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Abstract

Background: An aorto-ostial lesion (AOL) is a challenge for interventional cardiologists 
because it exhibits poorer clinical outcomes compared with non-ostial lesions. Several 
differences in the characteristics of the ostia of right coronary artery (RCA) and left main (LM) 
have been pointed out. The aim of this study was to compare acute and long-term outcomes 
of stenting with DESs for AOLs at the LM with those at the RCA.

Method: From July 2004 to January 2018, a total of 155 patients treated with DESs at LM 
or RCA AOLs were enrolled: 109 in the RCA group and 46 in the LM group. Acute and long-
term clinical follow-up results were evaluated.

Results: The RCA group had more patients with hypertension, multi-vessel disease, type 
C lesions, longer lesions, or chronic total occlusion than did the LM group. The in-hospital 
major adverse cardiac events between the two groups were similar. Follow-up angiography 
showed that the RCA group had greater late loss (1.10 ± 1.03 mm vs. 0.53 ± 0.54 mm, p < 0.01), 
loss index (0.43 ± 0.38 vs. 0.22 ± 0.23, p < 0.01), and restenosis rate (25% vs. 8%, p = 0.04) 
than did the LM group. During long-term follow-up (47 ± 37 months), Kaplan-Meier analysis 
showed that the two groups had similar cardiac event-free survival rates (p = 0.44).

Conclusions: This study revealed higher restenosis rate when stenting with DESs for 
AOLs at the RCA than at the LM. However, the acute and long-term clinical outcomes of 
stenting with DESs for patients with AOLs at the LM coronary artery and those with AOLs at 
the RCA were similar.
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Introduction

Aorto-ostial lesion (AOL) is a unique 
manifestation of coronary artery disease.1,2 

Percutaneous coronary intervention (PCI) for 
AOL remains challenging for interventional 
cardiologists. Several different characteristics 
of the right coronary artery (RCA) and left main 
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(LM) have been pointed out.3,4 Furthermore, the 
diameters of the RCA and LM also differ.5,6 The 
diameter of a coronary artery has been shown to 
be a predictor of the severity of coronary artery 
disease.7 High degrees of rigidity and elastic 
recoil of the AOLs lead to poorer outcomes after 
conventional balloon angioplasty.8 Intracoronary 
bare-metal stent can provide adequate scaffolding, 
thus preventing recoil.8,9 However, bare metal 
stents (BMSs) have been reported to be associated 
with high restenosis rates due to neointimal 
hyperplasia. Drug-eluting stents (DESs), compared 
with BMSs, have shown lower restenosis rates and 
favorable results in a broad range of lesions.10-15 

Several studies have described the safety and 
efficacy of DESs in treating AOLs.12,16-19 However, 
thus far, the academic literature has lacked 
information regarding the clinical outcomes for 
AOLs treated with DESs at the LM and the RCA. 
The aim of this study was to compare the acute 
and long-term outcomes of stenting with DESs in 
patients with AOLs at the LM coronary artery and 
those with AOLs at the RCA.

Materials and methods

Study population
T h e  C A P T A I N  ( C a r d i o v a s c u l a r 

Atherosclerosis and Percutaneous TrAnsluminal 
INtervent ions)  reg is t ry  i s  a  p rospec t ive 
observational database in a single medical center. 
This ongoing registry contains data from 9,300 
patients who underwent elective or emergency 
PCI at our hospital starting from November 1995. 
From this registry, we enrolled 155 consecutive 
patients with AOLs treated with DESs from July 
2004 to January 2018. An AOL was defined as a 
lesion > 50% stenosis and located within 3 mm 
from the aortic orifices. The exclusion criteria 
were multi-vessel disease requiring coronary 
bypass surgery; contraindications for aspirin, 
clopidogrel, or ticagrelor; and refusal to undergo 
the procedure. We divided the patients into 
two groups, the RCA group and the LM group, 
depending on where the stents were implanted. 

