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S’CA a haut risque
deﬁnltlon du risque résiduel ¢

. R|sqae résiduel de cholestérol é@@@@
;@CLDL c élevé &

p +°— CRPus basse «oo@@é

%&(@%’ Risque résiduel d’ inflammation e

— LDL-c bas &b@@
— CRPus élevée O@f"

e Risque résiduel thrombotiqgﬁ
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QO@%CA a haut risque
définition du risque résiduel

D
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Les MAE“CE &

— g% a un an, (déces, infarctus, AVC) &

s
.6@0 » Déces cardiovasculaires (3% / an) &c}@
Oooq@ * Récidives ischémiques, (SCA et revascularisation méme terrltouaé ou non)
(L,g@“ « Evolution de I'athérome sur d’autres territoires, (AVC, AOMI)s*
Q\«© « Malgré un traitement adapté &
v .,\@"‘@%
&O

2 périodes: &

— <12 mois: courbe non linéaire decr0|ssant@e‘§evenements en rapport

O
avec I'épisode initial @&
— > 12 mois: courbe linéaire d’ evenemeﬁfs non nuls
o
<\©
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@SCA a haut risque
de‘flnltlon du risque résiduel

& &
&5\@ @{-\\e}\zé
* Au siveau coronaire: Q@@Q
Rlsques sur le vaisseau cible du SCA \0@6‘\"
_Q@«a°°° e Resténose intrastent (18% a 4 ans avec les stenoks actlfs —
\«@‘ﬁ’ polymere dégradable — derniere generatlon)

* Progression de I'athérome a proximité; .\@@6
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— Risques sur les vaisseaux non traq‘tes
* Aggravation de lésions coronalrcé% initialement non critiques



<
Collége &
National des &
Cardiologues des &é\e’
Hopitaux Q“"

SCA a haut risque
" le risque résiduel

O~2~ &

Cg» que nous avons appris des études: ¢
— OACIS
<"~ REACH r
— GRACE &&0
— APOLLO K
— PROTECT
— PEGASUS TIMI 54
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The Higheg@ﬁ?sk of Recurrent MI Occurs in the Initial Year

Post- Dlschagg@ but the Risk Is Continuous and Linear up to Year 5
* OACIS Registry: Obse@?‘étlonal study of recurrent Ml in Japanese patients with

acute Ml with up t@*’g years of follow-up (n=7870)
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Risk for recurrent Ml stays constant over « 5-year period;
this is consistent with risk data across different registries and countries
MI, myocardial infarction; OACIS, Osaka Acute Coronary Insufficiency Study Q'(\
Nakatani D et al. Circulation 2013;77:439-446 )
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Prior Ml Patients Both With an&W|thout History of Ischaemic Events Have a Continuous and
Llneagmsk of CV Death, MI, or Stroke for >3 Years

* REACH Reglstry*. £V risk in patients with a history of ischaemic events
(M1 or stroke) a@%asellne (n=21,890) <
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*A prospective, observational registry of outpatients 245 years of age with established history of CAQ,“-CVD, PAD, or 23 atherosclerosis risk factors were followed up to 48 months

8AD, corgnl_ziarylarr;tery disease; CV, cardiovascular; CVD, CV disease; Ml, myocardial infarction; R@ peripheral artery disease; REACH, REduction of Atherothrombosis for
ontinued Healt N
Bhatt DL et al. JAMA 2010;304:1350—-1357 (19
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Prior MI Patients Both With a(g&ﬁNithout History of Ischaemic Events Have a Continuous and
Lineabgéﬁisk of CV Death, MlI, or Stroke for >3 Years
*  REACH Registry: 4-yeags€vent rate in patients with prior Ml and no history of stroke or

TIA (n=32,307%*) ,\0&"’
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1st year 2nd year 3rd yeg&’ 4th year
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Year of follow-ue)o“Q
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*Qut of 65,531 initially enrolled in the study, 49.3% (n=32,307) were eligible for 4-year follow-up , ©
CV, cardiovascular; Ml, myocardial infarction; REACH, REduction of Atherothrombosis for Co@{u\]ed Health; TIA, transient ischemic attack

