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The past five years have yielded impressive advancements in fully absorbable
metal stent technology. The desired ultimate ability for such devices to treat a
vascular stenosis without long-term device-related complications or impeding
future treatment continues to evoke excitement in clinicians and engineers
alike. Nowhere is the need for fully absorbable metal stents greater than in
patients experiencing vascular anomalies associated with congenital heart
disease (CHD). Perhaps not surprisingly, commercially available absorbable
metal stents have been implanted in pediatric cardiology patients with
conditions ranging from pulmonary artery and vein stenosis to coarctation of
the aorta and conduit/shunt reconstructions. Despite frequent short term
procedural success, device performance has missed the mark with the
commercially available devices not achieving degradation benchmarks for
given applications. In this review we first provide a general overview detailing
the theory of absorbable metal stents, and then review recent clinical use in
CHD patients since the release of current-generation absorbable metal stents
around 2019. We also discuss the challenges and our center’s experience
associated with the use of absorbable metal stents in this pediatric population.
Lastly, we present potential directions for future engineering endeavors to
mitigate existing challenges.
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1 Introduction

Historically, the origin of pediatric devices has stemmed from the success of such

devices for adult patient populations. The development of absorbable metal stents for

use in pediatric cardiology is currently on a similar trajectory. Engineering a fully

absorbable stent for this purpose is an attractive endeavor, which could potentially

rectify long term challenges associated with the use of permanent metal stents in

treating congenital cardiovascular diseases. These challenges include aggressive

restenosis rates for some conditions, challenges during reintervention and

accommodating somatic vessel growth (1, 2). Staged use of fully absorbable stents

throughout the pediatric vascular tree could be realized in the future, however minimal

industry effort has been focused on engineering such stents for pediatric applications

(2), which is one of the purposes of this review as discussed in more detail below.
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A fully absorbable stent for use in coronary artery treatments

has been regarded among recent revolutionary technology in

interventional cardiology (3), beginning with the introduction

and first clinical use of the coronary poly-l-lactic acid (PLLA)

based Igaki-Tamai stent in the early 2000’s (4, 5). Clinical trials

of an absorbable polymer stent followed with the emergence of

Abbot’s PLLA backbone/poly (D-L-lactide) (PDLLA) everolimus

releasing Bioresorbable Vascular Scaffold (BVS) (6), but the stent

was removed from the market after U.S. Federal Drug

Administration (FDA) approval due to mounting evidence of

device oriented thrombosis in 2017 (3). This issue was

predominately due to the large strut size of the polymer BVS

and malapposition, greatly affecting endothelialization and

subsequent thromboresistance of the stent.

Absorbable metal stents were under investigation around the

timeframe of 1st generation absorbable polymer stents (7, 8), but

also suffered from shortcomings such as too rapid or slow

degradation. Despite these initial challenges, the first off label

clinical use of a 3 mm Absorbable Metal Stent (AMS, Biotronik,

90% Mg and 10% rare earth elements) was performed by Zartner

et al. in 2005 to treat an inadvertent ligation of the left

pulmonary artery in a preterm infant (7, 9). The authors

reported circumferential stability for up to 4 weeks, a slight

increase in vessel diameter at 5 months demonstrating some

vessel growth, and minimal changes within the vessel wall after

full degradation (7, 9). In 2006, Schranz et al. implanted the

AMS stent for treatment of re-coarctation of the aorta in a 3

week old patient, who then required a larger AMS stent (4 mm)

after just 3 weeks due to rapid degradation of the first AMS stent

that had been implanted (10). Since these studies, substantial

engineering advancements have been made regarding materials

and optimizing stent design. In this review we first provide a

general overview detailing the theory of absorbable metal stents,

and recent clinical use in congenital heart disease (CHD) since

the release of current-generation absorbable metal stents around

2019. We also discuss the challenges associated with the use of

absorbable metal stents in this pediatric population and potential

directions for future engineering endeavors.
2 Mechanical behavior and benefits of
absorbable metal stents

Stents for cardiovascular applications have generally utilized

self-expanding or balloon-expandable deployment mechanisms.

Self-expanding stents are made of materials that allow for

intrinsic expansion upon removal of a diameter-limiting sheath

once they are tracked to a stenosis within the vasculature. In

contrast, (as the name implies) the material properties of

balloon-expandable stents require controlled plastic deformation

of stent linkages via an underlying angioplasty balloon according

to pressures and diameters usually provided for reference in an

associated compliance table. While there have been some

applications of devices leveraging self-expanding material

properties (e.g., septal occluders), vascular stenoses presenting in

pediatric cardiology usually require stents capable of high radial
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strength, which is an inherent limitation with self-expanding

stents. For example, the prevailing causal hypothesis surrounding

coarctation of the aorta (CoA) is based on histology showing that

tissue with features similar to the ductus arteriosus also exists

near the coarctation, suggesting CoA may be created during

closure of the ductus arteriosus in the first week of life (11, 12).

This ductal tissue has a pronounced contractile phenotype (13),

necessitating balloon-expandable stents with high radial strength

to expand the coarctation region.

Desirable material design features of balloon expandable stents

include low yield stress to allow for significant plastic deformation

and subsequently increasing strength (work hardening) at

manageable balloon pressures, high ductility to be able to

withstand large deformations from their crimped dimension to

the implantation diameter, and a steep strain hardening rate for

strength during expansion. These properties can be adjusted

using different metal alloys as discussed below, changing the

strut thickness, and applying thermal treatment methods such as

annealing. The preferred material characteristics for traditional

bare metal stents are also critical for the acute success of

absorbable metal stents, but consideration of additional factors

describe below relative to a given clinical application are also

necessary and further complicate the process.

While there are research groups focused on developing and

modeling custom polymer-based stents for use in CHD with

some success to date (14–16), they are only briefly discussed here

since their low radial strength and large strut thicknesses limit

applicability for most vascular anomalies in pediatric cardiology.

Mechanical challenges associated with polymers for use as

balloon expandable stents include creep susceptibility at body

temperature, low stiffness, and relatively low degradation times

with a high propensity for inflammatory reactions towards

degradation products (17). Metals and polymers differ greatly in

all aspects of material properties including mechanical behavior,

biocompatibility, and degradation mechanism. Metals

significantly increase in strength as they are plastically deformed

as mentioned above and have orders of magnitude increase in

strength and stiffness values compared to polymers, which allows

for less recoil upon expansion and more exerted radial force per

volumetric unit of material. These properties alone allow for

easier application of metals in balloon expandable designs.

Absorbable metal materials are often comprised as alloys

consisting of multiple metal elements to augment the properties

of a particular base material. Metals possess inherently large

material design spaces, allowing for complex alloy designs to

manipulate material properties as needed for a given application

when design criteria are known. The three most well studied

absorbable metal materials are based on magnesium (Mg), iron

(Fe), and zinc (Zn), which have all been extensively alloyed

within the past 15 years to achieve appropriate degradation and

mechanical benchmarks (18–21). Molybdenum (Mo) was

recently introduced as a candidate material but is still in its

infancy regarding clinical application (22, 23). To date, it is likely

that hundreds of iterations of absorbable metal alloys have been

fabricated, although only a fraction of these materials will

contain the appropriate mix of mechanical and corrosion
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properties required for stents to be successful in pathologic vascular

stenosis where high radial strength with a low strut thickness are

required (20). While the radiopacity of absorbable metals is

generally greater than polymers (24) allowing easier clinical

visualization using x-ray and magnetic based imaging modalities,

it is still lower than conventional permanent implants (25).

Hence, some strategies to improve the radiopacity of absorbable

metals have been developed and others are currently under

investigation (26). This includes incorporating silicon covered

tantalum or platinum markers at the proximal and distal ends of

an otherwise radiolucent stent (27, 28).
2.1 Absorbable metal stents for acquired
cardiovascular disease

Researchers and companies have been successful in developing

absorbable metal materials capable of clinical use for the treatment

of acquired cardiovascular diseases in adults. Biotronik initially

pioneered the development of the bare metal rectangular strut

(80 µm × 165 µm) AMS (29) for treatment of chronic limb

ischemia (30), which was implanted in the previously mentioned

CHD case by Zartner et al (7). The second-generation Mg alloy

based Biotronik stent, marketed as the DREAMS 1G stent,

featured reduced degradation, and improved more square strut

geometry(130 µm × 120 µm) (29) coupled with a paclitaxel

eluting poly lactic-co-glycolic acid (PLGA) coating. Refinements

in strut design by using a 6 crown 2- link platform (150 µm ×

140 µm) (27) and a new sirolimus releasing poly-L-lactic acid

(PLLA) drug eluting coating, 70% of which is eluted within 90

days (27), were made with DREAMS 2G (31) and the product

was remarketed as Magmaris (32). Biotronik’s third generation

(3G) generation DREAMS 3G stent features a new alloy

backbone, comprising of a Mg-aluminum (Al) alloy and a lower

strut thickness (99 µm–147 µm at nominal diameters of 2.5 mm

and 4.0 mm respectively) (33–35). A randomized control trial

involving ∼2,000 patients is expected to start in 2024 for

DREAMS 3G following the stent recently receiving CE mark in

Europe and being marketed as Freesolve.

