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Abstract
Background: Patients with chronic kidney disease (CKD) submitted to coronary angioplasty have higher rates of target 
lesion revascularization (TLR) and mortality. Drug-eluting stents (DES) are associated with a lower rate of restenosis, 
compared to bare metal stents (BMS), although data on DES efficacy and safety is limited in patients with CKD.

Objective: We sought to evaluate the safety and efficacy of DES in patients with significant CKD as compared to patients 
without normal renal function in a real world registry.

Methods: 504 patients who underwent percutaneous coronary intervention with DES in two centers were included. 
Outcomes were stratified based on the presence of CKD, defined as a baseline glomerular filtration rate (GFR) < 60 ml/
min/1.73 m².

Results: The mean follow-up was 22.7 months. CKD was present in 165 patients (32.7%). Patients with CKD were older, 
had a higher incidence of hypertension and diabetes. CKD patients presented an increased incidence of death (12.3% vs 
2.4%, p < 0.001) and myocardial infarction (MI) (7.4% vs 3.3%, p = 0.04) compared to patients without CKD. TLR rates 
were similar between groups (4.8% vs 5.6%, p = 0.7, CKD and no CKD patients, respectively). Independent predictors 
of death were CKD (HR 6.93; 2.4 - 19.5, p < 0.001), current smoking (HR 3.66; 1.20 - 11.10, p = 0.02) and diabetes (HR 
2.66; 1.03 - 6.60, p = 0.045).

Conclusion: In this registry, coronary intervention with DES in patients with CKD was associated with similar TLR 
compared to patients without CKD, demonstrating the efficacy of DES in preventing in-stent restenosis in this patient 
population. CKD was related to significantly increased MI and mortality rates. (Arq Bras Cardiol 2011;96(5):346-352)
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Introduction
Chronic kidney disease (CKD) is an important worldwide 

public health issue. There is a strong association between 
CKD and coronary artery disease (CAD) prevalence and 
mortality1. Among patients with end-stage renal disease 
(ESRD), cardiac mortality is 10 to 30 times higher than in the 
general population. The mechanism of this association is not 
entirely known, but a higher prevalence of traditional risk 
factors in this population such as advanced age, hypertension 
and diabetes, contributes to accelerated atherosclerosis 2-4.

After percutaneous coronary intervention (PCI) with 
bare-metal stents (BMS), CKD patients had an increased 
incidence of restenosis and cardiac events when compared 
to patients without renal dysfunction5-7. However, even 
considering the limited results, PCI is a very important 

alternative in the treatment of CKD patients who may have 
increased surgical risk and present limiting angina despite 
of optimal medical treatment7.

Drug-eluting stents (DES) have been found to reduce 
the incidence of restenosis and the need for future 
revascularization compared to BMS. There is a paucity of 
data on safety and efficacy of DES in CKD patients, as this 
population is often excluded from large clinical trials8-10. 

The aim of this study was to evaluate the efficacy and 
safety of DES in patients with significant CKD as compared 
to patients with normal renal function in a real-world registry.

Methods

Study population
The study population consisted of 611 consecutive patients 

who underwent PCI with DES between June of 2002 and 
June of 2006 in two tertiary hospitals in Porto Alegre, Brazil. 
A total of 504 patients were included in this analysis, as they 
had available serum creatinine measurements up to 30 days 
before the coronary intervention. 
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CKD was defined as the calculated glomerular filtration rate 
(GFR) < 60 ml/min/1.73 m², a cut-off value previously proposed 
by the National Foundation`s Kidney Disease Outcome Quality 
Initiative Advisory Board (K/DOQI) to identify patients with 
moderate renal failure11. In accordance, patients were divided 
into 2 groups: 1) patients with GFR ≥ 60 ml/min/1.73m² and 
2) patients with GFR < 60 ml/min/1.73 m².

The GFR was calculated by the equation of the modification 
of the diet in the renal disease (MDRD): Estimated GFR = 186 
x (serum creatinine)-1.154 x (age)- 0.203 x (0.742 if female) x (1.210 
if black) , where creatinine is measured in mg/dl, age in years 
and GFR is expressed as ml/min/1.73 m² 12,13.

This study was approved by the local Institutional Research 
and Ethics Committee of both hospitals.

This study was supported by an unrestricted grant from 
Boston Scientific, Cordis Corporation and Medtronic. These 
companies do not have access to the data and do not have 
the right to review the article before publication.

