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Abstract

Background. Drugeluting stents (DES) reduce the rate of repeat revascularization compared with bare metal stents (BMS), 
however the effect of DES on longterm clinical outcomes is not well documented.
Methods and results. We compared the fiveyear outcomes of 225 patients who received a DES with patients randomized in 
an earlier trial to BMS or coronary artery bypass graft surgery (CABG). We applied multivariable adjustment and propensity sco
re matching to control for differences between patient groups. Compared with patients who received a BMS, patients who re
ceived a DES had similar major adverse cardiac and cerebrovascular events (MACCE), with a DES:BMS hazard ratio (HR) of 0.75 
(95% confidence interval (CI) 051 to 1.12), but had higher mortality (HR=1.84, CI: 0.923.68) and fewer repeat revasculariza
tions (HR=0.52, CI: 0.310.85). Patients receiving DES did not differ significantly from patients receiving CABG with respect to 
MACCE (HR=1.03, CI: 0.671.60) or mortality (HR=1.33 (CI: 0.702.55), but had more repeat revascularizations (HR=2.11, CI: 1.05
4.24). Differences remained after propensity score DES: BMS hazard ratios in the propensity score matched patients were gene
rally higher than the point estimates in the entire population albeit with wider confidence intervals due to the smaller sample 
size MACCE 1.20, CL: 0.751.90, p=0.45; for death 2.53, CL: 1.105.83, p=0.03; death, MI and stroke 3.31, CL: 1.626.76, p=0.001.
Conclusions. Use of first generation DES may be associated with a higher risk of cardiac events in routine clinical practice when 
the time use of clopidogrel is less than the recommendated by guidelines.
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INTRODUCTION

Drug-eluting stents (DES) have had lower rates of 
repeat coronary intervention than bare-metal stents 
(BMS) in head-to-head randomized clinical trials.1,2 
The long-term effects of DES on hard cardiac events 
compared with BMS has been less clear,2,3 especially 
in routine clinical practice settings.4 The compara-
tive efficacy of DES and coronary artery bypass gra-
ft surgery (CABG) is also uncertain, as randomi-
zed trials of DES and CABG have not yet comple-
ted long term follow-up.5-7 The purpose of the pre-
sent study was to compare five-year clinical outco-
mes of patients undergoing DES implantation for 
multivessel coronary disease with the outcomes of 
similar patients who had undergone either BMS im-
plantation or CABG.

METHODS

ERACI III was a multicenter, prospective, non-rando-
mized registry of patients undergoing DES implanta-
tion for multivessel coronary disease in one of five cen-
ters in Argentina.8,9 The ERACI III registry was desig-
ned to permit comparisons with the previous ERACI 
II randomized trial,10,11 which compared BMS implan-

tation with CABG among patients with multivessel 
coronary disease. The same clinical centers participa-
ted in the ERACI III registry and the ERACI II trial, 
and they used the same patient inclusion and exclusion 
criteria and data collection methods in order to facili-
tate comparisons among the treatment groups (Figu-
re 1). The design and early results of the ERACI III 
registry have been presented previously.8,9 In brief, pa-
tients were eligible if they had anginal symptoms that 
warranted coronary revascularization, and significant 
obstruction of two or more coronary arteries (inclu-
ding the left main) with a reference diameter of 2.5 
mm or more that were amenable to complete functio-
nal revascularization by either percutaneous coronary 
intervention (PCI) or CABG. Patients were excluded 
if they had any of the following: single-vessel disea-
se, prior PCI within the past year, prior CABG at any 
time, two or more total coronary occlusions, an ejec-
tion fraction less than 35%, a history of in-stent reste-
nosis, unsuitability for long-term anti-platelet thera-
py, acute myocardial infarction (MI) within 48 hours, 
need for concomitant valvular, vascular, or general sur-
gery, or limited life expectancy. After PCI in ERACI 
III, patients were prescribed 75 mg of clopidogrel daily 
for three months (after a sirolimus DES) or six months 
(after a paclitaxel DES) and 325 mg of aspirin indefi-
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3103 pts severe CAD
(2002-2004)

1076 pts
randomizable

2141 pts severe multiple
vessel CAD

450 pts randomized
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446 pts treated
with DES (19.8 %)

448 pts

PCI
225 pts

225 pts

Study population ERACI II (673 pts)

225 pts with DES (Cypher or Taxus)
and signed inform consent (7.2 %)

CABG
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from 5 years
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Figure 1. Flow chart of ERACI trials and study population of ERACI III. CAD: Coronary Artery Disease, PCI: Percutaneous Coronary Intervention, CABG: Coronary Ar-
tery Bypass Graft, DES: Drug Eluted Stents. In CABG 2 patients assigned but not treated were excluded in the five years analysis.
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Table 1. Demographic, clinical, and angiographic characteristics by treatment.