The DESs used in this study included TAXUS 
(Boston,  Massachusetts ,  USA), Endeavor 
(Medtronic, Minnesota, USA), Cypher (Johnson 
& Johnson, New Jersey, USA), Xience (Abbott, 
Illinois, USA), Resolute (Medtronic, Minnesota, 
USA), Biomatrix (Biosensor,  Singapore), 
Promus (Boston, Massachusetts, USA), Nobori 
(TERUMO, Tokyo, Japan), SYNERGY (Boston, 
Massachusetts, USA) and Ultimaster (TERUMO, 
Tokyo, Japan). Dual antiplatelet therapy with 
aspirin plus clopidogrel or aspirin plus ticagrelor 
was administered after coronary stenting.

Intervention techniques and follow-up
The procedures were performed through 

the femoral or radial approach according to the 
operator’s preference. The stents were implanted 
to allow approximately 1 mm protrusion into the 
aorta. Depending on the available stent size and 
patients’ preference, the operator decided the type 
of stent to be implanted. Intravascular ultrasound 
(IVUS) was used routinely for LM lesions only. 
For RCA lesions, the use of IVUS was at the 
discretion of the operator. Cardiac isoenzymes 
were measured immediately and 6 hours after 
the procedure in all patients. Clinical follow-up 
was performed by outpatient visits or telephone 
contact at 1, 2, and 3 months and every 3 months 
thereafter. 

Angiographic analysis
Quantitative angiographic analysis was per-

formed with a selective end-diastolic frame show-
ing the stenosis in its most severe angiographic 
projection. Quantitative measurements included 
the diameter of reference vessel (RVD), minimal 
luminal diameter (MLD), percentage (%) of 
diameter stenosis, and balloon diameter. Binary 
restenosis was defined as stenosis more than 50% 
of the minimal luminal diameter in the target 
lesion at angiographic follow-up. Acute gain was 
calculated as the difference between the initial and 
final MLD in the index procedure. Late loss was 
calculated as the difference between the MLD at 
the end of the index procedure and the MLD at 
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follow-up. Net gain was defined as the difference 
between acute gain and late loss, and loss index as 
the ratio of late loss to acute gain.

Definition
Adverse events were assessed in the index 

hospitalization and during follow-up periods. 
The in-hospital major adverse cardiac events 
(MACE) were defined as a composite of death, 
non-fatal myocardial infarction, and need for 
emergency coronary bypass surgery. The long-
term cardiovascular events were defined as 
cardiac death, nonfatal myocardial infarction, 
target lesion revascularization (TLR), a new lesion 
requiring stenting, coronary bypass surgery, and a 
cerebrovascular accident. Mortality was classified 
as being of cardiac or non-cardiac cause. All 
deaths were regarded as those of cardiac cause 
unless a non-cardiac cause was proven. Nonfatal 
myocardial infarction was diagnosed when the 
patient experienced prolonged chest pain for more 
than 30 minutes which could not be relieved by 
nitroglycerin, elevated troponin I levels or creatine 

kinase-MB (CK-MB) fraction > 3 times upper 
limit of normal. 

Statistical analysis
All statistical analyses were performed using 

SPSS 25 (SPSS Corp., Chicago, IL) statistical 
software. Continuous variables are presented as 
mean ± SD and compared using the Student-t test. 
Categorical variables are presented as frequencies 
and analyzed using the χ2 test or Fisher’s exact test 
where applicable. The cardiac event-free survival 
rates during the follow-up period were estimated 
using Kaplan-Meier method and compared using 
Log rank test. A p value < 0.05 was considered 
statistically significant.	

Result

Patient characteristics
A total of 155 patients with AOLs were 

enrolled: 109 patients treated at the RCA and 46 
patients at the LM coronary artery. The baseline 
characteristics are presented in Table 1. 

