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Embolisation coronaire 



Grade blush 
ST résolution 
Atteinte de la 
microcirculation 



3 types de systèmes 
n  Systèmes de protection du lit d’aval lors des 

manœuvres instrumentales 
n Filtres 
n Ballons 

n  Systèmes d’extraction: 
n Thrombectomie rhéolytique 
n Thrombectomie par aspiration 
 

Les systèmes de délivrance locale 





       Avantages 
n  Préservation du flux 
n  Possibilité de réaliser un 

contrôle angiographique 
pendant la procédure  

    Inconvénients 
n  Passage des particules les plus 

petites et des médiateurs 
humoraux 

n  Profil de franchissement élevé 
n  Thrombose potentielle du filtre 
n  Non protection des branches 

collatérales 
n  Nécessité d’une zone distale 

de positionnement 

Filtres  



Protection dans l’IDM 
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Diver 
Pronto 
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Systèmes de thrombectomie endocoronaire 

Export XT 
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TAPAS TRIAL 
Single center, prospective randomized trial	


Consecutive patients, randomized before angiography	


Endpoints: 	

- MBG (grade O ou 1)	



	

 	

- ST resolution (30 to 60 mn after PCI)	



	

 	

- 30-day death / 30-day death-reMI	



	

 	

- 1-year death / 1-year death-reMI	





TAPAS TRIAL (1 
year) 

-38% 

Vlaar et al.Lancet 2008; 371: 1915-1920 



TAPAS TRIAL (1 
year) 

3.6 % 

6.7 % 
-46% 

Vlaar et al.Lancet 2008; 371: 1915-1920 



TAPAS TRIAL (1 
year) 

5.6 % 

9.9 % -43% 

Vlaar et al.Lancet 2008; 371: 1915-1920 



Thrombus aspiration – meta-
analysis 

Study 

 Manual 
Thrombectomy  Control 

 OR (fixed)  Weight  OR (fixed) 
 n/N  n/N  95% CI  %  95% CI 

Favours                              
Manual Thrombectomy  Favours control 

30-day mortality 

 DEAR MI                     0/74               0/74         

        Not estimable          

 De Luca L                   0/38               2/38           6.59 

     0.19 [0.01, 4.08]         

 EXPIRA                      0/88               1/87           4.01 

     0.33 [0.01, 8.11]         

 EXPORT                      0/24               1/26           3.78 

     0.35 [0.01, 8.93]         

 EXPORT STUDY                3/120              5/129         12.55 

     0.64 [0.15, 2.72]         

 PIHRATE                     3/100              3/94           8.02 

     0.94 [0.18, 4.77]         

 REMEDIA                     3/48               3/48           7.51 

     1.00 [0.19, 5.22]         

 VAMPIRE                     1/179              1/174          2.69 

     0.97 [0.06, 15.66]        

 Zijlstra F                 11/529             21/531         54.84 

     0.52 [0.25, 1.08]         

Total (95% CI) 21/1200            37/1201 100.00      0.58 [0.34, 0.98] 

Test for heterogeneity: Chi² = 1.73, df = 7 (P = 0.97), I² = 0% 
Test for overall effect: Z = 2.03 (P = 0.04) 

 0.1  0.2  0.5  1  2  5  10 

De Luca G et al. Eur Heart J 2008 Dec;29(24):3002-10. Epub 2008 
Sep 5  

“Use of adjunctive manual thrombectomy devices is associated with better epicardial and  
myocardial perfusion, less distal embolization and significant reduction in 30-day mortality.  

Thus, adjunctive manual thrombectomy devices, if not anatomically contraindicated,  
should be routinely used among STEMI patients undergoing primary angioplasty.” 



Recommendations for prevention  
and treatment of no-reflow 



Thrombectomie systématique ? 

•  Je n’utilise la thromboaspiration qu’en 
cas de flux TIMI 0/1 ! 



Flux TIMI before PCI 

Svilaas T, et al. N Engl J Med 2008;358:557-67 



Thrombectomie systématique ? 

•  Je n’utilise la thromboaspiration qu’en cas 
de thrombus angiographiquement visible ! 



Vlaar P, et al. TAPAS 1-year clinical outcome. Lancet 2008;371:1915-20 

Only large thrombus – TAPAS I 

Tunis 2011 



•  Coronary angiography thrombus seen: 
•  Yes – in 225 patients 

•  Aspirate collected in 173 (76.9% of 225 patients) 

•  No   – in 217 patients 
•  Aspirate collected in 146 (67.3% of 217 patients)  

•  Even if thrombus not visible at coronary 
angiography, it can still be present and patients can 
benefit from thrombus aspiration according to this 
study.  

