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“A DES should never be 
Implanted during PCI for AMI” 

Renu Virmani 2007 
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1º Endpoint: TVF at 1 year* 

*	  Defined	  as	  ischaemia	  driven	  TVR,	  recurrent	  MI,	  or	  target	  vessel-‐related	  cardiac	  death	  

IntenMon-‐to-‐Treat	  Analysis	  at	  1	  year	  

Spaulding C, et al. N Engl J Med. 2006. 
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Spaulding C, et al. N Engl J Med. 2006. 
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Diff [95% CI] = -3.0% [-5.1, -0.9]  
HR [95% CI] = 0.59 [0.43, 0.83] 
P=0.002 
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Diff [95% CI] = 0.1% [-2.1, 2.4] 
HR [95% CI] = 1.02 [0.76, 1.36] 
PNI=0.01; PSup=0.92 

Time in months 

Ischemic TLR MACE 

MACE	  =	  death,	  reinfarcMon,	  stroke,	  or	  stent	  thrombosis	  Stone GW. Et al. NEJM 2009. 



Major 2° endpoint 

* ITT: Includes all stent randomized lesions, whether or not a stent was implanted, 
and whether or not  non study stents were placed 

** Any lesion with restenosis ð per pt restenosis 
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Wenaweser et al. JACC 2008. 



Mortalité: 6 mois – 2 ans 
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P=0.001 

% 

FU: 88,6%  BMS and  84,2% DES 
   

Steg PG et al. EHJ 2009. 



Mortalité Hospitalière 

2.0

3.8

0

1

2

3

4

5

BMS only DES

p=0.018 

Multiple logistic regression adjusting for GRACE risk score, number of dilated vessels, 
diabetes, type of PCI : OR: 0.554,  95% CI [0.28-1.10], p=0.09 
   

Steg PG et al. EHJ 2009. 



Mortalité 2 ans 
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Multiple logistic regression adjusting for GRACE risk score, number of dilated vessels, 
diabetes, type of PCI : OR: 0.554,  95% CI [0.28-1.10], p=0.09 
   

Steg PG et al. EHJ 2009. 
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DES	   BMS	  

10	  6	   9	  7	  5	  3	  

2786 patients 

*Trials	  included	  were:	  
BASKET;	  di	  Lorenzo;	  HAAMU-‐STENT;	  MISSION;	  PASSION;	  

SESAMI;	  STRATEGY;	  TYPHOON	  	  

HR:	  0.80	  (95%	  CI,	  0.46-‐1.39)	  
p=0.43	  

Kastrati A, et al. Eur Heart J 2007;28:2706-2713.  



EXAMINATION	  trial	  

Cardiogenic	  shock:	  	  1.3	  %	  Xience	  V	  vs.	  1.1%	  Vision;	  p=NS	  

Sabate M et al. Lancet 2012 Oct 27;380(9852):1482-90. 



%	  

p=NS	  

Antithrombotic  
Therapy 

Xience V 
n=751 

Vision  
n=747 

Unfractioned heparin, 
n (%) 

597 
(79.5) 

587 
(78.7) 

LMWH, n (%) 62 (8.3) 71 (9.5) 

Bivalirudin, n (%) 49 (6.5) 56 (7.5) 

IIb/IIIa inh.* (99% 
reopro), n (%) 

400 
(53.3) 

385 
(51.5) 

Aspirin, n (%) 692 
(92.1) 

691 
(92.6) 

Clopidogrel (pre with 
600 mg), n (%) 

712 
(94.8) 

706 
(94.5) 

*	  63%	  vs	  60%	  when	  analysed	  within	  STEMI	  <12h	  group	  

Sabate M et al. Lancet 2012 Oct 27;380(9852):1482-90. 
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p	  =	  0.01	  

Sabate M. et al. Lancet. 2012 Oct 27;380(9852):1482-90. 
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Clinical	  outcomes	  were	  adjudicated	  by	  an	  independent	  and	  blinded	  CEC	  

 

Räber. L. et al., JAMA 2012; 308:777-787. 
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Räber. L. et al., JAMA 2012; 308:777-787. 



De Luca G. et al. Arch Intern Med. 2012;172(8):611-621  



De Luca G. et al. Arch Intern Med. 2012;172(8):611-621  



De Luca G. et al. Arch Intern Med. 2012;172(8):611-621  



De Luca G. et al. Arch Intern Med. 2012;172(8):611-621  



Treatment A 
N=452 

Treatment B 
N=448 



Grines et al. NEJM. 1999 



“A BMS should never be 
Implanted during PCI for AMI” 

Renu Virmani 1996 
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Les	  DES	  doivent	  être	  uClisés	  vs.	  BMS	  	  dans	  STEMI.	  
DES	  réduisent	  le	  taux	  de	  revascularisaCons.	  
DES	  n’influent	  pas	  DC,	  IDM,	  Thromboses	  de	  stents.	  
DES	  semblent	  être	  associés	  à	  plus	  SAT	  tardives.	  
Nouveaux	  DES	  pourraient	  être	  plus	  surs.	  
	  
Le	  facteur	  limitant	  DES	  est	  la	  durée	  de	  DAPT.	  
Idéal	  serait	  efficacité	  DES,	  sécurité	  BMS…	  
	  