Abtan J et al. Clin Cardiol 2016;39:670-677 YV
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1/5 Patlent8><\N|th ACS Will Have Died Within
<<5 Years of Their Index Event

* GRACE Registry: Longoq?.erm 5-year prospective analysis of UK and Belgian patients
with ACS (n>3OOOC}fJ
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STEMI NSTEMI
b\)
n=1403 n=1170 & n=850
(\Q
QC)
&
Post-discharge deaths occurred in 68%, 86% and 97% of STEMI, NSTEMI and UA patients, respectively ff,b

ACS, acute coronary syndromes; GRACE, Global Registry of Acute Coronary Events; NSTEMI, non-ST—segnw@elevation myocardial infarction; STEMI, ST-segment elevation myocardial infarction; UA,
unstable angina N

Fox KA et al. Eur Heart J 2010;31:2755-2764 (19
10
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The ”PEGASL}J$<2Like” Cohort Showed an Elevated Cumulative Risk
for Ml,ﬁroke, and All-Cause Death Versus the Total Cohort

long-term over 3 %;érs (n>150,000)*

<
@
Wstroke/all-cause death
)
3-year%@0‘1%sted* cumulative risk, % (95% Cl)
']
30"5\@ England 21.3 (18.2-24.2)
O ——  Sweden 19.8 (19.4-20.2)
&d?%' —  USA18.2(17.6-18.9)
™ _— -
QQ 20- France 16.7 (14.3-19.2)
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Follow-up (years)

APOLLO 4-country total cohort (n>150,000)*

APOLLO 4-country an\gfﬁ\/sis* prospectively followed post-MI patients, event-free for 1 year,

Adjusted risk (%)

Mi/stroke/all-cause death

3-year adjusted* cumulative risk, % (95% Cl) ,\(‘\@l
X
S
50 England 28.9 (22.4-34.8) \\ee
— Sweden 25.9 (25.5-26.4) rb(&\e’
40- — USA 25.5(24.6-26.3) X
= France 24.4 (21.0-27.8) 6@6\
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APC@\cohort >65 years-old “PEGASUS-like” patients™

I

6\3
Data are consistent across different registr&gﬁ’and countries

X

&
*Adjusted for differences in study populations; TPEGASUS trial inclusion criteria included age 265 ye@%-old as an additional risk factor

Shaded areas / figures in brackets [95%CI]

Cl, confidence interval; MI, myocardial infarction; PEGASUS, Prevention of Cardiovascular Ev&:ﬁs in Patients with Prior Heart Attack Using Ticagrelor Compared to Placebo on a

Background of Aspirin

1. Rapsomaniki E et al. ESC Oral presentation 2014; 2. Rapsomaniki E et al. Eur Heart J Qual Care Clin Outcomes 2016;2:172-183
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<Aehatom|cal Risk Factors:
Non- CuLpﬁlt Lesion Versus Initial Culprit Lesion

(\
\\o

Recurrent event@ in ACS patients are as likely to originate from

t«OI’eS|on as they are from the initial culprit lesion
All events e’é\\é@
20.4% 'Q}\Q
Q'b&
&
<
Culprit lesion-related events 12.9% ob&}\
11.6%®@Q
&
&

I
1

P

ACS, acute coronary syndromes; MACE, major adverse cardiac events; PCI, percutaneous corqq@/ intervention; PROSPECT, Providing Regional Observations to Study Predictors of
N

Events in the Coronary Tree

Stone GW et al. N Engl J Med 2011;364:226-235

q/Q
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ACS, acute coronary syndromes; MACE, major adverse cardiac events; PROSPECT, Providi‘m% Regional Observations to Study Predictors of Events in the Coronary Tree

30 —O\*)@’ Group 1 (Patients with two or more non-culprit lesions)
le” === Group 2 (Patients with one non-culprit lesion)
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The Cumulative InC|doe‘hce of MACE Increases Over Time With the
Number of(Non Culprit Lesions in Patients With ACS

Brener SJ et al. J Am Coll Cardiol Imag 2012;5:S86-94
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SWEDEHEART (PRECLUDE)
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The Risk of Non- Culprlt—Rze?ated Recurrent Ml Is Twice That of Culprit-Related
,\\00 Recurrent Ml

e SWEDEHEART (g<R°ECLUDE) A prospective study with 8 years’ follow-up using
data from SV\A@DEHEART and defined culprit lesion at index Ml (n=41,789)

