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Histoire	  clinique	  
•  Homme	  63	  ans	  
•  Grand	  fumeur	  
•  ATCD	  AVC	  ischémique	  
sans	  déficit	  moteur	  

•  Admis	  février	  2014	  pour	  
DT	  de	  repos	  durée	  30	  
min	  +	  syncope+	  IVG	  
killip	  2	  

•  ECG:	  AC/FA	  
permanente,	  ESV	  
nombreuses+	  onde	  T	  
négaNve	  en	  antérieure	  

•  Biologie	  
•  Hb	  à	  14.4g/dl	  	  
•  créaNnine	  à	  79	  µmol/l	  
(cl=	  84	  ml/mn)	  
Troponines	  posiNves	  à	  
1.68	  



Echographie	  cardiaque	  TT	  
•  ETT:	  	  
VG	  non	  dilaté	  avec	  altéraNon	  de	  la	  foncNon	  VG	  (FEVG	  =	  33%)	  	  
Hypokinésie	  globale	  	  
OG	  dilatée	  	  
Des	  valves	  mitrales	  épaissies	  avec	  soudure	  bicommissurale,	  SM	  =	  1.2	  cm2	  ,	  

quelques	  calcificaNons	  loin	  des	  commissures,	  IM	  minime,	  cordages	  et	  ASV	  
moyennement	  remaniés.	  	  

Des	  valves	  aorNques	  épaissies	  calcifiées	  (Vmax=	  2.3	  m/s,	  grad	  moy=	  20	  mmHg,	  
SAo=	  1.1	  cm2)	  	  

Insuffisance	  aorNque	  minime	  
HTAP	  à	  45-‐50	  mmHg	  	  	  	  
	  

•  RM	  serrée	  avec	  une	  anatomie	  favorale	  à	  un	  traitement	  
percutanée	  

•  RAO	  modéré	  
•  DysfoncNon	  VG	  systolique	  



Coronarographie	  par	  voie	  radiale	  
droite	  

Trifurcation très serrée du TC , sténose serrée de la circonflexe 
moyenne 



Lésion	  serrée	  de	  la	  bifurca3on	  
IVA	  moyenne/diagonale	   Pas	  de	  lésion	  sur	  la	  CDte	  



Diagnos3c	  clinique	  

•  IDM	  sans	  onde	  Q	  dans	  le	  territoire	  antérieur	  
en	  rapport	  avec	  une	  aaeinte	  serrée	  du	  TC	  
distal	  +2	  lésions	  (IVA	  moyenne	  +	  Cx	  moyenne)	  

•  Compliqué	  IVG	  killip	  2	  
•  Chez	  un	  paNent	  porteur	  d’un	  RM	  
rhumaNsmale	  serré,	  d’un	  RAO	  calcifié	  modéré	  

•  En	  AC/FA	  permanente	  avec	  un	  ATCD	  d’AVC	  
ischémique	  







Mortalité hospitalière et à J30: 2 à 3 fois plus élevé en cas 
de valvulopathie 



Quelle	  stratégie	  thérapeu3que?	  

•  Remplacement	  valvulaire	  mitrale	  +	  triple	  
pontage	  coronaire	  +/-‐	  RVA0	  	  	  

•  StenNng	  du	  TC	  distal+	  IVA	  moyenne	  +	  
dilataNon	  mitrale	  percutanée	  	  
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•  Consequently,	  freedom	  
from	  reintervenNon	  was	  
90%	  in	  group	  1	  (BMC),	  93%	  
in	  group	  2	  (CMCO),	  and	  50%	  
in	  group3	  (CMCF)	  (P<0.001).	  





STS	  score	  



Syntax	  score	  

Syntax score=23 



during the second half of the 5-year follow-up. In the ASCERT regis-
try of elective patients .65 years of age with two- or three-vessel
CAD, 86 244 patients underwent CABG and 103 549 patients under-
went PCI (78% with early-generation DES). Using propensity scores
and inverse probability adjustment, mortality at 4 years—but not at
1 year—was lower for CABG than for PCI (16.4% vs. 20.8%; RR
0.79; 95% CI 0.76–0.82).26 The observational nature of the studies
does not permit assessment of how each patient was selected for
each kind of treatment and, despite statistical adjustments, residual con-
founders cannot be excluded. Early-generation DES were used, which
are devoid of the advantages of the newer generation.125 –131,133

There is notable consistency in the findings on the survival advantage
of CABG over PCI for more severe three-vessel CAD.