Table 1. Patient Characteristics

Total RCA LM p value

Patients number, n 155 109 46

Age (years) 65±12 65±12 66±10 0.52

Male, n (%) 115(74) 78(72) 37(80) 0.25

Hypertension, n (%) 98(63) 75(69) 23(50) 0.03

Diabetes mellitus, n (%) 66(43) 45(40) 21(46) 0.62

Smoking, n (%) 37(24) 26(24) 11(24) 0.99

Dyslipidemia, n (%) 57(37) 40(37) 17(37) 0.98

Multi-vessel disease, n (%) 125(81) 93(85) 32(70) 0.02

Previous PTCA, n (%) 3(2) 3(3) 0(0) 0.56

Recent infarction, n (%) 31(20) 21(19) 10(22) 0.73

Unstable angina, n (%) 102(66) 72(66) 30(65) 0.92

LVEF (%) 59±13 60±13 58±15 0.46

RCA: Right coronary artery; LM: left main coronary artery; PTCA: percutaneous transluminal coronary angioplasty; LVEF: Left 
ventricular ejection fraction. 
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The RCA group had more patients with 
hypertension and multi-vessel disease than did the 
LM group. No difference was observed between 
the two groups in age, gender, diabetes mellitus, 
current smoking habit, dyslipidemia, previous 
history of PCI, recent infarction, unstable angina, 
and left ventricular function. 

Lesion characteristics
Of the 155 lesions considered in this study, 

109 were at the RCA and 46 were at the LM 
coronary artery. Most of the lesions were complex 
(Type B2, 39%; type C, 58%), including 28 
chronic total occlusion lesions. (Table 2)

The RCA group had more type C lesions 
than did the LM group (69% vs. 35%, p < 0.01). 
The mean length was longer in the RCA group 
than in the LM group (34 ± 22 mm vs. 17 ± 9 
mm, p < 0.01). Furthermore, more chronic total 
occlusion was observed in the RCA group than in 
the LM group (24% vs. 7%, p = 0.02). The LM 
group had more eccentric lesions than the RCA 
group (50% vs. 24%, p < 0.01). No difference was 

observed between the two groups in restenotic 
lesions, segmental lesions, calcification, or 
thrombus-containing lesions. 

Procedure results and in-hospital events
Table 3 shows the in-hospital events of 

patients in the two groups. One patient died in the 
hospital due to STEMI with cardiogenic shock. 
Three patients developed nonfatal myocardial 
infarction: of these patients, two were in the RCA 
group and one was in the LM group.

The procedure results are presented in 
Table 4. A total of 155 stents were implanted 
successfully: 109 in the RCA group and 46 in 
the LM group. The RCA group had a larger 
percentage of diameter stenosis (83% ± 14% vs. 
73% ± 14%, p < 0.01), smaller MLD (0.62 ± 0.58 
mm vs. 1.04 ± 0.59 mm, p < 0.01) and smaller 
RVD (3.44 ± 0.52 mm vs. 3.82 ± 0.49 mm, p < 
0.01) before stenting. No difference was observed 
in the percentage of diameter stenosis between 
the two groups after stenting. However, the MLD 
(3.22 ± 0.43 mm vs. 3.56 ± 0.50 mm, p < 0.01) 

Table 2. Lesion Characteristics

Total
(n=155)

RCA
(n=109)

LM
(n=46) p value

Type <0.01

A, n (%) 0(0) 0(0) 0(0)

B1, n (%) 4(3) 3(3) 1(2)

B2, n (%) 60(39) 31(28) 29(63)

C, n (%) 91(58) 75(69) 16(35)

Restenosis lesion, n (%) 9(6) 7(6) 2(4) >0.99

Lesion length (mm) 29±20 34±22 17±9 <0.01

Lesion morphology

Segmental, n (%) 133(86) 97(89) 36(78) 0.08

Eccentric, n (%) 49(32) 26(24) 23(50) <0.01

Calcification, n (%) 53(34) 38(35) 15(33) 0.79

Thrombus, n (%) 2(1) 2(2) 0(0) >0.99

Chronic total occlusion, n (%) 28(18) 25(24) 3(7) 0.02

RCA: Right coronary artery; LM: left main coronary artery
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Table 3. In-Hospital Events

Total
(n=155)

RCA
(n=109)