‘ %, 0.087 == |ndeterminate g\@"
Q)@Q’ == Non-culprit .{\\é
PR >
N == Culprit &
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Treatment (years) 6\\9

Recurrent Mi Recurren’. Ml Indeterminate
related to non- related to culprit recurrent Ml

culprit (n=1193) (2=597)

Cumulative event probability at 8 years

Cl, confidence interval; MI, myocardial infarction; PRECLUDE, Pattern of Repeat Cardiovasc ggS/\Events During Follow-up After First Diagnosed Event-MI; SWEDEHEART, Swedish
Web-system for Enhancement and Development of Evidence-based care in Heart disease E@gtuated According to Recommended Therapies
Varenhorst C et al. Oral presentation at AHA 2016 14
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§CA a haut risque
d@flmtlon du risque résiduel

é& &
Objectlfs"prlorltalres s
° N - f@@@
. Idggﬁtlflcatlon des patients a haut risque "
& &Q@c
&“’O &Q)
> o e , <9
\«@ﬁ’ — Assurer un suivi plus rapprocheé ? &
S

— Administrer une thérapeutique plus @edaptee et agressive ?

* Prolongation de la DAPT Qf
* Traitement hypocholesterolemlantOE)Ius intense
fi‘-’
©
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o “SCA a haut risque
Facteyrs influencant le risque résiduel

Qjo \Q}b\
e SCA-1¢re anﬁee &
— Compl@%te de la lésion coupable, (Yeh, JACC 2017, 18: 2213-2223) &ca\\z
- Imptﬁntatlon d’un stent nu i

{§at|ent pluritronculaire &
y SCﬁ > 1% année: o°
S NSTEMI &
< — Coronaropathie pluritronculaire <9
— Patient agé &
— Diabétique &
— Antécédents cérébrovasculaires ©
— Artériopathie périphérique /\o\‘?
— Antécédents de cardiopathie ischémique et d’ msuffsance@grdlaque
— Antécédents d’insuffisance rénale bo

@%
O
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e SCAa haut risque:

e Détection de Ia,@pfaque vulnérable (écho-endo ou OCT)

identificatigﬁQdes patients a haut risque:
quels@gf’(amens pour quels patients?
g Une illusion... -

<
o
< \Q)

Corps néo@é)tique important @

. Q'

Chap%ﬁ%reuse fine A

Cogps lipidique important )
°

— _§énudation de 'endothélium ou adhésion plaquettaire $
—> Inflammation active 606

&
S

. Détection de I'ischémie résiduelle: &

Etude PROSPECT: ©
* Plaques a chape fine: risque accru de complication (*3,5)
*  Possibilité de stabilisation spontanée <0
* Présence: valeur prédictive négative élevée, mais valeur prédictive positive faible < 25% Q,%'

&+ Prévention de la thrombose de stents: multifactorielle &
4

Précoce: défaut d’endothélialisation S
Tardive: inflammation, néoprolifération, malapposition 0@6

Variables associées: arrét prématuré de la DAPT, contexte de SCA, diazbféc{e, insuffisance rénale, dysfonction
VG et critéres anatomiques lésionnels (Iésions type C, longueur > 284nm et diametre 3 mms, nombre de
stents, diametre luminal minimal en fin de procédure, dissectior&ﬁhrombus résiduel ou malapposition)

place des explorations non invasives de stress
A quelle fréquence les répéter? qr}?
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SQA a haut risque:
|dent|f|cQ;¢on des patients a haut risque
@Les outils d’identification

* Période mstgabcie < 12 mois (déces, infarctus, thrombose de stent) &

— Score Q}fACE (prédiction du risque de déces) N

— SCO{@%RUSADE (risque hémorragique)

g@b‘re PRECISE-DAPT @fe@

c° <°

. cBerlode stable, > 12 mois &
A Score DAPT: (intégration des risques ischémiques et hémorragiques) ,\o N

— Score SYNTAX (evaluation de la complexité et diffusion des lésions cor‘\gﬁalres initiales)

— Score angiographique (3 vx, 2 stents /bif, cto, Ig stent >60 mm) &

— Score calcique coronaire (> 400: risque *3) &6\@
— Atteinte artérielle périphérique (*2,5 le risque de survenue d@¥ événement ischémique)
—  Critéres PEGASUS ++ éc}”
b\\
&
&
5
%
©
S
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RISK scores valldatéd for dual antiplatelet
therapy duratum "decision- making

N
éb
X
&
®6
\\Q)
{\\.

