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CAS CLINIQUE: Mr C

ﬂgb°PEC par le SAMU en 30 minutes. @o
o“Q

y <9 # OAP sévere, Saturation = 70%, TA limite = 95/60 mmH%O@
YV
©

& * Intubation sur place f?
# ACR transitoire post IOT (MCE 3 minutes), + adgéhalme 1 mg.
* Dextro=3 gl 0%\«0

* TTT. Aspegic 250 mg IV, Arixtra 2,5 mg SCb°

o°°q
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Radio de Thorax
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ETT en sa! e de coronarographie

e,%@éb% - V 4 ’;@e‘b{@
2 FEVﬁ’ d 30% Q@&"’\\QQ
* Hypokmeﬂe marquée antéro septo-apicale @éé&
0&% ITV sous Aortique = 10 @@Q«°°°°
Q\«@‘ig + Epanchement péricardique de 6 mm, non cc\gan;pressﬁ
* Aorte non dilatée a 38 mm &
* Pas de valvulopathie évidente 0\»‘&%
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Coronarographie

\«@ff? * Voie Radiale droite, désilet 6 F é&,&o
% # JL 3,5 diagnostique réseau G : 5F b\
* JR4 diagnostique: 5F @@
S
o‘\o"{e"%'b
@“’0
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éseau Gauche OAD-Caudale




~ Hépitaux

Réseau Gauche: OAD-Cranial




O Réseau Gauche: spider
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Corcinaire Droite
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Que proposez VOus a ce patient?

N2
"y A =4 ‘ V4 N
e?gé@ é@é
1/ Stabtrfsatlon en Reéa + discussion medico- chlrurglcale 28
,@@
d|sfeart TEAM o
@c}\
Oo{@ @Q@
¢~ 2/ Angioplastie had oc? o
S '&Q’G
%&0\‘@
3/ FFR pour confirmer le statut pluritrgrculaire ?
b\)
o‘\o"{e?J
K¢
4/ PAC en urgence? &

@
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Notre Prise ¢n charge au CHMS

® N _J
'@%'/\ ‘As 4 - ¥ 4 N
'e?e’é é\\é@
K Q
\&
Revas‘cularlsatlon par angioplastie had oc &
c,e"“\ &
W &
% * Patient intubé ventilé sous amines o
E®0 7 v \ 0O, O\s\
¥ « FEVG altérée a 30% o

/\
) |
+ Lésions tri tronculaires mais accessibles ‘@*“”

-~ Complément d’héparine bolus 100&31/kg
- Ticagrelor 180 mg dans la SNG. s

q/

—~ Pas d'utilisation d’antiGp
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ATL IVA proximale

@'@% - Y 4 éS\@
. Laum:her 6F EBU 3.75 TCG &
* g‘a:de HT BMW dans IVA <&
O&% Pré dilatation ostium IVA par ballon 2,5x20mm é‘iz
& ATM) ;°°

* + Stenting IVA par stent actif 3x29 mm (12\45\71\/\)

# Post dilatation au ballon NC 3.5 mm)gf',‘ dans la
portion proximale (14 ATM) &
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ATL IVA Prox
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ATL IVA Prox
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ATL IVA Prox
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ATL IVA Prox
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ATL IVA Prox
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+ Pirect stenting &
& g
5 Stent actif 3x9 mm &

@
03 &
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# Launther JR46F Qq,&"’\\eg
* g‘a:de HT BMW S
o&% Pré dilatation au ballon SC 3x20 mm (12ATM) @Q
\«@‘f:’b + Stent actif 4.5x26 mm é@af
v * Post dilatation au ballon NC 5x20 mm b"
ec’%\f\o
%boo
OQQ’{Q
'0@00
\«©¢b
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. - .\00
V4 o 'Q)% ‘6\
+ Lésionoupable ? R
o‘\\'% ) \\QQ)