DES
(n=225)

BMS
(n=225)

CABG
(n=225)*

P
value

Sex (male) 188 (84%) 174 (78%) 182 (82%) 0.23
Age (years) 65.4 +/ 10.6 60.5 +/ 10.2 60.7 +/10.3 <0.0001
Previous MI 73 (32%) 64 (28%) 62 (28%) 0.51
Hyperlipidaemia 178 (79%) 141 (63%) 132 (59%) <0.0001
Diabetes 47 (21%) 39 (17%) 39 (17%) 0.55
Smoking 148 (66%) 122 (54%) 109 (49%) 0.001
EuroSCORE <0.0001
High risk 32 (14%) 23 (10%) 14 (6%)
Medium risk 152 (68%) 133 (59%) 174 (78%)
Low risk 41 (18%) 69 (31%) 35 (16%)
Unstable angina 155 (69%) 208 (92%) 202 (91%) <0.0001
Left main 13 (6%) 12 (5%) 9 (4%) 0.68
Threevessel CAD 90 (40%) 123 (55%) 128 (57%) 0.0004
Prior BMS 51 (23%) 0 (0%) 0 (0%) <0.0001

BMS: bare metal stent. DES: drug-eluting stent. CABG: coronary artery bypass surgery. MI: 
myocardial infarction. CAD: coronary artery disease.
*Two patients randomized in ERACI II to CABG who did not undergo revascularization 
were excluded from all analyses. 

nitely. After PCI in ERACI II, patients were prescri-
bed ticlopidine for one month and aspirin indefinitely.
The primary study endpoint was major adverse car-
diac and cerebrovascular events (MACCE), a compo-
site consisting of death from any cause, MI, stroke, or 
repeat coronary revascularization with either CABG 
or PCI. The endpoint of MI included Q-wave MIs re-
lated to the initial revascularization procedure, and 
both Q wave and non-Q-wave MIs during follow-up; 
all MIs required a three-fold rise in CKMB. Confir-
med and suspected stent thromboses were adjudica-
ted as previously described.12,13 All clinical end points 
were adjudicated separately by an independent safety 
and clinical adverse events committee, a list of the stu-
dy organization committee and participating centers 
were previously published.8,10

Statistical analysis
Follow-up for clinical outcomes commenced with 
the date of revascularization and extended to five 
years. Event-free survival rates were calculated by 
the Kaplan-Meier method. The primary compari-
sons were between the patients who received a DES 
in the ERACI III registry and (a) patients who were 
randomized to receive a BMS in the ERACI II trial, 
and (b) the patients who were randomized to recei-
ve a CABG in the ERACI II trial. Two patients ran-
domized to CABG who did not undergo any revas-
cularization were omitted, as they did not have a de-
fined procedure date. Since these treatment compa-
risons were not randomized, we used multivariable 
statistical methods to adjust for possible confoun-
ding factors. We performed two analyses of each en-
dpoint, including direct adjustment for baseline co-
variates in a Cox proportional hazards model among 
all patients, and an additional analysis in a propen-
sity score matched subset of patients. The propensity 
score was constructed using a logistic model in which 
the outcome was receipt of a DES in the ERACI III 
registry. Patients randomized to BMS or CABG in 
the ERACI III trial were pooled in the propensity 
score model, since their baseline clinical characteris-
tics were equivalent within the play of chance as a re-
sult of randomization. The logistic model included 
as independent predictors age, sex, diabetes, hyper-
tension, hypercholesterolemia, smoking, prior MI, 
proximal left anterior descending disease, Euroscore, 
prior BMS implantation and unstable angina symp-
toms. We used a greedy matching algorithm to iden-
tify pairs of patients, one of whom received a DES 
and one of whom received a BMS, who had propen-
sity scores within 0.05 units of one another. We used 
the same procedure to matchpatients who received a 
DES with patients who underwent CABG. The stan-
dard intention-to-treat analysis of the ERACI II trial 
data includes all patients in their originally assigned 
groups, whether or not they actually received their as-

signed treatment. In order to more closely match the 
analysis method applied to the ERACI III registry pa-
tients, we performed a secondary “actual treatment” 
analysis, in which 19 patients in ERACI II who cros-
sed over were analyzed according to treatment recei-
ved, rather than treatment assigned.

