Syndromes coronaires aigus et diabete

Dr Said GHOSTINE
Hopital Marie Lannelongue
Le Plessis Robinson

(/}MDELOWCUZ’\‘ e



DECLARATION DE LIENS D'INTERET AVEC
LA PRESENTATION

Intervenant : Said GHOSTINE, Le Plessis-Robinson

¥ Je n'ai pas de lien d'intérét a déclarer

GRCI france 2018



Nombre estimé de personnes atteintes de diabéte au niveau mondial et par région en 2017 et 2045 (20-79 ans)
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Top 10 des pays en nombre de nouveaux cas de diabéte

chez les enfants et les adolescents (0-19 ans)

Top 10 des pays en nombre d'adultes atteints de
diabéte (20-79 ans) et leurs dépenses liées au

diabéte, 2017
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Un DIABETE doit étre
diagnostiqué si UN QU
PLUSIEURS des criteres suivants
sont satisfaits

Glycémie ajeun 27,0 mmol/L
(126 mg/dL)

ou

Une INTOLERANCE AU GLUCOSE
(IG) doit étre diagnostiquée

lorsque LES DEUX criteres
suivants sont remplis

Glycémie a jeun < 7,0 mmol/L
(126 mg/dL)

et

Une ANOMALIE DE LA
GLYCEMIE A JEUN (AGJ) doit
étre diagnostiquée lorsque LES
DEUX critéres suivants sont
satisfaits

Glycémie a jeun 6,1-6,9 mmol/L
(110 to 125 mg/ dL)

et

Glycémie a deux heures apreés
ingestion de glucose orale de
75 g (test oral de tolérance au
glucose (HGPO]] = 11,1 mmol/L
(200 mg/dL)

ou

Glycémie a deux heures apreés
ingestion de glucose orale de
75 g de 7,8-11,1 mmol/L (140-
200 mg/dL)

Glycémie a deux heures apreés
ingestion de glucose orale de 75
g de <7,8mmol/L (140 mg/dL)

Glycémie aléatoire > 11,1
mmol/L (200 mg/dL) ou HbA,
> 48 mmol/mol [équivalant a
6,5 %)
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Nombre de décés dus au diabete (20-79 ans) en 2017
en millions
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Cible HbAlc < 7%

Relation entre I'HbA, . et le risque

de survenue des complications

Incidence (1000 patients-années)

Diminution du risque relatif de complication
associée a chaque diminution de 1 point de la

Complications valeur de ’HbA,. dans le cadre de 'UKPDS
microvasculaires
Diminution-du risque
relatif (%)

HbA1c (%)

Stratton I.M et al (UKPDS 35). BMJ 2000; 321 : 405-12.
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Plaque Rupture and Thrombosis

. Myopathy,
Thrombosis/ CHFE/MR
4 Progression/ \
Angima Asymptomatic
Stable Disease
AMI (= Angina)
/ \ Angina
Plaque - Thrombpsis (Unstable)
rupture Occlusion \
r Death/
Years SCD
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Coronaropathie diabétique

= Coronaropathie fréquente, sévere, diffuse et évolutive
= Athérosclérose précoce: multiples facteurs

= Plus de multitronculaire

= Moins bons résultats: PCl et CABG

= Comorbidités (IR)

= Moins bon pronostic

= Activation plaquettaire

= Resténose
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Dérivé
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Diabete : Etat prothrombotique

'-.‘ Fonction plaquettaire

Altération coagulation:

0 fibrinogene %% 0 Adhésion
0 vWF - N [ Agrégation
0 Thrombine ’ o -t > 0 Activation

0 FVilet VI
0 AT

DYSFONCTION ENDOTHELIALE

0 molécules'd’adhesion (VCAM)
[ Stress-Oxydatif
Altération*vasodilatation
Altération-générationendothelium




Diabete : Altération de la fonction
plaquettaire

Notion de « thrombopathie du diabétique »

Altération homéostasie Ca et Mg++

Augmentation métabolisme Acide Arachidonique

Augmentation synthese TXA2

| Augmentation
expression des
molécules d’adhésion
P selectine, libllla

Diminution production prostacycline

Diminution production NO

Diminution production antioxydant

—_—

INTERET TT AAP ASCEND ESC 18 : négatif
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STEMI

| Total ischaemic time |
[TEMS delay | System delay |

-[ Patient delay ]

<10’ Primary g0
\ — <120 min —=  PCl . Reperfusion
strategy

™ (Wire crossing)
STEMI )ﬁ“/\
diagnosis Time
™ toPCI?

/(10' 10
. | 5120 min »w; (m

- - <10* P";’c"'a'l Y <60 "
= o R e
- - STEMI strategy (Wire crossing)
FMC: PC| centl'e diaqmsis
[ Patient delay ]l System delay |

| Total ischaemic time |
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Treatment

indication Stable Coronary Artery Disease
(Pre)4reatment

DAPT 1
e QD o e
for PCI o B

.

