PS pro trombézu CKS
Antitromboticka lecba — Co se mélo udélat jinak?

Casna trombodza stentu

Petr Kala
Interni kardiologicka klintka FN Brno a LF MU

V.

XXXIII

EEEEEEEEEEEEEEEE

FAKULTNI
HHHHHHHHH



m
O =

I FAKULTNI

Tromboza stentu - ST

BRNO

« DEFINICE ST: Casna do 30 dnii; Pozdni/velmi pozdni ST: 30 dnti — 1 rok/>1 rok
« DIAGNOZA: definitivni, pravdépodobna, mozna

 lCharakteristika pacientu s ¢asnou vs pozdni/velmi pozdni ST
- Diabetes mellitus (41.6% vs. 31.3%)

- Kardiogenni Sok (13.7% vs. 8.9%).

- Bifurkacniléze (23.5% vs. 15.2%)

- RIA (50.8% vs. 41.2%)

- IABP (17.3% vs. 9.5%) a GPI1 (70.2% vs. 65.5%

— CHRI nekonzistentni

yang YX et al. J Thromb Thrombol 2020 Jul 20;51(3):682—692.



Vliv ST na prognozu
Incidence 0,6-1,2%

1 : 7 .
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«evee: Multivariable logistic regression pro ST

de 1. Neuzivani DAPT jako nejsilnéjsi prediktor (OR 10.9, 95% CI 2.47-48.5, p< 0.001),

caiens . 2. Nedostateéna expanze stentu (OR 5.70, 95% Cl 2.39-13.6, 1.43-13.1, p= 0.010),
. Nepokryta disekce na hrané stentu (OR 4.16, 95% Cl 1.47-11.8, p= 0.007),

3
4. Diabetes mellitus (OR 3.23, 95% Cl 1.25-8.36, p= 0.016),
5.

Rezidualni CAD na hrané stentu (OR 3.02, 95% Cl 1.02—-8.92, p= 0.045).
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Yang YX et al. J Thromb Thrombol 2020 Jul 20;51(3):682—692.
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Clinical risk factors

Rizikove faktory ST

Antiplatelet related

ACS (STEMI/NSTEMI)

Left ventricular dysfunction
Chronic kidney disease
Diabetes mellitus

COVID-19

Procedure related Lesion related Stent related

¢ Stent length e Necrotic core e Bio-compatible polymers
¢ Stent underexpansion e Bifurcation lesions ¢ Polymer/stent thickness
e No reflow e Prior brachytherapy ¢ Drug dosage

¢ Residual stenosis e Multivessel disease

e Dissection ¢ Inflow and outflow obstruction

e Multiple stents
e Bifurcation stenting

Standards and Guidelines

SCAI Expert Consensus Statement on Management of In-Stent Restenosis
and Stent Thrombosis -
Lloyd W. Klein, MD, MSCAI?, Sandeep Nathan, MD, MSc, FSCAI®, Akiko Maehara, MD,

FSCAI®, John Messenger, MD, SCAI®, Gary S. Mintz, MD %, Ziad A. Ali, MD, DPhil, FSCAI",

Jennifer Rymer, MD, FSCAI®, Yader Sandoval, MD, FSCAI " Karim Al-Azizi, MD, FSCAI '\
Roxana Mehran, MD, MSCAI/, Sunil V. Rao, MD, FSCAI*, Amir Lotfi, MD, FRCP, FSCAI "

Klein LW et al. J of SCAI 2 (2023) 100971

Adherence

CYP2C19 polymorphisms

High on-treatment platelet reactivity
Antiplatelet type

Dual antiplatelet therapy duration
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Tromboza stentu
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journal of the Sociat
ular Angiography & Interventions
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Standards and Guidelines

SCAI Expert Consensus Statement on Management of In-Stent Restenosis | gy,

and Stent Thrombosis

Lloyd W. Klein, MD, MSCAI®, Sandeep Nathan, MD, MSc, FSCAI b Akiko Maehara, MD,
FSCAI®, John Messenger, MD, scal, Gary S. Mintz, MD*, Ziad A. Ali, MD, DPhil, FSCAI f
Jennifer Rymer, MD, FSCAI®, Yader Sandoval, MD, FSCAI " Karim Al-Azizi, MD, FSCAI',
Roxana Mehran, MD, MSCAI, Sunil V. Rao, MD, FSCAI*, Amir Lotfi, MD, FRCP, FSCAI "

Top

Coronary
Angiogram

OCT

Mechanism of
Stent Failure

Neoatherosclerosis

Stent Under-expansion  Uncovered Struts

Minimum Stent Area 4.2 mm?

