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Background: Females are underrepresented in clinical trials evaluating new stent technologies whilst results may
differ between the sexes. Females are known to have smaller, more tortuous coronary arteries and have generally
more comorbidities. On the other hand, theymay have smaller plaque burden. This subgroup-analysis sought to
assess sex-specific outcomes after Absorb bioresorbable vascular scaffold (BVS) or XIENCE everolimus-eluting
stent (EES) implantation.
Methods: The AIDA trial was an investigator-initiated, non-inferiority, all-comers trial, in which 1845 patients
were randomly assigned to either Absorb BVS or XIENCE EES. Baseline clinical, angiography and procedural var-
iables, as well as 2-year clinical outcomes were analyzed by sex and device modality.
Results: Of the 1845 randomized patients, 475 (25.7%) were females. The 2-year rates of target vessel failure
(TVF) with Absorb BVS versus XIENCE EES in females were 6.4% versus 10.6% (HR 0.59; 95% CI: 0.31–1.11; p =
0.10) and in males 12.7% versus 9.7% (HR 1.34; 95% CI: 0.98–1.85; p = 0.07). Males treated with Absorb BVS
were at higher risk for TVF compared to females treated with Absorb BVS (HR 2.06; 95% CI 1.21–3.53; p =
0.007). Definite/probable device thrombosis occurred in femaleswith Absorb BVS versus XIENCE EES in 1.6% ver-
sus 1.4% (HR 1.15; 95% CI: 0.26–5.12; p=0.86) and in males 3.9% versus 0.7% (HR 5.55; 95% CI: 2.11–14.35; p b

0.001). A statistical significant interaction between sex and device was present for TVF (p = 0.02), but was not
seen for definite/probable device thrombosis (p = 0.08).
Conclusions: In this subgroup analysis, Absorb BVS used in routine practice tends to result in better clinical out-
comes in females compared to males.
© 2020 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
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1. Introduction

Females undergoingpercutaneous coronary intervention (PCI) differ
from men in baseline and angiographic variables, including older age,
more comorbidity and smaller, more tortuous coronary arteries [1,2].
In addition, females are often underrepresented in clinical trials
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rvention; RVD, reference vessel
essel failure; TV-MI, target ves-
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. This is an open access article under
evaluating new stent technologies. And thus, results of trials cannot
simply be generalized to all females.

Coronary bioresorbable scaffolds were designed to overcome the
shortcomings of metallic stents, such as expansive remodeling, abnor-
mal vasomotion, and development of neoatherosclerosis, which all con-
tribute to the risk of very late stent thrombosis [3–5]. The most widely
used and studied bioresorbable scaffold is the Absorb bioresorbable vas-
cular scaffold (BVS; Abbott Vascular, Santa Clara, CA, USA). Initial results
with Absorb BVS were promising, however, large randomized trials
with long-term follow-up reported higher rates of target lesion failure
(TLF) and device thrombosis in the Absorb BVS compared to XIENCE
everolimus-eluting stent (EES; Abbott Vascular) [6–9]. Females may
have even worse outcomes with higher rates of device thrombosis
after Absorb BVS implantation than men, due to implantation of thick
the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

http://crossmark.crossref.org/dialog/?doi=10.1016/j.ijcard.2019.08.045&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/j.ijcard.2019.08.045
mailto:j.j.wykrzykowska@amsterdamumc.nl
Journal logo
https://doi.org/10.1016/j.ijcard.2019.08.045
http://creativecommons.org/licenses/by-nc-nd/4.0/
Unlabelled image
http://www.sciencedirect.com/science/journal/01675273
www.elsevier.com/locate/ijcard


Table 1
Baseline characteristics.

Male (n = 1370) Female (n = 475) p-Value

Age, yrs. 63.24 ± 10.47 66.67 ± 10.51 b0.001
BMI, kg/m2 26.97 ± 4.93 27.51 ± 6.11 0.08

Risk factors
Diabetes mellitus 218/1370 (15.9%) 106/475 (22.3%) b0.01

Treated with oral medication 134/218 (9.8%) 58/106 (12.2%) 0.25
Treated with insulin 69/218 (5.0%) 41/106 (8.6%) 0.21

Hypertension 655/1366 (47.8%) 277/473 (58.3%) b0.001
Hypercholesterolemia 499/1356 (36.4%) 195/473 (41.1%) 0.09
Family history of CAD 675/1316 (49.3%) 245/456 (51.6%) 0.37
Current smoker 400/1283 (29.2%) 121/445 (25.5%) 0.12
Multivessel disease 602/1367 (43.9%) 210/474 (44.2%) 0.92

