Jak zlepsit efektivitu a bezpecnost
periproceduralni
antitromboticke leCby?

lvo Varvarovsky
Kardiologickée centrum Agel, Pardubice
XXXI. vyroéni sjezd CKS, 13.-16.5.2023, Brno



Jak zlepsit efektivitu a bezpecnost periproceduralni antitromboticke leCby?

Efektivita:
Co nejméné ischemickych prihod

Bezpecnost:



Periproceduralni infarkt myokardu : CK-MB

PCl pro stabilni ICHS : 1,6 — 21,3%
PCl pro akutni koronarni syndrom : 6 —55.9 %

Klinicky vyznam : RR =1,06 (1,01-1,11) pro kazdy nasobek ULN

Nezavisly prediktivni faktor az pro vzestup = 5x ULN



Periproceduralni infarkt myokardu : cardiac troponin

Vyskyt 32,9 % vsech PClI
Klinicky vyznam : RR=1,35 (1,13 — 1,60)

OR (95%CT)
1.35 (1.13-1.60); p=0.001
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Figure 2. Prognostic value of troponin release after PCI. Results from a meta-analysis of 20 studies with
15 581 patients and mean follow-up of 16.5 months.>* Reproduced with permission from John Wiley and
Sons.

Neprokazan ale jako nezavisly rizikovy faktor.



Periproceduralni infarkt myokardu : moznosti prevence

Predléceni clopidogrelem : redukce rizika o 20%

Podani silnych inhibitorl P2Y12 : redukce riziko o 30%

Vysoké davky statinl pred PCl : redukce rizika o0 90%



Periproceduralni infarkt myokardu : moznosti prevence

Inhibitory GP llb/llla :
redukce rizika 0 29% u nemocnych s akutnim koronarnim syndromem
zadny prospéech u stabilnich nemocnych

Cangrelor:
redukce rizika 0 47 %



Definice krvaceni

kardiolog kardiochirurg




Definice krvaceni BARC

Typ O : zadné krvaceni

Typ 1 : malé krvaceni bez potreby Iékarske pomoci

Typ 2 : vyzaduje ambulantni osetfeni nebo hospitalizaci
Typ 3a : pokles Hb 0 30 — 50 g/L nebo potreba transfluze

Typ 3b : pokles Hb o vice nez 50 g/L, tamponada, chirurgicky zasah
Typ 3c : intrakranialni, spinalni nebo intraokularni krvaceni

Typ 4 : krvaceni pri CABG

Typ 5 : fatalni krvaceni



Zavazne krvaceni = vyssi mortalita

Mortality

“l % pts

'P<0.0001 ' P<0.0001 ' P<0.0001




Stratifikace rizika krvaceni : PRECISE-DAPT

At the time of coronary stenting

DAPT duration Short DAPT (3—6 months)
strategies assessed Vs

Standard/long DAPT (12-24 months)

Score calculation®

Age

CrCl

Prior

No Yes
Bleeding — - -m o

Score 0 2 4 6 B W0 12 14 16 18 20 2 M ¥ 2 30
Points T T T |

Decision making cut-off Score =25 = Short DAPT
suggested Score <25 - Standard/long DAPT

European Heart Journal (2018) 39, 213-254




Stratifikace rizika krvaceni

Stabilni ICHS Akutni koronarni syndrom

Device DES/BMS or DCB Bleeding Risk

used ¢ ¢

High Bleeding Risk

v ‘

Mo Yes

| mo.DAPT
- -
3 mo.DAPT

Classlla B

Ischaemic Risk

European Heart Journal (2018) 39, 213-254




Stratifikace rizika krvaceni

CENTRAL ILLUSTRATION PRECISE-DAPT Score and Complex Percutaneous Coronary Intervention

PRECISE-DAPT <25 +012% p = 0.53
(Non-High Bleeding Risk) +0.28% p = 0.57

+2.61% p = 0.003

PRECISE-DAPT 225 +3.04%p = 0.30

(High Bleeding Risk)

Bleeding*

PRECISE-DAPT <25 -1.14% p = 0.04
(Non-High Bleeding Risk) -3.86% p = 0.05
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PRECISE-DAPT 225 +1.45%p = 0.39
(High Bleeding Risk) +1.30%p = 0.76

-0.91%p = 0.12
PRECISE-DAPT <25
(Non-High Bleeding Risk) ~4-05% p = 0.04

PRECISE-DAPT 225 +2.81% p=0M
(High Bleeding Risk) +1.68% p=0.73

-4% -3% 2% -1% 0 +1% +2% +3% +4%
Long DAPT Better Short DAPT Better

(% Reduction of Events (% Increase of Events
with Long DAPT) with Long DAPT)

Non-Complex PCI [ Complex PCI

Costa, F. et al. J Am Coll Cardiol. 2019;73(7):741-54.