Ces)

o a

Antithrombotic Treatment in Patients Undergoing Percutaneous Coronary Intervention
0. == 0. &

| |
- e o - o - -

months
DAPT

'

DAPT Duration

30 months -{---

36 months

Antipiatetet drugs:  [A] = Aspirin [ » Clopidogret [l » Prasugres [l = Teagretor

v

©ESC 2018

DAPT = dual anliplatelet ther apy; DCB » drugrcoated balloary NSTEACS » nanS Televation acute coronary syndrome; PO » pe
dhal ind

AN

Stent implantation and subsEquent Dual Anti Piatelet Ther apy; STEMI » ST-glevation my X UPH = unkr
Colour-coding refers o the E5C classes of recommendations (green » Class &, yellow » Class B orange » Class ).

y Intervensang PRECISE-DAPT » PREdIcEng bieeding Compiications in patients undergoing

"After PCI with DCB 6montis DAPT should be considered ietass 12) - *Ciapidogred If patient s not e ligitie for a treatment with prasugrel or ticagreior; of In 2 seting of DAPT de-escalation (Class ).
Qopidogrel or prasugrelif patient isnot elgiie for 2 ¥ aatment with ticagreior - *Pretreatment before PCI @r atthe latest 2t the time of PCT clapidogred If polent F2YT2 inhiditars are contraindicated or not availabie.

(For scores see Supplementary Tabied )
High tieeding risk s considered as an increased risk of pontaneous teeding during DAPT (e.9. PRECISE-DAPT score 225)

Figure 10 Algorithm for the use of antithrombotic drugs in patients undergoing percutaneous coronary intervention. High bleeding risk is consid-
ered as an increased risk of spontaneous bleeding during DAPT (e.g. PRECISE-DAPT score >25). Colour-coding refers to the ESC classes of recom-

mendations (green = class [; yellow = class lla; and orange = class IIb).

GR(I

nce 2018



Recommendations for antithrombotic treatment in patients with non-ST-elevation acute coronary syndromes under-
going percutaneous coronary intervention

Recommendations Class® |Level®

Aspirin is recommended for all patients without contraindications at an initial oral loading dose of 150-300 mg (or

75-250 mg i.v.), and at a maintenance dose of 75-100 mg daily long-term.®"¢83721

A P2Y4, inhibitor is recommended in addition to aspirin, maintained over 12 months unless there are contraindica-
tions such as an excessive risk of bleeding.”"79%72272 Options are:

e Prasugrel in P2Y,-inhibitor naive patients who proceed to PCI (60 mg loading dose, 10 mg daily dose).”"

o Ticagrelor irrespective of the preceding P2Y, inhibitor regimen (180 mg loading dose, 90 mg b.i.d.).”%*
o Clopidogrel (600 mg loading dose, 75 mg daily dose) only when prasugrel or ticagrelor are not available or are

contraindicated.”?% 7%

GP lIb/llla antagonists should be considered for bail-out if there is evidence of no-reflow or a thrombotic
complication.

For pre-treatment in patients with NSTE-ACS undergoing invasive management, ticagrelor administration (180 mg
loading dose, 90 mg b.i.d.), or clopidogrel (600 mg loading dose, 75 mg daily dose) if ticagrelor is not an option,
should be considered as soon as the diagnosis is established.

Cangrelor may be considered in P2Y-inhibitor naive patients undergoing PCI.*”?

GP lIb/llla antagonists may be considered in P2Y;-inhibitor naive patients undergoing PCI.

Pre-treatment with GP lIb/llla antagonists in patients in whom coronary anatomy is not known is not

recommended,”'>71%72>

Administration of prasugrel in patients in whom coronary anatomy is not known is not recommended.'®®
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Consensus statement on the care of the hyperglycaemic/diabetic patient
during and in the immediate follow-up of acute coronary syndrome
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Unknown diabetes Acute coronary syndrome Known diabetes

- Diabetes diagnosed with the OGTT
- During cardiac rehabilitation, if significant hyperglycaemia
and/or severe/repeated hypoglycaemia

Reassessment Diabetes prevention ~ See diabetologist*
1 year later Referral to cardiac Coordinated
rehabilitation center follow-up

Admission Stop antidiabetic drugs if any
Admission glucose > 180md/dL
Admission glucose > 180md/dL Admission glucose and/or
preprandial glucose =140md/dL at follow-up
No Yes I No B Yes ]
Continuous IV insulin Non Insulin-treated Non Insulin-treated
insulin-treated diabetes insulin-treated diabetes
diabetes diabetes
Fasting glucose |— Adapt treatment Day 1 I
Fasting glucose l l 1
HbA 1 Continue/adapt ~ Continuous Continuous
c HbA, previous insulin regimen IV insulin IV insulin
<6.5% 26.5% l><l
Diggg‘gﬁ Ee?ifllg",(?ffd According to follow-up Insulin treatment*
iabetologis . bt
At discharge Antldlabllatlc c!rugs to be aidapled
+ insulin treatment
Coordinated follow-up Coordinated follow-up Coordinated follow-up
1
Oral glucose tolerance test Day7-Day28 | *Adiabetologist should see the following patients : i
| | ~before discharge : !
Normal Impaired fasting glucose Diabetes OGTT ! - Diagnosis of unknown diabetes :
~ and/or ! - Known diabetes with I
Impaired glucose tolerance l o New onset insulin therapy i
i oand/or HbA,_ > 8.0% :
; o and/or severe/repeated hypoglycaemia :
| eafter discharge : :
1 I
| :
1 I
1 I
| i