Clinical history
Chronic renal failure 121/1370 (8.8%) 40/475 (8.4%) 0.78
LVEF b30% 29/1339 (2.1%) 10/471 (2.1%) 0.96
Previous stroke of TIA 74/1369 (5.4%) 30/475 (6.3%) 0.46
Peripheral vascular disease 92/1368 (6.7%) 29/474 (6.1%) 0.65
Previous MI 279/1370 (20.4%) 59/475 (12.4%) b0.001
Previous PCI 309/1370 (22.6%) 77/475 (16.2%) b0.01
Previous CABG 52/1370 (3.8%) 12/475 (2.5%) 0.19

Presentation
STEMI 349 (25.5%) 116 (24.4%) 0.65
NSTEMI 275 (20.1%) 102 (21.5%) 0.51
Unstable angina 116 (8.5%) 41 (8.6%) 0.91
Stable angina 546 (39.9%) 185 (38.9%) 0.73
Angiographically driven
indication for PCI

64 (4.7%) 23 (4.8%) 0.88

Other 20 (1.5%) 8 (1.7%) 0.73

SYNTAX scorea

Mean 13.15 ± 8.63 12.08 ± 8.21 0.03
Median (interquartile range) 11 (7–18) 10 (6–16) 0.06

Data are number/total number (%) or mean (SD); % DS = percentage diameter stenosis;
BMI= bodymass index; BVS= bioresorbable vascular scaffold; CABG= coronary artery
bypass graft; CAD = coronary artery disease; L = number of lesions; LAD= left anterior
descending; LM = left main; LVEF = left ventricular ejection fraction; MI = myocardial
infarction; MLD=minimal lumen diameter; mm=millimeters; NSTEMI = non-ST-seg-
ment elevationmyocardial infarction; PCI = percutaneous coronary intervention; QCA=
quantitative coronary angiography; RCA = right coronary artery; RCX = ramus circum-
flex; STEMI = ST-segment elevation myocardial infarction; TIA = transient ischemic
attack.

a Information on SYNTAX scorewas available for 1230male patients and for 431 female
patients.
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struts in smaller vessels [10]. On the other hand, femalesmay have a dif-
ferent resorption process and better expansive remodeling after Absorb
BVS implantation [11].

Results of higher rates TLF and device thrombosis of the Absorb BVS
compared to XIENCE EES were also reported in a patient level pooled-
analysis of the ABSORB trials [12] and were consistent in females and
males [13]. However, the ABSORB trials included only patients present-
ing with stable or unstable angina and simple lesions [7,14–16]. In the
present sub-analysis of the Amsterdam Investigator-initiated Absorb
strategy (AIDA) trial we sought to evaluate possible differences be-
tween females and males in clinical outcomes after Absorb BVS or
XIENCE EES implantation in routing PCI through 2 years of follow-up.

2. Methods

2.1. AIDA study design and population

The AIDA trial was an investigator-initiated, randomized controlled,
all-comers, multicenter clinical trial. The AIDA study design, major in-
clusion and exclusion criteria, endpoint definitions, and preliminary re-
sults have been previously reported in detail [8,9,17]. In brief, 1845
patients undergoing PCI were randomly assigned in a single blind fash-
ion to receive either Absorb BVS or XIENCE EES. The main exclusion
criteria were 1) visually estimated target lesions more than 70 mm in
length, 2) a reference vessel diameter visually estimated of b2.5 mm
ormore than 4.0mm, 3) bifurcation lesions for which the use of two de-
vices were needed, and 4) in-stent restenosis. The study was conducted
in accordancewith theDeclaration ofHelsinki. The study designwas ap-
proved by the institutional review board at the AMC for all the partici-
pating centers. All patients provided written informed consent. An
independent data safety monitoring board reviewed the cumulative
safety data from the trial. Clinical follow-up was scheduled at 30 days,
180 days and yearly for 5 years after procedure.