RESULTS

The study population consisted of 673 patients with 
multivessel coronary disease, 448 of whom were en-
rolled between 1996 and 1998 in the ERACI II trial 
and were randomized to receive either BMS (225 pa-
tients) or CABG (223 patients), and an additional 225 
patients who were enrolled between 2002 and 2004 in 
the ERACI III registry and received a DES. At baseli-
ne, the DES group was significantly older, more likely 
to be hypertensive and to smoke, and less likely to have 
unstable angina and triple-vessel disease (Table 1).

One and three years outcome
One and three years results were previously repor-
ted.8,9 Briefly, one year incidence of MACCE8 was 
significantly lower in ERACI III-DES compared to 
ERACI II-BMS arm (p=0.005) and ERACI II-CA-
BG (p=0.038). One year incidence of death, was simi-
lar in the ERACI III-DES (3.1%) and ERACI II-BMS 
(3.1%) arms, although death in ERACI II-CABG 
arm was significantly higher (p=0.031). The inciden-
ce of repeat revascularization was significantly lower 
in ERACI III-DES compared to ERACI II-BMS arm 
(p=0.016) and similar to the CABG arm of ERACI II 
(8.8% vs. 4.9%, respectively; p= ns).
At three years MACCE9 rate was still significantly 
lower in ERACI III-DES (22.7%) than in ERACI 
II-BMS (29.8%, p= 0.015) reflecting less target ves-
sel revascularization in DES group (14.2 vs. 24.4%; 
p=0.009). MACCE rates at 3 years were similar in 
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DES and CABG treated patients. Stent thrombosis 
was observed in 4.4% of DES treated patients.

Five years follow up results
At five years, 31 (14%) of the DES patients had died, 
compared with 16 (7%) of the BMS patients and 24 
(11%) of the CABG patients. The composite outco-
me of death, MI, or stroke occurred in 47 (21%) of the 
DES patients compared with 26 (12%) of the BMS 
patients and 40 (18%) of the CABG patients. Stent 
thromboses were documented in 14 of the DES pa-
tients (6.2%), which were categorized as definite in six 

patients (2.7%), probable in one patient (0.4%), and 
possible in seven patients (3.1%).

DES vs. BMS
The five year event rates were lower after DES than 
BMS for MACCE, but higher for death and for hard 
cardiac events (death, MI, or stroke) (Figure 2, Table 
2). Since use of DES was not randomized, we applied 
multivariable statistical methods to adjust for diffe-
rences in baseline clinical characteristics. In an analy-
sis that included all patients and adjusted directly for 
baseline covariates, use of DES was associated with 
a HR for MACCE of 0.75 (CL: 0.51-1.12, p=0.16) 
compared with use of BMS (Table 3). The outcome 
of all-cause mortality had a DES:BMS HR of 1.84 
(CL: 0.92-3.68, p=0.09), and the endpoint of death, 
MI or stroke had a DES:BMS HR of 1.66 (CL: 0.95-
2.88, p=0.074). There were more non-cardiac deaths 
among DES patients (6.7%) than BMS patients (1.8%, 
p=0.04). Repeat revascularization was significantly 
less frequent after DES than after BMS, with a HR of 
0.52 (CL: 0.31-0.85, p=0.009).
We performed an alternative analysis that used pro-
pensity score matching to control for differences bet-
ween DES and BMS treated patients. In this analysis, 
we excluded 51 patients in the DES group who had a 

Table 2. Longterm outcomes by treatment.