@Q

@ESC

European Society
of Cardlology

_ _ . . N _ashuitetun e <@
Time of use & Atthe time of coronary stenting After 12 months of uneventful DAPT é@,ﬂb\
DAPT duration G{Q%V Short DAPT (3—6 months) vs. Standard DAPT (12 months)vs. Q)é\\
strategies assesseg‘\\' Standard/long DAPT (12-24 months) Long DAPT (30 months) N

N
Score calculatbm‘n HB 22 11511 105 <10 Age oS
0\2\ T T T T 1 >75 =2 pt '06\
> WBC <5 8 10121416 18 220 65 to <75 ~1 p\go‘(\
) o.,bo I 1 I I 1 I L) <65 &ﬁ
& Age s50 60 70 80 =290 Cigarette smoking pt
Ooo acl >1 Ioo ' 82) : I60 ' “40' I20 0 Diabetes mellitus \Q}Q’Qﬂ pt
hhL TEd gL T T M1 at presen tation < +1pt
. " ¥ Prior PQ or prior M| A +1 pt
Prior o | 5 Paclitaxel-eluting stent .¢ +1 pt
Bleeding o2
S 024 6 81012141618 202224262830 Bfgnidiometer < @ o
P::)(:rr‘tes | P25 P PR SR 1. FRLU R PR JEA L P ISR 1. P P | CHForLVEF<30°Ig&O +2pt
Vein graft sten 1> +2 pt
Score range 0 to 100 points \(}\" -2 to 10 points
Decision making Score 225 = Short DAPT O Score 22 = Long DAPT
cut-off suggested Score <25 = Standard/long DAPT b Score <2 = Standard DAPT
Calculator www.precisedaptscore.com C)o(@ www.daptstudy.org
< @
www.escardio.org/guidelines 2017 ESC Focused Update on DAPT | Oi?ro nary Artery Diseasae, tdavalopad in collaboration with EACTS 7

{European Heart Journal 2017 - dojx

4.1093/aurheartj/ahx419)

Prise en compte du risque hémorragique (>=25 ou <=2)
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Objecbtéf”fs de la DAPT prolongée

@Q
\.

<>
ef’ IS

* En termfes d’ischémie: Réduction:

\&
&

— De survenue de nouveaux évenements |schem|qués
w‘f)u risque de thromboses de stents 6oc;@
@o°°g— De la mortalité cardiovasculaire &

e Pas d’augmentation: S
— Des hemorragies e
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Dgﬁnees de vraie vie:
p‘folongatlon de la DAPT

* Registpé FAST VIE
— 25% des patients poursuivent la DAPT a un an etA?%
s32ans &
C)o‘\cg Q«QQ
©(§<& ‘6’&0\)
N <
vV .,\@"‘@%
* Registre CRAC f&&
— > 50% des patients poursuivent&kéiéDAPT au-dela d’'un
an CPQQ
o
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@ la DAPT prolongee

“ m Effet isch. Effets saignts

DES LATE 2038 12m = >12m Pas de difi
EXCELLENTs2012 6m =12m Pas de diff
PRODI@?‘ZOlZ 7 6m = 24m Plus de saigmts
RE,SET 2012 3m=12m Pas de diff
QP?IMIZE 2013 3m=12m “lus de saigmts
@ct?& ARTIC 2013 12m=>12m | Plus de saigmts
19'\“ ISAR SAFE 2014 4 6m =12m Plus de saigmts
ITALIC 2014 6m = 24m Pas de diff

DAPT 2014 30m>12m Plus de saigmts
PEGASUS 2015 33m > 12m Plus de saigmts




() -. PEGASUS-TIVI 54: Study Design
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\30
Patients aged 250 years V\gt’fﬁ a history of spontaneous Ml 1-3 years prior to enrolment AND
at\)l@%\st one additional atherothrombosis risk factor*
oy (N=21,162)
é‘o

(%)
‘0"0

— AN w — LY -

| Ticagrelor 60 mg bid
+ ASA 75-150 mg/day

NN - Tu.