Historically, Fe was a non-tractable material for absorbable

stents due to its slow corrosion rate. However, Fe has gained

clinical utility recently in the form of the nitrided Fe-based

coronary scaffold (IBS) by Lifetech Scientific (Shenzhen, China)

(36, 37). The stent applies a sirolimus eluting poly-d, l-lactic acid

(PDLLA) coating with a Zn buffer layer to accelerate corrosion

through acidification of the microenvironment via PDLLA

hydrolysis. The corrosion rate is further increased by nitriding

the pure Fe base material and using ultra-thin 53 µm and 70 µm

strut thicknesses, making IBS the thinnest strut sized absorbable

metal stent to date (38). With these advancements, balloon

expandable Fe stents in the clinic have been able to achieve

scaffolding times of ∼18 months and full absorption within 2–3

years in adult coronary arteries, which is substantially shorter

than prior attempts with iron stents (8, 39). Zn was initially

introduced in 2013 (40), and since then extensive alloying and

development has taken place for this class of materials to
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increase mechanical stability under complex dynamic loading

(20, 41, 42). So far, Biotronik and Lifetech stents have been

applied throughout the arterial tree clinically in adults (coronary,

femoral, iliac), and in complex pediatric cardiology applications

discussed later in this review.
2.2 Corrosion mechanisms of absorbable
metal materials and vascular
pathophysiology

There are substantial differences between absorbable polymer

and metal materials in their mechanism of degradation (corrosion

for metals). Unlike polymers that degrade primarily through

hydrolysis of esters linkages (43), absorbable metals degrade via

the micro galvanic coupling of a local anode and local cathode,

which usually begins at the surface (18). Polymer degradation,

such as the hydrolysis of PLGA, can be controlled by

manipulating the ratio of hydrophilic glycolic acid vs.

hydrophobic lactic acid. The mechanism of metal degradation is

inherently more complex than that of polymers, and subsequently

more difficult to control (44). In sequential order (1) the local

anode (more reactive: typically, the metal matrix, dislocations,

grain boundaries etc.) couples with local cathodes (more noble:

intermetallic particles, secondary phases) to form a galvanic cell,

resulting in oxidation of the metal into its cationic species (MX+),

and reduction at the cathode to ultimately produce H2 gas and/or

OH− ions. (2) Cascading reactions involving ions released from

the interface produce initial corrosion products [e.g., Mx−Oy,

M−(OH)x] forming a semi-protective (passivating) corrosion layer

at the surface. (3) This film changes over time due to

thermodynamic instability of the product, diffusion of corrosive

molecules, fluctuating product concentration, and biotransport

processes (21). Terminal late-stage corrosion products generally

include ions derived from the physiological environment and are

more stable than their precursors, usually manifesting as metal

substituted apatite and other Ca/P based products, which have

been observed at long time points within the strut footprint of Mg

and Fe stents experimentally. Intermetallic particles in the metal

which originally act as cathode sites, will also be released into the

interfacial environment and likely not degrade, although they can

be phagocytosed by macrophages at the implant interface. When

compared with Mg, Zn and Fe based materials can consume high

amounts of local O2 which can create hypoxic areas near the

interface of the material and produces voluminous physiologically

insoluble oxides at the interface. Due to the complexities of metal

degradation progression, multiple factors can directly contribute to

the overall degradation rate seen clinically. These factors can range

from location of implantation, available molecular oxygen,

diffusion characteristics, pH, and mechanical deformation, which

can also impact vascular inflammation and pathophysiology.

Vascular cells are exposed to a fluctuating microenvironment

during the corrosion process, which can result in resident cell

toxicity and innate immune responses due to high amounts of

metal ions and pH disturbances. To the authors knowledge, no

T cell-based metal hypersensitivity responses have been reported
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for the use of absorbable metals, most likely due to the fact that

most absorbable metal alloys due not include the immunogenic

metal haptens such as Ni2+, Co2+, and Cr3+ (45). When

considering the main metal ions eluted from absorbable metals,

Mg2+, Fe2+/Fe3+ and Zn2+ have all shown dose dependent

cytotoxicity to resident vascular cells, which generally follows

trends of the recommended daily intake of the metals (e.g.,

cytotoxicity of Zn2+ > Fe2+/Fe3+ >Mg2+, with Mg generally being

the least toxic in high doses and most tolerated (44).

Interestingly, multiple groups have reported vascular cell specific

responses towards these metal ions. An example is the highly

bioactive Zn2+ cation which has been shown to be involved in

multiple cellular processes, with 10% of the human genome

estimated to encode Zn proteins (46). Evidence has indicated

that endothelial cells can tolerate higher concentrations of Zn2+

ions without toxicity when compared to smooth muscle cells

(47), which experience caspase dependent apoptotic death upon

Zn2+ exposure (48). A growing body of evidence supports the

notion that Zn2+ material biocompatibility can be regulated via

corrosion rate, surface features, and microstructural

manipulations (20, 42, 49–52). Smooth muscle cell Zn2+ based

suppression could be responsible for the initially favorable

neointimal response of pure Zn2+ biomaterials, however chronic

macrophage-based inflammation towards some multielement Zn

alloys (e.g., Ag, Mn, Zr, Cu additions) still occurs, and should be

further explored (53).

The removal of corrosion byproducts from the implant site is

critical for inflammatory resolution and tissue regeneration

within the original stent strut footprint. Soluble ionic products

can be removed from the implant site via cellular uptake/

metabolism, binding of the metals to extracellular components

such as structural or soluble proteins, or general diffusion within

the interstitial fluid until a subsequent binding event. It is

generally hypothesized that macrophage based inflammation is

required for the implant site clearance of insoluble corrosion

products from absorbable metals via phagocytosis (20, 21, 49).

Early evidence demonstrated that insoluble products generated by

absorbable metals can be phagocytosed by macrophages and

cleared via lymphatic drainage. This was initially seen by Peuster

et al. in 2006 with an Fe stent implanted in a porcine aorta (8)

and confirmed as a mode of implant site clearance for nitrided

Fe stents (54), although the product can still remain for years.

Whether significant macrophage-based inflammation during the

corrosion phase increases neointimal area, and as a result,

decreases luminal patency needs to be thoroughly explored and

decoupled from the lumen loss experienced due to diminished

outward radial force during absorption (20). More studies are also

needed to properly describe the inflammatory potential of the

variety of corrosion products produced during metallic

degradation, and their relationship to neointimal tissue progression.

Fragmentation of absorbable stents can occur in cases of

implantation where the stent is malapposed or extends into a

branch where it is not fully covered with neointimal tissue.

One animal study examined the fracturing behavior of Magmaris

stents implanted in aorto-iliac bifurcations in rabbits, where

single and double strut fractures were observed (55). In another
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small pilot study, Magmaris stents were used in bifurcated

coronary lesions (56). Although no serious clinical effects were

observed, stent fragmentation was observed in 3 cases and the

study was halted prematurely. Future studies may characterize

and then disseminate guidance related to ostia/overhang that

absorbable metal stents can experience without significant

fragmentation-related events, although this will also likely be

highly dependent on corrosion rates.
2.3 Factors that influence the corrosion rate
of absorbable metals

Controlling the corrosion of metals is one of the primary

engineering hurdles related to the class of materials. Absorbable

metal development has historically focused on decreasing Mg’s

naturally fast corrosion rate, increasing Fe’s naturally slow

corrosion rate, and mitigating the unstable mechanical properties

of Zn, all while maintaining biocompatibility. The principal

routes of controlling degradation rates are through alloying and

surface treatments, although the base materials possess specific

corrosion properties (Figure 1). The most critical factor in

determining the degradation rate is the base material selection/

alloy, as degradation rates follow the galvanic series reactivity of

each metal (Mg > Zn > Fe) (18). A combination of tiers usually

yields good control of degradation.

For example, IBS stent is made of Fe, which inherently possess

a very slow degradation rate, and without substantial modifications

can take multiple years to fully corrode (8, 38). The IBS stent uses

plasma implanted nitrogen onto the pure Fe to increase base

material degradation in Tier 1. In Tier 2, IBS stents are designed

with some of the thinnest absorbable metal strut sizes to date,

which increases the surface-volume ratio. Next, an acidic PDLLA

coating is applied which accelerates Fe corrosion due to the

lowered pH. Secondary to this, a sacrificial electrodeposited Zn

layer is placed between the Fe and PDLLA, which allows for the

tunability of the corrosion rate through controlling the Zn layer

thickness, and ultimately buffers the aggressive action of the

degrading PDLLA coating. It is noted that in Tier 3, coatings can

be used to reduce or increase degradation rates. Contrary to Fe,

coatings on Mg stents allows for a reduction in corrosion rate

due to a barrier effect limiting diffusion of water and other

corrosive ions to the surface.

Upon use of an absorbable metal material in its resulting

application, researchers have documented changes in degradation

rate depending on location of implantation and mechanical/fluidic

implications. Stent-induced mechanical stimuli should therefore

also be considered among the factors that influence the corrosion

rate of absorbable metals. For example, residual wall stress (RWS)

and wall shear stress (WSS; the frictional force on a vessel from

blood flow) are two mechanical stimuli commonly implicated in

restenosis after stenting. RWS depends on the material properties

of the stent and expansion during implantation, which also

impacts vascular injury (57). For example, platelets, leukocytes and

RWS after stenting depend on the stent-to-vessel deployment ratio

(58). Plastic deformation is well known to accelerate Mg, Fe, and
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FIGURE 1

Schematic denoting the tiers that determine the corrosion rate for absorbable metal materials as discussed in the associated text. Created with
BioRender.com.
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Zn degradation, as the increase in crystal defects can act as local

anodes, increasing the overall corrosion activity (59–61).

Additionally, stress and fatigue corrosion are a significant

mechanical-corrosion mechanism in the failure of absorbable

metals (62–64) and intrinsically linked to stent deployment

in vivo. Stenting also alters vascular geometry that, although

alleviating an associated stenosis, may result in adverse WSS as a

result of overall stent geometry that correlates with sites of

restenosis (65). Local WSS, which is largely driven by overall stent

design and strut thickness (66, 67), has been repeatedly shown to

influence the corrosion progression of absorbable metals (68, 69).

It is well documented that absorbable metals used in bone of the

same alloy type degrade much slower when compared to vascular

applications. This is largely attributed to the comparative

reduction in molecular diffusion in bone vs. arteries, and

fluctuating availability of molecular O2.
3 Potential benefits for absorbable
metals in pediatric cardiology

The potential of a fully absorbable metal stent offers several

exciting clinical benefits for anomalies commonly presenting in

pediatric cardiology patients. There are few stents currently
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available that can be safely implanted in a small infant or in

some older children (usually limited by the blood vessel/sheath

size and the available stent lengths) and can be expanded to a

full adult size in that patient without having to subsequently

impair the structural integrity of the stent through fracturing. It

is a relatively common clinical practice for pediatric

interventional cardiologists to select permanent metal stents for

the treatment of conditions such as CoA, branch pulmonary

artery stenosis, pulmonary vein stenosis, and others so that they

can be re-expanded as the child becomes older and the adjacent

vasculature grows. This often means using a slightly larger stent

that is underexpanded relative to the nominal dimension upon

initial implantation. Importantly, much of the premarket testing

conducted for commercially available stents is performed relative

to the nominal dimension, so there is less data on

foreshortening, blood flow disturbances, recoil, radial strength,

and related metrics for underexpanded stents. Alternatively, the

pediatric interventional cardiologist often overexpands bare metal

stents beyond their nominal diameter to maintain their

functionality as the child grows. This often leads to significant

stent foreshortening, radial strength weakening and even stent

failure. At times, stents cannot be expanded to an appropriate

diameter as a child grows and surgical removal or incision and

patch plasty is necessary. We view this need for clinicians to
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improvise as a limitation in the tools available, as discussed more in

the final section. As compared to these potential shortcomings with

permanent metal stents, fully absorbable metal stents should, in

theory, allow for somatic growth. Studies also suggest repeat

expansion and localized strut fracture via angioplasty balloons

may also be possible as has been conducted with permanent

metal stents for years (70).