Five-year fee event rates Unadjusted Hazard ra-
tio (confidence limits)

DES
(n=225)

BMS
(n=225)

CABG
(n=223)

DES:
BMS

DES:
CABG

MACCE 66.8% 65.4% 76.4%
0.88

(0.641.21)
1.34

(0.941.91)

Death 85.6% 92.7% 89.0%
1.99

(1.093.63)
1.25

(0.732.12)
Death/MI/
stroke

78.3% 88.2% 81.8%
1.87

(1.16 3.02)
1.11

(0.731.69)
Repeat revas
cularization

80.3% 71.0% 92.6%
0.63

(0.430.93)
2.81

(1.565.06)

BMS: bare metal stent. CABG: coronary artery bypass surgery. DES: drug-eluting stent. 
MI=myocardial infarction. MACCE=major adverse cardiac and cardiovascular events.
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Figure 2. Major adverse cardiovascular events (MACCE) and death  in the entire group (A and B) and in matched population (C and D); after DES (solid line ) and 
BMS (dashed line). DES: drug eluring stents, BMS: bare metal stents.
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previous PCI procedure in which they received a BMS. 
We were able to match 121 patients who received a 
DES with 121 patients who received a BMS. The point 
estimates of the DES: BMS hazard ratios in the pro-
pensity score matched patients were generally higher 
than the point estimates in the entire population al-
beit with wider confidence intervals due to the smaller 
sample size (DES:BMS HR for MACCE=1.20, CL: 
0.75-1.90, p=0.45; HR for death2.53, CL: 1.10-5.83, 
p=0.03; HR for death, MI and stroke=3.31, CL 1.62-
6.76, p=0.001; Table 3).

Actual treatment analysis
In a secondary “actual treatment” analysis, we compa-
red outcomes of 238 patients in the ERACI II trial po-
pulation who received a BMS with the 225 patients in 
the ERACI III registry who received a DES. The base-
line characteristics of the two patient groups were es-
sentially unchanged from those presented in Table 1 
(data not shown). The hazard ratios comparing DES 
and BMS for MACCE among all patients were mini-
mally changed in this secondary analysis (to 0.81 from 
0.75), as were the hazard ratios for all-cause mortali-
ty (to 1.95 from 1.84), with similar levels of statisti-
cal significance. In the matched patient analysis, the 
DES:BMS HR for MACCE was also minimally chan-

ged (to 1.21 from 1.20), as was the HR for mortality 
(to 2.60 from 2.53), with similar levels of statistical 
significance.

DES vs. CABG
Five year outcomes were generally similar in patients 
who received a DES and patients who underwent 
CABG (Figure 3, Table 2). In a multivariable Cox 
model that included all patients and adjusted for ba-
seline clinical factors, there was no significant diffe-
rence in the primary outcome of MACCE between 
DES and CABG treated patients, with a DES:CABG 

Table 3. DES:BMS Hazard Ratios (95% Confidence Limits) in Multivariable 
Cox Models Adjusted for Baseline Characteristics

Endpoint All patients 
(n=450)

P
values

Propensity score mat-
ched points (n=242)

P
values

MACCE
0.75

(0.511.12)
0,1562

1.20
(0.751.90)

0,45

Death
1.84

(0.92.3.68)
0,0864

2.53
(1.105.83)

0,03

Death, MI 
or Stroke

1.66
(0.952.88)

0,0744
3.31

(1.626.76)
0,001

Repeat Revas
cularization

0.52
(0.310.85)

0,0096
0.84

(0.481.47)
0,37

BMS: bare metal stent. DES: drug-eluting stent. MI: myocardial infarction. MACCE: major 
adverse cardiac and cardiovascular events.
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Figure 3. Major adverse cardiovascular events (MACCE) and death in the entire group (A and B) and in matched population (C and D); after DES (solid line ) and 
CABG (dashed line). DES: drug eluring stents, CABG: coronary artery bypass graft.
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HR of 1.03 (CL: 0.67-1.60, p=0.95). The incidence of 
death and of the composite outcome of death, MI or 
stroke were also not significantly different between pa-
tients who had DES compared with patients who had 
CABG (Table 4). Repeat revascularization was sig-
nificantly higher after DES than after CABG, with a 
HR of 2.11 (CL: 1.05-4.24, p=0.04). All results were 
similar in the subset of 230 propensity score matched 
patients (DES: CABG HR for MACCE=1.48, CL: 
0.90-2.45, p=0.12; HR for death=2.17, CL: 0.89-5.29, 
p=0.09; HR for death, MI and stroke=1.48, CL: 0.81-
2.69, p= 0.20; Table 4).