7. Revascularization in
non-ST-segment elevation acute
coronary syndromes
Non-ST-segment elevation acute coronary syndrome (NSTE-ACS)
is the most frequent manifestation of ACS, and mortality and morbid-
ity remain high and equivalent to those of patients with ST-segment
elevation myocardial infarction (STEMI) during long-term follow-up.
The key objectives of coronary angiography and subsequent revascu-
larization are symptom relief and improvement of prognosis. Overall
quality of life, length of hospital stay, and potential risks associated
with invasive and pharmacological treatments must also be consid-
ered when deciding on a treatment strategy.

Early risk stratification is important, in order to identify patients at
high immediate- and long-term risk for death and cardiovascular
events, in whom an early invasive strategy with adjunctive medical
therapy may reduce that risk. Patients in cardiogenic shock, or after
resuscitation, should undergo immediate angiography (within 2
hours) because of the high likelihood of critical CAD, but it is

equally important to identify patients at low risk, in whom invasive
and medical treatments provide little benefit or may even cause
harm. Details on risk stratification, particularly with respect to the in-
terpretation of troponins, are found in the ESC Guidelines on
NSTE-ACS.180

7.1 Early invasive vs. conservative strategy
A meta-analysis of seven RCTs that compared routine angiography
followed by revascularization against a selective invasive strategy,
showed reduced rates of combined death and myocardial infarction
[odds ratio (OR) 0.82; 95% CI 0.72–0.93; P ¼ 0.001].181 The routine
revascularization strategy was associated with a risk of early death
and myocardial infarction during the initial hospitalization;
however, four of the seven trials included in this meta-analysis
were not contemporary, due to marginal use of stents and glycopro-
tein (GP) IIb/IIIa receptor inhibitors. Another meta-analysis, covering
seven trials with more up-to-date adjunctive medication, showed a
significant reduction in risk for all-cause mortality (RR ¼ 0.75; 95%
CI 0.63–0.90; P , 0.001) and myocardial infarction (RR ¼ 0.83;
95% CI 0.72–0.96; P ¼ 0.012), for an early invasive vs. conservative
approach at 2 years without excess of death and myocardial infarc-
tion at 1 month.182 A further meta-analysis of eight RCTs showed a
significant lower incidence of death, myocardial infarction, or rehos-
pitalization for ACS (OR ¼ 0.78; 95% CI 0.61–0.98) for the invasive
strategyat 1 year.183 The benefit was carried mainly by improved out-
comes in biomarker-positive (high-risk) patients. In a gender-specific
analysis, a similar benefit was found in biomarker-positive women,
compared with biomarker-positive men. Importantly, biomarker-
negative women tended to have a higher event rate with an early in-
vasive strategy, suggesting that early invasive procedures should be
avoided in low-risk, troponin-negative, female patients. A more
recent meta-analysis, based on individual patient data from three
studies that compared a routine invasive- against a selective invasive
strategy, revealed lower rates of death and myocardial infarction at

Recommendation for the type of revascularization (CABG or PCI) in patients with SCAD with suitable coronary anatomy
for both procedures and low predicted surgical mortality

Recommendations according to extent of CAD CABG PCI

Classa Levelb Classa Levelb Ref c

One or two-vessel disease without proximal LAD stenosis. IIb C I C

One-vessel disease with proximal LAD stenosis. I A I A 107,108,160, 161,178,179

Two-vessel disease with proximal LAD stenosis. I B I C 108,135,137
Left main disease with a SYNTAX score 22. I B I B 17,134,170

Left main disease with a SYNTAX score 23–32. I B IIa B 17

Left main disease with a SYNTAX score >32. I B III B 17

Three-vessel disease with a SYNTAX score 22. I A I B 17,157,175,176
Three-vessel disease with a SYNTAX score 23–32. I A III B 17,157,175,176

Three-vessel disease with a SYNTAX score >32. I A III B 17,157,175,176

CABG ¼ coronary artery bypass grafting; LAD ¼ left anterior descending coronary artery; PCI ¼ percutaneous coronary intervention; SCAD ¼ stable coronary artery disease.
aClass of recommendation.
bLevel of evidence.
cReferences.
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Balance	  risque	  Thrombo3que	  et	  
risque	  Hémorragique	  

Risque thrombotique Risque hémorragique 

Bénéfice clinique net 

Stratégie antiplaquettaire 
individualisée 

Proscrire ticagrelor/prasugrel 
Éviter un stent actif? 