Studies employing Magmaris for the treatment of coronary

artery lesions in adults suggest vasomotion may be restored after

device corrosion, with responses to endothelial and non-

endothelial derived agents continually improving at 6 and 12

months as recounted in a recent review (27, 31). Even if normal

vasomotion is not restored after absorption, the absence of an

intact stent at that point should at least allow for staged

expansion to the next necessary diameter. Fully absorbable metal

stents should also limit the need for extended antiplatelet

therapy, provide more options for re-intervention from surgical

or interventional perspectives without restrictions including

extensive residual metal linkages that are present with permanent

stents and allow for short term vessel patency when desired.

Studies reviewed below suggest that while radial strength,

scaffolding and deliverability are favorable with current

absorbable metal stents, there is a need to further tailor material

properties to balance radial strength and degradation rates

according to the biology and mechanisms of restenosis for each

application in pediatric cardiology for which stents are thought

to offer a clinical benefit.
4 Clinical experience of absorbable
metals in pediatric cardiology cases

The ongoing development of absorbable metal stents over the

last 2 decades has led to their market maturity, predominately in

China and Germany. Multiple clinical research groups have

implanted commercially available absorbable metal stents for a

variety pediatric cardiovascular anomalies (Table 1; Figure 2).
TABLE 1 Summary of clinical uses of absorbable metal stents in pediatric car

Study Year Country No. of
patients

Stent Coating

Haddad
et al. (71)

2023 UAE 1 patient Magmaris
RMS

Bioelute-PLLA/Sirolimus

Sun
et al. (72)

2022 China 11 patients IBS Angel PDLLA/No drug elution

Mood
et al. (73)

2022 Malaysia 9 patients IBS Angel PDLLA/No drug elution

Zartner
et al. (74)

2020 Germany 9 patients,
15 stents

Magmaris
RMS

Bioelute-PLLA/Sirolimus

Sallmon
et al. (75)

2019 Germany 1 patient Magmaris
RMS

Bioelute-PLLA/Sirolimus
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Biotyx has produced initial pediatric sized absorbable metal

stents based on the scientific premise of the IBS, termed the IBS

Angel, under a spin-off company called Biotyx Medical

(Shenzhen) Co., Ltd. A Zn based stent has recently been given

device exemption for use in pediatric cases of native aortic

coarctation (ZeBRa, PediaStent LLC). In this section, we will

discuss the recent use of commercially available absorbable

metal stents in various pediatric cases. We focus on recent

platforms, with these implantations primarily being performed

using the IBS Angel and Magmaris since there are no data on

the use of Freesolve or ZeBRa with pediatric cardiology patients

to date. It should be noted that none of the bioabsorbable

stents discussed below are approved for use in the U.S. to date

and therefore require applications to the FDA for implantation

under compassionate use. It is also required to have an

institutional review board application approved with consent prior

to the devices being brought into the U.S. for use. Such

applications can take 30–90 days before approval. An alternative

approach is possible via emergency use in limited situations.

Nonetheless, it is recommended to follow regulatory guidelines for

the country of use.
4.1 IBS Angel

Upon review of the literature, we found a total of 20 patients

who had IBS Angel stents implanted at a range of diameters and

lengths described in Table 1. The IBS Angel is a specialized stent

for pediatric applications, which does not possess a drug eluting

coating. Critically, it appears the main differences between IBS

and IBS angel are the dimensions offered, which can range from

4 mm to 10 mm in diameter and 8 mm to 38 mm in length.

Bjorkman et al. explored the overexpansion ability of a variety of

IBS Angel stents on the benchtop in vitro. They did not notice

fragments upon stent rupture, however longer stents tended to

fracture into independent pieces (70). They also reported that use

in patients with pulmonary vein stenosis and right ventricular
diology since 2019.

Dimensions Condition (s) Outcome (stent
integrity)

3.5 mm × 15 mm Left pulmonary artery stenosis Stent failure at 2 weeks

Diameters:
2.25–10 mm Length:

8 mm–38 mm

Pulmonary artery stenosis No significant restenosis

Diameters: 3 mm,
4 mm Length:
12 mm, 15 mm,

18 mm

Ductal stenting in non
complex PDA

One stent fractured and
embolized due to hanging
(length mismatch)
significant restenosis

Diameter: 3.5 mm Pulmonary vein restenosis (8),
pulmonary artery stenosis (5),
stenotic brachiocephalic (1),
vein thrombosis (1)

Stents lost integrity at a
mean of 42 days

3.5 mm × 15 mm Native aortic coarctation Significant early restenosis
lack of radial force detected
by angioplasty at 21 days
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FIGURE 2

Absorbable metal stents discussed in the current review. Adapted and used with permission where applicable (72, 76–78).
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outflow tract obstruction has begun, although no further updates

have been provided (70).

Two main studies investigated the IBS Angel for applications in

pediatric cardiology. Sun et al. implanted the IBS stents in 11 cases

of pulmonary artery stenosis (72). They found that there were no

significant major cardiovascular events related to implantation,

and small acute improvements in right ventricular systolic and

diastolic function were observed after implantation. The authors

describe the outcomes at a 3 month follow up time, and report

encouraging results including no stent thrombosis, displacement,

or severe restenosis. Corrosion data were not presented, but the

authors mentioned that most stents were still intact and present

at 3 months.

Mood et al. implanted IBS Angel stents in 9 neonates for short

term palliation of patent ductus arteriosis (73). They report no

major stent related complications during implantation. They

found that at 6 month follow up, 4 stents were blocked and 4

were patent. One patient underwent restenting at 4 months due

to restrictive flow. They report some corrosion via micro-CT

(Figure 3) for 3 patients, with 65% volume loss at 16 months.

Infiltrating macrophages were seen via histopathology near the

struts phagocytosing stent particles, and progressive smooth

muscle cell proliferation and matrix secretion were observed at

the longer time points. The stents were not able to completely

match the lengths required in two patients, resulting in overhang

into the pulmonary artery. The authors observed small embolized

stent segments to distal pulmonary artery branches (Figure 3).

Fortunately these findings were without adverse clinical

manifestations such as reduction in distal flow to the regions of

embolized fragments.
4.2 Magmaris

Biotronik’s series of Mg based bioabsorbable coronary stents

have been associated with the most human clinical data to date

in terms of absorbable metal stents. According to clinical trials in

adult coronary arteries (31), they report a proportional
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degradation of its backbone at 40% after 3 months and 95% after

1 year. Magmaris (DREAMS 2G) has also been used for

implantation into children with congenital cardiovascular

diseases. In 2019, Sallmon et al. implanted a Magmaris stent to

bridge a 1,980 g infant with multiple vascular malformations to

surgery for native CoA (75). While the stent was generally

successful for this purpose, there were complications directly

attributed to the rapid degradation. The team observed

significant early restenosis at 21 days (Figure 4).

Importantly, the authors report that no radial force was

detectable upon reintervention, suggesting complete loss of

mechanical integrity. Rapid resorption (within 2 weeks) has also

been implicated in a case report with this stent following loss of

radial force and collapse of the left pulmonary artery in a newborn

after the Norwood procedure (71). Zartner et al. reports similar

early loss in mechanical integrity for the Magmaris stent in

pediatric cardiology patients with a range of conditions including

primary and secondary pulmonary vein stenosis, stenotic

aortopulmonary collateral arteries in pulmonary atresia, anomalous

drainage of a pulmonary vein, recurrent thrombosis of the

innominate vein tetralogy of Fallot, and to improve the angulation

of a BT shunt at the brachiocephalic trunk (74). Overall, they

implanted fifteen 3.5 mm stents in 9 children. The stents lost

integrity between 30 and 48 days. They report that even though

degradation was rapid, vessel growth or further interventions were

not inhibited by the presence of the Magmaris stent.
5 Use of drug eluting coatings on
absorbable metal platforms

For the studies outlined in this review, there was a mix of stents

that were manufactured with or without drug eluting coatings. The

IBS Angel stents used in both studies in Table 1 were prepared

without drug eluting coatings. Conversely, the Magmaris stents

possessed PLLA/sirolimus releasing coatings. Sallmon et al.

suggests that the circulating sirolimus concentration measured in
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FIGURE 3

Figure adapted with permission from reference (73). (A–C) Show micro CT scans from stent materials explanted from three patients at 6 months (A)
and 16 months (A,C). At 6 months, macrophages with hemosiderin in the cells are seen near the strut (D) At 16 months, the authors report the tissue
repair was resolved without necrocytosis (E,F). (G) Shows embolized stent fragments to the right pulmonary artery (broken arrow) compared to the
original implanted stent (solid arrow). (H) Right ventricular angiogram showing that flow is not compromised where the stent material was embolized.
(I) Shows that the right atrium is not enlarged and there is no more septal bulge toward the left atrium, post right ventricle overhaul and right
ventricular outflow tract reconstruction.
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their patient approached concerning levels (5 ng/ml) and cautioned

future use of drug eluting absorbable platforms due to the potential

of systemic immunosuppression (75). Haddad et al. observed an

infection 1 week after Magmaris implantation, although systemic

sirolimus levels were not measured and they presume the

bacterial infection was probably not caused by systemic

immunosuppression (71). On the other hand, Mood et al.

