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| Eric 45 ans

-+ Facteur de risque:
3
— Diabete non insulino dépendant

— Tabagisme actif 10 PA

P ATCD: 0
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 12h: aprés montée d’escalier (2 étages)

» Douleurs épigastriques atypiques de repos a type de
"sensation aériques' sans irradiation,

 Evolution spontanément favorable en 20 minutes.

 Associée a une sensation de malaise avec prodromes a type
de sueurs, de bouffées de chaleur et de nausées, sans perte de
connaissance. Pas de palpitation. Pas de fievre, pas de frisson,
pas de notion de contage récent.

*SOS médecin: PA 152/110 mmHg, FC 73/min, SpO2 100%
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Conduite a tenir

. Pré traitement
USIC coroTDM

Coronarographie < 120 min

BN =

Coronarographie 24-48h
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Traitement Immediat

1. Antiagrégant:
1. Aspirine
Clopidogrel
Ticagrelor
Prasugrel

Ant1 GPIIblIla
. Anticoagulant:
1. HNF

2. HBPM

3. Bivalirudine

A S




(All Patients)
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; ACCOAST: 1° Efficacy End Point @ 7 + 30 days

!
CV Death, MI, Stroke,
UR, GPIib/llla Bailout
1 § 10 - No Pre-treatment
‘ ~ 10.8
wd
' = No Pre-treatment
4 9.8
- ©
? c
,’ w
ﬁ | Hazard Ratio, 1.02 Hazard Ratio, 0.997
‘ (95% 0.84, 1.25) (95% 0.83, 1.20)
' P=0.81 P=0.98
J
9
u
0 | 1 1 1 1 1 1
0 5 10 15 20 25 30
Days From First Dose
No. at Risk, Primary
Efficacy End Point:
1788 1775 1769 1762 1752 1621
1616

No pre-treatment 1996
Pre-treatment

1791
G Montalescot, NEJM 2013
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No. at Risk, Efficacy
End Point:

No pre-treatment
Pre-treatment

ACCOAST: 1° Efficacy Endpoint

PCIl Patients

-
o
|

Pre-treatment
13.1

No Pre-treatment
13.1

HR, 1.01
(95% 0.82, 1.24)
P=0.93

CV Death, MI, Stroke,
UR, GPIIb/llla Bailout
PCI Cohort

Pre-treatment
14.1

No Pre-treatment
13.8

HR, 1.03
(95% 0.84, 1.26)
P=0.77

10 15 20

Days From First Dose

1183
1194

1179
1189

1187
1202

G Montalescot, NEJM 2013




ACCOAST: 1° Efficacy Endpoint Through 7 Days for
Prespecified Subgroups (All Patients)

Total Pre-tx No Pre-tx Hazard Ratio Interaction
Patients n (%) n (%) (95% CI) P-valuet

PDverall (pre-treatment vs. no pre-treatment) 4033 203 (9.97) 195 (9.77) 1.02 (0.84, 1.25)

PCI 2781 185 (13.21) 181 (13.11) 1.01 (0.83, 1.25)
CABG 238 9 (7.44) 8 (6.84) 1.08 (0.42, 2.79)
Medical Management 1014 9 (1.74) 6 (1.20) 1.45 (0.52, 4.09)

ge
<75 years 3318 160 (9.62) 162 (9.79) 0.99 (0.79, 1.23)
>75 years 715 43 (11.53) 33(9.65)  1.20 (0.76, 1.88)

ex
Male 2923 152 (10.24) 149 (10.36) 0.99 (0.79, 1.24)
Female 1110 51 (9.24) 46 (8.24) 1.14 (0.76, 1.70)
eight
<60 kg 205 7 (6.80) 12 (11.76) 0.56 (0.22, 1.43)
=60 kg 3824 195 (10.09) 183 (9.68) 1.05 (0.86, 1.28)
Piabetes
Yes 820 46 (11.14) 37 (9.09) 1.25 (0.81, 1.93)
No 3213 157 (9.67) 158 (9.94) 0.97 (0.78, 1.21)
rior clopidogrel treatment
Yes 232 11 (9.82) 13 (10.83) 0.91 (0.41, 2.03)
[\ [ 3801 192 (9.97) 182 (9.70) 1.03 (0.84, 1.26)
ime from Sx to LD
<median 1990 84 (8.24) 105 (10.82) 0.76 (0.57, 1.01)
>median 2008 119 (11.91) 90 (8.92) 1.36 (1.03, 1.78)
ime from first LD to angio/PCI
<median 1998 120 (12.07) 109 (10.86) 1.13 (0.87, 1.46)
>median 2003 82 (8.02) 86 (8.77) 0.91 (0.67, 1.23)
RACE score
<140 3079 154 (10.05) 143 (9.24) 1.09 (0.87, 1.37)