White Thrombus Neointima Lipidic Neoatherosclerosis . Lumen Area Old Stent Struts

Bottom

Coronary
Angiogram

IVUS

Mechanism of
Stent Failure

Uncovered Struts

Stent Under-expansion

Minimum Stent Area 3.6 mm?

White Thrombus .de novo Plaque . Lumen Area Lipidic Neoatherosclerosis

Neoatherosclerosis

Old Stent Struts
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Lécba trombadzy stentu (ST) e

Stent thrombosis™ °°
Be gty
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May be needed in addition to repeat DES and/or
aspiration thrombectomy to restore coronary blood flow
May be needed in addition to PTA and/or aspiration
thrombectomy to restore coronary blood flow

Should normally limit to significant residual dissections
after PTA

Consider when heavy thrombus burden present
Consider adjunctive glycoprotein llb/llla inhibitors if
persistent heavy thrombus burden after aspiration
Consider glycoprotein lIb/llla inhibitor infusion

e Assess compliance and consider switch to higher

potency antiplatelet therapy if the patient was compliant
and still taking DAPT

May consider drug resistance testing and prolonged
DAPT duration

No stent type associated with reduction in ST

Associated with improved microvascular perfusion during STEMI because of ST
Majority of patients undergoing aspiration thrombectomy had successful recanalization

Consider patient's renal function and bleeding risk when continuing glycoprotein llb/llla
inhibitor after PClI

Prolonged anticoagulation and antiplatelet therapy may be beneficial when residual
thrombus is detected following intervention

Standards and Guidelines

SCAI Expert Consensus Statement on Management of In-Stent Restenosis )

and Stent Thrombosis

Lloyd W. Klein, MD, MSCAI®, Sandeep Nathan, MD, MSc, FSCAI © Akiko Maehara, MD,
FSCAI®, John Messenger, MD, scald, Gary S. Mintz, MD*, Ziad A. Ali, MD, DPhil, FSCAI f
Jennifer Rymer, MD, FSCAI®, Yader Sandoval, MD, FSCAI " Karim Al-Azizi, MD, FSCAI',
Roxana Mehran, MD, MSCAIJ, Sunil V. Rao, MD, FSCAI¥, Amir Lotfi, MD, FRCP, FSCAI "
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KAZUISTIKA 1
Necekané komplexni IVUS-guided PCI distalniho kmene ACS

aneb mohlo byt néco jinak?
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Elektivni PCI kmen/RIA/RC o

Muz, 65 let,

St.p. SAVR mechanickou chlopni 2014 IKEM — warfarin

ICHS od r. 2018 - SKG v IKEM s nalezem dif. zmén k OMT
NSTEMI PS 10.4.2021, EF LK 54%

DM 2. typu na INZ+PAD, metabolicky syndrom
Lehkd normocyt. anémie a lehka CHRI (eGFR 50ml/min)



M, 65 let - SKG ACS
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M, 65 let - elektivni PCI kmen/RIA/RC o
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Diskuse v ramci Heart tymu a 1 dle preference pacienta indikovana
1\VUS-guided PCI distalniho kmene s double stenting technikou
DK Crush cestou AR

Switch warfainu za LMWH, ASA 100mg, Trombex 75mg



MUNI FAIYLING ce
ED Baseline NIRS/IVUS kmen-RIA

Kmen prox
30,1 mm2; 5,9/6,5 mm

Kmen
distalné
4.9 mm?2




M, 65 let I CHEE s
elektivni IVUS-guided PCI kmen/RIA/RC

Akutni trombotizace kmene
1. Aspirace + GPI (ACT >3007?)