postulates the potential benefit of a drug eluting layer to increase

neointimal durability out to 6 months to help reduce the

restenotic failure of the stented segments with IBS (73). Drug

eluting stents for use in cases of pediatric pulmonary vein

stenosis is now standard practice (79, 80), alongside post

implementation of systemic sirolimus (81, 82). Whether

absorbable metal stents should contain drug eluting coatings for

pediatric use remains an open question, and it is likely that the

risks and benefits of such a modification should be assessed on a

case-by-case basis, however there is clear precedent set for the

use of suppressive drugs such a sirolimus in aggressive cases of

pediatric pulmonary vein stenosis.
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6 Use of absorbable metal stents
at our center

6.1 Case 1

A complex case of a single ventricle anatomy with pulmonary

atresia and infradiaphragmatic total anomalous pulmonary venous

return (TAPVR) s/p TAPVR repair, s/p PDA stent and subsequent

bilateral PA banding with recurrent pulmonary venous stenosis

and balloon dilation/stent interventions in a child under 6

months of age and just over 5 kg was presented by an

interventional cardiologist at the Children’s Wisconsin case

conference, with the family and cardiology team seeking an

alternative option to repeat surgical intervention. After discussion

at case conference, it was agreed to attempt replicating the

interventions of the team at Boston Children’s Hospital where

they described hybrid implantation of pulmonary vein stents

with suturing the stent material into the pulmonary vein (83)

which they felt resulted in improved vessel patency and reduced
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FIGURE 5

Images from a complex case undergoing implantation of multiple IBS Angel stents at our center (case 1). (A) Posterior view of 3D CT 7 weeks post
stenting showing PDA stent, banded branch pulmonary arteries and IBS Angle stents (arrows) in the proximal right (RPV) and left pulmonary veins
(LPV). (B) RPV 7 weeks post hybrid IBS Angel implantation, (C) RPV recurrent stenosis at 2 months (arrow), (D) RPV following implantation of a
second stent at 2 months, and (E) RPV angiogram after serial reinterventions. (F) Axial CT of LPV 7 weeks post hybrid IBS Angel implantation,
(G) LPV recurrent stenosis at 2 months (arrow), (H) LPV implantation of a second stent at 2 months, (I) LPV angiogram after serial reinterventions.

FIGURE 4

Adapted with permission from reference (75). Restenosis of the Magmaris scaffold 21 days after prior implantation for native coarctation of the aorta
(A), and after balloon dilatation (B) Maverick 4.0 × 20 mm, 8 bar and Maverick 4.5 × 20 mm 6 bar). Re-intervention led to a reduction in the blood
pressure gradient from 48 to 18 mmHg with a minimal diameter of 3.2 mm.

McLennan et al. 10.3389/fcvm.2024.1410305
complications compared to catheter-based stent implantation. We

intended to use bioresorbable IBS Angel stents. The IBS Angel

stents used here were non-drug eluting stents. A compassionate

use application and IRB review were approved and informed

consent was subsequently obtained from the family. During open

surgical augmentation of the pulmonary veins, 2 stents were

trimmed in length (all available stents were too long), expanded

to 8 mm and sutured in place at the native ostia of both the left

and right common pulmonary veins.

A CT scan at 7 weeks post op was performed to better evaluate

the pulmonary veins. At that point the stents were patent and

appeared to be draining well (Figure 5). Clinical deterioration
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was noted at 9 weeks post stenting with higher gradients by

echo assessment, and the patient subsequently entered the cath

lab to find severe pulmonary vein stenosis distal to the IBS

stents, which required re-stenting of both pulmonary veins using

a bare metal stent. The patient had multiple reinterventions for

repeated severe in-stent restenosis that were able to keep the

bilateral stents patent out beyond 2 years of age (Figure 5). She

never progressed beyond her stented PDA. Unfortunately, this

patient succumbed to her disease around 2 years of age given no

available options to treat her complex single ventricle disease

and her not being a heart/lung transplant candidate when

evaluated in the past.
frontiersin.org

https://doi.org/10.3389/fcvm.2024.1410305
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org/


McLennan et al. 10.3389/fcvm.2024.1410305
6.2 Case 2

In a second use of absorbable metal stents at our center, a 10 kg

8 month old infant with Tetralogy of Fallot who had undergone

repair with a transannular patch of the right ventricular outflow

tract (RVOT) presented with severe RVOT obstruction with a

peak instantaneous gradient by echo of 80 mmHg. This case was

presented at case conference and a decision was made to proceed

with IBS Angel stent implantation for the RVOT, as the child

was small and any traditional stent in the area would limit

transcatheter valve implantation ability and would likely commit

the child to surgical revision (84). Applications to FDA for

compassionate use and local IRB were approved with informed

consent subsequently obtained from the parent. The cardiac

catheterization procedure was successful with the placement of

two non-drug-eluting 10 mm × 18 mm IBS Angel stents reducing

the catheter-based gradient from 60 to 8 mmHg (Figure 6).

There was a mild to moderate PS gradient (peak echo gradient

of 30–40 mmHg) until routine imaging was performed at 21

months post stent implantation, which revealed a peak

instantaneous gradient of 73 mmHg. Given good RV function

and mild hypertrophy with an asymptomatic child, follow-up

was arranged for 6 months and repeat cath intervention is

anticipated in the near future. The child now weighs 21 kg.
7 Tailoring corrosion behavior for
pediatric cardiology applications

A Cardiology Needs Survey from nearly a decade ago sought to

define what pediatric interventional cardiologists felt were the

greatest innovation needs for the field (85). Bioabsorbable stents

for pulmonary artery stenosis and CoA topped the list of choices

offered at the time. Additional survey details provide a starting

point to tailor absorbable metal stents for these purposes. For

example, most of those surveyed indicated a preference for
FIGURE 6

Images from another use of absorbable metal stents at our center (case 2).
lateral angiogram following direct injection in RVOT prior to stenting, and (
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diameters between 5 and 10 mm. However, there was also a clear

desire for devices capable of reaching 20 mm. This is likely more

applicable to CoA, where absorbable metal stents could palliate

to adolescence and then a permanent metal stent with

dimensions closer to adult aortic dimensions could be implanted

as needed. Ultimately, the pediatric interventional field would

benefit from a small diameter bioabsorbable stent for use in

pulmonary arteries, aortas and pulmonary veins in infants and

small children. An approximate mechanical durability of 12–36

months is likely warranted in most cases (besides ones where

only short-term patency is desired), with the ability to either

fracture or fully absorb to not impede the implantation of a

larger sized bare metal stent.

Clinicians risk unpredictable failure when implanting

bioabsorbable stents into biomechanically heterogenous

environments for which they have not been previously tested,

nor designed to withstand. Unfortunately, there are currently no

definitive guidelines detailing the appropriate corrosion rate of

absorbable metal stents for use in pediatric cardiology, but it can

be generally argued that each anatomical location throughout the

pediatric vascular tree will require different degradation

parameters (e.g., pulmonary veins, pulmonary artery, aortic

coarctation, ductus arteriosus). For example, moderate in stent

restenosis (>50%) after 1 year has been reported as 37 ± 10%

after stenting for pulmonary vein stenosis (86). Restenosis in

such cases are likely due to underlying vascular pathology (87)

and traditional stent-induced mechanisms of restenosis have been

mitigated by augmenting stenting with the use of sirolimus

(81, 82). In contrast, longer durability of the stent and serial

reintervention for CoA is often required to accommodate growth

of the child, with restenosis likely being of less consequence

given the larger caliber of the aorta in adulthood (∼2.5 cm in

diameter). Nonetheless, the authors recognize that this

requirement likely changes on a case-by-case basis. To further

complicate the matter, corrosion rate is usually referred to using

two related, but different metrics, which can be presented as
(A) 3D rotational angiogram of RV outflow tract prior to intervention, (B)
C) lateral angiogram post implantation of 2 IBS Angel stents.
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volume loss or loss of mechanical integrity. To simplify the

discussion, we will refer mainly to degradation as the loss of

mechanical integrity, defined as when the stent no longer exerts

significant outward radial force.

From the studies covered in this review, the mechanical

integrity of the IBS Angel is reported to be more mechanically

robust through 3 months of implantation as compared to

Magmaris stents. Magmaris stents lost mechanical integrity in

the reported investigations between a range of 21–48 days

(71, 74), compared with the IBS Angel maintaining apparent

integrity out to at least 3 months (73). From a theoretical

perspective, this is due to two primary factors; the overall low

degradation rate of Fe and the inherent higher strength (equating

to more exerted radial force) of Fe stents when compared with

Mg. The rapid loss in mechanical integrity for Magmaris appears

to be slightly faster than what has been seen in adult human

coronaries. Instances of rapid degradation and subsequent

unexpected loss in integrity for Magmaris were observed in a few

of cases in the BIOSOLVE trials, but the cause is largely

unknown (88, 89). It could be possible that due to a variety of

confounding biomechanical and microenvironmental factors, Mg

absorption is slightly faster in pediatric applications, although

this hypothesis remains to be tested. As previously discussed, Mg

material degradation is a function of the implant environment

and deformation state (59, 90), neither of which have been fully

characterized in with respect to bioabsorbable metals in pediatric

stenting. Interestingly, the IBS stent also displays sensitivity to

implant location and species. For example, Lin et al. found that

IBS absorption was faster in rabbit aortas when directly

compared to porcine coronary arteries (91). It is possible that the

IBS Angel implanted in children are displaying corrosion rates

that do not align with the IBS adult coronary artery data,

however little information regarding corrosion rate or mechanical

integrity for the pediatric implants limits our interpretation. No

current research has pointed towards an explanation for this

phenomenon in children and given the complexity of metal-

polymer corrosion kinetics, variety of clinical implantation

geometries, and heterogeneity of tissue microenvironments, it

will be challenging to identify a single culprit.

Although the loss in mechanical integrity was rapid for

Magmaris in the applications outlined above, it could provide

some benefits for situations where reintervention will inevitably

occur in close succession, or time is needed to avoid acute

stenosis and allow a patient’s condition to improve. Zartner et al.

identify key benefits in this regard, highlighting that the stents

were easy to fracture at any time using an oversized balloon

inflated to more than four atmospheres (74). However, they do

point out that the challenging nature of pulmonary vein stenosis,

as an example, may require mechanical scaffolding at times

beyond the Magmaris platforms current reach. The third-

generation stent platform from Biotronik (DREAMS 3G,

Freesolve) should theoretically provide longer scaffolding times

with increased degradation homogeneity, all at lower strut sizes

due to improved material processing and alloying (35).