S
Q/C)O
+* Discordance avec les donné%s@ETT et ECG...
K\

®



Hépitaux

College
2 National des
Cardiologues des
=




College

National des

Cardiologues des
. Hopitaux




College

National des
Cardiologues des
Hépitaux




Collége

National des

Cardiologues des
. Hopitaux




College

National des

Cardiologues des
. Hopitaux




College

National des
Cardiologues des
Hépitaux




ATL iVA+Cx+CD

®*  Voie d\xﬂmrd Artére radiale droite - 6 French - Succes voie d'abord avec désilet laissé en place(Q

&
. Degre d’urgence / Provenance: Urgent - Hospitalisé - Jour ouvré. c,;\\o“
. : >
. ?ﬁa]le :GE INNOVA 2100, n° 604672BU6, mise en service en Octobre 2011. @Q@
0C‘ (4
qr,g*' Iomeron 350. : 225 ml. ’«o&
© )
q/é\ = | Temps de scopie: 16,05 mins ‘ 6060
@
= | Dose totale : 11649 cGy.cm® 8\6{@
<«
Q\«
8)
o3
b\)
&
o°°q
5
q/
©
Q
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o #5/ Identification de la Lésion coupable ?

Problématique

< AN

1/ Timin%@gur la Coronarographie ? s
2 Prgt?altement par DAPT? TTT antiThrombotique? &
*3/£St -ce un vrai pluri tronculaire ? &

%‘Z/ ATL ad HOC? &

#6/ Mode de revascularisation? &
+7/ Faut il tout revasculariser et quand ? %\,\o@
*8[ Choix du stent ? o
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1/ Fallait-il faire !a coronarographie en

in

&

R
O
c?b
49
% )
O
>
6\)
&
o(@
@)
s
@fl,
o
S
Vv

CA
rat
PC

urgence ?

Recorngﬁténdations

Rt .
Urg\'@lt coronary angiography
(<®hours) is recommended in

iﬁao”atients at very high ischaemic

risk (refractory angina, with
associated heart failure,
cardiogenic shock,
life-threatening ventricular
arrhythmias, or haemodynamic

instability).

An early invasive strategy (<24
hours) is recommended in
patients with at least one
primary high-risk criterion
(Table 7).

An invasive strategy (<72 hours
after first presentation) is
indicated in patients with at
least one high-risk criterion
(Table 7) or recurrent
symptoms.

Non-invasive documentation of
inducible ischaemia is
recommended in low-risk
patients without recurrent
symptoms before deciding on
invasive evaluation.

Class® | Level®

185,187 '
ée
&6@

X0

&
o%’b

<9
O&r%o
60
)

180,197,198

4
&
@db
N\
&
Q'b
@
6{0
o)
XN
\}O
O
\\
&
¢
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2/ Fallait-il prétraiter par une

& Q’é
« Attenfion SCA ST- &
,\o‘\? QJQ%
0\2“ (‘@6\
ocﬁ. ) L ] &
:#° Diagnostics différentiels nombreux: &
C)o<\Q _ EP QKGQ
S N
¥ . <
O - myocardite &
> - dissection aortique %@9"’
L 3
<7
* Lésions relevant d’un PAC, SCA non athéro@ateux, lésions
. O
distales. &
&
s

Hépitaux
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>

S <
* Pas c\Le"%pré traitement par Prasugrel (étude ACCOAST) @@f
&

O
>
>
S| Itis not recommended to administer

& prasugrel in patients in whom coronary
S | anatomy is not known.

QO
‘0
c\\,
O

x9
8\o"\“
<

* « No recommandation FOR or AGAIN6§a§preatreatment
with Clopidogrel or Ticagrelor » &

- é\z
@ql
P<\
('l,b



2/ Et les antiGp2b 3a?

. &K
O
GRUb/llla inhibitors during PCI should
Be considered for bailout situations or
| thrombaotic complications.

