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Q@EME@ Si tu ne f@rs pas d’ambulatoire en 2023 tu as

s raté ta vie..
Lésjons complexes ou résistantes
en ambulatoire

Dr Marliere Stéphanie
Cardiologue, CHU Grenoble
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0, Le5|ons GO mplexes Ou résistantes

'@
<
&
Classification ACC/AHA des lésions coronaires &060
&K z .
& Evaluation
’s . !
Type B = Type C angiographique
Q
&
D
» Lésion tubulaire (< 20 mm) ’\%\Q’ = Lésion diffuse (> 20mm)
o
» Lésion excentrique \)9&
A0 » Tortuosité extréme en amont

» Tortuosité modérée en amor&zx

Lésions calcifiées

" Calcification nwg’ércc » Qcclusion ancienne > 3 mois '

. Occlusmn,b©g/m01% Endocoronaire
" OStlaqu’ » (Collatérale dans la lésion

» Bifurcation

» Greffon veineux dégénéré

Thrombus

Taux de succés de 'angioplastie moyen Taux de succes de l'angioplastie faible
Risque modére Risque éleve

« Surgrise » per
procédure
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- Lesions galcifiees : + risques

Facteur indéependant

Ny X Thrombose de stent
Ages Resténose TVF
Diabétiques MACE

HTA
IRC Succeés procédure vs 94,7%

MACE 1 AN vs 4,7%

O
.09

O
ng;‘h cardiovasc interv 2021 Jan 1;97(1):108-120
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Lésions ealcifiées : les outils
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Ballons spegiaux Laser
@Q@
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.Q)g Angiographic Moderate Calcification

Qrib § -] § é : - Nobi Q\ Angiographic Ambigious Lesion
Vv @ ] iy I :
=T ssable
Unersssable 6 - S e 4
a . ROTA ___or undilstable | m:«&‘ - Calc Thickness >0.5 mm
. G B \
i SHOCKWAVE &0\5 1 ]
g i ORBITALE lecivera or O\z\\ Uneilatable .
2 | I \30% |
Al [ ‘gb RA+ CB, RA + VL or RA + OPN-balloon might be considered l
Lmd 2
| | J < |
2019 2020 2021 2022 l OQ"D mmsma,::_;::ﬁi > |
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R Risque specitique pour 'lambulatoire

Procédure et < "
H6 ' > 1 jour...

B tion e THROMBOSE AIGUE DE STENT e MACE
Slow /no flow 0,4% e Resténose TLF
Dissection e Comiplications

e Epanchement péricardique hémorragiques /DAPT

Tamponnade
e Hématome point ponction

Perte branche

Tb rythme tb
conduction
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~ [ Risque specifique pour 'ambulatoire

Lesion closs A or By 'e@

lesion class B, & 75 (175
Lesion closs C @6\) 50 [8%)
Lesion -::rrg-uh:i\lgs% »45° 124 [20%)
Lesion colcifiSation |7 [2.7%) <
CTO @g?? @ [1.4%) &
Elﬁjrgxﬂmn lesions 42 [T%) S
Gr&‘ﬁ vessel disease 12 (3%) {@"’
f\o <& .
ooécz\ Tabla lll. Inhospilal odverse dinical cuicomes %oo@g Strlde
o) Q)
& Complications 0-6 h 624h  >24h & 2008
«C &
o Access site bleeding [minor) 11 [2.4%) Mone Mone @g,&o

(19‘13" Access site bleeding [major] MNons MNone Mone &

Pastprocedure infarction 8 (1.8%) Mone Hm.ng@@
revascularization 4 (0.9%) Mone Hgﬁﬁoe

Ventriculor tachycardia 1 [0.2%) Mone \z\fﬁme
CARG Mone Mone Oeo | (0. 2%)
Death None None o 1(0.2%)
Adrial fibrillation Mone Mong® 1 [0.2%)
Stroke Mo IiShe 1 (0.2%)

Jabara. Am Heart J 2008 156 :1141-6
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Table 3. Procedural and In-Hospital Dutco&% (n 200 Patients) (Table view)