2.2. Aim and design of the current analysis

The main purpose of the current study was to evaluate the sex-
specific relative safety and efficacy of Absorb BVS compared to XIENCE
EES. The impact of sex on primary endpoint, its components and device
thrombosis were evaluated. The primary endpoint of the present analy-
sis was target vessel failure (TVF), a composite of cardiac death, target-
vessel myocardial infarction (TV-MI) and target-vessel revasculariza-
tion. All myocardial infarctions were defined by the Third Universal
Myocardial Infarction definitions [18] and other eventswere defined ac-
cording to the Academic Research Consortium definitions [19]. An inde-
pendent Clinical Events Committee (Cardialysis BV., Rotterdam, the
Netherlands) adjudicated all reported events. Off-line quantitative cor-
onary angiography (QCA) was performed as described previously [20].

2.3. Statistical analysis

Examination of sex-specific outcomes was a pre-specified subset
analysis. Descriptive statistics were used to describe the baseline char-
acteristics of the patients. Categorical variables were compared using
the chi-square test. Normally distributed continuous variables are pre-
sented as mean (±standard deviation) and were compared using the
t-test or one-way ANOVA. All analyses were performed according to
the intent-to-treat principle. Time-to-event curves were constructed
by the Kaplan-Meier method, and compared by log-rank test. Hazard
ratio and interaction were calculated using Cox regression. Predictors
of target lesion revascularization (TLR) and device thrombosis were de-
termined with multivariate cox regression using backwards stepwise
selection with entry- and exit criteria set at 0.2 and 0.1. In addition to
sex, the following pre-specified variables were included in each
model: age, smoking, hypertension, diabetes mellitus, reference vessel
diameter, lesion length, moderate/severe calcification, B2/C lesion
type, pre-dilatation and post-dilatation. A p-value of ≤0.05 was consid-
ered statistically significant. All statistical analyses were performed
with SPSS software, version 24.0 (IBM SPSS Statistics, IBM Chicago, IL,
USA).
3. Results

3.1. Baseline characteristics

Of the total 1845 patients enrolled in the AIDA trial, 475 (25.7%)
were females, of which 254 were randomized to Absorb BVS and 221
to XIENCE EES. Among the 1370males, 670 were randomized to Absorb
BVS. Femaleswere generally older thanmales,weremore frequently di-
abetics and hadmore often hypertension. Females less frequently had a
previous myocardial infarction or PCI and lower SYNTAX score com-
pared with males (Table 1).

A total of 2446 lesions were treated; 1830 lesions in males and 616
in females. Procedural success was lower in the Absorb BVS arm for
both sexes. Pre- and post-dilatation were performed more often after
Absorb BVS implantation compared to Xience EES. Offline QCA analysis
showed that females had shorter lesions and smaller in-segment mini-
mal lumen diameter (MLD) (Table 2).



Table 2
Procedural, lesion and QCA characteristics.

Procedural per patient Males Females

(Absorb BVS n = 670; Xience
EES n = 700)

(Absorb BVS n = 254; Xience
EES n = 221)

Treated lesions per patient
Absorb BVS 1.35 ± 0.65 1.32 ± 0.59 0.469
Xience EES 1.32 ± 0.59 1.27 ± 0.56

No. of devices per patient
Absorb BVS 1.56 ± 0.86 1.50 ± 0.79 0.068
Xience EES 1.45 ± 0.79 1.45 ± 0.79

Total device length per patient – mm
Absorb BVS 31.73 ± 19.97 29.48 ± 18.41 0.139
Xience EES 29.94 ± 19.44 28.86 ± 18.59

Minimum device diameter per patient – mm
Absorb BVS 2.76 ± 0.29 2.64 ± 0.22 0.181
Xience EES 2.88 ± 0.36 2.84 ± 0.35

Device implantation
Any assigned study device Absorb BVS 652/670 (97.3%) 243/254 (95.7%) b0.001

Xience EES 698/700 (99.7%) 221/221 (100%)
Only assigned study devices Absorb BVS 625/670 (93.3%) 234/254 (92.1%) b0.001

Xience EES 689/700 (98.4%) 221/221 (100%)
Any unassigned device Absorb BVS 45/670 (6.7%) 20/254 (7.9%) b0.001

Xience EES 11/700 (1.6%) 0/221 –
Only unassigned devices Absorb BVS 18/652 (2.8%) 11/243 (4.5%) b0.001

Xience EES 2/698 (2.9%) 0/221 –
Procedural success Absorb BVS 603/670 (90.0%) 230/254 (90.5%) b0.001

Xience EES 673/700 (96.1%) 214/221 (96.8%)

Angiographic per lesion Males Females

Absorb BVS n = 902;
Xience EES n = 928

Absorb BVS n = 335
Xience EES n = 281

Location lesion 0.094
RCA Absorb BVS 278 (30.8%) 123 (36.7%)