It is not recormmended to adrminister
' GPlIb/llla inhibitors in patients in whom
coronary anatomy is not known.
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3/ Pluritronculaire ?

f\/ ‘,

* 22 §fenoses significatives 2 a 50% sur artéres &
gplcardlques 2,5 mm Qée@"’
&@*b - IVA et ses branches et/ou Cx et ses branchgﬁet/ou
(ﬁg“’ CD et ses branches &
& &
+ Sténose isolée ounonduTCG &
Ko
O
b\)
OQQ’{Q%
K¢

Hépitaux
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& ‘As J’ ¥ 4 N
'e?e’é 03;\5@
* Probiemathue de lavaleur dela FFR dansles SCA &
. o<
cﬁo <8
b oc}\

000* Une sténose peut donc par définition étre sous«»Q
«@fi” estimée avec une FFR faussement rassuran’ga “dans la
N &
4 |ésion coupable <&

* Ne ressort pas dans les recommand’atlons de 2015

0000"

o
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Survival Free from MACE

70

751

FFR SA (83.6%)

. P [ — SA (79.9%
L N Lo
R < | |ARR 5.1%
b & RRR 19%
==+ Angio (73.6%)
b\)
T T T T T OQ
0 180 360 540 720 O
Days since Randomization @qf}?
A
N

(19
Sels JW et al. JACC Cardiovasc Interv. 2011;4:1183-9.



FFR: FAMOUS-NSTEMI

350 pts SCA ST-, au moins 1 sténose >30%

* ATL ang@ guxded vs FFR guided &

Q
. <
Oéo Initial Changes c',~‘°°& Final
Decision Post-FFR N Decision
* I\A“’bdlflcatlon de &
< CABG (N-B)
o strategle pour 21,6% des PCI (et
Q'(\ CABG :No:‘;; OMT&-?) &AB‘G)-O- oMmT
v = Q =11
patients &
. SCABG (N=2)
* Moins de Revasc ds le PG+ OMT SH—_. PCI + OMT
( )
(N=144) < ) TS (N=125)
gpe FFR a un an (p=0,05) N
°m:r%o§& CABG (N=1) ol
(g&“ PCI (N=4)
" OMT (N=13)
oS

Layland J et al. Eur Heart J 2014.
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4/ATL ad Hoc : Reco ESC 2015

STEMI

NSTE-ACS

Multivessel SCAD

SCAD witk ad-hoc PCI
indicatiza according to
predeiined Heart-Team

protocols

Multidisgelinary | Not mandatory Not mandatory Not mandatory equired ' | Not required.
s o . : ; A0
decisigirmaking | during the acute during the acute during the acute o
Q phase. phase. phase. Q&
0 -
Mechanical circulatory After stabilization ‘ ,@‘0
support according to recommended as in &
Heart-Team protocol. stable multivessel &0%
CAD. o
Informed Verbal witnessed Verbal witnessed Written informed | Written infgﬁaﬁed consent.? Written informed consent.?
consent informed consent informed consent | consent.? &
or family consent if [ may be sufficient 0000"
possible without delay. | unless written rif&
consent is legally v
required. nQ(\T

4




WESN AT ad Hoc et
pluritronculalres 2

% Angor stable :

> plyfﬁt NON &
?&1 eart Team &
C &
@ @Q@
% Et dans les SCA? ¥
©
«9”« * Situation stabilisée: méme CAT que pour le corgﬁarlen stable.

* Situation non stabilisée: S

- DT persistante, modifications du ST@‘
- instabilité hémodynamique et/oq@fythmlque
- ATL had oc ok o o



Revascularisaticin des pluritronculaires

0
&Qx N

S e P - : - . :
Indications for revascularizatiogin patients with stable angina or silent ischaemia

o

Extent of CAD (anatomi‘égrandlor functional)
\

Leftx‘ in disease with stenosis >50%?
A

@ﬁ%y proximal LAD stenosis >50%?

S
For progno@]%
RN

N

Two-vessel or three-vessel disease with stenosis > 50%? with impaired LV
function (LVEF<40%)*

o2
@

Large area of ischaemia (>10% LV)

o°°g

@
&

Single remaining patent coronary artery with stenosis >50%?

©
«-
N
B

Any coronary stenosis >50%? in the presence of limiting angina or angina
equivalent, unresponsive to medical therapy

29
éb\
References (\C\\'
)
2
108,134,135 @
94,108, 1 35é|$§
=
93,94,188,112,

|2!$&"37_|42

%@9\?,97,99, 143,144
Q)

54,96,105,108,
118-120,145

PClass of recommendatio
“Level of evidence.

