting, of whom 20% were diabetics, concluded
that the presence of DM resultedinalessfavorableclinical
outcomeat 1-year compared with the outcomein nondiabe-
tic patients. Thefollow-up demonstrated agreater inciden-
ceof death, myocardial infarction, and repeat TV R procedu-
res(23.5vs. 18%, p=0.001), and also higher restenosisrates,
36%indiabetic and 28% in nondiabetic patients (p=0.001).

Thediabetic dataresultsfromthe GUSTO |1 brando-
mizedtrial (PTCA vs. accelerated TPA in AMI) havebeen
published "# Thediabetic group comprised 18% of thetotal
2,365 patients. Thistrial wasnot planned totest thecorona-
ry stent implantation strategy, but 9% of diabetic and 7% of
nondiabetic patientsreceived at |east 1 stent asabail-out to
asuboptimal primary PTCA result. The6-monthincidence
of composite major coronary events (death, reinfarction,
andnew TV R) weresignificantly reducedin patientswho un-
derwent coronary stenting, diabetic or not (19.3 and 21%),
compared to with patientswho underwent PTCA (31.4 and
24.6%, p=0.012). Theuseof coronary stentsmost benefited
thediabetic patients, providing themwitha39%reductionin
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Table VI - Cumulativeclinical eventsat 1-year follow-up

Diabetes No Diabetes
Stent PTCA p Vaue Stent PTCA p Value
(n=72) (n=63) P (n=377) (n=381)
Death 3(4%) 3(5%) 1.00 22(6%) 11(3%) 0.05
Reinfarction 1(1.4%) 2(3%) 0.60 12(3.2%) 9(2.4%) 0.49
Disabling stroke 0 1(1.6%) 0.47 2(0.5%) 1(0.3%) 0.62
Ischemic TVR 11(15%) 13(21%) 0.42 36(10%) 80(21%) <0.001
Combined events 14(20%) 18(30%) 0.21 62(17%) 92(25%) <0.005
TVR- target vessel revascularization.
TableVII - Clinical eventsat 1 year outcomein the diabetic patients according to the use of insulin
Non-insulin dependent Insulin dependent
Stent PTCA p Vaue Stent PTCA p Value

(n=60) (n=52) (n=12) (n=11)
Death 1(2%) 2 (4%) 0.60 2 (17%) 1(9%) 1.00
Reinfarction 0 1(2%) 0.46 1(8%) 1(9%) 1.00
Disabling stroke 0 1(2%) 0.46 0 0 -
Restenosis 17/46 14/38 0.99 3/7 4/9 1.00
(37%) (37%) (43%) (44%)
Ischemic TVR 6 (10%) 11 (21%) 0.001 5 (429%) 2(18%) 0.37
Combined events 7 (12%) 14 (28%) 0.04 7 (58%) 4(36%) 0.29

TVR- target vessel revascularization.

thetotal sumof combinedclinical eventsat 6-monthfollow-
up. Nondiabetic pati entswho underwent stenting experien-
ced alesser gain, 16%, compared withthatin PTCA.

The comparison of these results with those from the
Stent PAMI trial, which had agreater useof coronary stents,
demonstrates similar benefitsin the proportion of there-
duction of mgjor clinical eventsin diabetic patients, but an
oppositefindinginnondiabetic patients. Inalonger clinical
follow-up period (1year), thereductionintheoccurrence of
major adverseclinical eventswere pretty much similar for
diabetic or nondiabetic patientstreated with stents (33 and
32%, respectively) compared withthosetreatedwith PTCA.
However, thedifferencesin samplesize, whichwassmaller
inthe diabetic patients, preventsthe achievement of asta-
tistical benefit, found only in nondiabetic stent patients.

Theangiographicfoll ow-up demonstrated that prima-
ry stenting in diabetic patients did not prevent them from
having ahigher restenosisrate (38%), twice ashigh compa:
redwith that in nondiabetic pati ents (18%, p<0.001).

Thecomparison of QCA resultsobtained after corona:
ry stenting demonstrated that nondiabetic patients keep
their significant advantage obtained acutely until the 6-
monthfollow-up angiographicanalysis, withasignificantly
lower SD. Diabetic stent patients had significantly similar
acute procedural gains compared with PTCA patients but
loose this gain during the healing process, keeping only a
trendtoward asignificantly lower SD. Theexplanationisre-
lated to their higher late absolute loss than nondiabetic
patients®2. Thisevidencehasalready been observedinin-
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travascular ultrasound studies 314, Diabetic patientsdeve-
loped greater intimal hyperplasiawith significantly greater
late lumen loss especially when stents were implanted,
compared with nondiabetic patients 3412,

Themajor complicationsrelatedto AMI (death, rein-
farction, and stroke) were not reduced with coronary stent
implantation compared withthe PTCA strategy, eitherinthe
GUSTOII b7 orinthe Stent PAMI data.