DISCUSSION

In this non-randomized comparison, patients with 
multivessel coronary disease treated with a drug-elu-
ting stent, bare metal stent or CABG had similar in-
cidence of MACCE at five years of follow up. Howe-
ver, patients treated with DES had higher than expec-
ted risk of hard cardiac events over the subsequent five 
years compared with patients treated with a BMS, des-
pite a substantial reduction in the rate of repeat coro-
nary revascularization procedures. These differences 
do not appear to be explained by the more adverse risk 
profile among DES treated patients (Table 1), as mul-
tivariable statistical adjustment for baseline factors did 
not materially affect the results (Table 3).
The reasons for these results remain uncertain. In light 
of current understanding of the importance of pro-
longed dual antiplatelet therapy after DES implanta-
tion,14,15 in retrospect it is possible that patients who 
received a DES in the ERACI III registry had clopi-
dogrel treatment discontinued earlier than is now re-
commended. Unfortunately, we do not have data on 
the use of clopidogrel in follow-up, so we could not test 
this hypothesis directly. Alternatively, the higher rate 
of hard cardiac events may be due to the more adver-
se risk profile at entry among the DES patients (Ta-
ble 1); although we applied multivariable adjustment 
methods, they can correct only for measured confoun-
ding factors, and unmeasured differences between the 
DES and BMS groups may have contributed to the 
higher rate of adverse outcomes in the DES group. Fi-

nally, it is possible that participation in the randomi-
zed ERACI II trial may have led to closer monitoring 
and more aggressive drug treatment among the BMS 
treated patients than among the DES treated patients 
in the ERACI III registry.
During late outcome, some randomized studies have 
also reported an increased incidence of hard cardiac 
events after one year of follow-up among patients who 
received a first generation of DES designs.16-19 Pooled 
data from the SIRIUS trials showed a higher rate of 
hard cardiac events beyond one year among patients 
with diabetes receiving DES compared with patients 
with diabetes who received a BMS, despite a lower rate 
of restenosis.17

Similarly, the SYNTAX trial has reported an incre-
mental risk for death, cardiac death and myocardial 
infarction between first and third year of follow-up 
among patients receiving a DES, which was significant 
among patients with three-vessel disease. The SYN-
TAX trial also reported a 7.4% rate of stent thrombo-
sis at three years,19 and the ARTS II study reported a 
9% rate of definite, probable, or possible stent throm-
bosis over five years,20 each of which is higher than the 
6.2% rate of stent thrombosis over five years among 
DES treated patients in this study. Patients in our stu-
dy who received a DES had a significantly lower rate 
of repeat revascularization over five years than patients 
who received a BMS. This reduction is consistent with 
the outcomes reported after one to three years of fo-
llow up in randomized trials of DES vs. BMS,1,2 as well 
as the lower rate of MACCE in the DES group at one 
and three year of follow-up.8,9

We also found little difference between DES and 
CABG with respect to five year outcomes among pa-
tients with multivessel coronary disease. The study 
had relatively limited statistical power, however, to 
detect modest yet clinically important differences in 
the rate of hard cardiac outcomes such as death or the 
composite outcome of death, MI or stroke, although 
the sample size was small and the propensity score di-
minished it more. Large randomized trials compa-
ring the use of CABG and DES for multivessel co-
ronary disease are ongoing,5-7 and should clarify the 
comparative effectiveness of these alternative modes 
of coronary revascularization. Thus far, only short-
term outcomes are available from a few of these stu-
dies. The higher rate of repeat revascularization after 
DES compared with CABG that we observed in this 
study confirms the recent reports of the SYNTAX5 
and CARDia6 trials and has been reported consis-
tently after each technologic improvement in PCI 
technique.21

This study has a number of limitations. The pa-
tients underwent DES several years later than pa-
tients underwent BMS and CABG. The non-con-
current patient accrual may have introduced clini-
cal differences between these patient cohorts be-

Table 4. DES:CABG hazard ratios (95% confidence limits) in multivariable 
Cox models adjusted for baseline characteristics.

Endpoint All patients 
(n=448)

P
values

Propensity score mat-
ched points (n=230)

P
values

MACCE
1.03

(0.671.60)
0,8845

1.48
(0.902.45)

0,12

Death
1.33

(0.702.55)
0,3841

2.17
(0.895.29)

0,09

Death, MI 
or Stroke

0.90
(0.541.51)

0,6999
1.48

(0.812.69)
0,20

Repeat Revas
cularization

2.11
(1.054.24)