CAD = coronary artery disease; FFR = fractional flow reserve; LAD = left anterior descending coronary artery; LV = left ven
*With documented ischaemia or FFR < 0.80 for diameter stenosis << 90%. <0
n. éOQ“
S
60
&
O
C)O
&Q/
o5
q/
,\©
N
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5/Lésion coupable ?

NS ‘l &
@e@ Q,é"o
* Au m°oms 2 critéres angiographiques en faveur de &0\\@
I;u\pture de plaque (ESC) @‘°
o&&% @éo&)o
o 3 thrombus ? 6,«°°@
2 —> ulcération de plaque avec prise de contr&&fe d’allure
extraluminale? &0@6
- dissection ? bﬁd\ﬂ
- retard de flux ? ey
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Lésicin coupable ?

'roe’ée? ,\'\6‘@}8\\
+ Origfitation par ’ECG (mais sujet a caution...) &
<0 2
R o
60060 c’;~‘°°®
& . . . . &
5 Orientation par ETT et/ou ventriculographie
%&Q :\0\
< Ky
Vv . . &
* Imagerie endocoronaire : OCT ++ &
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FrOGH

French Opﬁcol coronary imaging Group

&0 Institut Mutuallste Montsourls
'0"0
. te,e’é
] ] @ ‘
American
Heart o
~2~/\o Association.
ol
%9
N \)c}\
Optl@ﬂl Coherence Tomography to Optimize Results of Percutaneous Coronary @5
Interveg&on in Patients with Non-ST-Elevation Acute Coronary Syndrome: Results of the T A
Ml{ﬂ center, Randomized DOCTORS (Does Optical Coherence Tomography Optimize CHYlormont Ferrand
Results of Stenting) Study <
Nlcolas Meneveau, Geraud Souteyrand, Pascal Motreff, Chnstophe Caussin, Nicolas Amabile, &
/\’atnck Ohlmann, Olivier Morel, Yoann Lefrangois, Vincent Descotes-Genon Johanne Silvain, )
V" Nassim Braik, Romain Chopard, Marion Chatot, Fiona Ecarnot, Héléne Tauzin, Eric Van Belle, @KQ’
Loic Belle and Francois Schiele 8\0\
&o\)% Nicolas Meneveau, MD, PhD,
CHU Besangon
Circulation. published online August 29, 2016;
Circulation is published by the American Heart Association, 7272 Greenville Avenue Dallas, TX 752@?
Copyright © 2016 American Heart Association, Inc. All rights reserved.
Print ISSN: 0009-7322. Online ISSN: 1524-4539 @"
o°°q
©Q:§ Ins::::tisr?:t:(: ﬁ:sat:shstjz;\zs;ris
Q
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&
L

Hﬂt@&s patients referred for Angiography & PO
&"‘m O centers [n=1935 over 28 months |

o Angiography identifying the ACS lesion suitable for POl é&\@
& N
X9 Q
5«& Inclusion criteria not met, or ¥
«0& exclusion critefia present- n=1695 Q‘bé
Q
o &
> ; o
N Randomized in the DOCTORS trial: n=240 05\\0
§ &
& &
N \s@'
& l <
Q\«© Angiography + PCI guided by &
v OCT- gusded PCI: n=120 angicgraphy akone: n=12'|'.']{®°~
8*6\\
9
PCI optimization if needed <S°
e

L]
Primary Endpoint: Fractional Flow H“‘HA#”
l o9 |
Secondary/Safety End ?ﬁ’:.
Periprocedural Complications, type 4a @\and acute bidney ingury
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K
& 5
* FFR post sgenting A 10 —p Y
RS <®<‘-
%f\o fe}\a
° &
© S
-ebo 6\)&,\\0 o
Qée 'ﬁ'- Qéo
< , 09 \,}@.‘
* FFR plus elevée 2
3 . . < o
¥ quand ATL optimisée /OCT & \
8‘0\
S
p = 0.005
. . 0.8 éoz:«&c
Post dilatation plus nombreuses Rl —
Wﬂiﬁlﬁm OCT-guided group
000
o



6/ Mode de Revascularisation ?

