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SCA non ST+

@ ESC European Heart Journal (2020) 00, 179 ESC GUIDELINES

EUTODeén Society doi:10.1093/eurheartj/ehaa575
of Cardiology

2020 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
in patients presenting without persistent ST-segment elevation of
the European Society of Cardiology (ESC)



Timing de la coronarographie
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Therapeutic
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1
YES

Immediate |transfer to PCI center

[ EMS or Non-PCI center |
YES

T v

Immediate invasive
[ (<2h) ]

Same day transfer

| High «
|
YES
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[ Early Invasive ]
(<24h)

High risk

+ Established NSTEMI diagnosis

+ Dynamic new or presumably new
contiguous ST/T-segment
changes (symptomatic or silent)

* Resuscitated cardiac arrest
without ST-segment elevation or
cardiogenic shock

* GRACE risk score >140

Selective
Invasive

Low risk
Lack of any of the very high
or high risk characteristics




Timing de la coronarographie

Risk
Identification

Immediate invasive
[ (<2h)

Therapeutic
strategy

Risk
Category

Primaire ou secondaire immédiat vers SCI
Coronarographie < 2 heures




Timing de la coronarographie
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[ Early Invasive ]

(<24h)

+ Established NSTEMI diagnosis
+ Dynamic new or presumably

+ Resuscitated cardiac arr

* GRACE risk score >140

High risk
contiguous ST/T-segment
changes (symptomatic

without ST-segment elevation or
cardiogenic shock

Haut risque
STEMI - Like

NSTEMI
- Cinétique de troponie

ECG

- Modification ST/T

- De novo ou dynamique
- Simptomatique ou non

GRACE > 140
Post-ACR sans ST+ ni choc

Secondaire dans la journée vers CClI
Coronarographie < 24 heures




Timing de la coronarographie
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La fin du prétraitement par les inhibiteurs de P2Y12
I

CREDO TRITON ACCOAST ISAR REACT 5
2005 PLATO 2013 2019
Pré TTT Clopidogrel 2009 Prasugrel pré < post-TTT Stratégie Prasugrel
> Placebo Nouveaux P2Y12 > Stratégie Ticagrelor

> Clopidogrel




ISAR REACT 5

Critere d’efficacité (t - IDM — AVC) Critere de sécurité (BARC 3-5 bleedings)
107 10 ‘
Hazard ratio 1.36 [1.09-1.70]: P= 0.006 0.3 Hazard ratio 1.12[0.83-1.51]; P = 0.46
Unstable Angina, NSTEMI S 8 S
0] 1]
Randomization g 6.9% ¢
s & s ° 5.4%
Ticagrelor Q
180 mg loading £ i | 4.8%
24 : !
g — Ticagrelor g — Ticagrelor
Angiography £ 27 —— Prasugrel 3 7 —— Prasugrel
0 6]
Prasugrel 0
60 mg loading 0 , . : : : . ; . : : . . .
0 2 4 6 8 10 12 0 2 4 6 8 10 12
Months since randomization Months since randomization
PCI
Ticagrelor Prasugrel
90 mg 1-0-1 10 mg 1-0-0* Clinical Presentation
N STEMI 83/833(10.1)  64/820(7.9) —_— 1.31(0.94-1.81)
NEJM 2019:381:1524 NSTEMI 81/930 (8.8) 60/925 (6.6) — 1.36(0.97-1.90)
’ Unstable Angina 20/249 (8.2) 13/261 (5.1) @ 1.62(0.81-3.26)
Treatment Strategy
PCI 162/1676(9.8)  120/1701(7.1) — 1.41(1.11-1.78)
Conservative 17/285 (6.1) 12/268 (4.6) . 1.29 (0.62-2.70)
CABG 5/47 (10.6) 5/36(13.9) —_— 0.66 (0.19-2.30)
r

T T T T T T 1
0 05 10 15 20 25 30 35 40

Ticagrelor Better  Prasugrel Better



AAP dans le SCA non ST+

I
Antiplatelet treatment

Aspirin is recommended for all patients without contraindications at an initial oral LD of 150—300 mg (or 75—250 mgi.v.), and at a

MD of 75—100 mg o.d. for long-term treatment.'’? '8

A P2Y4, receptor inhibitor is recommended in addition to aspirin, and maintained over 12 months unless there are contraindications

or an excessive risk of bleeding.'’%"7"182

Options are:

e Prasugrel in P2Y, receptor inhibitor-naive patients proceeding to PCl (60 mg LD, 10 mg/d as standard dose, 5 mg/d for patients

aged >75 years or with a body weight <60 kg)."”’

e Ticagrelor irrespective of the planned treatment strategy (invasive or conservative) (180 mg LD, 90 mg b.i.d.)."”°

e Clopidogrel (300—600 mg LD, 75 mg daily dose), only when prasugrel or ticagrelor are not available, cannot be tolerated, or are

contraindicated.'®%183

Prasugrel should be considered in preference to ticagrelor for NSTE-ACS patients who proceed to pCl.'”