TAPAS Study 
Thrombo aspiration systematic or not ? 

Svilaas et al. Lancet 2008; 358: 557-67 



Thrombectomie systématique ? 

•  Je n’ai pas besoin de la 
thromboaspiration car j’utilise des anti 

GPIIb/IIIa ! 



Association avec les anti GPIIb/
IIIa 

Burzota F et al. ATTEMPT. Eur Heart J 2009 



Thrombectomie systématique ? 

•  Je n’ai pas besoin de la 
thromboaspiration car je fais du stenting 

direct ! 



Comparison of AngioJET Rheolytic 
Thrombectomy 

Before Direct Infarct Artery 
STENTing with Direct Stenting Alone 

in Patients with Acute Myocardial 
Infarction:  

the JETSTENT trial 
David Antoniucci on behalf of the JETSTENT Investigators 

Direct	
  stenPng	
  ?	
  



6-Month Outcome 

  RT         DS 



Primary endpoint: Infarct size at 30 days (cMRI) 
2º endpoints: TIMI flow, blush, ST-resolution, MACE (30d, 1 yr) 

INFUSE-AMI Trial 
452 pts with anterior STEMI 

Anticipated Sx to PCI <5 hrs, TIMI 0-2 flow in prox or mid LAD 
Primary PCI with bivalirudin anticoagulation 

Manual aspiration No aspiration 

R  
1:1 

IC Abcx No Abcx IC Abcx No Abcx 

R  
1:1 

R  
1:1 

Stratified by symptoms to angio <3 vs ≥3 hrs, 
and prox vs mid LAD occlusion 

Pre-loaded with aspirin and 
clopidogrel 600 mg or prasugrel 60 mg 

26 Stone et al, JAMA.2012;307(17):doi:10.1001/jama.
2012.421 



INFUSE-AMI: Infarct size at 30 days* 
- Major secondary endpoint - 
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Aspiration 
N=229 

No aspiration 
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Median [IQR] 
17.0% 
[9.0, 22.8] 

Median [IQR] 
17.3% 
[7.1, 25.5] 

P=0.51 *Core laboratory 
assessed. No 

interaction was 
present between 

the 2 
randomization 
groups for the 
primary 30-day 

infarct size 
endpoint (p=0.46)  

27 
Stone et al, JAMA.2012;307(17):doi:10.1001/jama.
2012.421 



INFUSE-AMI: Infarct size at 30 days* 
- Primary endpoint - 
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IC abciximab 
N=229 

No abciximab 
N=223 
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 %
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Median [IQR] 
15.1% 
[6.8, 22.7] 

Median [IQR] 
17.9% 

[10.3, 25.4] 

P=0.03 

*Core laboratory 
assessed 

Stone et al, JAMA.2012;307(17):doi:10.1001/jama.
2012.421 
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Infuse AMI 

GP IIbIIIa Antagonists have been shown to improve  the 
microvascular flow in various studies.  
This might be due to the protective effect on the 
microcirculation through GPIIbIIIa receptor blockade, as 
platelet aggregation is completely inhibited.   

Stone et al, JAMA.2012;307(17):doi:10.1001/jama.
2012.421 
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644pts 



Les Systèmes d’infusion locale 

BALLON D’INFUSION:    LE Clearway 

Petits effectifs, avec infusion d’héparine, 
d’antiGPIIbIIIa ou de vasodilatatteurs 

PROMETTEUR ! 
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Etude Britannique 



35 

p = <0,05 



Tunis 2011 



Tunis 2011 



Aspirez ,aspirez il en restera toujours 
quelque chose 

•  La thromboaspiration manuelle est une technique simple, qui bien que 
reposant sur des données factuelles encore incomplètes, semble avoir 
une place incontournable dans l’arsenal thérapeutique en phase aigu, 
quelque soit la charge thrombotique visible en angiographie. 

•  L’utilisation locale d’anti GPIIb IIIa peut être utile en association 
avec la TA. 

•  Les systèmes de protection distale ont une place marginale à ce jour. 
•  L’association de moyens chimiques et mécaniques apparait 

nécessaire, mais encore insuffisante (40% des IDM aigus reperfusés 
par angioplastie , gardent des troubles de la microcirculation) 

 