A0° MB (n=100) RA (n=100) P Vvalue
Procedural duration, min & 78 5+40 6 8824349 007
Fluoroscopy time, min &0\3\ 196413 .4 239412 2 003
Contrast amount, mL b@' 2300493 8 233.0+109.1 0.83 \g\@‘
Large dissection, =5 mgp 7 (7%) 3 (3%) .33 {\{\\Q
Perforation \o_,(o 2(2%) 4 (4%) 0.68 009
Pericardial effus@ﬁ @ (0%) 3 (3%) 0.24 &Q}\
No/slow flows™ 0 (0%) 2 (2%) 0.49 QQ"’
Final TIaRfow <lli 0 (0%) 1(1%) 0.99 o
ResidJ8) stenosis >20% 2 (2%) 0 (0%) 0.49 ,oo@
st failure 4 (4%) 1 (1%) 0.36 6\)5”\
ié'rossover W 0 (0%) "~ <0.0001 | Q,Q@

&000 Strategy success” 81 (81%) 98 (98%) 0.0001 &Qf
qg? Death 0 (0%) 0 (0%) 1.00 I
,b© MI 1(1%) 2 (2%) 1.00 ée’%
q,Qq’ Target vessel re-PCl 0 (0%) 0 (0%) 1.00 {QJ@Q’
CABG 0 (0%) 0 (0%) 1.00 @
Stent thrombosis 0 (0%) 0 (0%) 1.00 a&o
Access site complications 3 (5%) 3 (3%) 0.72 &0\)
Post proceduralCK-MB 17,5 19 0,85
Post procedural troponine 0,09 0,09 6°O
&
o‘\Q
P R E PA R E CA I.C @0@60 Abdel Wahab Circ cardiovasc Interv 2018

Collége
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EXPERIENCE UK & o &
Q © &
<®6® o é&‘
. , NG ~ | 5@
4591 PCI non compliqué _&° 2 &
<3 g 9] (Q@QQ’
S o o o
O O e
2,8% ROTA > 5 © &
b\) & o | 6@0
& N 337 > a8
1,4% EN 2007 338 2014 =L
o o
fl,@:b =8 N -

&
2007 2008 2009 2010 2011 g2 2013 2014

Year of operation &0\)%

—&— Same Day Discharge @—@— ét'.hel\cﬂ:omplicated Overnight stay

S
S

Taxiarchi et al. Rotational atherectomy and sam%@é’ay discharge. Catheter cardiovasc Interv. 2021; 98 :678
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Complications angiographiques :

ORBIT 2 / REGISTRE N

:&O
é"’e
type C-F dissections 3. 4%qé‘f) 9%
perforation in 1.8%/ 0 gf
persistent slow rowQ% 0.9%/ 0.7%

abrupt vessel clgﬁure in 1.8%.
S
o°°

* MACE J3@‘Yate of 14.0%=
non- Qwa?/e Ml 12.0%

TLR 1%

cardiac death 1%
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=0 Atherect@mle orbitale en ambulatoire

1 experience monocentrique NY

309 patients &
Ambulatoire (30.4%) ~;\°°
Pas de complication apres sortie &

MACE J 30 days 1 patient (1 .O@‘%) saignement digestif
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sBwncs Ly Lithotgipsy en ambulatoire e

rQJ@
) de dopé acifi I'ambulatoi |
Pas de dopfiées spécifiques sur I'ambulatoire
&
O\‘}@K TABLE 3 Primary and Secondary Endpoints (N = 384)
<
‘@6' In-hospital MACE 2&?’7 0)
' %Q}A Cardiac death ‘@'I (0.3)
‘Q’ All myocardial infarction eé 26 (6.8)
@

Final serious angiographic -*:4::m|:~lu:;rcu::re§»Q 2 (0.5) Non-Q-wave myocardial infarction &Q}\ 22 (5.7)
Severe dissection (Type D-F)t «o 1(0.3) Q-wave myocardial infarction @Q{b 4 (1.0)
Perf %0 1003 Target vessel revascularization (((@(0 2(0.5)

AL o (0.3) 30-day MACE & 30/383 (7.8)
Abrupt closuret & 1(0.3) Cardiac death & 2/383 (0.5)
Slow flow i OOQ 0 (0.0) All myocardial infarction \‘)@@Q 28/383 (7.3)

S *
) 5 Non-Q-wave <90 23/383 (6.0)
L (b©q’ 0(0.0) Q-wave* Q\'@e' 6/383 (1.6)
q,Qq’ Target vessel revas.r:ulanzatmgp 6/383 (1.6)
Secondary endpoints 0\‘0
<
Device crossing 5ucce§? 368 (95.8)
Angiographic suc e’ﬁ?{with residual stenosis <50% )t 370 (96.4)
Angiagraphicag&ess (with residual stenosis =30%)+ 369 (96.1)
Proceduralgdccess (with residual stenosis =30%)§ 354 (92.2)
-9
@
o‘\Q
@)