Ultimately, it is challenging to measure degradation

progression in the clinic. Conventional techniques usually rely on
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destruction of the device to accurately measure corrosion

penetration or removing implanted samples for high resolution

inspection with µCT or weight loss measurements, both of which

are not an option clinically. In prior clinical investigations of

absorbable polymer and metal stents, intravascular ultrasound

(IVUS) and optical coherence tomography (OCT) have been

shown to provide qualitative insight into the degradation

progression (92, 93). To our knowledge, Lin et al. have been the

first to develop a semi-quantitative method to estimate corrosion

progression based on serial intravascular OCT measurements

(91). The method relies on extracting the angle of curvature

difference between struts at different stages of corrosion, which

they ultimately compared with weight loss measurements of the

implanted stents. The method produced a maximum absolute

error less than 7.4% for all samples when estimating weight loss

based on imaging. This is a promising approach to measure

degradation clinically, although it involves serial invasive

measurements. Despite the utility of this approach, correlations

to mechanical integrity cannot yet be directly gleaned from this

information, and future research should integrate estimation of

the mechanical integrity of absorbable metal scaffolds using

clinically available tools.
8 Outlook and engineering
advancements

Overall, the field of absorbable stents has seen considerable

development in materials and device design within the past 15

years. For absorbable metal stents, significant progress has been

made in bringing two different platforms for coronary treatments

through multiple clinical trials. Despite this progress in adults,

advancements in intentionally designed devices using absorbable

metals for applications within pediatric cardiology is lacking.

Initially, the only experience using absorbable metal stents in

pediatric cases manifested from the use of adult dimensioned

stents. Production of the IBS Angel has ushered in the first

absorbable metal stents applicable to vessel dimensions and

sheath sizes associated with pediatric cardiovascular anomalies.

Mg based absorbable pediatric sized stents are currently lacking,

although certain clinical situations could benefit from the more

rapid absorption provided by Mg in larger dimensions. The

engineering field possesses many strategies to manipulate the

corrosion rate of pediatric sized stents through surface

treatments, alloying, and geometric design modifications. Before

significant progress can be made in engineering pediatric

absorbable metal stents, a clear understanding of required

mechanical properties and duration of degradation timeframe are

needed for the variety of applications throughout the pediatric

vasculature, as well as its changes over time with growth.

Heterogeneity in patient lesions and concomitant anomalies

often limits sample size at a given center, suggesting a registry or

multicenter approach is likely needed to more clearly determine

design criteria.

Despite the possibility of future multicenter studies, the survey

mentioned above points to an unfortunate reality that must also be
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acknowledged as a potential impediment to the advancement of

absorbable metal stents. When asked how many absorbable

stents pediatric interventional cardiologists felt could be used at

their center if a safe and efficacious option were available,

respondents provided numbers ranging from single digits to a

maximum of 73, 86 and 100 devices annually for pulmonary

vein stenosis, CoA and pulmonary artery stenosis, respectively.

On average, the pediatric interventional cardiologists surveyed

indicated only 62 absorbable stents would be used annually

across all application areas at their center. This undoubtedly

presents a challenge to innovation despite ∼100 pediatric

cardiology centers across the United States. The FDA and the

Department of Health and Human Services have created several

initiatives working with pediatric physicians and device

manufacturers to alleviate barriers to pediatric device

development. These include establishing a national pediatric

disease network, developing the Pediatric Device Consortia

Program, and re-evaluating the premarket approval process for

pediatric devices. These initiatives have undoubtedly yielded

advancements with FDA approval of bare metal and covered

Cheatham-Platinum (CP) stents for the treatment of CoA in

2016 (94). Clinical trials (95) and subsequent reports (96) have

yielded important information related to CoA that will

undoubtedly influence future absorbable stent designs for

pediatric patients and inform stents tailored to specific

conditions frequently treated by pediatric interventional

cardiologists to date without dedicated stents.
Author contributions

DM: Writing – review & editing. JM: Writing – review & editing.

SF: Writing – review & editing. SH: Writing – review & editing.

JL: Writing – review & editing, Conceptualization, Writing – original
Frontiers in Cardiovascular Medicine 12
draft. TG: Writing – review & editing. RJG: Conceptualization,

Writing – original draft, Writing – review & editing.
Funding

The author(s) declare financial support was received for the

research, authorship, and/or publication of this article.

This work was partially supported by the American Heart

Association and the Children’s Heart Foundation under

award number 1161785 (JL) as well as the National Institutes of

Health -National Heart, Lung, and Blood Institute under award

number R15HL096096 (JL) and R15HL167221-01 (RJG), and

R15HL167221-02 (RJG). The content is solely the responsibility

of the authors and does not necessarily represent the official

views of these organizations.
Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.
Publisher’s note

All claims expressed in this article are solely those of the

authors and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed

or endorsed by the publisher.
References
1. Prieto LR. In search of the holy grail for pediatric pulmonary vein stenosis. J Am
Coll Cardiol. (2021) 77(22):2819–21. doi: 10.1016/j.jacc.2021.04.029

2. Reddy SRV, Welch TR, Nugent AW. Biodegradable stent use for congenital heart
disease. Prog Pediatr Cardiol. (2021) 61:101349. doi: 10.1016/j.ppedcard.2021.101349

3. Indolfi C, De Rosa S, Colombo A. Bioresorbable vascular scaffolds—basic
concepts and clinical outcome. Nat Rev Cardiol. (2016) 13(12):719–29. doi: 10.
1038/nrcardio.2016.151

4. Tamai H, Igaki K, Kyo E, Kosuga K, Kawashima A, Matsui S, et al. Initial and 6-
month results of biodegradable poly-l-lactic acid coronary stents in humans.
Circulation. (2000) 102(4):399–404. doi: 10.1161/01.CIR.102.4.399

5. Tamai H, Igaki K, Tsuji T, Kyo E, Kosuga K, Kawashima A, et al. A biodegradable
poly-l-lactic acid coronary stent in the porcine coronary artery. J Interv Cardiol. (1999)
12(6):443–50. doi: 10.1111/j.1540-8183.1999.tb00673.x

6. Serruys PW, Chevalier B, Sotomi Y, Cequier A, Carrié D, Piek JJ, et al.
Comparison of an everolimus-eluting bioresorbable scaffold with an everolimus-
eluting metallic stent for the treatment of coronary artery stenosis (ABSORB II): a
3 year, randomised, controlled, single-blind, multicentre clinical trial. Lancet. (2016)
388(10059):2479–91. doi: 10.1016/S0140-6736(16)32050-5

7. Zartner P, Cesnjevar R, Singer H, Weyand M. First successful implantation of a
biodegradable metal stent into the left pulmonary artery of a preterm baby. Catheter
Cardiovasc Interv. (2005) 66(4):590–4. doi: 10.1002/ccd.20520

8. Peuster M, Hesse C, Schloo T, Fink C, Beerbaum P, von Schnakenburg C. Long-
term biocompatibility of a corrodible peripheral iron stent in the porcine descending
aorta. Biomaterials. (2006) 27(28):4955–62. doi: 10.1016/j.biomaterials.2006.05.029
9. Zartner P, Buettner M, Singer H, Sigler M. First biodegradable metal stent in a
child with congenital heart disease: evaluation of macro and histopathology.
Catheter Cardiovasc Interv. (2007) 69(3):443–6. doi: 10.1002/ccd.20828

10. Schranz D, Zartner P, Michel-Behnke I, Akintürk H. Bioabsorbable metal stents
for percutaneous treatment of critical recoarctation of the aorta in a newborn. Catheter
Cardiovasc Interv. (2006) 67(5):671–3. doi: 10.1002/ccd.20756

11. Elzenga NJ, Gittenberger-de Groot AC. Localized coarctation of the aorta. Br
Heart J. (1983) 49:317. doi: 10.1136/hrt.49.4.317

12. Kim JE, Kim EK, Kim WH, Shim GH, Kim HS, Park JD, et al. Abnormally
extended ductal tissue into the aorta is indicated by similar histopathology and
shared apoptosis in patients with coarctation. Int J Cardiol. (2010) 145(2):177–82.
doi: 10.1016/j.ijcard.2009.05.036

13. Hall JE. Guyton and Hall Textbook of Medical Physiology. 12th ed. Cambridge,
MA: Saunders Elsevier-Health Sciences Division (2011).