Non STEMI 
TC distal 
ATCD AVC ischémique 
ACFA valvulaire (RM) 

AVK au long cours 



Décision	  thérapeuNque	  
•  Il	  a	  été	  décidé	  le	  double	  
remplacement	  
valvulaire	  mitro-‐
aorNque	  +	  triple	  PAC	  

•  Refusé	  par	  le	  paNent	  et	  
la	  famille	  

Stenting actif du TC distal et IVA puis 
Dilatation mitrale percutanée dans 

un 2ème temps 
 



Sten3ng	  du	  TC	  distal	  

•  1.	  technique	  à	  1	  stent?	  	  
•  2.	  technique	  à	  2	  stents?	  TAP/DK-‐crush/culoae	  
•  3.	  2	  ou	  3	  guides?	  
•  4.	  BCPIA?	  	  
•  5.	  quel	  diamètre	  de	  stent	  



Les	  carènes	  sont	  indemnes	  de	  
plaques	   Analyse	  des	  angles	  	  
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EuroIntervention 2013;8:1315-1325 published online ahead of print October 2012 
Maximal expansion capacity with current DES platforms: a critical factor for stent selection in the 
treatment of left main bifurcations? 
 



Sten3ng	  du	  TC	  
provisional	  T	  sten3ng	  

JL	  4.0	  7F	  par	  voie	  fémorale	   3	  guides,	  prédilata3on	  ballonNC	  



Dissec3on	  type	  A	  du	  TC	  
Sten3ng	  direct	  IVA	  proximale	  	  	  
resolute	  3.0X15	  mm	  



Resolute	  4.0	  X	  18	  mm	  	  



Couverture	  de	  l’os3um	  TC	  



Résultat	  après	  POT	  os3al	   Trissing	  à	  3	  ballons	  NC	  



Kissing	  2	  ballons	  	  	  





infla3on	  ballon	  4.0	  X	  6	  mm	   Résultat	  final	  



Protocole	  d’an3aggréga3on	  
plaqueeaire	  

•  Aspirine	  100	  mg/j	  +	  clopidogrel	  75	  mg/j+	  AVK	  
avec	  INR	  entre	  2	  et	  3/	  3	  mois	  

•  Clopidogrel	  +	  AVK	  jusqu’à	  12	  mois	  
•  AVK	  +	  Aspirine	  100	  mg	  à	  vie	  

•  Délai	  pour	  la	  DMPC	  en	  foncNon	  de	  
l’amélioraNon	  clinique	  entre	  3	  et	  6	  mois	  



Résultats	  trifurca3on	  TC	  



Shunsu;	  	  Mahmoud	  Sabbah,	  MD;	  	  Suguru	  Otsuru,	  MD;	  Daiji	  Hasegawa,	  MD;	  	  Seiji	  Habara,	  MD;	  	  Takeshi	  Tada,	  
MD,	  PhD;	  	  Hiroyuki	  Tanaka,	  MD;	  	  Yasushi	  Fuku,	  MD;	  Harumi	  Katoh,	  MD,	  PhD;	  	  Tsuyoshi	  Goto,	  MD;	  	  Kazuaki	  
Mitsudo,	  MD	  
	  

J INVASIVE CARDIOL 2014;26(11):571-578 



Coro	  de	  contrôle	  à	  6	  mois	  juste	  avant	  
DMPC	  

Absence	  de	  resténose	  TC	   Absence	  de	  resténose	  IVA	  





Dilata3on	  mitrale	  percutanée	  
6	  mois	  plus	  tard	  

Dilata3on	  ballon	  Inoué	  30	  mm	  

Bon résultat: SM de 1.2 cm2 à 2.0 cm2 
Pression OG 24 à 19 mmHg 

Pas d’IM 



Conclusions	  

•  La	  coexistente	  d’un	  SCA	  et	  d’une	  
valvulopathie	  est	  de	  mauvais	  pronosNc	  

•  L’associaNon	  avec	  une	  sténose	  mitrale	  sévère	  
est	  plus	  rare	  

•  Ceae	  associaNon	  se	  prête	  le	  mieux	  à	  un	  
traitement	  percutanée	  si	  les	  condiNons	  
anatomiques	  de	  la	  VM	  sont	  favorables	  
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