GP lIb/llla antagonists should be considered for bail-out if there is evidence of no-reflow or a thrombotic complication.
Cangrelor may be considered in P2Y; receptor inhibitor-naive patients undergoing PC."%*~ 187

Pre-treatment with a P2Y4, receptor inhibitor may be considered in patients with NSTE-ACS who are not planned to undergo an
early invasive strategy and do not have an HBR.

188,189

It is not recommended to administer routine pre-treatment with a P2Y4, receptor inhibitor in patients in whom coronary anatomy is

not known and an early invasive management is planned,'’*177/178:190.191




@ E S C European Heart journal (2021) 42, 2973-2985 DEBATE

European Society doi:10.1093/eurheartj/ehab277 Clinical trials
of Cardiology

Ml Debate: Prasugrel rather than ticagrelor is the
preferred treatment for NSTE-ACS patients
who proceed to PCI and pretreatment should
not be performed in patients planned for an
early invasive strategy

Time to coronary angiography Approximately 1h in the ticagre- Short period of pre-treatment does not reflect the practice in many
lor arm centres and countries where NSTE-ACS patients need to wait longer

for coronary angiography and suggests that the results of ISAR-
REACT-5 cannot be generalized to such centres




Optimal Timing of Intervention in
NSTE-ACS Without Pre-Treatment

N The EARLY Randomized Trial

Gilles Lemesle, MD, PuD,""“ Marc Laine, MD,*"* Mathieu Pankert, MD," Ziad Boueri, MD,' Pascal Motreff, MD, PuD,’
Franck Paganelli, MD,*"* Karine Baumstarck, MD, PuD," Antoine Roch, MD, PuD,"" Frangois Kerbaul, MD, PuD,"

Etienne Puymirat, MD, PuD,”” Laurent Bonello, MD, PuD""*

Rate (%) of primary endpoint (CV death

and recurrent ischemic events)

HR [95%Cl] = 0.14 [0.07-0.28], p<0.001

Delayed invasive
strategy group

Early invasive
strategy group

T
1 2

Days since randomization

Pré-traitement par Ticagrelor si
Ac de SCA non ST+ certain
Coronarographie > (12) 24 h

« FONDAPARINUX : 2,5 mg/j SC\

« La Coronarographie devra étre
réalisée dans les 48 h.

- Si elle est au mieux réalisée
dans les 12 premiéres heures, ne
pas donner d’autre AAP**

- Si elle est réalisée apres la
12¢me heure, TICAGRELOR 180
ma PO

Management Strategy (26) in
NSTEMI

PC

Medical ttt

No CAD

CABG

Lemesle G & AL JACC: Cardiov Interv. 2020, 13: 907-917




AAP dans le SCA non ST+

Antiplatelet treatment

Pre-treatment with a P2Y4; receptor inhibitor may be considered in patients with NSTE-ACS who are not planned to undergo an

early invasive strategy and do not have an HBR.



SCA ST+

@ E SC European Heart Journal (2017) 00, 1-66 ESC GUIDELINES

European Society doi:10.1093/eurheartj/ehx393
of Cardiology

2017 ESC Guidelines for the management of
acute myocardial infarction in patients
presenting with ST-segment elevation

The Task Force for the management of acute myocardial infarction
in patients presenting with ST-segment elevation of the European
Society of Cardiology (ESC)
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FAST-MI : Evolution des méthodes de reperfusion

92.5

EPPCI @Thrombolysis
@ Late PPCI

81.0

ACT-l hors délai
+ 1/3 des pts

2000 2005 2010 2015



Impact d’une ACT primaire hors délai

» 2942 patients avec diagnostic
STEMI < 12h: e

80
* 72% avec stratégie angioplastie
primaire ; -

* Dont 28% d’angioplastie N [T
primaire « hors délai » Crude
(>120min apres diagnostic) B o

PS score-adjusted
PS score-adjusted
» 28% avec stratégie pharmaco- o "
invasive Pramsa nasve 520 1727192
iy
Late PPCI 830 749

Pharmaco-invasive

1.00
1.00
1.00
1.00
1.00

24

766
1174
724

Danchin N et al., Eur Heart J. 2020 Feb 14,41(7):858-866

k 89.8%

Late PPCI

2.13 (1.64-2.77)
1.78 (1.36-2.33)
1.47 (1.11-1.95)
1.51(1.13-2.02)

3 48
751 737
1140 1096
689 648

88.2%
79.5%

Timely PPCI

1.18 (0.90-1.54)
1.14 (0.86-1.49)
1.04 (0.78-1.37)

1.02 (0.75-1.38)

60
months

720
1066
626



120 minute pour tous les STEMI ?