In STENT PAMI, the nondiabeti c patientswho under-
went aprimary coronary stenting had a higher death rate
(p=0.05), compared withthosewho underwent PTCA, at 1-
year follow-up®. Inthediabetic patients, thisdifferencedid
not occur. The trend toward an acutely decreased TIMI 3
coronary flow, observed in the nondiabetic stent arm, may
have contributed to thisfinding.

Contrary totheElezi ¢ results, obtainedin electiveco-
ronary stenting, diabetic patients had significantly higher
30-day (1.4vs. 2.7%, p=0.01) and 1-year deathrates(3.8vs.
8.3%, p=0.001), compared with those in nondiabetic pati-
ents. Inour analysisof diabetic patientswith AMI stenting,
the 1-year cumul ative death rate was similar. In the Stent
PAMI baselinecharacteristics, thediabetic patientspresen-
ted with many more adverse variables, clinical and angio-
graphic, when compared with nondiabetic patients, expo-
sing them potentially to ahigher risk of death. Despitethat,
thisdid not occur. Thehigher rate of re-establishment of fi-
nal TIMI gradeflow 3inthediabetic stent group may expla-
inthe equalization of the death rates, compared with those
in nondiabetic patients.



Arq Bras Cardiol
2001; 77: 556-61.

Abizaideta *analyzedtheclinical resultsindiabetic pa
tientstreated with coronary stents and demonstrated asig-
nificantly higher death rateat hospital dischargebut only for
insulin-dependent patients(0vs. 2%, p<0.05). However at 1-
year follow-up, the death rateswere similar for all diabetic
patients, insulin-dependent or not (2.1 vs. 2.8%, p=NS).

Diabetesmellitushasalwaysbeen asubset analyzedin
largertrids, either eectiveor AMI studies. Evidenceobtained
inthisway may not have the same statistical power as that
obtai ned fromaspecific planned study, regardinganundersi-
zed population. Despite that, all the conclusionsrelated to
thepresenceof DM anditslong-termcomplications, suchas
the accel erated devel opment of coronary heart disease, a
higher rateof magjor clinical eventsandworse QCA findings
after percutaneouscoronary interventions, camefrom sub-
group dataanalyses, and themajority of thesereiterated the
same poor |ate outcome of these patients 451116,

The protocol of the study did not recommend the use
of intravenous abciximab during the percutaneous proce-
dure, whichisthereasonfor alow mean 5 percent usage. A
substudy of theEPISTENT trial ® reported thediabetic non-
AMI patient results (491 diabeticswith 1-year clinical fol-
low-up plus 127 patients with 6-month angiographic out-
comes), demonstrating amorethan 50 percent reductionin
the need for new revascul arization proceduresfor thetar-
get vesseal at the end of the 6-month follow-up period. This
wasobservedintherandomized group of coronary stenting
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plusroutine abciximab infusion. Inthe 6-month angiogra-
phicfollow-up, theauthorsfound that diabetic patientstrea
tedwith stentsplusabciximabhad astriking net gaininlumen
diameter (62% of absolute gain vs. that in the nonabciximab
arms), obtaining similar angiographic results asthosein
nondiabetic patients. The clinical consequences of thisfact
reflected positively inthe TV Rrates. However, theauthorsdid
not clarify the objective reason for these phenomena 68, A
new seriesmay or may not confirmthispreviousfinding.

Concluding, at 1-year clinical follow-up, coronary
stent implantation in diabetic noninsulin dependent AMI
patientsoffered asignificant reductioninthecumul ativein-
cidence of major clinical adverseevents, alsolessneed for
ischemia-driven TV R procedures. The 6-month angiogra-
phic resultsreveal ed that the restenosis rate was not modi-
fiedwiththisstrategy.

In nondiabetic patients, the 1-year clinical outcome
after coronary stentimplantation;revea ed asignificant re-
ductionintheischemia-driven TV R procedureswitha45%
reduction in the restenosis rate, but with a higher death
rate, compared with that in patients undergoing balloon
PTCA.
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