LM
(n=46) p value

Procedural death, n (%) 1(1) 1(1) 0(0) >0.99
Myocardial infarction, n (%) 3(2) 2(2) 1(2) >0.99
Emergent bypass surgery, n (%) 0(0) 0(0) 0(0) N/A

Pseudoaneurym at access site requiring 
surgical repair, n (%) 0(0) 0(0) 0(0) N/A

Major adverse cardiac events, n (%) 4(3) 3(3) 1(2) >0.99
Acute stent thrombosis, n (%) 0(0) 0(0) 0(0) N/A
Subacute stent thrombosis, n (%) 0(0) 0(0) 0(0) N/A

RCA: Right coronary artery; LM: left main coronary artery

Table 4. Quantitative Angiographic Measurements

Total
(n=155)

RCA
(n=109)

LM
(n=46) p value

Before-stenting
% diameter stenosis 80±15 83±14 73±14 <0.01
MLD (mm) 0.74±0.61 0.62±0.58 1.04±0.59 <0.01
RVD (mm) 3.55±0.54 3.44±0.52 3.82±0.49 <0.01

After-stenting
% diameter stenosis 7±5 7±5 7±6 0.78
MLD (mm) 3.33±0.48 3.22±0.43 3.56±0.50 <0.01
RVD (mm) 3.57±0.53 3.46±0.50 3.85±0.50 <0.01

Follow-up
Number of patients, n 95 59 36
Days to follow-up 294±87 285±82 309±95 0.19
% diameter stenosis 32±25 39±28 22±15 <0.01
MLD (mm) 2.46±1.03 2.12±1.03 3.02±0.77 <0.01
RVD (mm) 3.60±0.53 3.46±0.49 3.83±0.50 <0.01

Maximal balloon size (mm) 3.98±0.54 3.87±0.51 4.24±0.51 <0.01
Balloon/artery ratio 1.14±0.24 1.15±0.29 1.11±0.04 0.43
Maximal inflation pressure (atm) 18±3 19±3 18±3 0.08
Stent length (mm) 26±10 28±10 20±8 <0.01
Acute gain (mm) 2.60±0.58 2.62±0.55 2.53±0.61 0.34
Late loss (mm) 0.89±0.91 1.10±1.03 0.53±0.54 <0.01
Net gain (mm) 1.70±1.00 1.49±1.07 2.05±0.77 <0.01
Loss index 0.35±0.35 0.43±0.38 0.22±0.23 <0.01
Restenosis rate (lesion number) 19% (18) 25% (15) 8% (3) 0.04

RCA: Right coronary artery; LM: left main coronary artery; MLD: minimal luminal diameter; RVD: reference vessel diameter. 
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and RVD (3.46 ± 0.50 mm vs. 3.85 ± 0.50 mm, 
p < 0.01) were smaller in the RCA group than 
they were in the LM group after stenting. The LM 
group had a larger diameter of maximal balloon 
size than did the RCA group (4.24 ± 0.51 mm vs. 
3.87 ± 0.51 mm, p < 0.01). The stents implanted in 
the RCA group were longer than those implanted 
in the LM group (28 ± 10 mm vs. 20 ± 8 mm, p 
< 0.01). No differences were observed between 
the two groups in balloon-artery ratio, maximal 
inflation pressure, and acute gain. Moreover, 59 
patients in the RCA group and 36 patients in the 
LM group received 9-month follow-up coronary 
angiography. Relative to the LM group, the RCA 
group had a higher percentage of stenosis (39 ± 
28% vs. 22 ± 15%, p <0.01), smaller MLD (2.12 
± 1.03 mm vs. 3.02 ± 0.77 mm, p < 0.01), and 
smaller RVD (3.46 ± 0.49 mm vs. 3.83 ± 0.50 
mm, p < 0.01) at follow-up coronary angiography. 
The RCA group had greater late loss (1.10 ± 1.03 
mm vs. 0.53 ± 0.54 mm, p < 0.01) and loss index 
(0.43 ± 0.38 vs. 0.22 ± 0.23, p < 0.01) but less net 
gain (1.49 ± 1.07 vs. 2.05 ± 0.77 mm, p < 0.01) 
than did the LM group. The restenosis rate was 
higher in the RCA group (25% vs. 8%, p = 0.04) 
than in the LM group. The in-hospital MACE (3% 
vs. 2%, p > 0.99) was not significantly different 

between the two groups.