Endpoint definitions and clinical follow-up
Myocardial infarction (MI) was defined as an elevation of 

the creatinine kinase-MB fraction of 3 times the upper limit 
of normal range14. Target vessel revascularization (TVR) was 
defined as repeated percutaneous or surgical revascularization 
of the treated vessel. Target lesion revascularization (TLR) 
was defined as percutaneous or surgical revascularization of 
the index lesion during follow-up. A major adverse cardiac 
event (MACE) was defined as a composite end-point of 
cardiac death, non-fatal MI or TVR during follow-up. The 
stent thrombosis definition was based on criteria set by the 
Academic Research Consortium (ARC)15. 

Angiographic success was defined as stenosis < 20% and 
TIMI 3 flow at the end of the procedure. Clinical success 
was defined as angiographic success and absence of clinical 
complications such as death, MI, urgent revascularization 
and stroke.

For patients with more than one intervention during the 
follow-up period of the study, only the first intervention was 
considered for endpoint analysis.

The type of DES used during the coronary procedure was 
left to the discretion of the intervention cardiologist.

The clinical follow-up was obtained by telephone 
interviews with the patient, from outpatient record review 
and contact with the assistant physician. All clinical events 
were adjudicated by analysis of source documentation by a 
cardiologist blinded for the remaining clinical data.

Quantitative coronary angiographic analysis
Coronary angiograms obtained at baseline and post-

procedure were analyzed by an experienced cardiologist. 
Off-line quantitative coronary angiography of the index 
intervention was performed using the guiding catheter for 
magnification calibration (CardioNow Websend DICOM Study 
Sharing Software, HeartLab, Inc., Westerly, Rhode Island). 
Minimal luminal diameter and reference vessel diameter 
were measured before and after the intervention from a single 
matched view showing the smallest luminal diameter.

Statistical analysis
The statistical analysis was performed using SPSS 13.0 

software (SPSS Inc, Chicago, Illinois). Categorical data were 
presented as frequencies (%) and compared by chi-square 
test. Continuous variables were presented as mean ± standard 
deviation (SD) and compared using the Student t-test or Mann-
Whitney U-test when appropriate. Clinical outcomes were 
calculated by chi-square. The time to occurrence of death, MI, 
thrombosis and revascularization in the 2 groups are presented 
as Kaplan-Meier curves and compared using the log-rank test. 
Significant baseline characteristics predictive of death and 
TLR were identified using Cox multivariate analyses, selecting 
variables by the Backward Wald method. For all analyses, a 
2-sided p value of < 0.05 was considered as significant.

Results
The mean clinical follow-up was 22.6 ± 13.0 months, 

ranging from 6.0 to 63.5 months and was available in 98.2% 
of patients. There were 181 females and 323 males. The mean 
age of the study population was 63.7 ± 11.0 years, ranging 
from 30 to 90 years. The mean serum creatinine and GFR 
levels were 1.22 mg/dl and 69.8 ml/min/1.73 m², respectively.

Of 504 patients included in this analysis, 339 (67.3%) 
presented GFR ≥ 60 ml/min/1.73 m², and 165 (32.7%) presented 
GFR < 60 ml/min/1.73 m². Ten patients had end-stage renal 
disease on dialysis. The average serum creatinine of the groups 
was 0.95 ± 0.17 mg/dl and 1.76 ± 1.38 mg/dl, respectively. 

The clinical features of both groups are shown in Table 
1. Patients with CKD, compared to non-CKD patients, were 
significantly older (68.6 ± 10 years vs 61.2 ± 9 years, p 
< 0.001), more likely to be female (50.3% vs 28.9%, p < 
0.001), had hypertension (88.8% vs 72.8%, p < 0.001), 
diabetes (47.5% vs 31.5%, p = 0.001), and were less likely 
to use aspirin (74.5% vs 87.4%, p < 0.001), or to be currently 
smokers (5.7% vs 10%, p = 0.02).

Angiographic and procedural characteristics of the two 
groups are presented in Table 2. The angiographic success rate 
was high and similar in both groups. Compared to non-CKD 
patients, those with CKD were more likely to undergo direct 
stenting (26.6% vs 35.7%, p = 0.05). By quantitative coronary 
angiography, minimal luminal diameter tended to be larger at 
baseline (0.9 ± 0.72 mm vs 1.0 ± 0.42 mm, p = 0.06) and 
after stenting (2.7 ± 0.48 mm vs 2.8 ± 0.49 mm, p = 0.05) 
in CKD patients, but the acute gain was similar. Other lesion 
characteristics were similar between groups.