Xience EES 254 (27.4%) 94 (33.4%)
LM Absorb BVS 4 (0.4%) 3 (0.9%)

Xience EES 8 (0.9%) 0 (0.0%)
LAD Absorb BVS 388 (43.0%) 138 (41.2%)

Xience EES 420 (45.2%) 108 (38.4%)
RCX Absorb BVS 227 (25.2%) 70 (20.9%)

Xience EES 241 (26.0%) 77 (27.4%)
Type B2/C lesion Absorb BVS 499/898 (55.6%) 174/335 (51.9%) 0.135

Xience EES 480/923 (52.0%) 135/280 (48.2%)
Moderate/severe calcification Absorb BVS 269/902 (29.8%) 99/335 (29.5%) 0.741

Xience EES 260/928 (28.0%) 76/281 (27.0%)
Ostial lesion Absorb BVS 53/900 (5.9%) 16/335 (4.8%) 0.193

Xience EES 65/928 (7.0%) 11/269 (4.1%)
Bifurcation lesion Absorb BVS 46/902 (5.1%) 21/335 (6.3%) 0.759

Xience EES 57/928 (6.1%) 17/264 (6.4%)
CTO lesion Absorb BVS 45/902 (4.9%) 9/335 (2.7%) 0.030

Xience EES 35/928 (3.7%) 4/281 (1.4%)
Pre-dilatation performed Absorb BVS 877/902 (97.2%) 322/335 (96.1%) b0.001

Xience EES 842/928 (90.7%) 261/281 (92.9%)
Post-dilatation performed Absorb BVS 675/902 (74.8%) 240/335 (71.6%) b0.001

Xience EES 460/928 (49.6%) 134/281 (47.7%)

QCA measurements Males Females

Absorb BVS n = 820
Xience EES n = 840

Absorb BVS n = 319
Xience EES n = 266

Reference vessel diameter – mm
Absorb BVS 2.55 ± 0.59 2.49 ± 0.57 0.094
Xience EES 2.53 ± 0.63 2.45 ± 0.61

Length lesion – mm
Absorb BVS 13.44 ± 8.72 12.94 ± 7.72 b0.001
Xience EES 11.38 ± 6.71 11.57 ± 7.24

Pre-procedure in-segment MLD – mm
Absorb BVS 1.09 ± 0.49 1.06 ± 0.47 b0.001
Xience EES 1.02 ± 0.43 0.95 ± 0.37

Post-procedure in-segment MLD – mm
Absorb BVS 2.03 ± 0.57 1.96 ± 0.51 0.015
Xience EES 1.95 ± 0.49 1.94 ± 0.52

Pre-procedure in-segment % DS
Absorb BVS 57.61 ± 16.30 54.68 ± 19.60 0.749
Xience EES 58.35 ± 16.52 60.02 ± 15.20

Post-procedure in-segment % DS
Absorb BVS 23.11 ± 10.58 23.17 ± 10.22 b0.001
Xience EES 25.94 ± 11.50 25.92 ± 11.47

In-segment acute gain – mm
Absorb BVS 0.94 ± 0.65 0.91 ± 0.59 0.459
Xience EES 0.94 ± 0.54 0.99 ± 0.57

Data are number/total number (%) ormean (SD); % DS= percentage diameter stenosis; BVS= bioresorbable vascular scaffold; L= number of lesions; MLD=minimal lumen diameter;
mm = millimeters; QCA = quantitative coronary angiography.
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3.2. Clinical outcomes by sex and device

Two-year clinical follow-up was available for 96.9%males and 96.6%
females. Clinical outcomes at 2 years by sex and device are shown in
Table 3. The 2-year rates of TVF with Absorb BVS versus XIENCE EES in
females were 6.4% versus 10.6% (HR 0.59; 95% CI: 0.31–1.11; p =
0.10) and in males 12.7% versus 9.7%, respectively (HR 1.34; 95% CI:
0.98–1.85; p = 0.07) (Fig. 1), with a significant interaction present
(pinteraction = 0.02). Males had a higher risk of TVF in Absorb BVS com-
pared to females (HR 2.06; 95% CI 1.21–3.53; p = 0.007), while in
XIENCE EES the risk of TVF was even between the sexes (HR 0.91; 95%
CI 0.56–1.45; p = 0.68). The hazard ratios within the treatment arms
between the sexes are shown in Supplementary Table 1.