852 44 (9.73) 47 (11.75) 0.82 (0.55, 1.24)

2276 125(10.96) 111 (9.77) 1.14 (0.88, 1.47)
1711 76 (8.75) 83(9.86)  0.88 (0.64, 1.20)

Eastern Europellsrael 1692 66 (7.65) 63 (7.60) 1.02 (0.72, 1.43) 0.93
Western Europe/Canada 2341 137 (11.67) 132 (11.31) 1.03 (0.81, 1.31)

0.1 . . 5

Pre-treatment better No pre-treatment better

*Hazard ratio not evaluated for <10 events.
TInteraction p-value is from a Cox proportional hazards model with treatment, subgroup, and the treatment-by-subgroup

interaction as fixed effects; PCI includes 11 patients with PCI + CABG. G Montalescot, NEJM 2013
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Conduite a tenir

1. USIC coroTDM
2. Coronarographie < 120 min
3. Coronarographie 24-48h

GRACE?
' ‘ CRUSADE ?




ESC GUIDELINES

@ European Hewt jowrad (2011) 32, 3999 -3054
CUTQre A doi 10 1053w haartyelr2 36

ESC Guidelines for the management of acute

coronary syndromes in patients presenting
without persistent ST-segment elevation

The Task Force for the management of acute coronary syndromes
(ACS) in patients presenting without persistent ST-segment
elevation of the European Society of Cardiology (ESC)

“ST depression combined with transient ST
elevation identifies an even higher risk

subgroup.”



Criteria for high risk with indication for
invasive management

Primary

* Relavant rise or fall in troponin
* Dynamuc ST- or T-wave changes (symptomatic or silent)

Secondary

* Diabetes mellitus.

* Renal insufficiency (eGFR < 60 mU/min/1.73 m¥).
* Reducad LV function (ejection fraction < 40%)

* Early post mfarction angina.

* Recent PCI

* Prior CABG.

¢ Intermediate to high GRACE risk score

foact Joumol (2011) 32:2999-3054 N
LIOP3/ eurheart/chriso Lo T s
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Recommendations for diagnosis
and risk stratification (1)

Recommendations

— — e —— —— ————— e —— e . . g e

In patients with amﬁNSTEACS CIgNoss ard 30or-18mm Schagmic/
blsechng risk stratificat on should 0 based on & corbinaton of dincal halory,

symptems, physicel findings, ECG (repested o cortinuous ST manitedng), and
biomarkers.

ACS pabenis should be acintied preferadyy 10 cadcaled chest pam undts or
COronary care units,

it = reoommended to use mWﬂ
(e.9. GRACE, CRUSADE).

A 124e2d ECG should be chtamedwihin 10 min afer rst medical contact and
immadiaizly read by an expenenced physcan Ths shoud be repeated n the
case of mcurmence of sympioms anc after 5-8 and 24 h and tefore haspital
cscharge

Addifongl CCG leads (VR VR V.-V, ) 8% recommended when routine leads
are inconchusme.

-’ .h-wd (201 1) 52:2000-3054
L0937 eurheat] fehri3s
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At Admission (in-hospital/to 6 months)

Age

HR

SBP

Creat,

CHF

40-49

70-89

140-159

106-140

I (no CHF)

US Units

<

At Discharge (to 6 months)

|Cardlac arrest at admission
VI ST-segment devlation

~ |Elevated cardlac enzymes/markers

Probability of Death Death or Ml
In-hospital 92 123

To 6 months 67 93

Reset Display Risk
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Bleeding Score
Caleculntor

INTRODUCTION
CALCULATOR
ABOUT
REFERENCES
LINKS
DISCLAIMER

DOWNLOADS

Lot Updated,
Manh 2008

CRUSADE

Enter values in drop-down boxes below:

Hateline Hematoonr > v Prvor Vasculae Disonse No

GFR: Cockereft-Ganlr 61-90 &= Disbetes Melbeus Yes
Coieviale GT0

Hewmt rate on adumassson 71-80 v Sepas of CHF on adoaicsion No

Svxtolic blosd presme

e RS 121180 ~ Sex Maw
Clear Selections
CRUSADE Risk of In Hospital
Bleeding Score Major Bleeding *

25 5.7%

Leow Ratk

HIPRC
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| Traitement invasif

* Approche invasive précoce =i C———
, 14 4 I 4 . . . - 16 ....',o..'°
» Bénefice supérieur/ non diabetique % .. aeerer”
‘ E S
= B
BASE Lins VARIARE Na. (%} Ccos Ramo .:::mE:::o::M E &- P=002s
dewvy BRI N Al Ve
wa 0y =) 1 b 3 4 L] 8
- - Moerths
3:.‘.: E’: Cannon CP et al. N Engl J Med 2001
- ; =
z

Mehta SR et al. N Engl J Med 2009



CORONAROGRAPHIE
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ANGIOPLASTIE




ANGIOPLASTIE

| Stent Pro-kinetic Energy 2.75/15Smm
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Quel traitement Antiagrégant?