(f_,-e@“ Minimum of 12 months’ follow up: AP
© ' &
& Every 4 months in Year 1, & |
. %]
then semi-annually s
L] - &
v &0\}%

Primary efficacy endpoint: CV death, ﬁfl or stroke
Primary safety endpoint: TIMI- defln@ffmajor bleeding
C)
\«©(£b
Bonaca MP et al. N Engl J Med 2015;372:1791-1800 P

23



()5 - PEGASUS-TIMI 54: Inclusion Criteria

Hopitaux
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{\6‘
 Age =50 years sld
* History of a‘spontaneous MI 1-3 years prior to &
enrolmgﬁt and one additional high-risk feature °
— Agé’i65 years old @@@Q@&"’\
—aff)labetes mellitus requiring medication &c;@@

o° — A second prior spontaneous Ml
< — Angiographic evidence of multivessel CAD o

— Chronic, non-end-stage renal dysfunctlgﬁ (CrCI <60
mL/mln) g\

* Prescribed and tolerating ASA agﬁﬁe time of enrolment

Bonaca MP et al. N Engl J Med 2015;372:1791-1800 Q\
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= Ticagrelor 90 m
xS
9 t§9
Ko
R

S
Q
-
(1]
S
e
[
Q
S
wl
c§$§
&Q’O
3
YV
©
o
Q
Vv
0 3 6 9
No. at risk
Placebo 7067 6979 6892 6823
90 mg bid 7050 6973 6899 6827
60 mg bid 7045 6969 6905 6842

12

6761
6769
6784

P<0.026 indicates statistical significance; Cl, confidence interval; HR, hazard ratio

Bonaca MP et al. N Engl J Med 2015;372:1791-1800

\\Q)

15 18 21 24
.QJ%
Months from randomizagéﬁ'\
@)
6681 6508 %236 5876
6719 6550 q° 6272 5921
6733 6554 6270 5904
X
('1/

5157
5243
5222

30

4343
4401
4424

33

3360
3368
3392

PEGASUS-FIMI 54: Primary Endpoint

36

2028
2038
2055
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P<0.001*

TIMI major
bleeding

Indicates nominal P value
Rates are presented as 3-year Kaplan-Meier estimates
ICH, intracranial bleeding
Bonaca MP et al. N Engl J Med 2015;372:1791-1800

P<0.001*

1.3 12

TIMI minor Fatal bleeding or
bleeding ICH

B Ticagrelor 90 mg bid

0.3 0.3
0.1

Fatal bleeding
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Efficacy of ticagrelor in reducmga risk of atherothrombotic events declines with increasing

dqmtlon of P2Y, inhibitor withdrawal

The greatest benefit was seen lgf’patlents who had discontinued P2Y,, inhibition within 30 days,
and the magnitude of this be\&@bﬁt was similar regardless whether the patient’s qualifying Ml was

<2 years or 22 years prior; (ﬁ) randomization

Time from P2Y,, mhﬂ:gﬁor
withdrawal to randaﬁuzatlon

. >30 days

> to 1 year @
S n=6501

>1 year

n=5079

A

@ Ticagrelor 60 mg Ticagrelor better

Bonaca MP et al. Eur Heart J 2016;37:1133-1142

I@I%cebo better
1.0 K
Q/

&
&
HR (95% ClI Pvalue &%

\\®

&QJ
0.70 (0.57, 0.87) &
0.75 (0.61, 0.92) é@‘{\

N\
0.73 (0.61, 0. 87%\;\\0 <0.001

Q
0.90 (0.72,d' 92)
0.82 (Q,é\s 1.02)

ogg(o 71,1.04)  0.11
»@

° 0.96 (0.73, 1,26)
1.06 (0.81, 1.38)
1.01 (0.80,1.27)  0.96
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The greatest beneflt wéﬁh ticagrelor was seen in patients who had
discontinued P2¥y, |nh|b|t|on within 30 days of randomization