The incidence of adverse cardiovascular events during 
hospitalization was higher in CKD patients. Patients with 
CKD had reduced clinical success (92.1% vs 98.2%, p = 
0.001), with increased rates of MI (3.7% vs 0.6%, p = 0.01) 
and death (3.7% vs 0.3%, p = 0.003). No patient present 
stroke during hospitalization. 

Long-term clinical outcomes are presented in Table 3. 
Kaplan-Meier survival analysis for death, myocardial infarction, 
target lesion revascularization and definite stent thrombosis 
are presented in Figure 1. Patients with CKD presented higher 
incidence of death and cardiac death (12.3% vs 2.4%, p < 
0.001, and 6.1% vs 1.2%, p = 0.002, respectively), when 
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Table 1 - Baseline clinical characteristics and medical treatment of 
patients with baseline renal function data 

GFR ≥ 60 ml/
min/1.73 m2

(n = 339)

GFR < 60 ml/
min/1.73 m2

(n = 165)
p

Clinical features

Age, years 61.2 ± 10 68.6 ± 9 < 0001

Female sex 28.9% 50.3% < 0001

Diabetes 31.5% 47.5% 0.001

On Insulin 9.2% 21.4% < 0.001

Hypertension 72.8% 88.8% > 001

Hypercholesterolemia 74.4% 78.8% 0.3

Current smoking 10% 5.7% 0.02

Previous PCI 29.3% 26.4% 0.5

Previous CABG 9.2% 13% 0.2

Clinical presentation 0.08

Stable angina 54.4% 59.5%

Unstable angina 39.9% 38.6%

Acute MI 5.7% 1.8%

Serum creatinine, 
mg/dl 0.95 ± 0.17 1.76 ± 1.38 < 001

Level of GFR

≥ 60 ml/min 339 -

30 to 59 ml/min - 148

15 to 59 ml/min - 7

< 15 ml/min - 10

Medical therapy at follow up

ASA 87.4% 74.5% 0.001

Clopidogrel / 
ticlopidine 52.5 54.8 0.6

Statin 86.5% 84.9% 0.6

ACE inhibitor 39.7% 37.7% 0.7

Betablocker 59.7% 61% 0.8

Diuretic 27.1% 46.1% < 0.001

*GFR - glomerular filtration rate; † PCI - percutaneous coronary intervention; ‡ 
CABG - coronary artery bypass grafting; § MI - myocardial infarction; // ASA - 
acetylsalicylic acid.

Table 2 - Angiographic and procedural characteristics

GFR* ≥ 60 ml/
min/1.73 m2

 (n = 339) 

GFR* < 60 ml/
min/1.73 m2

(n = 165)
p

Target vessel 0.09

Left anterior descending 58% 48%

Left circumflex 20.3% 28% 

Right coronary artery 20.3% 20.4%

Left main coronary 1.3% 3.2%

Multivessel involvement  
(≥ 2 vessel) 64% 65% 0.9

ACC / AHA lesion class  0.7

A 0.7% 0.6 %

B1 2% 3.8%

B2 48.5% 47.1%

C 48.8% 48.4%

Restenotic lesion 12.1% 7.7% 0.14

Chronic total occlusion 6.9% 4.5% 0.3

Ostial lesion 11.1% 9.6% 0.6

Direct stenting 26.6% 35.7% 0.05

Type of stent 0.19

Cypher 34.4% 34.6%

Endeavor 14.4% 11.7%

Taxus 42.2% 37.7%

Others 9% 16%

Stent diameter, mm 2.91 ± 0.34 2.96 ± 0.34 0.81

Stent length, mm 20.1 ± 5.98 19.8 ± 5.76 0.37

Angiographic success 98% 98% 1.0

Reference diameter, mm 2.8 ± 0.44 2.9 ± 0.44 0.09

Lesion length, mm 15.9 ± 8.80 15.0 ± 7.86 0.3

Minimal luminal diameter, mm 

Baseline 0.9 ± 0.72 1.0 ± 0.42 0.06

Post-stenting 2.7 ± 0.48 2.8 ± 0.49 0.05

Acute gain, mm 1.86 ± 0.86 1.84 ± 0.64 0.2

*GFR - glomerular filtration rate, values are in mean ± SD.

compared to non-CKD patients. The incidence of MI was also 
higher in CKD patients (7.4% vs 3.3%, p = 0.04). However, 
the TVR and TLR rates were similar between groups (12.5%, 
vs 11.3%, p = 0.7, and 4.8% vs 5.6%, p = 0.7, respectively 
CKD and non-CKD patients). The rate of definite stent 
thrombosis was similar in both groups (1.9% vs 1.2%, p = 
0.21, respectively CKD and non-CKD patients).