5 J Hill JACC 2020 76; 2635




Optimis@“”tion de I'angioplastie:
e = |a perfection!
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* Voie radiale gestion (j@ Ia compression

* Apposition Expansmn stent / imagerie endocoronaire
* Héparine / ACT, & )
e DAPT dose d@ charge 0 e

8. Was PCl successful?! Q,\ O Yes 4 [Q No —-> [i®
)
® P t I OT" d t t t b 9. Is the of the foll O Nod |3 Yes - > B
FOtoCO ydratation cour Si besoin post.m’;durea coeg@ing anyof e folmng 7 ™ :
v Stroke, bleed, vi ar complic alle reaction, b
& unresolved ches tp t h rt failur 3
OQ persistent i\@ ECG chan d h thmia, or any a
C) other ung@reseen complicatio 5
-
10. Km\e)e an exacerbation of an underlying disease (e.g., 0 No QO Yes ----- > 1=
° ” 4 6h heart failure, high blood pre: dbt , COPD flare)? s

@irvel ance <AG.‘r"'lt”t ent’s mental status the same as baselin O Yes 4 |0 No -3

{@'9 12. 15 the patient willing to be discharged the same day O Yes L |0 No >

M ~© (shar edd sion-making)?
¢ I I van I'ti <‘ - -
®) Proceed to the Pre-Discharge Checklist

&
% ‘

* Aucun symptome douleur dyspnée mala'@ﬁ..
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e Consignes au patient @&" 3 'accompagnant
 Ordonnance et DAP”T ++

e S'assurer de la d;sbonlblllte de la DAPT et observance &
* CR dexamen&o‘ &
e Education &\ﬁerapeuthue /Tabacologue / Rééducation &

\)
96 6\50
& e
3 S

’ App@“l"du « lendemain » <72h o

q,
f& r

* Consultation de suivi e
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CENTRAL ILLUSTRATAON Periprocedural PCI Biomarker Elevation Have a Significant Association With Hard Clinical
Outcomes When They Qgﬂect Substantial Loss of Myocardium

60
Post-PCI If CK-MB elevated = T Mortality
- -

in Stahie Patients

('
()
Do)
&40 A 0.10 +
| S
& N
o, 0.08- .. 0.08- S
= = A
£ 0.06- £ 0.06- @'e}‘\
2 5 5
0.04 - 0.04 4 o(}\
«06
0.02 0.02- &R
0 L] L] L] O L] &loo L]
0 100 200 300 0 100 22200 300
Time Since Index Procedure (Days) Time Since Jpfex Procedure (Days)
<
5@
———  A: CK-MB <5 and cTn <35 Log-rank Test (Reference is A): —— A: CK-MB <10 e@? cTn <70  Log-rank Test (Reference is A):
—— B:CK-MB <5 and cTn 235 p=0.9682 — B: CK—MB@%&md cn=70 p=0.9165
—— C: CK-MB =5 and cTn <35 p=0.1134 —— C:CK-MB=10and cTn <70  p=0.0008
= [}: CK-MB =5 and cTn =235 p < 0.0001 — D@MB 210 andcTn 270 p < 0.0001
N
Garcia-Garcia, H.M. et al. J Am Coll Cardiol Intv. 2019;12(19):1954-62. 5 %6
&
4
o

CK-MB = creatine kinase-myocardial band; cTn = cardiac troponin; PCl = percutaneou%@onary intervention.
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1 Souffra nc%@f‘\\ﬁyocardique periprocedurale
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"  Conclusion : mythe ou réalité?
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* Sélection des patie&@f? et des |ésions
g,« N &
® Résultat angiog@égphique +/- imagerie endo |rreprochable e
3 &
QQ:\O\) @‘&Q
o ¥ . B
*Orga rybﬁatlon de la sortie et du traitement et lit d’avat possible si besoin
) ‘19(]:5@(9 ’ o -%Q’é@“,

C’est Realisable
S ’ [ ) V 4 ) V 4 0‘2\1&0
A nous d’en faire une realitgc...
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Suivezd& CNCH sur le Social Média !
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#CNCHcongres
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@CNCHcollege &&"’\\% @CNCHcollege
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Si vous voulez devenir Ambassadeur social média CNCH adressez-nous un email a cnch@sfcardio.fr