Odds of Death with Fibrinolysis

<Fdenolyab Better |

PCI Better

1.0

0.8

0.5¢

180

PCI Related Delay (DB-DN) Where
PCI and Fibrinolytic Mortality Are Equal (Min)

NonAnt Mi
65+ YRS Ant MI65+ ‘ 0-120
90 106 125 150 165 180 YRS NonAnt MI Prehospital
PCI Related Delay (DB-DN) (min) <65 YRS Ant MI <65 Delay (min)

YRS

Pinto DS et aL., Circulation. 2006;114:2019-2025.



Stratégie RESURCOR

Délais début
de douleur

< 3h 3hai2h
Délai

porte-porte*

< 60 min ANGIOPLASTIE ANGIOPLASTIE

2 60 min
(ou doute sur THROMBOLYSE ANGIOPLASTIE**
précision du délai)

* Délai porte-porte = délai entre le diagnostic par le médecin pouvant thrombolyser
et 'arrivée devant |a salle de cardiologie interventionnelle.

** Envisager une fibrinolyse pour les patients tres eloignés des salles de cardiologie

interventionnelle, avec des infarctus larges.




Pronostic du choc cardiogénique constitué

70 In-ICU mortality
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1997-1998  1999-2000 2001-2002 2003-2004 2005-2006 2007-2008 2009-2010 2011-2012
n=1488 n =1760 n=2154 n =2448 n=2518 n = 2661 n = 3004 n = 3383

Puymirat E. & al. Eur J Heart Fail 2017; 19:192-200



Le temps passe plus vite dans le choc cardiogénique !

In-hospital mortality (%)

1004
Shock+ OHCA-
80 - (n=699)
60
40 -
Shock~ OHCA+
zo 2l (ﬂ=369)
Shock- OHCA-
0 | mp—————C— n=10776)

0 60 120 180 240 300 360

Contact-to-balloon time (min)

Scholz, Eur Heart Journal , 2018



Choc cardiogénique : Anticiper!!
I

Stage E: Extremis” CS. Patients experiencing cardiac arrest with
ongoing cardiopulmonary resuscitation (CPR) and/or ECMO.

Stage D: CS signals deteriorating or “Doom”. Similar to
stage C but getting worse and failing to respond to
initial interventions.

Stage C: Classic CS. Manifest CS with hypoperfusion
requiring intervention (inotropes, vasopressors or MCS,
excluding ECMO) beyond volume resuscitation to
restore perfusion

Stage B: Clinical evidence of relative hypotension
or tachycardia without hypoperfusion being at
“‘Beginning” of CS (pre-shock).

Stage A: Currently no signs/symptoms
of CS, but being “At nisk” for its
development.



Penser au choc avant le choc = Facteurs prédictifs

S0
Variable Points
80
Age >70yearsoid 2
70 -
Previousstroke/ TIA 2 =
8 &0
=
H
Presenmtation as cardiac arrest 3 < so -
3
-
z
S 40
Anterior myocardialinfarction 1 =
=
=
2 30 1
First medical comtact-to-pPCl delay > 90 min - a
20
Killip classil onadmission 2
10
Killip classill on admission S o
o 1 2 3 a s 6 7 8 s 10 11 12 13 14 1S 16 17 18 19 20 21 22 23 2a
Heartrate>90/min onadmisson 3
SBP <125 mmHg and PP<45 mmHg on a
admission
Risk categories
Glycaemia> 10 mmol/lonadmisson 3 Category Score Observed incidence of CS
Low o-7 i3
Culprit lesionof the left main 5 Low-to-intermediate 8-10 6.6
Intermediate-to-high 11-12 117
Post-pPCI TIMifiow<3 5 3
High =13 318

Eur Heart J. 2018;39(22):2090-2102.



Penser au choc avant le choc = Facteurs prédictifs

- Age

 Fréquence cardiaque > 90

» Facteurs de risque: diabeéete
« ATCD d’IDM, de PAC

» Classe killip > |

* Localisation IDM antérieur
 Nb dérivations ECG ST+

« Altération FEVG

Hasdai,

' STEMI & high-risk ECG signs or symptoms suggesting hemodynamic
instability or resuscitated cardiac arrest

¥

PCl should be performed < 120 min:
alert & transfer to cardiac shock center for primary PCl

|

* During the transport, start:
* Aspirin orally or iv
* Consider potent P2Y,, inhibitor (prasugrel or

ticagrelor), or clopidogrel if contraindicated, orally

* Anticoagulation iv

* If hemodynamic instability: volume loading < 250 ml &

norepinephrine on peripheral line
* If Sp0O, <90%: O, therapy

k3
( Cardiac Shock Center )

JACC 2000; 35: 136-43

< 2 hours




Merci de votre attention