14. Wright J, Nguyen A, D’Souza N, Forbess JM, Nugent A, Reddy SRV, et al.
Bioresorbable stent to manage congenital heart defects in children. Materialia.
(2021) 16:101078. doi: 10.1016/j.mtla.2021.101078

15. Welch TR, Eberhart RC, Reddy SV, Wang J, Nugent A, Forbess J. Novel
bioresorbable stent design and fabrication: congenital heart disease applications.
Cardiovasc Eng Technol. (2013) 4:171–82. doi: 10.1007/s13239-013-0136-8

16. Sun J, Sun K, Bai K, Chen S, Zhao F, Wang F, et al. Oversized composite
braided biodegradable stents with post-dilatation for pediatric applications: mid-
term results of a porcine study. Biomater Sci. (2020) 8(18):5183–95. doi: 10.1039/
D0BM00567C
frontiersin.org

https://doi.org/10.1016/j.jacc.2021.04.029
https://doi.org/10.1016/j.ppedcard.2021.101349
https://doi.org/10.1038/nrcardio.2016.151
https://doi.org/10.1038/nrcardio.2016.151
https://doi.org/10.1161/01.CIR.102.4.399
https://doi.org/10.1111/j.1540-8183.1999.tb00673.x
https://doi.org/10.1016/S0140-6736(16)32050-5
https://doi.org/10.1002/ccd.20520
https://doi.org/10.1016/j.biomaterials.2006.05.029
https://doi.org/10.1002/ccd.20828
https://doi.org/10.1002/ccd.20756
https://doi.org/10.1136/hrt.49.4.317
https://doi.org/10.1016/j.ijcard.2009.05.036
https://doi.org/10.1016/j.mtla.2021.101078
https://doi.org/10.1007/s13239-013-0136-8
https://doi.org/10.1039/D0BM00567C
https://doi.org/10.1039/D0BM00567C
https://doi.org/10.3389/fcvm.2024.1410305
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org/


McLennan et al. 10.3389/fcvm.2024.1410305
17. Soares JS, Moore JE. Biomechanical challenges to polymeric biodegradable
stents. Ann Biomed Eng. (2016) 44:560–79. doi: 10.1007/s10439-015-1477-2

18. Zheng YF, Gu XN, Witte F. Biodegradable metals. Mater Sci Eng R Rep. (2014)
77:1–34. doi: 10.1016/j.mser.2014.01.001

19. Bowen PK, Shearier ER, Zhao S, Guillory RJ, Zhao F, Goldman J, et al.
Biodegradable metals for cardiovascular stents: from clinical concerns to recent Zn-
alloys. Adv Healthcare Mater. (2016) 5(10):1121–40. doi: 10.1002/adhm.201501019

20. Oliver AA, Sikora-Jasinska M, Demir AG, Guillory RJ II. Recent advances and
directions in the development of bioresorbable metallic cardiovascular stents: insights
from recent human and in vivo studies. Acta Biomater. (2021) 127:1–23. doi: 10.1016/
j.actbio.2021.03.058

21. Drelich JW, Goldman J. Bioresorbable vascular metallic scaffolds: current status
and research trends. Curr Opin Biomed Eng. (2022) 24:100411. doi: 10.1016/j.cobme.
2022.100411

22. Sikora-Jasinska M, Morath LM, Kwesiga MP, Plank ME, Nelson AL, Oliver AA,
et al. In vivo evaluation of molybdenum as bioabsorbable stent candidate. Bioact
Mater. (2022) 14:262–71. doi: 10.1016/j.bioactmat.2021.11.005

23. Redlich C, Quadbeck P, Thieme M, Kieback B. Molybdenum–a biodegradable
implant material for structural applications? Acta Biomater. (2020) 104:241–51.
doi: 10.1016/j.actbio.2019.12.031

24. Griebel AJ, Ehle AL, Schaffer JE, editors. Absorbable wire radiopacity: influence
of composition and size on x-ray visibility. Magnesium Technology 2021. Springer
(2021). p. 109–13.

25. Oliver A, Koons E, Trester P, Kleinow J, Jonsgaard R, Vercnocke A, et al.
Medical imaging compatibility of magnesium-and iron-based bioresorbable flow
diverters. Am J Neuroradiol. (2023) 44(6):668–74. doi: 10.3174/ajnr.A7873

26. Ravanbakhsh S, Paternoster C, Barucca G, Mengucci P, Gambaro S, Lescot T,
et al. Improving the radiopacity of fe–mn biodegradable metals by magnetron-
sputtered W–fe–mn–C coatings: application for thinner stents. Bioact Mater. (2022)
12:64–70. doi: 10.1016/j.bioactmat.2021.10.022

27. Cerrato E, Barbero U, Gil Romero JA, Quadri G, Mejia-Renteria H, Tomassini F,
et al. Magmaris resorbable magnesium scaffold: state-of-art review. Future Cardiol.
(2019) 15(4):267–79. doi: 10.2217/fca-2018-0081

28. Rapetto C, Leoncini M. Magmaris: a new generation metallic sirolimus-eluting
fully bioresorbable scaffold: present status and future perspectives. J Thorac Dis.
(2017) 9(Suppl 9):S903–S13. doi: 10.21037/jtd.2017.06.34

29. Campos CM, Muramatsu T, Iqbal J, Zhang Y-J, Onuma Y, Garcia-Garcia HM,
et al. Bioresorbable drug-eluting magnesium-alloy scaffold for treatment of coronary
artery disease. Int J Mol Sci. (2013) 14(12):24492–500. doi: 10.3390/ijms141224492

30. Peeters P, Bosiers M, Verbist J, Deloose K, Heublein B. Preliminary results after
application of absorbable metal stents in patients with critical limb ischemia.
J Endovasc Ther. (2005) 12(1):1–5. doi: 10.1583/04-1349R.1

31. Haude M, Ince H, Abizaid A, Toelg R, Lemos PA, Von Birgelen C, et al. Safety
and performance of the second-generation drug-eluting absorbable metal scaffold in
patients with de-novo coronary artery lesions (BIOSOLVE-II): 6 month results of a
prospective, multicentre, non-randomised, first-in-man trial. Lancet. (2016) 387
(10013):31–9. doi: 10.1016/S0140-6736(15)00447-X

32. Waksman R, Zumstein P, Pritsch M, Wittchow E, Haude M, Lapointe-Corriveau
C, et al. Second-generation magnesium scaffold magmaris: device design and
preclinical evaluation in a porcine coronary artery model. EuroIntervention. (2017)
13(4):440–9. doi: 10.4244/EIJ-D-16-00915

33. Haude M, Wlodarczak A, van der Schaaf RJ, Torzewski J, Ferdinande B, Escaned
J, et al. Safety and performance of the third-generation drug-eluting resorbable
coronary magnesium scaffold system in the treatment of subjects with de novo
coronary artery lesions: 6-month results of the prospective, multicenter BIOMAG-I
first-in-human study. EClinicalMedicine. (2023) 59. doi: 10.1016/j.eclinm.2023.101940

34. Haude M, Wlodarczak A, Van Der Schaaf R, Torzewski J, Ferdinande B, Escaned
J, et al. First in human study BIOMAG-I: 12 months results of the sirolimus eluting
resorbable coronary magnesium scaffold system (DREAMS 3G) in the treatment of
subjects with de novo coronary artery lesions. Eur Heart J. (2023) 44
(Supplement_2):ehad655.1501. doi: 10.1093/eurheartj/ehad655.1501

35. Seguchi M, Baumann-Zumstein P, Fubel A, Waksman R, Haude M, Galli S, et al.
Preclinical evaluation of the degradation kinetics of third-generation resorbable
magnesium scaffolds. EuroIntervention. (2023) 19:e167–75. doi: 10.4244/EIJ-D-22-
00718

36. Lin W-J, Zhang D-Y, Zhang G, Sun H-T, Qi H-P, Chen L-P, et al. Design and
characterization of a novel biocorrodible iron-based drug-eluting coronary scaffold.
Mater Des. (2016) 91:72–9. doi: 10.1016/j.matdes.2015.11.045

37. Zheng J-F, Qiu H, Tian Y, Hu X-Y, Luo T, Wu C, et al. Preclinical evaluation of a
novel sirolimus-eluting iron bioresorbable coronary scaffold in porcine coronary
artery at 6 months. Cardiovascular Interventions. (2019) 12(3):245–55. doi: 10.1016/
j.jcin.2018.10.020

38. Shen D, Qi H, Lin W, Zhang W, Bian D, Shi X, et al. PDLLA-Zn-nitrided fe
bioresorbable scaffold with 53-μm-thick metallic struts and tunable multistage
biodegradation function. Sci Adv. (2021) 7(23):eabf0614. doi: 10.1126/sciadv.abf0614
Frontiers in Cardiovascular Medicine 13
39. Lin W, Qin L, Qi H, Zhang D, Zhang G, Gao R, et al. Long-term in vivo
corrosion behavior, biocompatibility and bioresorption mechanism of a
bioresorbable nitrided iron scaffold. Acta Biomater. (2017) 54:454–68. doi: 10.1016/
j.actbio.2017.03.020

40. Bowen PK, Drelich J, Goldman J. Zinc exhibits ideal physiological corrosion
behavior for bioabsorbable stents. Adv Mater. (2013) 25(18):2577–82. doi: 10.1002/
adma.201300226

41. Mostaed E, Sikora-Jasinska M, Ardakani MS, Mostaed A, Reaney IM, Goldman
J, et al. Towards revealing key factors in mechanical instability of bioabsorbable Zn-
based alloys for intended vascular stenting. Acta Biomater. (2020) 105:319–35.
doi: 10.1016/j.actbio.2020.01.028

42. Guillory RJ II, Mostaed E, Oliver AA, Morath LM, Earley EJ, Flom KL, et al.
Improved biocompatibility of Zn–Ag-based stent materials by microstructure
refinement. Acta Biomater. (2022) 145:416–26. doi: 10.1016/j.actbio.2022.03.047

43. Gunatillake P, Mayadunne R, Adhikari R. Recent developments in biodegradable
synthetic polymers. Biotechnol Annu Rev. (2006) 12:301–47. doi: 10.1016/S1387-2656
(06)12009-8

44. Liu Y, Zheng Y, Chen XH, Yang JA, Pan H, Chen D, et al. Fundamental theory
of biodegradable metals—definition, criteria, and design. Adv Funct Mater. (2019) 29
(18):1805402. doi: 10.1002/adfm.201805402

45. Büdinger L, Hertl M, Büdinger L. Immunologic mechanisms in hypersensitivity
reactions to metal ions: an overview. Allergy. (2000) 55(2):108–15. doi: 10.1034/j.1398-
9995.2000.00107.x

46. Maret W, Li Y. Coordination dynamics of zinc in proteins. Chem Rev. (2009) 109
(10):4682–707. doi: 10.1021/cr800556u

47. Shearier ER, Bowen PK, He W, Drelich A, Drelich J, Goldman J, et al. In vitro
cytotoxicity, adhesion, and proliferation of human vascular cells exposed to zinc. ACS
Biomater Sci Eng. (2016) 2(4):634–42. doi: 10.1021/acsbiomaterials.6b00035

48. Guillory RJ II, Kolesar TM, Oliver AA, Stuart JA, Bocks ML, Drelich JW, et al.
Zn2+-dependent suppression of vascular smooth muscle intimal hyperplasia from
biodegradable zinc implants. Mater Sci Eng C. (2020) 111:110826. doi: 10.1016/j.
msec.2020.110826