S

12 —

<30 days m@rawal
&0\‘)@
ot HR 0.70 &
bf (95% €1 0.57, 0.87) 9.9% ¥
& P=0.0009 d
S

%ﬂ
C—’ Placebo
®>  Ticagrelor 90 mg BID

= Q{Q’% B Ticagrelor 60 mg BID
rOQ

0

| | | | | I |5 I I | | |

90 180 270 360 450 540 ©6ﬁ0 720 810 900 990 1080

Days from r@'ﬁdomization

28



College X2’
: N
National des 0«6
Cardiologues des \(‘\\
Hopitaux Q}é\

The increases (versus placeb0$’ in TIMI major bleeding were similar for the two
@Qtlcagrelor dose levels

O
Time from P2Y,, |nh|bott>6 3-year Kaplan-Meier rate (%)
withdrawal to randogmzauon Ticagrelor Placebo HR (95% CI) P value
&O .
0% 2.36 3.44 (1.88, 6.28 e‘é{@
&30days ' 44 (1.88, 6.28) @9\\6\
&é@ n=7093 @ 2.63 3.30(1.80,6.03)
& 250  0.74 3.36(1.91, 5.92) Qfé”o 001
& <°
& >30 days 2.76 2.85 (1.59, 5@1))
QC)@@ to 1 year —_—— 2.75 2.94 (1. g@ 5. 22)
O —
«° n=6446 2.75 1.20 2. sgﬁ 69, 4.94) <0.001
P o
Q7 2.98 Qfgzs 1.70, 6.33
P >1 year ' %«Q" (1.70, 6.33)
n=5031 @ 1.88 &o\\ 2.10 (1.05, 4.22)
2.42 «550.90 2.67 (1.43,4.98) 0.002
o
&
b\)
P )
‘ | 1 =
0.50 1.50 3.00 "
Ticagrelor better 1.0 placebo betf@?'

@ Ticagrelor 60 mg
(19
Bonaca MP et al. Eur Heart J 2016;37:1133-1142 29
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First Year In Trial Second Year In Trial Third Year In Trial
HR 0.82 HR 0.90 ;\\OQ HR 0.79
(95% C10.67 - 0.99) (95% C1 0.74 - 1.18\50 (95% Cl 0.62-1.00)
4% 4% © 4%
X
<
K
<9
1, 0,
30 4 3% -?}AQ’ 0% 31 3.0%
{Q,e 2.8%
<& 2.6%
2% 4 2% 4 2% A
1% A 1% o 1%
ol
@SOL L] T L] 1 O% T L] T 1 O% T T 1
Qr(\ 0 90 180 270 360 366 456 546 636 72 731 81 911 1001
Vv Median 1.7 yrs Median 2.7 yrs Median 3.7 yrs
From ndex Ml q From ndex M - From ndx I ‘
(12-23) (2.2-33) (32-43)

M Placebo W Ticagrelor 60 mg Twice Daily

Bonaca, M.P. et al. J Am Coll Cardiol. 2017;70(11):1368-75.

TABLE 2 Safety Outcomes

Year From Randomization ~ Placebo  Ticagrelor 60 mg HR (95% CI)
First year 6,996 6,958
TIMI major 0.27 0.86 3.22 (1.86-5.57)
TIMI major or minor 0.38 130 3.48 (2.20-5.50)
TIMI minor on 0.44 410 (1.79-9.42)
Intracranial hemorrhage ~ 0.10 0.15 1.61 (0.57-4.@3?’ '
Fatal bleeding 0.03 0.m 324 (U,@é\\%.OG)
Second year 5,987 5,461 \\Q,@%
TIMI major 042 0.86 be&'%? (125-3.43)
TIMI major or minor 0.55 113 ré@ 210(1.35-3.27)
TIMI minor 0.13 0.22\6‘0 2.36 (0.96-5.78)
Intracranial hemorrhage ~ 0.18 6\@?8 0.99 (0.40-2.44)
Fatal bleeding 0.13 @Q@ 0.04 0.31(0.07-1.51)
Third year 4,93%@‘ 4,447
TIMI major 0’39 0.60 1.65 (0.84-3.24)
TIMI major or minor e)@'Q’G)O.SO 1.03 2.02 (1.14-3.58)
TIMI minor . %{Q’G) 0.13 0.45 3.56 (116-10.92)
Intracranial heg&\'?hage 020 0.28 1.57 (0.60-4.11)
on 0 1.09 (0.22-5.40)