To determine whether CKD was an independent predictor of 
TLR and death after DES, we performed backward multivariable 
analysis using the Cox proportional hazards model. Variables 
considered for the model included CKD, age, gender, diabetes 
mellitus, current smoking, hypertension, hypercholesterolemia, 

lesion length, minimal luminal diameter, number of vessels 
with coronary artery disease. Lesion length (HR 1.06; 95% CI 
1.007 - 1.070, p = 0.02) was the only independent predictor 
of subsequent target lesion revascularization. Independent 
predictors of death were CKD (HR 6.93; 95% CI 2.4 - 19.5, p 
< 0.001), current smoking (HR 3.66; 95% CI 1.20 - 11.10, p = 
0.02) and diabetes (HR 2.66; 95% CI 1.03 - 6.60, p = 0.045). 

Discussion
This is a registry of consecutive patients from two centers 

who underwent PCI with DES, with no exclusion criteria, and 
therefore represents the “real-world” practice. To the best of 
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Table 3 - Cumulative events during follow-up

GFR* ≥ 60 ml/
min/1.73 m2

(n = 339) 

GFR* < 60 ml/
min/1.73 m2 

(n = 165)
p

Death 2.4% 12.3% <0.001

Cardiac death 1.2% 6.1% 0.002

Target vessel 
revascularization 11.3% 12.5% 0.7

Target lesion 
revascularization 5.6% 4.8% 0.7

Myocardial infarction 3.3% 7.4% 0.04

MACE† 15.6% 25% 0.01

Stent thrombosis

Definite 1.2% 1.9% 0.21

Definite + probable 2.1% 3.7% 0.3

* GFR - glomerular filtration rate; † MACE - major cardiac events.

Figure 1 - Kaplan-Meier survival analysis for death, myocardial infarction, target lesion revascularization, and definite stent thrombosis.

The major finding of this study is that, although CKD 
patients present higher incidence of death, MI and MACE 
compared to patients with preserved renal function, there is 
no association between the presence of CKD and the risk of 
revascularization after DES implantation. This demonstrates 
that the use of DES remains as effective in CKD as in non-CKD 
patients for up to five years. 

Patients with CKD have accelerated atherosclerosis, 
higher incidence of CAD risk factors and more severe CAD16. 
Several previous studies found that mild-to-moderate CKD 
is associated with increased rates of death from any cause 
and cardiovascular death17-19. After PCI, mortality has 
been found to be directly related to the severity of CKD. 
Moreover, moderate CKD increases the risk of contrast-
induced nephropathy, recurrent MI, heart failure and 
arrhythmias18-21. Our study found an increased prevalence 
of diabetes, hypertension, and older age associated with 
increased mortality among CKD patients. Multivariate 
analysis confirmed CKD, current smoking, and diabetes as 
independent predictors of all-cause mortality. 

Previous studies comparing CKD and non-CKD patients 
undergoing PCI with DES, found that mortality is uniformly 

our knowledge, the present study has the longest follow-up 
of patients with CKD after DES implantation.
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higher in CKD patients22-24. In addition, patients with CKD have 
increased mortality regardless of the use of DES or BMS22,23,25. 
Only one study reported a lower mortality rate in CKD patients 
undergoing PCI with DES at 1 year25. 

We found that MACE was higher in CKD patients, primarily 
because of higher rates of mortality and MI. This finding 
differed from study by Nakazawa, where the higher incidence 
of MACE following DES implantation in CKD patients was 
mainly due to an increased incidence of TVR24. In that study, 
routine angiographic follow-up was performed at 8 months 
post-stenting and might have contributed to an increase in 
the revascularization rate.

Few studies have examined restenosis and revascularization 
rates following percutaneous coronary intervention with DES 
in CKD patients. Meta-analyses of large randomized trials 
were not able to address this issue, given the fact that most 
studies excluded patients with renal failure26. Likewise, larger 
network meta-analyses preclude subgroup analysis due to the 
lack of individual patient data27. 