Definite/probable device thrombosis after Absorb BVS implantation
occurred in 3.9% of males and 1.6% of females (HR 2.51; 95% CI
0.88–7.19; p = 0.08). After Xience EES implantation the rates were
0.3% for males and 1.4% for females (HR 0.52; 95% CI 0.13–2.19; p =
0.37), with no statistical significant interaction between sex and device
present (pinteraction = 0.08). In males, use of Absorb BVS lead to statisti-
cally significant higher risk of definite/probable device thrombosis (HR
5.55; 95% CI 2.11–14.35; p b 0.001), this difference was not seen
among females (HR 1.15; 95% CI 0.26–5.12; p = 0.86) (Fig. 1). The de-
scriptive characteristics of cases of definite device thrombosis and the
use of DAPT in these patients are described in Supplementary Table 2.

The 2-year TLR and definite device thrombosis outcomes stratified
by sex, device randomization and pre-procedural reference vessel di-
ameter (RVD) are shown in Supplementary Table 3. An interaction
was present for the occurrence of definite device thrombosis in vessel
with RVD ≥2.25 mm.

By multivariable analysis in Absorb arm, sex was an independent
predictor of TLR (Supplementary Fig. 1). Predictors of TLR in XIENCE
arm were diabetes mellitus, moderate/severe calcification and pre-
procedural RVD b 2.25 mm.

4. Discussion

The main findings of this pre-specified AIDA trial sub-analysis are:
1)males and females had different baseline and angiographic character-
istics; 2) in males, Absorb BVS was associated with higher rates of TLF,
TV-MI, TLR and device thrombosis compared to XIENCE EES; 4) in fe-
males no differences in 2-year outcomes were seen between Absorb
BVS and XIENCE EES; 5) by multivariable analysis sex was an indepen-
dent predictor of TLR in Absorb arm.

4.1. Risk profile

As in prior studies [21–23], females enrolled in our study had a dif-
ferent risk profile than males. Females were more likely to be older,
have diabetes and hypertension, have smaller vessels and lower Syntax
Table 3
Clinical outcomes at 2-year follow-up.

Males HR [95% CI] p value

Absorb BVS
(n = 670)

Xience EES
(n = 700)

TVF 12.7 (84) 9.7 (67) 1.34 [0.98–1.85] 0.07
Cardiac death 2.1 (14) 2.5 (17) 0.86 [0.43–1.75] 0.68
TV-MI 5.8 (38) 3.0 (21) 1.92 [1.13–3.27] 0.02
TVR 9.5 (62) 6.8 (46) 1.44 [0.98–2.11] 0.06
TLF 11.2 (74) 8.0 (55) 1.44 [1.01–2.03] 0.04
TLR 7.5 (49) 4.4 (30) 1.74 [1.10–2.74] 0.02
Def. ST 3.3 (22) 0.3 (2) 11.66 [2.74–49.60] b0.001
Def./prob. ST 3.9 (26) 0.7 (5) 5.55 [2.11–14.35] b0.001

Events rates are derived from Kaplan-Meier analysis and presented as Kaplan-Meier % (n) with
vascular scaffold; CI= confidence interval; EES= everolimus-eluting stent; TLF= target lesion
vessel myocardial infarction; TVR = target vessel revascularization; Def. ST = definite device
score. Males were more likely to have had prior myocardial infraction
and PCI. These findings are in line with previous studies [21–23]. In
our sub-analysis, we found that these differences in comorbidities did
not cause dissimilarities between sexes in device-oriented clinical out-
comes after XIENCE EES implantation. In contrast, Absorb BVS implanta-
tion did result in difference between the sexes. With the thick struts of
Absorb BVS, you would expect worse outcomes in females due to the
smaller vessels. However, the complexity of the lesions seems to be of
greater influence to performance of the Absorb BVS.