Although ticagrelor reduced ischemic risk in patients with prior myocardial infarction (M), the consistency of its longer-term effects is

unknown. In analyzing the rates of cardiovascular death, M, and stroke (the primary endpoint) at yearly landmarks in the PEGASUS-TIMI 54

(Prevention of Cardiovascular Events in Patients with Prior Heart Attack Using Ticagrelor Compared to Placebo on a Background of Aspirin-

Thrombolysis In Myocardial Infarction 54) trial, efficacy of ticagrelor 60 mg remained consistent over time with a trend toward less excest@q’
L

P

bleeding (safety endpoint). CI = confidence interval; HR = hazard ratio.

)
Fatal bleegPg
ad

9
Val@re n or Kaplan-Meier %, unless otherwise indicated.
b\}IMI = Thromhbolysis In Myocardial Infarction; other abbreviations as in Table 1.

20

-0
&Q
c)°°Q
.@“”
Bonaca, M.P. et al. ] Am Coll Cardiol.

17;70(11):1368-75.
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RECOMM\%NDATIONS ESC 2017

What is new in the 2017 ESC foc&%sed update on DAPT?

&
&

N
ﬁang& in recommendations © ﬁew recommendations 2017 3
@ New/revised concepts

Before — Y

Pretreatn Metallic stent and DAPT duration

Switch between P2Y,, inhibitors

isk scores to guide DAPT duration
—PRECISE DAPT scare
—DAPT score

9
N
Elacrivesuﬁ%y requiring discontinuation
of Y, inhibitor after 1 month

@) Discontinuation of P2Y,, inhibitor thera : :
b‘?‘mgr&hr interruption of 3 days prior after 6 months when ﬂ;un@ ACS patie:;; SPEtIEF profiling S
& elective surgery with PRECISE-DAPT > 25 —Definition of complex PCI S
d)(\(b ’ —Unfavourable profile for OAC and {%Q‘
© rnative to triple 6-month DAPT regimen In patients with —Ger!d:ar mni.u:ieratlc‘.lns and o\’)@'
bleeding risk outweighs the SCAD treated with drug-coated balloon g Dupdiations A
ischaemic risk D °.>
Early administration of ticagrelor/ clopidogrel ENT Suasion ‘"'“‘““Eoﬁ“""s
e in NSTE-ACS with invasive approach —Medical "‘3"389"133’
trea d with OAC should be —CABG or r.ardmg\@ngery
mrmderﬂd at 12 months.
Anhmagul&ﬁ?m and DAPT
Y : —Acutc@hd chronic setting
- . g regimen
| A Jis mmu %bo
«@

ACS = acute coronary syndrome; APT = anti-platelet therapy; CABG = mmna@(ﬁtery bypass graft, DAPT = dual antipla-
telet therapy; Ml = myocardial infarction; NSTE= Non-st-segment elevation; @SC oral anti-coagulant;PCl = percuatenous
coronary intervention; PRECISE-DAPT = PREdicting bleeding Compllcauonﬁn patients undergoing Stent implantation and
subskquent Dual Anti Platelet Therapy; Stable CAD = stable coronary al’t%ry disease.
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Use of risk scoresas guidance for the @ ESC
duration of duagl»“a ntiplatelet therapy Bikottan Sodity

@Q of Cardiology
@
<&
‘e’%, 8\\@'
'S &
p ‘90’ 1 1 \\Q
Recommendatio@e’ Class | Level &
= &
&
The usg"%f risk scores designed to evaluate the benefits and ib
r|sk§$§f different DAPT durations may be considered.
\(\f@
e,CJO\ @
P &
© )
S <
3y &
©
&O
<>
Q\«
@)
Oé
6\)
&
o
www.escardio.org/guidelines 2017 ESC Focused Updata on DAPT in Cos®nary Artery Disease, developed in collaboration with EACTS 8
{European Heart Journal 2017 - doi:l(%:ﬁﬂﬁ/eurheartj/e hx419)
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Treatment
indication