In our study, the TLR rate was low regardless of the renal 
function. This finding is similar to other studies on patients 
with moderate CKD that reported decreased incidence of 
revascularization after DES implantation as compared to 
BMS22,23,25. A sub-analysis of the TAXUS-IV Trial25, of patients 
with baseline moderate renal failure (GFR < 60 ml/min) 
randomized to paclitaxel-eluting stent (n = 123) or BMS (n = 
100) demonstrated significantly lower TLR (3.3% vs 12.2%, p 
= 0.01) and TVR rates (6.6% vs 15.2%, p = 0.04). On the other 
hand, one small case-control study including CKD patients 
presented similar rates of revascularization with DES or BMS28.  

Kuchulakanti et al29, in a study involving 76 patients with 
CKD and 1,466 controls reported low revascularization rates 
after DES implantation in both groups. The TVR rate at 6 
months was significantly higher in CKD than in non-CKD 
patients (7% vs 4%, p < 0.001)23. Another study evaluating 
revascularization involved patients who were divided in 3 
groups: GFR ≥ 60 ml/min; GFR < 60ml/min and patients on 
hemodialysis. Angiographic follow-up was performed at 8 
months. After DES implantation, the TVR rate was significantly 
increased in hemodialysis patients in comparison to moderate 
CKD patients and patients without CKD (32.3%, 13% and 
9.8%, p = 0.002 respectively)24.

CKD has been shown to be an independent risk factor for 
stent thrombosis after DES implantation in some29,30 ,but not 
all studies31. In our study, we found that the incidence of stent 

thrombosis was not significantly increased in CKD patients. 
It is conceivable that the lack of significance observed in our 
study was related to the reduced statistical power to assess 
this low-incidence event.

A recently published study, although limited to US patients 
and not exclusively DES procedures with 1 year of follow-up 
presented similar results to our study. Patients with CKD had 
higher incidence of death and MI and TLR and stent thrombosis 
rates were not influenced by the presence of CKD32.

Study limitations
The findings of this study have to be interpreted in light of 

some limitations. The number of patients with end-stage renal 
disease on hemodialysis was very small and thus, no conclusions 
can be drawn regarding the safety and efficacy of DES in this 
population. In addition, the lack of a control group of bare metal 
stent does not allow us to compare the results between DES and 
BMS. Finally, as patients did not undergo mandatory follow-up 
with stress test or coronary angiography, silent ischemia and 
restenosis could have been underdiagnosed.

Conclusion
In this real-world registry, PCI with DES in CKD patients was 

associated with similar rates of target lesion revascularization, 
as compared to non-CKD patients, indicating that DES 
preserve the beneficial effect in preventing in-stent restenosis 
in this high-risk population. Nevertheless, CKD was associated 
with higher MI and mortality rates, demonstrating that 
clinical outcomes in patients with CKD, even after successful 
percutaneous coronary intervention, depend on the interplay 
of other comorbidities.

Potential Conflict of Interest
No potential conflict of interest relevant to this article was 

reported.

Sources of Funding
There were no external funding sources for this study.

Study Association
This article is part of the thesis of master submitted by 

Patrícia Blaya, from Hospital São Lucas - PUCRS.

References
1. Sarnak MJ, Levey AS, Schoolwerth AC, Coresh J, Culleton B, Hamm LL, et al. 

American Heart Association Councils on Kidney in Cardiovascular Disease, 
High Blood Pressure Research, Clinical Cardiology, and Epidemiology and 
Prevention. Kidney disease a risk factor for development of cardiovascular 
disease: a statement from the American Heart Association Councils on Kidney 
in cardiovascular disease, high blood pressure research, clinical cardiology, 
and epidemiology and prevention. Circulation. 2003;108(17):2154-69.

2. US Renal Data System: USRDS 2000 Annual Data Report. Bethesda, MD: 
National Institutes of Health, National Institute of Diabetes and Digestive and 
Kidney Disease; 2000. 

3. Herzog CA, Ma JZ, Collins AJ. Long-term outcome of renal transplant 
recipients in the United States after coronary revascularization procedures. 
Circulation. 2004;109(23):2866-71.