1. Clopidogrel
2. Ticagrelor
3. Prasugrel

4 AniGPUbI




Platelet Glycoprotein IIb/IIIa Inhibitors Reduce Mortality in Diabetic Patients With Non— [0
ST-Segment-Elevation Acute Coronary Syndromes
Marco Roffi, Derek P. Chew. Debabrata Mukherjee. Deepak L. Bhatt. Jennifer A. White.
Christopher Heeschen. Christian W. Hamm. David J. Moliterno. Robert M. Califf. Harvey D.
White. Neal S. Kleiman. Pierre Théroux and Eric J. Topol

Circulation. 2001:104:2767-2771
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Comparison of Prasugrel and Ticagrelor Loading Doses in
ST-Segment Elevation Myocardial Infarction Patients
RAPID (Rapid Activity of Plateler Inhibitor Drugs) Primary PCI Study

Guido Parodi, MD, PyiD, Remato Valents, MD, Benedetta Bellandi, MD, Angela Mighorina, MD,
Rossella Marcucci, MDD, Viscenzo Comito, MDD, Nazario Carrabda, MD, Alberto Santini, MD,
Crian Franco Gemsimi, MD, Rosansa Abdbare, MD, David Antoniucci, MD
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Quel traitement Antiagrégant?

1. Clopidogrel
2. Ticagrelor

3. Prasugrel
4. Anti GPIIbllla




APPARC

ESC 2013 : Recommandations chez le

diabétique

Antiplatelet therapy with
aspirin in DM-patients at low
CVD risk is not recommended.

recommended in patients
with DM and ACS for | year
and in those subjected to PCI
(duration depending on stent
type). In patients with PCl for
ACS preferably prasugrel or
ticagrelor should be given,

188, 189,
192, 194,

196

192, 197
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Provary Dnd Poire £\

M~

DM No DM
WA 070 00550 85 P00} WRONS 076290 P 2002
Cupdageli?sd »
.-
"
" Clophdaprel 30 5
Poupel 122 .:
Praevpel 92
M
1
EERE R E R R E RN R R R
Oy Do
P s YOO8
DM No DM
MR 040 00.55.0 ML PD.001 MROAI B TIOML P 0008
"
"
Copdopel 102 0
n-
- Clopidogrel 4.7
LB
Prasugrel £2 .1///’——_:
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Wiviott SD et al. Circ 2008



TV Major Bleeding (%)

.-

b

DM No DM
s, HR 1.06 (0.66-1.69), P = 0.81 s, MR 143 (107-191),P=002
4
]
Prasugrel 24
* Prasugrel 2.5 2
. 14 Clopidogrel 1.6
0 50 100 150 200 250 300 350 400 480 00T i T8 30 28 3% 380 4oe a0
Days Days

P imorsction = 0-29

Wiviott SD et al. Circ 2008



James S et al. Eur Heart J 2010
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rasugrel in Diabetics

N=107, NSTE ACS diabetics undergoing PCI, platelet reactivity by PRI VASP

p<0.0001
100
50%
80+ -.‘
.:E ] 8%
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T T
Clopidogrel 600 mg  Prasugrel 10 mg

Low rate of HTPR with prasugrel in diabetics

PRI VASP (%)

100-

80+

8

&

20+

p<0.0001

50%

Clopidogll'el 600 mg Prasugrlel 10 mg

Cuisset et al, Int J Cardiol 2013
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DM not on
Insulin

Primary endpoint 14.1/16.2 13.1/14.2 17.7/22.8
PLATO

ticagrelor/clopidogrel

MI PLATO 5.0/6.2 8.4/9.1
ticagrelor/clopidogrel

ST PLATO 1.3/1.8 1.6/2.4
ticagrelor/clopidogrel

4

Bleeding (major
TIMI) PLATO

ticagrelor/clopidogrel Wiviott SD et al. Circ 2008
James S et al. Eur Heart J 2010
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Quel traitement?

1. Antiagrégant:
1. Clopidogrel
2. Ticagrelor

3. Prasugrel

4. Anti GPIIbllIa
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Evolution

* Pic de troponine : 29.29ug/l (a ’arrivee: 0,143
ug/l)

* ETT J2: trés legere hypokinésie de la paroi1
inféro-latérale FEVG visuelle normale a 68 %.

e Retour domicile J3

g
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Traitement de sortie

* Aspirine : 75 mg/jour

* Prasugrel : 10 mg/jour

* Rosuvastatine: 20 mg/j

* Tenormine 50 mg: 1cp/j

* Ramipril: 5 mg/j

Metformine S00mg: 1cp X2/j
Sevrage tabac

l ]
=
"



HOPRC

Merci de votre attention