Device
used

00 3 mo. -

r<\ &mo. -

12 mo. -

-

R e aabE L LE LEELLLEY CEEEE

@ = Aspirin

[€] = Clopidagrel

. = Prasugrel

.= Ticagrelar

DES/BMS or DCB

6 mo.
DAPT

Class lia B

@ESC 2017
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What is new in 2 f? Guidelines on AMI-STEMI @ESC
(continued) FS .
& European Society
I’ N of Cardiology
2 2?)17 NEW RECOMMENDATIONS |
« Additional IlpldsFowenng therapy if * Complete revascularization during : <<@"§&
LDL >1.8 mgf&l/ L (70 mg/dL) despite index primary PCl in STEMI patients &
on maxigsim tolerated statins. in shock. ©
IMPME-IT FOURIER Expert opinion o S
i
‘z Q .
www.escardio.orgfguidelines 2017 ESC Guidalines fortha ManagementofAMl-ganl (European Heaart Journal 2017 - doi:10.1093feurh eartjfahx095)
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Dual antiplatelet tthrapy duration in patients @EsC
with acute coroﬁhry syndrome treated with

European Society
narvrnitanan |c@9~nrnnaru intarmantinn faawelmo~dl of Cardiology
’\0\‘)@
il

In patients with ACS who havebggaﬁarated DAPT without a bleeding complication, continuation of DAPT for longer
than 12 months may be coné&gié:red.z‘!"139
aQ

%U
In patients with Ml and\dffgh ischaemic risk® who have tolerated DAPT without a bleeding complication, ticagrelor

60 mg b.i.d. for lonﬁ%han 12 months on top of aspirin may be preferred over clopidogrel or prasugrel.”'">"#2
(@)

N
b\\' XX

6\)
icting bleeding Complications In

2

ACS = acute c%&nary syndrome; b.id. = bis in die; DAPT = dual antiplatelet therapy. Ml = myocardial infarction; PRECISE-DAPT = P
patients und@eﬁfomg Stent implantation and subsEquent Dual Anti Platelet Therapy.
?Class of l§commendation.

b . ;
Leve & evidence.

Byrne et al'*

9
<9
- —— — — — — — — _C\ — S e
3
b\)
&
O(\
&“0
o5
©‘1/
www.escardio.org/guidelines 2017 ESC Focusad Updata on D@} in Coronary Artery Disaase, davalopad in collaboration with EACTS 20

{European Heart Journal 2017 - ¢loi:10. 1095/0urhaarty/°hx419)
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&

* Evaluation du rlsqﬁe résiduel:
— Point crlthuebde prise en charge
— Place de%escores de risque : PRECISE-DAPT (< 12 mois) et DAPT (> 12 Q@S\‘@'
mois) @? 55
— Integratlon des criteres PEGASUS pour évaluer la durée de Ia DAP'[@H

— l&tter contre le mauvais controle des facteurs de risque, le nlvgﬁu de
6ocpreventlon secondaire insuffisant et la diffusion de la malad|§>

&7 athéromateuse &
<
Strategle thérapeutique plus agressive: &
%Q\«© — statines a fortes doses, &
, &
— DAPT prolongée &6\@‘
* Questions en suspens: monothérapie plus puw’sante que l'aspirine
(a quelles doses?) @
S
oo&{&
o



» Ty \ ? 3
wr] e~ Y )
b i

—~

Ty

Merci pour votre attention

]

College
National des

Cardiologues des
Hépitaux



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwix1sf-h8PXAhWCBBoKHRkrAnIQjRwIBw&url=http://www.topopyrenees.com/randonnee-coteaux-de-jurancon-depuis-pau/&psig=AOvVaw30y3ya3ZJOOUAYfxpmAz3j&ust=1510674573501791
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwix1sf-h8PXAhWCBBoKHRkrAnIQjRwIBw&url=http://www.topopyrenees.com/randonnee-coteaux-de-jurancon-depuis-pau/&psig=AOvVaw30y3ya3ZJOOUAYfxpmAz3j&ust=1510674573501791