4.2. Interaction sex and device

In a meta-analysis of the ABSORB randomized trials comparing Ab-
sorb BVS to XIENCE EES, Shreenivas et al. reported a consistent treat-
ment effect of Absorb BVS and XIENCE EES in both sexes with respect
to 2-year clinical outcomes [13]. These trials contained a very selected
population of patients with only stable coronary artery disease (CAD)
and simple lesions [13]. In our study, the 2-year rates of TLF, TV-MI,
TLR and device thrombosis were higher in males after treatment with
Absorb BVS compared with XIENCE EES. Even the use of optimal Absorb
BVS implantation technique did not result in better outcomes [20,24].
On the other hand, in females, the 2-year event rates after Absorb BVS
were similar to XIENCE EES. Unlike the above mentioned meta-
analysis [13], our study population was an all-comers complex patient
population. Furthermore, a pooled-analysis of two registries of Absorb
BVS also reported a trend towards better performance of the Absorb
BVS in females compared to males [25]. In this unselected population,
the 2-year incidence of TLF was 13.2% in females and 17.9% in males
(p = 0.12) [25]. This difference might have been partially related to
the lower complexity of CAD in females. Baquet et al. reported that fe-
males had shorter and less complex lesions, and less frequently 3 vessel
disease [25]. The dissimilarities between the sexes in our study might
also partially be explained by the lower complexity of CAD in females.
Females had significantly lower SYNTAX score and shorter lesions.

4.3. Absorb BVS thrombosis

Our study demonstrated further an interaction between sex and de-
vice type for the occurrence of 2-year device thrombosis, suggesting an
increased risk of device thrombosis with Absorb BVS compared to EES
only among males. Correspondingly, the meta-analysis of the ABSORB
trials showed a borderline interaction between sex and device type for
the occurrence of thrombosis [13]. Furthermore, the meta-analysis of
the registries demonstrated also numerically lower rate of device
thrombosis after Absorb BVS implantation among females compared
to males [25]. Apparently, despite their smaller vessels, females have a
lower risk of scaffold thrombosis. Subsequently, treatment of very
small vessels (RVD b 2.25 mm) was not an independent predictor of
scaffold thrombosis, on the contrary, a larger MLD was associated with
Females HR [95% CI] p value pinteraction

Absorb BVS
(n = 254)

Xience EES
(n = 221)

6.4 (16) 10.6 (23) 0.59 [0.31–1.11] 0.10 0.02
1.2 (3) 1.4 (3) 0.87 [0.18–4.31] 0.86 0.99
3.2 (8) 3.2 (7) 0.99 [0.36–2.73] 0.98 0.26
4.8 (12) 7.9 (17) 0.60 [0.29–1.25] 0.17 0.04
5.6 (14) 9.2 (20) 0.60 [0.30–1.18] 0.14 0.03
4.0 (10) 6.5 (14) 0.61 [0.27–1.37] 0.23 0.03
1.6 (4) 1.4 (3) 1.15 [0.27–5.12] 0.86 0.03
1.6 (4) 1.4 (3) 1.15 [0.26–5.12] 0.86 0.08

the log-rank p-value and interaction. Hazard Ratios are unadjusted. BVS = bioresorbable
failure; TLR= target lesion revascularization; TVF= target vessel failure; TV-MI= target

thrombosis; def./prob. ST = definite or probable device thrombosis.



Fig. 1. Time-to-event curves of target-vessel failure (left) and definite device thrombosis (right) through 2 years among males and females randomly assigned to receive Absorb BVS or
Xience EES. Target-vessel failure is defined as a composite of cardiac death, target-vessel myocardial infarction or target-vessel revascularization. BVS = bioresorbable vascular
scaffold; EES = everolimus-eluting stent; No. = number.
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a higher risk of scaffold thrombosis. On other explanation for the lower
scaffold thrombosis rate in femalesmight be the different in pathophys-
iology of ACS in females [26]. Plaque rupture, with necrosis and inflam-
mation, is less common in females [26]. Plaque rupture and large stent
struts are associated with the occurrence of necrotic core prolapse.
And necrotic core prolapse is associated with early device thrombosis
[27].
4.4. Outcomes in Xience EES

Lastly, our study shows that sex has no impact on the risk of revascu-
larization after implantation of XIENCE EES. This is in line with multiple
previous studies demonstrating that sex does not influence the risk of
restenosis after implantation of bare-metal stents or drug-eluting stents
[21,22].
4.5. Limitations

Even with 1845 patients, the present post-hoc analysis remains un-
derpowered to detect any differences. Therefore, the results should be
considered hypothesis generating. In addition, intracoronary imaging
was only used in very small percentage of patients. It is therefore not
possible to distinguish between successful and unsuccessful lesion
preparation and/or well-sized device implantation. Nevertheless, this
report is the first sub-analysis comparing sex-specific outcomes in an
all-comers population after Absorb BVS implantation with XIENCE EES.
5. Conclusion

In this subgroup analysis, Absorb BVS used in routine practice tends
to result in better clinical outcomes in females compared to males. This
dissimilarity might be partially explained by the higher complexity of
coronary artery disease in males.
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