Long-term clinical outcomes
All patients received long-term clinical 

follow-up (47 ± 37 months). Table 5 shows the 
long-term outcomes of patients in the two groups. 
Nine patients died of cardiac causes, and 10 
patients died of non-cardiac causes. Six patients 
(4%) had nonfatal myocardial infarction. In 
addition, 20 patients (13%) required TLR and 19 
patients (12%) had new lesions requiring stenting. 
Ten patients (7%) underwent coronary artery 
bypass surgery. Five patients (3%) had nonfatal 
stroke. The overall cardiac event-free survival was 
69%.

No significant differences were observed 
between the RCA group and the LM group with 
regard to mortality rate, nonfatal myocardial 
infarction, new lesions requiring stenting, nonfatal 
stroke, and elective coronary artery bypass surgery 
during the follow-up periods. The two groups had 
similar cardiac event-free survival rates (68% vs. 
72%, p = 0.64). The cardiac event-free survival 
rates determined in our Kaplan-Meier analysis 
were also similar between the two groups (p = 
0.44) (Figure 1).

Table 5. Clinical Events during Follow-Up

Total
(n=155)

RCA
(n=109)

LM
(n=46) p value

Mortality, n (%) 19(12) 14(13) 5(11) 0.73

Cardiac, n (%) 9(6) 7(6) 2(4)

Non-cardiac, n (%) 10(7) 7(6) 3(7)

Nonfatal myocardial infarction, n (%) 6(4) 5(5) 1(2) 0.67

Target lesion revascularization, n (%) 20(13) 17(16) 3(7) 0.12

New lesion requiring stenting, n (%) 19(12) 13(12) 6(13) 0.85

Coronary bypass surgery, n (%) 10(7) 6(6) 4(9) 0.48

Nonfatal stroke, n (%) 5(3) 2(2) 3(7) 0.16

Cardiac event-free survival, n (%) 107(69) 74(68) 33(72) 0.64

RCA: right coronary artery; LM: left main coronary artery
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Discussion

The results of this study revealed similar 
acute and long-term outcomes in the LM and the 
RCA groups for AOLs treated with DESs. The 
restenosis rate was higher in the RCA group than 
in the LM group. The mortality rate and cardiac 
events were similar between the two groups. 
Additionally, the Kaplan-Meier analysis showed 
similar cardiac event-free survival rates between 
the two groups.

An AOL is an uncommon manifestation 
of coronary artery disease, with an approximate 
incidence of 2.6%.4 AOLs could be the cause of 
fatal MI and sudden cardiac death due to large 
myocardial territories.20 Previous pathological 
studies have shown that ostial lesions are 
characterized by more elastic recoil due to a 

considerably higher degree of fibrosis, sclerosis, 
and calcification.9 The IVUS study showed that 
the coronary ostia may be associated with tissue 
proliferation from the aortic wall and chronic 
recoil after stenting.21

The properties of the RCA ostium and the 
LM ostium are different. In a cohort study, higher 
incidence rates of acute myocardial infarction, 
sudden death, and violent death were observed 
in patients with RCA AOLs.20,22 Some physical 
properties have been suggested to explain this 
difference. Boucek et al. suggested that the 
muscle in the aortic wall surrounding the coronary 
orifice influenced the resistance and blood flow 
of the coronary artery, which may result in 
more atherosclerotic plaques at the RCA ostium 
compared with those at the LM ostium.20

Several studies have reported that the 

Figure 1. Kaplan-Meier survival curve
The cardiac event-free survival rates determined in our Kaplan-Meier analysis were similar in the RCA 
group and the LM group.
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coronary vessel diameter is a major predictor of 
in-stent restenosis, regardless of the implanted 
stent type.23,24 The diameter of the RCA ostium 
is smaller than that of the LM ostium.5,6 Zhou 
et al, reported that the diameter of the coronary 
artery was inversely associated with the severity 
of coronary artery disease.7 Elezi et al. have 
furthermore shown that the vessel size influences 
the long-term results of coronary stenting.23 

