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BRS use in real world registries
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IVUS use in GHOST-EU

Pre-Dilatation 1,405/1,440 (98%)
" Post-Dilatation - 712/1,1440 (49%)

No. Target Lesion/Pt 1.2£0.5
Multivessel Disease 485/1,186 (40.9%)
SYNTAX Score 11.327.9 (820)

Hvbrid (BVS plus non-BVS) 219/1,189 (18.4%)
IVUS-guided 171/1,184 (14.4%)
OCT-guided 163/1,184 (13.8%)
Tot. Scaffold Length (mm) 32.6+23.0 (1,189)
Aver. Scaffold Diameter (mm) 3.0+0.5 (1,189)
Tot. Scaffold Implanted (n) 1731
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6-month outcomes

4.4%  49% 4.0%

21% ). o0 1y 20% S .

TLF** TVF ARC ST CV Death All-Cause Target- Any MI Clinically- Clinically-
defin/pro Death vessel MI driven  driven
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*Event rates are expressed as Kaplan—Meier estimates
** Device-Oriented composite primary endpoint




GHOST-EV
Scaffold thrombosis

— Acute/subacute scaffold thrombosis
— Late scaffold thrombosis
— Cumulative events
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GHOST-EU IVUS sub-analysis
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BRS 2-year Follow-up

BRS 2-year Follow-up
S
- \I

Deep .
penetration ? - ay
or ()

ngh LN *s?*;’
resolution : vessel -
... Size inti
calcific neointimal
ation coverage
OCT
Axial resolution 100-150 pm 10-20 pym
Lateral resolution 150-300 pm 20-40 uym
Penetration depth 4-8 mm 1-2 mm
— _Blood clearance No Yes




IVUS Guidance

* Plaque composition and severity of the
calcification

+ Select proper stent size and lenght
according to vessel size and lesion
length

+ After stent implantation to evaluate
stent expansion
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IVUS case

Dist REF = 2.8x2.9mm

Nominal Scaffold Maximum Dilatation
Diameter Limit
2.5 mm 3.00 mm
3.0 mm 3.50 mm
3.5mm 4.00 mm

3.0mm BRS — post dilatation




IVUS case

Pre Post NC 3.0 18atm Post NC 3.0 23atm
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non-calcified lesion




OCT Guidance

After Stenting
«Stent expansion, malapposition
Scaffold disruption

Edge dissections and full lesion
coverage

Follow Up
‘Neointimal coverage




OCT case
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Double struts layer

OCT is more useful in cases of complex PCI

—
Optical coherence tomography images obtained from LCx pull-back. Double-strut

% main trunk was shown (white arrows).




i by OCT case

E Jg* - Follow-up OCT images
S TR <

SA: 5.39 mm2(2.87*2.36)
LA: 0.59 mm2(0.97*0.81)

w0
>

: 6.84 mm? (3.51*2.43)
:1.82 mm*® (1.76*1.23)

OCT can detect the
mechanism of restenosis
neointimal hyperplasia...
. strut disruption...

o & uncovered struts...

Calcium (*)
Strut disruption ( )

_Non-uniform strut distribution
(NSD)
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CHRONIC TOTAL OcCCLUSION

Total occlusion *,

EES 2.25*12mm®,

« Diffusely diseased LAD with CTO (. ) -+ All lesions were treated
- Severe stenosis in the diagonal ( :) with 3 BVS + small EES + DEB

—




CHRONIC TOTAL OCCLUSION
18M follow upOCT|mages
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Minimal overlapping 1 Minimal overlapping

Favorable neointimal coverage is apparent.
Black boxes: scaffolds (and/or tissue matrix) remain visible.




Conclusions

* Preliminary experience with BVS in readl
world is extremely promising with
encouraging mid term clinical outcomes.

» Adequate lesion preparation,
appropriate imaging guidance (IVUS and
if possible OCT) and if necessary
postdilatation are mandatory in BVS
implantation in complex lesions

» Awaiting for longer term follow up data
and new gen BVS 100um