Fig. 1. Summary of the consensus statement on care of the hyperglycaemic/diabetic patient during and in the immediate follow-up of an ACS.
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THE LANCET
INDIVIDUAL PATIENT-DATA POOLED ANALYSIS OF
11,518 PATIENTS FROM 11 RANDOMIZED TRIALS

Mortality after coronary artery bypass grafting versus @+\ ()]
percutaneous coronary intervention with stenting for
coronary artery disease: a pooled analysis of individual

patient data

Stuart | Head, Milan Milojevic, Joost Daemen, Jung-Min Ahn, Eric Boersma, Evald H Christiansen, Michael | Domanski, Michael E Farkouh,
Marcus Flather, Valentin Fuster, Mark A Hlatky, Niels R Holm, Whady A Hueb, Masoor Kamalesh, Young-Hak Kim, Timo Mkikallio,
Friedrich W Mohr, Grigorios Papageorgiou, Seung-Jung Park, Alfredo E Rodriguez, Joseph F Sabik 3rd Rodney H Stables, Gregg W Stone,
Patrick W Serruys, Arie Pieter Kappetein

Summary
Background Numerous randomised trials have compared coronary artery bypass grafting (CABG) with percutaneous Ppublished Online
coronary intervention (PCI) for patients with coronary artery disease. However, no studies have been powered to February 22,2018

v : . e " http://dx.doi.org/10.1016/
detect a difference in mortality between the revascularisation strategies. S0140-6736(18130423-9

-

-
< tct2o18 Head SJ et al. Lancet 2018; 391: 939-48
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5-YEAR ALL-CAUSE DEATH

Favors Favors

PCI CABG HR [95% ClI] PCl cABG P(int)
All patients 11.2% 9.2% 1.20 [1.06, 1.37] —-—
Hypercholesterolemia
- Yes 11.0% 9.1% 1.19 {1.02, 1.32} —a— 0.76
-No 11.6% 9.5% 1.24 [1.00, 1.5 —
Peripheral vascular disease
- Yes 20.7% 16.0% 1.35 ;0.96, 1.90} T—"——  0.66
-No 10.6% 8.7% 1.21 [1.05, 1.39 —
Previous myocardial infarction
- Yes 14.2% 11.6% 1.21 {0.97, 1.5% +—=-—— 0.97
-No 10.2% 8.4% 1.22 [1.03, 1.4 o —
Diabetes
- Yes 15.7% 10.7% 1.44 [1.20, 1.74 ——
- No 57%  g4n 102080 120 —f— 0.0077
SYNTAX Score
-0-22 8.8% 8.1% 1.02 [0.77, 1.34
- 23-32 12.4%  10.9%  1.20[0.94. 1.5 _-FT— 0.001
-233 16.5% 11.6% 1.52 [1.15, 2.02 — 5
. 1 Cardiovascular
& tct2o18 Hazard Ratio [95?0:](-%‘“
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20

IMPACT OF DIABETES

Diabetes (n=4386)

No diabetes (n=7132)

PCI ]
= HR =1.44 15.7% HR = 1.02 [0.86-1.21]; p=0.81
5 [1.20-1.74]; g
£ p=0.0001 PCI
E 104 — S 8.7%
2 CABG
|- 10.7% | CABG
J 8.4%
0 | | | I | | | | I |
0 1 2 3 4 5 0 1 2 3 4 5
Number at risk
CABG 2171 1958 1786 1325 1044 629 3594 3402 3208 2436 2255 1633
PCl 2215 2041 1856 1376 1086 681 3538 3417 3245 2477 2296 1724

<& tct2o1s

Head SJ et al. Lancet 2018; 391: 939-48
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@ TYPE OF REVASCULARIZATION IN

EUROPEAN
SOCIETY OF

i PATIENTS WITH 3VD OR LM

Stable three-vessel or left main CAD

Suitable anatomy for PCl and CABG

Clinical eligibility for PCl and CABG
|

v v
3VD LM
1 1
7 ¥ v 7 v
SYNTAX SYNTAX SYNTAX SYNTAX SYNTAX
0-22 23 0-22 23-32 >33
1
v v
No ¥
diabetes Diabetes
PCI IA PCIl lIbA PCI lIIA* PCI IA PCIl llaA PCI llIB*
CABG |IA CABG IA CABG IA CABG |A CABG |IA CABG |IA

%9 tct2o1s

“ Cardiovascular
H H esearch Foundation
Windecker S et al. Eur Heart J 2018; in press P Researchyreuded

GRCI france 2018



GRCI France 2018



Conclusion

= T Incidence et Prévalence

" Probleme de santé public

" 75% de la mortalité du diabétique = Maladie CxVx
= Diabétique : Moins bon pronostic

= Revascularisation complexe et a discuter au staff
" Prise en charge de tous les FRCV
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Merci pour votre attention
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