Stratifikace rizika krvaceni

Major Minor
Anticipated use of long-term OAC® e Age > 75 years
Severe or end-stage CKD (eGFR <30 mL/min) e Moderate CKD (eGFR 30—59 mL/min)
Haemoglobin <11 g/dL e Haemoglobin 11—12.9 g/dL for men or 11—11.9 g/dL for women

Spontaneous bleeding requiring hospitalization and/or Spontaneous bleeding requiring hospitalization and/or

transfusion in the past 6 months or at any time, if recurrent transfusion within the past 12 months not meeting the major criterion

Moderate or severe baseline thrombocytopenia® Chronic use of oral non-steroidal anti-inflammatory drugs or steroids
(platelet count <100 x 10%/L)

Chronic bleeding diathesis Any ischaemic stroke at any time not meeting the major criterion

® Liver cirrhosis with portal hypertension

Active malignancy® (excluding non-melanoma skin cancer)

within the past 12 months

Previous spontaneous intracranial haemorrhage (at any time)

Previous traumatic intracranial haemorrhage within the past 12 months

Presence of a brain arteriovenous malformation

Moderate or severe ischaemic stroke® within the past 6 months

Recent major surgery or major trauma within 30 days prior to PCl

Non-deferrable major surgery on DAPT

European Heart Journal (2018) 39, 213-254



PredléCeni NSTEMI : prasugrel pred nebo pri PClI (ACCOAST)

A Primary Efficacy End Point B All TIMI Major Bleeding

15
15— Hazard ratio at day 7, 1.02 Hazard ratio at day 30, 0.997

(95% Cl, 0.84—1.25) (95% Cl, 0.83—1.20)
P=0.81 ; P=0.98

Pretreatment
\ 10.0

Hazard ratio at day 7, 1.90 Hazard ratio at day 30, 1.97
(95% Cl, 1.19-3.02) (95% Cl, 1.26-3.08)
P=0.006 P=0.002
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Predleceni STEMI: ticagrelor pred transportem nebo pred PCI (ATLANTIC)

Tabulka 5. Ticagrelor pred transportem nebo pred pfimou PCI pro STEMI. Studie ATLANTIC.

Ticagrelor pred Ticagrelor
transportem V nemaocnici OR (95% Cl)
(n=908)
Absence poklesu STEZ70% 6% 0.93 (0.65-1.25)
pied PC
Absence TIMI3 pritoku v IRA 2.6% 3.1% 0.97 (0.75-1.25)
pred PCI

Umrti, AMI, CMP, ST, 41 (4.5%) 42 (4.4%) 1.03 (0.66-1.60)
eentni revaskularizace

| Celkova mortalita (2.0%) 1.68 (0.94-3.01)

' 21 r-.._ ,u] 0(2.1%) 1.11 (0.60-2.05)

4 (0.4%)

Eauazne krvdceni (48 hodin) 16 (1.8%)

OR — pomér 3anci, STE — elevace Gsekd 5T, IRA —infarct rE|EI'|ZEl:| -arter".r {infarktwé tepna), AMI —
akutni infarkt myokardu, CMP — cévni piihoda mozkova, 5T — tromboza stentu

Montalescot G. N Engl J Med 2014;371:1016-27.



Jak zlepsit efektivitu a bezpecnost periproceduralni antitromboticke lecby?

1. Identifikovat nemocné se zvysenym rizikem krvaceni

2. Délku a intenzitu antitrombotické 1écby prizpusobit riziku

3. Nepouzivat predléceni silnymi inhibitory P2Y,,
4. Transradialni pristup, antikoagulacni |écba, provedeni PCI