0,0366
2.96

(1.326.64)
0,01

BMS: bare metal stent. DES: drug-eluting stent. MI: myocardial infarction. MACCE: major 
adverse cardiac and cardiovascular events.
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yond those recorded in the baseline characteris-
tics (Table 1). Any unmeasured differences may 
have affected the outcomes observed. In particu-
lar, we do not have data on the SYNTAX angio-
graphic score, which appears to be a useful pre-
dictor of prognosis after PCI, and thus may not 
have completely controlled for differences in the 
extent of coronary disease. Lastly, we recognized 
that results of this study are in disagreement with 
other registries reported long term outcome with 
DES and BMS20,22 and we don’t have an explana-
tion for these discordances. However, the increa-
sed rate of death/MI beyond one year observed in 
ERACI III is accorded with other studies with si-
milar DES designs in complex lesion subsets.17,19,23 
In agreement, at 3 years of follow up, in SYNTAX 
trial, DES patients treated with Taxus stents com-
pared to CABG patients had significant higher in-
cidence of cardiac events including raise of cardiac 
death and MI, and these findings were not obser-
ved at the first year of follow up.5 Furthermore, in 
SYNTAX the subgroup of patients with three ves-
sels disease, incidence of death, MI and the com-
posite of death/MI/stroke were also significantly 
higher in the PCI group.19 More over a lack of cli-
nical improvement with first DES designs at late 
follow up have been also seen in a large registry of 
PCI and CABG from USA recently published; in 
that study PCI in patients older than 65 years had 
significant increase rate of death at 4 years compa-
red to CABG in spite of use of first DES designs 
in 78% of cases.24 In the past, previous meta-analy-
sis from randomized studies before DES era has 
shown similar trend in elderly patients,25 thus, the-
se new findings suggested a lack of clinical impro-
vement with DES and strengthen results presented 
here. Furthermore, and in agreement with us, di-
fferences in favor to CABG was not present during 
the first year of follow up.
Finally, first generation DES were used in this study 
and introduction of later generation DES might have 
led to different results as was reflected by recent rando-
mized data26,27 which observed a significant lower in-
cidence of cardiac events including cardiac death and 
MI in those patients treated with “best in class” DES 
design.
In conclusion, patients included in the ERACI III re-
gistry at five years of follow up had similar incidence of 
MACCE independently which revascularization stra-

tegy was selected for. The results of this study unders-
core the importance of weighing the reduction in re-
peat procedures against the potential for increased late 
risk of death, MI and stroke.

RESUMEN

Comparación de la efectividad a cinco años de 
seguimiento de los pacientes tratados con stents 
farmacológicos, stents convencionales y cirugía 
de revascularización miocárdica: resultado final 
del estudio ERACI III
Objetivos. Comparar los resultados a cinco años de los 
pacientes tratados con stents liberadores de fármacos 
(DES), stents de metal desnudo (BMS) o cirugía de re-
vascularización miocárdica (CABG).
Antecedentes. Los DES reducen la tasa de revasculari-
zación en comparación con el BMS, pero pueden pre-
disponer la stent trombosis. Los resultados de los DES 
en el seguimiento clínico a largo plazo en pacientes 
complejos en comparación con BMS o CABG no es-
tán definidos.
Métodos. Se compararon los resultados a cinco años 
de 225 pacientes que recibieron primera generación de 
DES con los de 448 pacientes randomizados en un en-
sayo previo donde fueron tratados con BMS o CABG. 
Se utilizó análisis multivariado y el método de propen-
sity score para homogeneizar las variables entre los tres 
grupos.
Resultados. En comparación con los pacientes que 
recibieron un BMS, los pacientes que recibieron 
un DES tuvieron similares eventos cardíacos ad-
versos mayores (MACCE), con DES:BMS (cocien-
te de riesgo 0,75, LC: 0,51-1,12), pero mayor morta-
lidad (cociente de riesgo 1,84, IC: 0,92-3,68 ( y me-
nor número de revascularizaciones (cociente de ries-
go 0,52, IC 0,31- 0,85 (. En comparación con los pa-
cientes que recibieron CABG, los que recibieron DES 
no presentaron diferencias significativas en la tasa de 
eventos cardíacos adversos (p=0,88) o en la mortali-
dad (p=0,38), pero tuvieron más revascularizaciones 
(p=0,03).
Conclusiones. El uso de DES de primera generación 
puede estar asociado a mayor riesgo de eventos cardía-
cos en pacientes con lesiones complejas.

Palabras clave: enfermedad coronaria, angioplastia 
coronaria, stents liberadores de fármacos, cirugía de re-
vascularización miocárdica, stent trombosis.
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