& N
o AN =0 o
« 1/ Si Situgtion clinique stabilisée: 5
& ' S°
+ Hegft TEAM : &
X . 7 . )
@9 Scores de Risques opératoires : STS, Euroscore 2 &
0 &
Oo@& &Q@b
& * Score anatomique : SYNTAX Score &
& P
* SYNTAX SCORE 2 &0@&0\
*2"‘
Oeo
. N N
* Diabete? &
QC)OQ
q:g&

© y
# Thorax Hostile ? Redux? AortgPorcelaine? Post Rx? ﬁi!.‘é%i.des

Cardiologues des
Hépitaux
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6/ Mode de Revascularisation ?

é'e?' —— V4 @8\@‘
o 9 ofe 7 &
+ 2/ Patight non stabilisé : &
S &
N S
<0 &Q,Q
é@?“ . . (‘@
< Faire au mieux 0
'@66 ob\)
S o
P @a
Ué\o 0
o7 ATL ad Hoc e
Q'(\ 060
P &
6\\{0
V 4 L o o L] e 7 &
La lésion coupable si identifiée &

b\)
Revascularisation la plus complete o[\g‘éssmle
O

&
q‘/b

,(\@ Collége
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=
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2,

Q&

SYNTAX Score I

Lesion 1
(segment 1): 1x2= .-
Length >20 mm %
Thrombus 'Q,"oe’
Sub total .-'es:'ogo}
&O

RS

Lesio ﬁ’o

(se nt4): 1x2=
56 otal lesion 2
S

Lesion 3

(segment 6): 3.5x2=
Length =20 mm
Heavy calcification
Sub total lesion 3

Lesion 4
(segment 7): 2.5x2=
Sub total lesion 4

Lesion 5
(segment 11): 1.5x2=
Sub total lesion 5

TOTAL:

B ol

SYNTAX SCORE
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MACCE by SYNTAX Score 23-32

(]
S .
é‘e?g ég\\
& = \\&
2 p=0.08 - o
& £ @
N \E Q‘%{\
\2\'\0 o 23 "
: @
< = &
& § L CABG N
S v _ i Q@
& [ TAXUS .
< 0 N
e <0
v 0 12 24 36 48 60 &
q/Q(\ Months Since Allocation ‘ 606
: N . &
The cumulative MACCE rate is displayed for the SYNTAX Trial group r{a@ score corresponds to.
e?b
S
%‘t
O
o3
b\)
&
o°0§
C
5
'\©Q/
N



Euiroscore 2

Cardiac related factors

Age : (years) &00

Gender \2“‘
O
Renal impairment2 S:

See calculator below for, tinine
clearance

Extracardiac gﬁopathy 3

o @04
Poor moll
o

Prev&ﬁ'ﬁs cardiac surgery
@ronic lung disease 5
Q
q/Q Active endocarditis
Critical preoperative state 7

Diabetes on insulin

Clear

-

LA

303553

NYHA v v ¥5597029

CCS class 4 angina ® ée,@
O\
LV function [poor (LVEF 21%-30%) O V| [-8084096 |
O
N
&
|n0 V|0

A
Pulmonary hypertension 1 Q;«Q)

Operation related factors

L]
o]

Urgency 1
Weight of the intervention 2

Surgery on thoracic aorta
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2
Recommendation for the typegf revascularization (CABG or PCI) in patients with SCAD with suitable coronary anaton'&e’

for both procedures and log:?)redlcted surgical mortality

'\0
R &
xE 7
Recommendations acco ing to extent of CAD CABG PCI ’o{\\e
N

A0 Class® Level® Class® Level®

X . 4 R 2
One or two-vess’%ﬁlsease without proximal LAD stenosis. C C <

O . -
One-vessel disgse with proximal LAD stenosis.

-0 - - -
Two-vessel@isease with proximal LAD stenosis.

Left mgtbozlisease with a SYNTAX score < 22,

o
Lefghain disease with a SYNTAX score 23-32.

c¢131"c main disease with a SYNTAX score >32.

Three-vessel disease with a SYNTAX score < 22.

’ Three-vessel disease with a SYNTAX score 23-32.