350



Original Article

Arq Bras Cardiol 2011;96(5):346-352

Gomes et al
Drug-eluting stents in chronic kidney disease

4. Joki N, Hase H, Nakamura R, Yamaguchi T. Onset of coronary artery disease 
prior to initiation of hemodialysis in patients with end-stage renal disease. 
Nephrol Dial Transplant. 1997;12(4):718-23.

5. Gradaus F, Schoebel FC, Ivens K, Jax TW, Heering P, Strauer BE, et al. Rate of 
restenosis after PTCA in patients with terminal renal failure: a quantitative 
coronary angiography study. Z Kardiol. 1997;86(5):373-9.

6. Gruberg L, Dangas G, Mehran R, Mintz GS, Kent KM, Pichard AD, et al. 
Clinical outcome following percutaneous coronary interventions in patients 
with chronic renal failure. Catheter Cardiovasc Interv. 2002;55(1):66-72.

7. Charytan D, Forman JP, Cutlip DE. Risk of target lesion revascularization 
after coronary stenting in patients with and without chronic kidney disease. 
Nephrol Dial Transplant. 2007;22(9):2578-85.

8. Chieffo A, Stankovic G, Bonizzoni E, Tsagalou E, Iakovou I, Montorfano M, et 
al. Early and mid-term results of drug eluting stent implantation in unprotected 
left main. Circulation. 2005;111(6):791-5.

9. Degertekin M, Regar E, Tanabe K, Smits PC, van der Giessen WJ, Carlier SG, 
et al. Sirolimus-eluting stent for treatment of complex in-stent restenosis: the 
first clinical experience. J Am Coll Cardiol. 2003;41(2):184-9.

10. Dibra A, Kastrati A, Mehilli J, Pache J, Schühlen H, von Beckerath N, et al. 
Paclitaxel-eluting or sirolimus-eluting stents to prevent restenosis in diabetic 
patients. N Engl J Med. 2005;353(7):663-70.

11. National Kidney Foundation. K/DOQI clinical practice guidelines for chronic 
kidney disease: evaluation, classification, and stratification. Am J Kidney Dis. 
2002:39(2 Suppl 1):S1-266.

12. Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth D. A more accurate 
method to estimate glomerular filtration rate from serum creatinine: a new 
prediction equation. Modification of Diet in Renal Disease Study Group. Ann 
Intern Med. 1999;130(6):461-70.

13. Nóbrega AM, Gomes CP, Lemos CC, Bregman R. Is it possible to use 
modification of diet in renal disease (MDRD) equation in a Brazilian 
population? J Nephrol. 2006;19(2):196-9.

14.  Smith SC Jr, Feldman TE, Hirshfeld JW Jr, Jacobs AK, Kern MJ, King SB 3rd, 
et al. ACC/AHA/SCAI 2005 guideline update for percutaneous coronary 
intervention – summary article: a report of American College Cardiology / 
American Heart Association Task Force on Practice Guidelines (ACC/AHA/
SCAI Writing Committee to Update the 2001 Guidelines for Percutaneous 
Coronary Intervention). J Am Coll Cardiol. 2006;47(1):216-35.

15. Cutlip DE, Windecker S, Mehran R, Boam A, Cohen DJ, van Es GA, et al. 
Academic Research Consortium. Clinical end points in coronary stent trials: 
a case for standardized definitions. Circulation. 2007;115(17):2344-51.

16. Sarnak MJ, Levey AS, Schoolwerth AC, Coresh J, Culleton B, Hamm LL, et 
al. Kidney diseases a risk factor for development of cardiovascular disease: 
a statement from the American Heart Association Councils on Kidney in 
cardiovascular disease, high blood pressure research, clinical cardiology, and 
epidemiology and prevention. Circulation. 2003;108(17):2154-69.

17. Manjunath G, Tighiouart H, Ibrahim H, MacLeod B, Salem DN, Griffith JL, et 
al. Level of kidney function as a risk factor for atherosclerotic cardiovascular 
outcomes in the community. J Am Coll Cardiol. 2003;41(1):47-55.

18. Reddan DN, Szczech LA, Tuttle RH, Shaw LK, Jones RH, Schwab SJ, et al. Chronic 
kidney disease, mortality, and treatment strategies among patients with clinically 
significant coronary artery disease. J Am Soc Nephrol. 2003;14(9):2373-80.