M, 65 let I CHEE s
elektivni IVUS-guided PCI kmen/RIA/RC

Akutni trombotizace kmene

Jak postupovat?
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elektivni IVUS-guided PCI kmen/RIA/RC

Akutni trombotizace kmene
1.
2.

3. UFH, balonkova dilatace RC
4,

Aspirace kmene + GPI (ACT >3007?)
Uzavér RC s obéhovou deterioraci,
ACT 175

Aspirace RC
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o M, 65 let I it
elektivni IVUS-guided PCI kmen/RIA/RC

Akutni trombotizace kmene

1. Aspirace kmene + GPI (ACT >3007?)

2. Uzaver RC s obéhovou deterioraci,
ACT 175

3. UFH, balonkova dilatace RC

4. Aspirace RC — JAK DALE?

5.tPAi.c. 5mg + 10mg frakcionovane
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M. 65 let — FINALNI ANGIO L e
elektivni IVUS-guided PCI kmen/RIA/RC

Akutni trombotizace kmene

©NO TR WM

Aspirace kmene + GPI (ACT >3007?)
Obéhova deteriorace, ACT 175
UFH, balonkova dilatace RC
Aspirace RC

tPA 5mg + 10mg frakcionovane
Postupna obéhova stabilizace
Dokonceni PCI + 3xDES

IVUS




MSA RIA 12.1 mm2

NIRS/IVUS po PCI

FAKULTNI
N

MSA RC 8,1 mm2

Stent kmen
23,2 mm2, 5,2/5,7mm



= =
m e
O =

KAZUISTIKA 2
AKS - STEMI DS



M, 66 let, STEMI DS jako prvni ataka ICHS IE c&§%wes
RF-HT, HLP

PPCI + DES, ASA 250mg i.v., UFH s u€innym ACT, LD tikagrelor 180mg na konci vykonu
Optimalni vysledek s TIMI3




M, 66 let, STEMI DS jako prvni ataka ICHS IE c&§%wes
RF-HT, HLP

Po pfijezdu na KJ steno + zvyraznéni STE — ad CATHLAB

Jak postupovat?



M, 66 let, STEMI DS jako prvni ataka ICHS [E c#%we-
RF-HT, HLP

Po prijezdu na KJ steno + zvyraznéni STE — ad CATHLAB
TRA rePClI pro neobturujici ST - GPI, postdilatace NC vétSim balonkem + OCT




M, 66 let, STEMI DS jako prvni ataka ICHS B 5%
RF-HT, HLP

Po prijezdu na KJ steno + zvyraznéni STE — ad CATHLAB
TRA OCT-guided rePCl s GPI, postdilatace NC balonkem (vétsi diametr + vyssi tlak)
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g : Metaanalysis of 20 RCT with PARHS e
IVUS/OCT-guided PCI vs angio-guided PCI
G. Stone@ESC congress 2023, Lancet 2024
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Conclusions

The present network meta-analysis from 20 RCTs in
12,428 pts with follow-up ranging from 6-60 months
demonstrates that:

 Compared with angiography-gquided PCI, 1VI-quided PCI
with OCT or IVUS reduces TLF by 31%, driven by 46%,
20%, and 29% reductions in cardiac death, TV-MI, and

TLR respectively

* |VI-guided PCI also reduces stent thrombosis by 52%,
all Ml by 18%, and all-cause death by 25%
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o Casna ST oHRf e
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1. Casna ST ma incidenci do 1% a velmi zavaZnou prognézu (oproti pozdni/velmi
pozdni ST je Cast¢jsi a zatizena vyrazné vyssi kratko- 1 dlouhodobou mortalitou)

2. Etiologie je multifaktorialni (pacient — procedura — antitrombotika — stent — 1éze)

3. Imaging-guided PCI (OCT, IVUS) je doporu¢ena minimalné u komplexnich
elektivnich PCI a muze byt vyhodna u AKS (dulezita je spravna interpretace)

4. Odpovidajici AT p¥iprava /1é6¢ba (UCINNA antikoagulace + protidesti¢ckova th)
5. Tym musi byt pripraven na trombotické komplikace a jejich individualni feSeni

6. ,,Holisticky* pristup....Co se mélo/mohlo udélat jinak?
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