49. Guillory RJ, Bowen PK, Hopkins SP, Shearier ER, Earley EJ, Gillette AA, et al.
Corrosion characteristics dictate the long-term inflammatory profile of degradable
zinc arterial implants. ACS Biomater Sci Eng. (2016) 2(12):2355–64. doi: 10.1021/
acsbiomaterials.6b00591

50. Guillory RJ, Sikora-Jasinska M, Drelich JW, Goldman J. In vitro corrosion
and in vivo response to zinc implants with electropolished and anodized
surfaces. ACS Appl Mater Interfaces. (2019) 11(22):19884–93. doi: 10.1021/acsami.
9b05370

51. Su Y, Yang H, Gao J, Qin YX, Zheng Y, Zhu D. Interfacial zinc phosphate is the
key to controlling biocompatibility of metallic zinc implants. Adv Sci. (2019) 6
(14):1900112. doi: 10.1002/advs.201900112

52. Su Y, Cockerill I, Wang Y, Qin Y-X, Chang L, Zheng Y, et al. Zinc-based
biomaterials for regeneration and therapy. Trends Biotechnol. (2019) 37(4):428–41.
doi: 10.1016/j.tibtech.2018.10.009

53. Oliver AA, Guillory RJ, Flom KL, Morath LM, Kolesar TM, Mostaed E, et al.
Analysis of vascular inflammation against bioresorbable Zn–Ag-based alloys. ACS
applied bio Materials. (2020) 3(10):6779–89. doi: 10.1021/acsabm.0c00740

54. Zheng J-F, Xi Z-W, Li Y, Li J-N, Qiu H, Hu X-Y, et al. Long-term safety and
absorption assessment of a novel bioresorbable nitrided iron scaffold in porcine
coronary artery. Bioact Mater. (2022) 17:496–505. doi: 10.1016/j.bioactmat.2022.
01.005

55. Bennett J, Vanhaverbeke M, Driessche V, Hiltrop N, Adriaenssens T, Desmet W,
et al. The drug-eluting resorbable magnesium vascular scaffold in complex coronary
bifurcations: insights from an in vivo multimodality imaging study.
EuroIntervention. (2018) 13(17):2036–46. doi: 10.4244/EIJ-D-17-00248

56. Barkholt TØ, Neghabat O, Holck EN, Andreasen LN, Christiansen EH, Holm
NR. Bioresorbable magnesium scaffold in the treatment of simple coronary
bifurcation lesions: the BIFSORB pilot II study. Catheter Cardiovasc Interv. (2022)
99(4):1075–83. doi: 10.1002/ccd.30051

57. Doriot PA, Dorsaz PA. Residual stenosis poststenting and subsequent
decrease in the proximal reference diameter are correlated: excessive axial wall
stress is a plausible explanation. J Endovasc Ther. (2004) 11(3):310–8. doi: 10.1583/
03-1109.1

58. Liuzzo JP, Ambrose JA, Coppola JT. Sirolimus- and taxol-eluting stents differ
towards intimal hyperplasia and re-endothelialization. J Invasive Cardiol. (2005) 17
(9):497–502.

59. Galvin E, Cummins C, Yoshihara S, Mac Donald BJ, Lally C. Plastic strains
during stent deployment have a critical influence on the rate of corrosion in
absorbable magnesium stents. Med Biol Eng Comput. (2017) 55:1261–75. doi: 10.
1007/s11517-016-1584-8

60. Galvin E, O’brien D, Cummins C, Mac Donald B, Lally C. A strain-mediated
corrosion model for bioabsorbable metallic stents. Acta Biomater. (2017) 55:505–17.
doi: 10.1016/j.actbio.2017.04.020
frontiersin.org

https://doi.org/10.1007/s10439-015-1477-2
https://doi.org/10.1016/j.mser.2014.01.001
https://doi.org/10.1002/adhm.201501019
https://doi.org/10.1016/j.actbio.2021.03.058
https://doi.org/10.1016/j.actbio.2021.03.058
https://doi.org/10.1016/j.cobme.2022.100411
https://doi.org/10.1016/j.cobme.2022.100411
https://doi.org/10.1016/j.bioactmat.2021.11.005
https://doi.org/10.1016/j.actbio.2019.12.031
https://doi.org/10.3174/ajnr.A7873
https://doi.org/10.1016/j.bioactmat.2021.10.022
https://doi.org/10.2217/fca-2018-0081
https://doi.org/10.21037/jtd.2017.06.34
https://doi.org/10.3390/ijms141224492
https://doi.org/10.1583/04-1349R.1
https://doi.org/10.1016/S0140-6736(15)00447-X
https://doi.org/10.4244/EIJ-D-16-00915
https://doi.org/10.1016/j.eclinm.2023.101940
https://doi.org/10.1093/eurheartj/ehad655.1501
https://doi.org/10.4244/EIJ-D-22-00718
https://doi.org/10.4244/EIJ-D-22-00718
https://doi.org/10.1016/j.matdes.2015.11.045
https://doi.org/10.1016/j.jcin.2018.10.020
https://doi.org/10.1016/j.jcin.2018.10.020
https://doi.org/10.1126/sciadv.abf0614
https://doi.org/10.1016/j.actbio.2017.03.020
https://doi.org/10.1016/j.actbio.2017.03.020
https://doi.org/10.1002/adma.201300226
https://doi.org/10.1002/adma.201300226
https://doi.org/10.1016/j.actbio.2020.01.028
https://doi.org/10.1016/j.actbio.2022.03.047
https://doi.org/10.1016/S1387-2656(06)12009-8
https://doi.org/10.1016/S1387-2656(06)12009-8
https://doi.org/10.1002/adfm.201805402
https://doi.org/10.1034/j.1398-9995.2000.00107.x
https://doi.org/10.1034/j.1398-9995.2000.00107.x
https://doi.org/10.1021/cr800556u
https://doi.org/10.1021/acsbiomaterials.6b00035
https://doi.org/10.1016/j.msec.2020.110826
https://doi.org/10.1016/j.msec.2020.110826
https://doi.org/10.1021/acsbiomaterials.6b00591
https://doi.org/10.1021/acsbiomaterials.6b00591
https://doi.org/10.1021/acsami.9b05370
https://doi.org/10.1021/acsami.9b05370
https://doi.org/10.1002/advs.201900112
https://doi.org/10.1016/j.tibtech.2018.10.009
https://doi.org/10.1021/acsabm.0c00740
https://doi.org/10.1016/j.bioactmat.2022.01.�005
https://doi.org/10.1016/j.bioactmat.2022.01.�005
https://doi.org/10.4244/EIJ-D-17-00248
https://doi.org/10.1002/ccd.30051
https://doi.org/10.1583/03-1109.1
https://doi.org/10.1583/03-1109.1
https://doi.org/10.1007/s11517-016-1584-8
https://doi.org/10.1007/s11517-016-1584-8
https://doi.org/10.1016/j.actbio.2017.04.020
https://doi.org/10.3389/fcvm.2024.1410305
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org/


McLennan et al. 10.3389/fcvm.2024.1410305
61. Chen K, Lu Y, Tang H, Gao Y, Zhao F, Gu X, et al. Effect of strain on
degradation behaviors of WE43, Fe and Zn wires. Acta Biomater. (2020)
113:627–45. doi: 10.1016/j.actbio.2020.06.028

62. Griebel AJ, Schuller O, editors. Examination of cycling rate sensitivity in
magnesium alloys in fatigue and corrosion fatigue. TMS Annual Meeting &
Exhibition. Springer (2024).

63. Maier P, Griebel A, Jahn M, Bechly M, Menze R, Bittner B, et al., editors.
Corrosion bending fatigue of RESOLOY® and WE43 magnesium alloy wires.
Magnesium Technology 2019. Springer (2019). p. 175–81.

64. Griebel AJ, Schaffer JE. Fatigue and corrosion fatigue of cold drawn WE43 wires.
Magnesium Technology 2015. (2016):303–7. doi: 10.1007/978-3-319-48185-2_56

65. LaDisa JF Jr, Olson LE, Molthen RC, Hettrick DA, Pratt PF, Hardel MD, et al.
Alterations in wall shear stress predict sites of neointimal hyperplasia after stent
implantation in rabbit iliac arteries. Am J Physiol Heart Circ Physiol. (2005) 288(5):
H2465–75. doi: 10.1152/ajpheart.01107.2004

66. Gundert TJ, Dholakia RJ, McMahon D, LaDisa JF. Computational fluid
dynamics evaluation of equivalency in hemodynamic alterations between driver,
integrity, and similar stents implanted into an idealized coronary artery. J Med
Device. (2013) 7(1):011004. doi: 10.1115/1.4023413

67. Kwon S, Feinstein JA, Dholakia RJ, LaDisa JF Jr. Quantification of local
hemodynamic alterations caused by virtual implantation of three commercially
available stents for the treatment of aortic coarctation. Pediatr Cardiol. (2014) 35
(4):732–40. doi: 10.1007/s00246-013-0845-7

68. Gu X-N, Lu Y, Wang F, Lin W, Li P, Fan Y. The effect of tensile and fluid shear
stress on the in vitro degradation of magnesium alloy for stent applications. Bioactive
Materials. (2018) 3(4):448–54. doi: 10.1016/j.bioactmat.2018.08.002

69. Wang J, Giridharan V, Shanov V, Xu Z, Collins B, White L, et al. Flow-induced
corrosion behavior of absorbable magnesium-based stents. Acta Biomater. (2014) 10
(12):5213–23. doi: 10.1016/j.actbio.2014.08.034

70. Bjorkman K, Maldonado JR, Saey S, McLennan D. In vitro performance of
lifetech IBS Angel (iron-based bioresorbable scaffold) stents during overdilation for
use in pediatric patients. Front Cardiovasc Med. (2022) 9:1006063. doi: 10.3389/
fcvm.2022.1006063

71. Haddad RN, Adel Hassan A, Al Soufi M, Kasem M. A word of caution: early
failure of magmaris® bioresorbable stent after pulmonary artery stenting. Catheter
Cardiovasc Interv. (2023) 101(1):131–4. doi: 10.1002/ccd.30487

72. Sun L, Li J-j, Xu Y-k, Xie Y-m, Wang S-s, Zhang Z-w. Initial status and 3-month
results relating to the use of biodegradable nitride iron stents in children and the
evaluation of right ventricular function. Front Cardiovasc Med. (2022) 9:914370.
doi: 10.3389/fcvm.2022.914370

73. Mood MC, Niazy KA, Alwi M, Samion H, Tiong KG, Sivalingam S, et al.
Feasibility, safety, and efficacy of iron bioresorbable scaffold in neonates with duct-
dependent pulmonary circulation. Ann Pediatr Cardiol. (2022) 15(2):147. doi: 10.
4103/apc.apc_187_21

74. Zartner PA, Schranz D, Mini N, Schneider MB, Schneider K. Acute treatment of
critical vascular stenoses with a bioabsorbable magnesium scaffold in infants with
CHDs. Cardiol Young. (2020) 30(4):493–9. doi: 10.1017/S1047951120000384

75. Sallmon H, Berger F, Cho MY, Opgen-Rhein B. First use and limitations of
magmaris® bioresorbable stenting in a low birth weight infant with native aortic
coarctation. Catheter Cardiovasc Interv. (2019) 93(7):1340–3. doi: 10.1002/ccd.28300

76. Biotronik. (2024). Available online at: https://www.biotronik.com/en-int/
products/vascular-intervention/coronary-vascular-intervention/freesolve (Accessed
June 3, 2024).