Several studies have demonstrated higher 
angiographic restenosis rates at the RCA ostium 
than at the LM ostium.4,21

Our study revealed similar in-hospital 
and long-term outcomes for AOLs treated with 
DESs, at the RCA and at the LM. The performed 
angiographic analysis also showed that the RCA 
group had a higher restenosis rate, greater late 
loss and loss index at follow-up. Though no 
significant differences were observed between the 
two groups regarding TLR, the RCA group had a 
higher incidence of these events than did the LM 
group. This statement should be supported with 
additional evidence.

Limitations

Thi s  obse rva t i ona l  s t udy  has  some 
limitations. First, because it was not a randomized 
study, the patient population, lesion characteristics 
and therapeutic strategies may differ between the 
two groups. Second, the angiographic follow-up 
was not performed for all the patients. These may 
result in selection bias. Third, medical treatment 
is imperative for patients with coronary artery 
disease, including anti-platelet agents, beta-
blockers, statins and oral hypoglycemic agents, 
and all would influence the outcomes. However, 
this study did not collect information on these 
medications and related follow-up data such as 
blood pressure change, glycohemoglobin, and 
lipid profile of each patient. Fourth, the limited 
number of patients may limit the statistical power 
to compare angiographic and clinical outcomes.

Conclusion

This study revealed higher restenosis rate 
when stenting with DESs at AOLs of the RCA 
than of the LM. But the acute and long-term 
clinical outcomes of stenting with DESs for 
patients with AOLs at the LM coronary artery and 
those with AOLs at the RCA are similar.

Acknowledgments

	 This manuscript was supported by a grant 
from KMRPC3G002, Chang Gung Memorial 
Hospital.

References

  1.	Mi l le r  GA,  Honey  M,  e l -Sayed  H.  I so la ted 
coronary ostial stenosis. Cathet Cardiovasc Diagn 
1986;12(1):30-4.

  2.	Pritchard CL, Mudd JG, Barner HB. Coronary ostial 
stenosis. Circulation 1975;52(1):46-8.

  3.	Boucek RJ, Takeshita R, Brady AH. Microanatomy 
and intramural physical forces within the coronary 
arteries (man). Anat Rec 1965;153(3):233-41.

  4.	Luz A, Hughes C, Magalhaes R, Bisceglia T, 
Descoutures F, Tamamm K, et al. Stent implantation in 
aorto-ostial lesions: long-term follow-up and predictors 
of outcome. EuroIntervention 2012;7(9):1069-76.

  5.	Ghaffari S, Mehdizadeh-Lame MB, Sepehrvand N, 
Aslanabadi N, Sohrabi B, Separham A, et al. Coronary 
artery dimensions: Iranian population versus Indo-
Asians and Caucasians. Asian Cardiovasc Thorac Ann  
2015;23(8):907-12.

  6.	Leung WH, Stadius ML, Alderman EL. Determinants 
of normal coronary artery dimensions in humans. 
Circulation 1991;84(6):2294-306.

  7.	Zhou FF, Liu YH, Ge PC, Chen ZH, Ding XQ, Liu JY, 
et al. Coronary artery siameter is inversely associated 
with the severity of coronary lesions in patients 
undergoing coronary angiography. Cell Physiol 
Biochem 2017;43(3):1247-57.

  8.	Kereiakes DJ. Percutaneous transcatheter therapy 
of aorto-ostial stenoses. Cathet Cardiovasc Diagn  
1996;38(3):292-300.

  9.	Stewart JT, Ward DE, Davies MJ, Pepper JR. Isolated 
coronary ostial stenosis: observations on the pathology. 
Eur Heart J 1987;8(8):917-20.