19. McCullough PA, Soman SS, Shah SS, Smith ST, Marks KR, Yee J, et al. Risks 
associated with renal dysfunction in patients in the coronary care unit. J Am 
Coll Cardiol. 2000;36(3):679-84.

20. Marenzi G, Lauri G, Assanelli E, Campodonico J, De Metrio M, Marana I, et 
al. Contrast-induced nephropathy in patients undergoing primary angioplasty 
for acute myocardial infarction. J Am Coll Cardiol. 2004;44(9):1780-5.

21. Yamaguchi J, Kasanuki H, Ishii Y, Yagi M, Nagashima M, Fujii S, et al. HIJC 
Investigators. Serum creatinine on admission predicts long-term mortality 
in acute myocardial infarction patients undergoing successful primary 
angioplasty: data from the Heart Institute of Japan Acute Myocardial 
Infarction (HIJAMI) registry. Circ J. 2007;71(9):1354-9.

22. Lemos PA, Arampatzis CA, Hoye A, Daemen J, Ong AT, Saia F, et al. Impact 
of baseline renal function on mortality after percutaneous coronary 
intervention with sirolimus-eluting stents or bare metal stents. Am J Cardiol. 
2005;95(2):167-72.

23. Kuchulakanti PK, Torguson R, Chu WW, Canos DA, Rha SW, Clavijo L, et 
al. Impact of chronic renal insufficiency on clinical outcomes in patients 
undergoing percutaneous coronary intervention with sirolimus-eluting stents 
versus bare metal stents. Am J Cardiol. 2006;97(6):792-7.

24. Nakazawa G, Tanabe K, Aoki J, Yamamoto H, Higashikuni Y, Onuma Y, et al. 
Impact of renal insufficiency on clinical and angiographic outcomes following 
percutaneous coronary intervention with sirolimus-eluting stents. Catheter 
Cardiovasc Interv. 2007;69(6):808-14.

25. Halkin A, Mehran R, Casey CW, Gordon P, Matthews R, Wilson BH, et al. 
Impact of moderate renal insufficiency on restenosis and adverse clinical 
events after paclitaxel-eluting and bare metal stent implantation: results from 
the TAXUS-IV Trial. Am Heart J. 2005;150(6):1163-70.

26. Stone GW, Moses JW, Ellis SG, Schofer J, Dawkins KD, Morice MC, et al. Safety 
and efficacy of sirolimus- and paclitaxel-eluting coronary stents. N Engl J Med. 
2007; 356(10):998-1008.

27. Stettler C, Wandel S, Allemann S, Kastrati A, Morice MC, Schömig A, et al. 
Outcomes associated with drug-eluting and bare-metal stents: a collaborative 
network meta-analysis. Lancet. 2007;370(9591):937-48.

28. Jeong YH, Hong MK, Lee CW, Park DW, Kim YH, Kim JJ, et al. Impact of significant 
chronic kidney disease on long-term clinical outcomes after drug-eluting stent 
versus bare metal stent implantation. Int J Cardiol. 2008;125(1):36-40.

29. Kuchulakanti PK, Chu WW, Torguson R, Ohlmann P, Rha SW, Clavijo LC, et al. 
Correlates and long-term outcomes of angiographycally proven stent thrombosis 
with sirolimus and paclitaxel-eluting stents. Circulation. 2006;113(8):1108-13.

30. Machecourt J, Danchin N, Lablanche JM, Fauvel JM, Bonnet JL, Marliere 
S, et al. EVASTENT Investigators. Risk factors for stent thrombosis after 
implantation of sirolimus-eluting stents in diabetic and nondiabetic patients: 
the EVASTENT matched-cohort registry. J Am Coll Cardiol. 2007;50(6):501-8.

31.  Wenaweser P, Daemen J, Zwahlen M, van Domburg R, Jüni P, Vaina S, et al. 
Incidence and correlates of drug-eluting stent thrombosis in routine clinical 
practice. 4-year results from a large 2-institutional cohort study. J Am Coll 
Cardiol. 2008;52(14):1134-40.

32. Latif F, Kleiman NS, Cohen DJ, Pencina MJ, Yen CH, Cutlip DE, et al. In-
Hospital and 1-year outcomes among percutaneous coronary intervention 
in patients with chronic kidney disease in the era of drug-eluting stents: a 
report from the EVENT (Evaluation of Drug Eluting Stents and Ischemic Events) 
registry. JACC Cardiovasc Interv. 2009;2(1):37-45.

351