77. Welch TR, Nugent AW, Veeram Reddy SR. Biodegradable stents for congenital
heart disease. Interv Cardiol Clin. (2019) 8(1):81–94.

78. Bennett J, Ielasi A, Torzewski J, de Hemptinne Q, Cerrato E, Lanocha M, et al.
The resorbable magnesium scaffold magmaris in acute coronary syndrome: an
Frontiers in Cardiovascular Medicine 14
appraisal of evidence and user group guidance. Cardiovasc Revasc Med. (2022)
39:106–13. doi: 10.1016/j.carrev.2021.09.012

79. Khan A, Qureshi AM, Justino H. Comparison of drug eluting versus bare metal
stents for pulmonary vein stenosis in childhood. Catheter Cardiovasc Interv. (2019) 94
(2):233–42. doi: 10.1002/ccd.28328

80. Cory MJ, Ooi YK, Kelleman MS, Vincent RN, Kim DW, Petit CJ. Reintervention
is associated with improved survival in pediatric patients with pulmonary vein stenosis.
JACC Cardiovasc Interv. (2017) 10(17):1788–98. doi: 10.1016/j.jcin.2017.05.052

81. Callahan R, Esch JJ, Wang G, Ireland CM, Gauvreau K, Jenkins KJ. Systemic
sirolimus to prevent in-stent stenosis in pediatric pulmonary vein stenosis. Pediatr
Cardiol. (2020) 41:282–9. doi: 10.1007/s00246-019-02253-6

82. Patel JD, Briones M, Mandhani M, Jones S, Suthar D, Gray R, et al. Systemic
sirolimus therapy for infants and children with pulmonary vein stenosis. J Am Coll
Cardiol. (2021) 77(22):2807–18. doi: 10.1016/j.jacc.2021.04.013

83. Feins EN, Callahan R, Baird CW. Pulmonary vein stenosis-evolving surgical
management of a challenging disease. Children (Basel). (2021) 8(8). doi: 10.3390/
children8080631

84. Scott C, Maldonado JR, McLennan D. Take it in: Novel use of an Iron Bio-
absorbable Stent in Pediatric Pulmonary Stenosis. Basel: preprintsorg (2024).

85. PediaWorks. Cardiology. Cleveland: MDPI (2015). Available online at: http://
www.pediaworks.org/cardiology/

86. Balasubramanian S, Marshall AC, Gauvreau K, Peng LF, Nugent AW, Lock JE,
et al. Outcomes after stent implantation for the treatment of congenital and
postoperative pulmonary vein stenosis in children. Circ Cardiovasc Interv. (2012) 5
(1):109–17. doi: 10.1161/CIRCINTERVENTIONS.111.964189

87. Kirkpatrick EC, Mitchell ME, Thilly WG, Hidestrand P, Tomita-Mitchell A,
Hidestrand M, et al. Metakaryotic cells linked to pediatric pulmonary vein stenosis.
Cardiovasc Pathol. (2019) 39:51–3. doi: 10.1016/j.carpath.2018.12.005

88. Peng Ng GY, Loh JP. TCTAP C-064 early magmaris bioresorbable scaffold
failure. J Am Coll Cardiol. (2019) 73(15S):S133–S4. doi: 10.1016/j.jacc.2019.03.253

89. Yang H, Zhang F, Qian J, Chen J, Ge J. Restenosis in magmaris stents due to
significant collapse. JACC Cardiovasc Interv. (2018) 11(10):e77–e8. doi: 10.1016/j.
jcin.2018.02.040

90. Kwesiga MP, Gillette AA, Razaviamri F, Plank ME, Canull AL, Alesch Z, et al.
Biodegradable magnesium materials regulate ROS-RNS balance in pro-inflammatory
macrophage environment. Bioactive Materials. (2023) 23:261–73. doi: 10.1016/j.
bioactmat.2022.10.017

91. Lin W, Zhang H, Zhang W, Qi H, Zhang G, Qian J, et al. In vivo degradation and
endothelialization of an iron bioresorbable scaffold. Bioactive Materials. (2021) 6
(4):1028–39. doi: 10.1016/j.bioactmat.2020.09.020

92. Song L, Sun Z, Guan C, Yan H, Yu M, Cui J, et al. First-in-man study of a
thinner-strut sirolimus-eluting bioresorbable scaffold (FUTURE-I): three-year
clinical and imaging outcomes. Catheter Cardiovasc Interv. (2020) 95:648–57.
doi: 10.1002/ccd.28722

93. Waksman R, Prati F, Bruining N, Haude M, Böse D, Kitabata H, et al. Serial
observation of drug-eluting absorbable metal scaffold: multi-imaging modality
assessment. Circ Cardiovasc Interv. (2013) 6(6):644–53. doi: 10.1161/
CIRCINTERVENTIONS.113.000693

94. Qureshi AM, Qureshi SA. Stenting of coarctation of the aorta-“once and for
all?”. Catheter Cardiovasc Interv. (2023) 102(5):966–7. doi: 10.1002/ccd.30884

95. Meadows J, Minahan M, McElhinney DB, McEnaney K, Ringel R, Investigators*
C. Intermediate outcomes in the prospective, multicenter coarctation of the aorta stent
trial (COAST). Circulation. (2015) 131(19):1656–64. doi: 10.1161/
CIRCULATIONAHA.114.013937

96. Holzer RJ, Gauvreau K, McEnaney K, Watanabe H, Ringel R. Long-term
outcomes of the coarctation of the aorta stent trials. Circ Cardiovasc Interv. (2021)
14(6):e010308. doi: 10.1161/CIRCINTERVENTIONS.120.010308
frontiersin.org

https://doi.org/10.1016/j.actbio.2020.06.028
https://doi.org/10.1007/978-3-319-48185-2_56
https://doi.org/10.1152/ajpheart.01107.2004
https://doi.org/10.1115/1.4023413
https://doi.org/10.1007/s00246-013-0845-7
https://doi.org/10.1016/j.bioactmat.2018.08.002
https://doi.org/10.1016/j.actbio.2014.08.034
https://doi.org/10.3389/fcvm.2022.1006063
https://doi.org/10.3389/fcvm.2022.1006063
https://doi.org/10.1002/ccd.30487
https://doi.org/10.3389/fcvm.2022.914370
https://doi.org/10.4103/apc.apc_187_21
https://doi.org/10.4103/apc.apc_187_21
https://doi.org/10.1017/S1047951120000384
https://doi.org/10.1002/ccd.28300
https://www.biotronik.com/en-int/products/vascular-intervention/coronary-vascular-intervention/freesolve
https://www.biotronik.com/en-int/products/vascular-intervention/coronary-vascular-intervention/freesolve
https://doi.org/10.1016/j.carrev.2021.09.012
https://doi.org/10.1002/ccd.28328
https://doi.org/10.1016/j.jcin.2017.05.052
https://doi.org/10.1007/s00246-019-02253-6
https://doi.org/10.1016/j.jacc.2021.04.013
https://doi.org/10.3390/children8080631
https://doi.org/10.3390/children8080631
http://www.pediaworks.org/cardiology/
http://www.pediaworks.org/cardiology/
https://doi.org/10.1161/CIRCINTERVENTIONS.111.964189
https://doi.org/10.1016/j.carpath.2018.12.005
https://doi.org/10.1016/j.jacc.2019.03.253
https://doi.org/10.1016/j.jcin.2018.02.040
https://doi.org/10.1016/j.jcin.2018.02.040
https://doi.org/10.1016/j.bioactmat.2022.10.017
https://doi.org/10.1016/j.bioactmat.2022.10.017
https://doi.org/10.1016/j.bioactmat.2020.09.020
https://doi.org/10.1002/ccd.28722
https://doi.org/10.1161/CIRCINTERVENTIONS.113.000693
https://doi.org/10.1161/CIRCINTERVENTIONS.113.000693
https://doi.org/10.1002/ccd.30884
https://doi.org/10.1161/CIRCULATIONAHA.114.013937
https://doi.org/10.1161/CIRCULATIONAHA.114.013937
https://doi.org/10.1161/CIRCINTERVENTIONS.120.010308
https://doi.org/10.3389/fcvm.2024.1410305
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org/

	Absorbable metal stents for vascular use in pediatric cardiology: progress and outlook
	Introduction
	Mechanical behavior and benefits of absorbable metal stents
	Absorbable metal stents for acquired cardiovascular disease
	Corrosion mechanisms of absorbable metal materials and vascular pathophysiology
	Factors that influence the corrosion rate of absorbable metals

	Potential benefits for absorbable metals in pediatric cardiology
	Clinical experience of absorbable metals in pediatric cardiology cases
	IBS Angel
	Magmaris

	Use of drug eluting coatings on absorbable metal platforms
	Use of absorbable metal stents at our center
	Case 1
	Case 2

	Tailoring corrosion behavior for pediatric cardiology applications
	Outlook and engineering advancements
	Author contributions
	Funding
	Conflict of interest
	Publisher's note
	References