J Taiwan Cardiovasc Interv 2021;10:	

9

Stenting for aorto-ostial lesions

10.	Morice MC, Serruys PW, Sousa JE, Fajadet J, Ban 
Hayashi E, Perin M, et al. A randomized comparison 
of a sirolimus-eluting stent with a standard stent 
for coronary revascularization. N Engl J Med 2002; 
346(23):1773-80.

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

12.	Barlis P, Kaplan S, Dimopoulos K, Ferrante G, Di 
Mario C. Comparison of bare-metal and sirolimus- 
or paclitaxel-eluting stents for aorto-ostial coronary 
disease. Cardiology 2008;111(4):270-6.

13.	Al-Lamee R, Ielasi A, Latib A, Godino C, Mussardo 
M, Arioli F, et al. Comparison of long-term clinical 
and angiographic outcomes following implantation of 
bare metal stents and drug-eluting stents in aorto-ostial 
lesions. Am J Cardiol 2011;108(8):1055-60.

14.	Mitomo S, Jabbour RJ, Watanabe Y, Mangieri A, 
Ancona M, Regazzoli D, et al. Comparison of mid-
term clinical outcomes after treatment of ostial right 
coronary artery lesions with early and new generation 
drug-eluting stents: Insights from an international 
multicenter registry. Int J Cardiol 2018;254:53-8.

15.	Hsieh IC, Hsieh MJ, Chang SH, Wang CY, Lee CH, 
Lin FC, et al. Acute and long-term outcomes of ostial 
stentings among bare-metal stents, sirolimus-eluting 
stents, and paclitaxel-eluting stents. Coron Artery Dis 
2013;24(3):224-30.

16.	Iakovou I, Ge L, Michev I, Sangiorgi GM, Montorfano 
M, Airoldi F, et al. Clinical and angiographic outcome 
after sirolimus-eluting stent implantation in aorto-
ostial lesions. J Am Coll Cardiol 2004;44(5):967-71.

17.	Rechavia E, Litvack F, Macko G, Eigler NL. Stent 
implantation of saphenous vein graft aorto-ostial 

lesions in patients with unstable ischemic syndromes: 
immediate angiographic results and long-term clinical 
outcome. J Am Coll Cardiol 199525(4):866-70.

18.	Sakamoto H, Ishikawa T,  Mutoh M, Imai K, 
Mochizuki S. Angiographic and clinical outcomes after 
sirolimus-eluting stent implantation to de novo ostial 
lesion of the right coronary artery: a retrospective 
study. Circ J 2008;72(6):880-5.

19.	Hsieh IC, Chen CC, Chang SH, Hsieh MJ, Wang 
CY, Lee CH, et al. Acute and long-term outcomes of 
drug-eluting stent implantations in aorto-ostial, left 
anterior descending artery-ostial, and nonostial lesions. 
Catheter Cardiovasc Interv 2013;82(5):727-34.

20.	Rissanen V. Occurrence of coronary ostial stenosis 
in a necropsy series of myocardial infarction, sudden 
death, and violent death. Br Heart J 1975;37(2):182-
91.

21.	Tsunoda T, Nakamura M, Wada M, Ito N, Kitagawa Y, 
Shiba M, et al. Chronic stent recoil plays an important 
role in restenosis of the right coronary ostium. Coron 
Artery Dis 2004;15(1):39-44.

22.	Jaffe R, Halon DA, Shiran A, Rubinshtein R. 
Percutaneous treatment of aorto-ostial coronary 
lesions: Current challenges and future directions. Int J 
Cardiol 2015;186:61-6.

23.	Elezi S, Kastrati A, Neumann FJ, Hadamitzky M, 
Dirschinger J, Schomig A. Vessel size and long-term 
outcome after coronary stent placement. Circulation  
1998;98(18):1875-80.

24.	Elezi S, Dibra A, Mehilli J, Pache J, Wessely R, 
Schomig A, et al. Vessel size and outcome after 
coronary drug-eluting stent placement: results from 
a large cohort of patients treated with sirolimus- 
or paclitaxel-eluting stents. J Am Coll Cardiol 
2006;48(7):1304-9.