‘ Three-vessel disease with a SYNTAX score >32.

A
B
B
B
B
A
A
A

UM Wm0 P>

I07:\@8,I60, 161,178,179

O
ng 108,135,137

17,134,170

17

17

17,157,175,176

17,157,175,176

17,157,175,176

CABG = coronary artery bypass grafting; LAD = left anterior descending coronary artery; PCl =

*Class of recommendation.
bl evel of evidence.
“References.




Collége

National des
Cardiologues des
Hépitaux

o
\2\
O
oé

* S\QNTAX Score 1 +
o(\
<~ FEVG

%Q\«@tb AGE
CKD
SEXE
BPCO
TCG

X
%&
&Q’Q

SYNTAX Score II © .

SYNIAX LL

b\)
O
Q,Q
Decision making -between CABG and PCI- guided by the SWAX Score II to be endorsed
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'09
é”é
&
PCI &
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Treatment recommendat:orfﬁ) CABG




7/ Revascularisation: « tout tout

de suite »?
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intervention based
on best evidence/
availability.
Non-culprit lesions
treated according
to institutional
protocol or Heart
Team decision.

Multivessel SCAD

NSTE-ACS
Proceed with | Plan most appropriate intervention

intervention based | allowing enough time from diagnostic
on best evidence/ | catheterization to intervention.

I I

SCAD with ad-hoc >l

indication accorling to

predefined Hecrt-Team
protocols

intervention
a ing to institutional
@otocol defined by Heart Team.
9




8/ Choix du stent ?

ESC 2015 & &
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New—gengﬁatlnn DES are
|nd|cage%| for percutanous
tre%ment of significant
g&rnnar}r lesions in ACS
“patients.

125, al°“29 132,
I33@Q] 96,199,200

« Stratégie hydribe :BMS ou Blofreedom® (Leaders Free)
pour DAPT courte _@c,ooq
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Take Hoine Message
NSTEM! Pluri tronculaire

s leferenaetg,fes situations « stable »/ « instable » ou « critique » &
# Conﬁrm@fo le statut pluri tronculaire : penser a FFR (non culprit les:onz)e
% Ewte\ﬁ’es ATL ad Hoc pour les SCA ST- « refroidis » : ;\\o‘\&
SHEART TEAM &
*ib 'ATL ad hoc pour les SCA ST — «instables » <
S OCT ++ : déterminer la [ésion coupable + optlmlsatlon M’L
* Revascularisation la plus compléete possible : memoeftemps ? Différée?
* Stent actif ++ 5
N

* Choix du patient (quand c’est possible..) ¢
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=l Angioplastie ad hoc
du pluritronculaire :

NaNadam

% Paa%ent instable sur le plan ischémique: douleur
& “persistante, modification ST

g S+ Situation clinique critique o
* Anatomie plutot favorable R

* CONTRE: &
* SCA «refroidi » O&‘\
b\)
# Tri tronculaire avec anatomie défavorable - Diabete
C)O

« Staff médico - chirurgical &
A
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Information

Recomrq@gdations

Itis re&@?nmended that patients
undgfgoing coronary angiography
a\e@ informed about benefits and
Krisks as well as potential
therapeutic consequences
ahead of the procedure.

It is recommended that patients
are adequately informed about
short- and long-term benefits and
risks of the revascularization
procedure as well as treatment
options. Enough time should be
allowed for informed

Ldacision.making

It is recommended that institutional
protocols are developed by the
Heart Team to implement the
appropriate revascularization
strategy in accordance with current
guidelines. In case of PCl centres
without on-site surgery,
institutional protocols should be
established with partner institutions
providing cardiac surgery.

It is recommended that patients for
whom decision-making is complex
or who are not covered by the X
institutional protocol are discussé@
by the Heart Team.
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8/ Choix du stent

gwacfuatnn des risques relatifs du pontage et de I'angioplastie (Euroscore, score %vhtax)

S Discussion médico-chirurgicale (dans certains cas en urgence) "
sy v
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Fat:ent é haut rlsque de rastér\;\d@a ‘ Autres patients
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'\
(19



