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Il Ruolo della Rivascolarizzazione verso terapia medica nel
paziente diabetico Tipo 2 e coronaropatia




... I forgot to mention that I am an interventional cardiologist...










Diabetes accelerates lesion initiation and progression

Early lesion More advanced lesion
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Diabetic Diabetic

Jenny E. Kanter Circ Res. 2007;100:769-781












Dinamicita del trombo nelle prime ore

Il tempo e trombo !

Eat=

Circulation

Krucoff, 2004;110:e553



http://circ.ahajournals.org/current.shtml

Thrombotic Risk







Circulation 2011;123;798-813



Platelet deposition and activation occur at the injury site, leading to the release of
cell-signaling molecules.



Circulation 2011;123;1492-1500
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OPTIMUS 1

[IClopidogrel 75 mg
Bl Clopidogrel 150 mg

OPTIMUS 2

[JClopidogrel 75 mg
[l Clopidogrel 75 mg + Cilostazol

OPTIMUS 3

[J Clopidogrel 150 mg
[J Prasugrel 10 mg
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Study % of events Hazard Ratio [95% confidence interval]
Standard NewDrug / Approach

TRITOM-TIMI 358 17.0 12.2 —_—— 0.70[058 - 0.85)
PLATO 16.2 14 .1 —a— 0.88[0.76 - 1.03]
CURRENT-0ASIS T 56 49 | 087 [066 - 1.15]
(PCI COHORT)
0 05 1 ] =
Mew Drug f Approach Standard Clopidogrel
Better Better

Circulation 2011;123;798-813



Una medicina é una sostanza che
iniettata in un ratto produce un
articolo scientifico.

Arthur Bloch
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Diabete predittore indipendente di:

minor riperfusione, infarti piu estesi, maggior sviluppo di scompenso e maggior mortalita.

Marso S,et al. for the EMERALD Trial. Am J Cardiol 2007, 100:206-210



ALLORA, TESTA O CROCE?



EMORY?” MAHI?® DUKE® BARI*® NNE BARI®

All Insulin

DM  requiring DM registry randomized
O g 27
Hazard -~ .
Ratio o=
(5-6 year + +
follow-up) 14 # _________________________________ —
SE |
a2
N 2639 525 770 299 2766 353
Enroliment period 1981-94 1987-90 1984-90 1988-91 1992-96 1988-91
%of CABG patients 63 85 61 60 56 48
with 3VvD
% ot PCI patients 24 52 22 35 16 44

with 3VD *unadjusted
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Mortality in diabetics undergoing revascularization

JAMA. 2005;293:1501-1508



Legrand et al, Circulation. 2004;109:1114-1122



The Final Analysis Of The Arterial Revascularization Therapies Study (ARTS) Randomized Trial

in patients with diabetes stratified according to treatment

Stent Diabetes

Bypass Diabetes

Stent Versus

n= 112 n = 96 Relative Risk CABG
n* (%*) n* (%*) (95% CI) p Value¥
Death 15 (13.4) 8 (8.3) 1.61 (0.71-3.63) 0.27
CVA 7 (6.3) 7(7.3) 0.86 (0.31-2.36) 0.79
MI 12 (10.7) 7(7.3) 1.47 (0.60-3.59) 0.47
Q-wave MI 9 (8.0) 4 (4.2) 1.93 (0.61-6.07) 0.39
Non—Q-wave MI 3(2.7) 3(3.1) 0.86 (0.18-4.15) 1.00
Composite death/CVA/MI 28 (25.0) 19 (19.8) 1.26 (0.76-2.11) 0.41
(re) CABG 17 (15.2) 2(2.1) 7.29(1.73-30.7) 0.001
(re) PTCA 34 (30.4) 9(9.4) 3.24 (1.64-6.41) =0.001
Any revascularization 48 (42.9) 10 (10.4) 4,11 (2.20-7.68) =0.001
Any MACCE 61 (54.5) 24 (25.0) 2.18 (1.48-3.20) =0.001

*Number of patients and percentage of patients with at least one occurrence of the specified clinical event during the time interval
indicated in the table. tp value calculated using the Fisher exact test.

Serruys PW et al, JACC 2005
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(Circulation. 2007;116[suppl I]:I-200-1-206.)



Procedural and 30-Day outcomes

One-year outcomes

CABG DES p-value CABG DES p-value
n=103 n=102 n=103 n=102
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Death (% 3 0.48 Death (% b 10 0.6
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Hypothesis:
in diabetics patients with multivessel disease amenable to both

Kapur et al, ESC hot line Trial. Munich sept 2008



INCLUDING BARI

EXCLUDING BARI

Hlatky et al, Lancet 2009



Med Rx
PCI

X O
SV L -
= O.
"Illlll“

BARI 2D, New Engl J Med 2009



THE SYNTAX

TRIAL
1 and 2 YEARS

The SYNTAX trial of
CABG versus PCI with
paclitaxel drug eluting
Stents in patients with
left main or three vessel

coronary disease
included:

452 people with diabetes.

Serruys et al, New Engl J Med 2009



1. Emerging evidence suggests that patients with higher atheroma burden,
as indicated by older age, presence of diabetes mellitus and extensive
MVD in combination with LV dysfunction may derive the greatest
benefit from CABG.

2. PCI for unprotected LM with limited additional disease has been revised
to a class Il recommendation in the recent U.S. and European guidelines.

3. An interdisciplinary team of both cardiac surgeons and cardiologists may
optimize treatment in patients with intermediate-to-high disease severity
characteristics.






PCI CABG

Appropriateness Appropriateness
Indication Rating Rating E OX. Strateg i'E'S to |I'I'I P rove
60. « 2-vessel CAD with proximal LAD stenosis A A Outcomes in Diabetic
« No diabetes and normal LVEF . .
61. « 2-vessel CAD with proximal LAD stenosis Ag A g Patients Un dergnlng
« Diabetes Coronary Revascularization
62. o 2-vessel CAD with proximal LAD stenosis Ag A g
« Depressed LVEF CABG
63. * 3-vessel CAD Ve Ao If possible. use =1 arterial conduit.
o gov:::tcef\; n normal LVEF Ve A ]:'.!'l'l'_‘i-;.‘l'::'l.:l.ﬂ.}' an internal mammary ar-
« Diabetes tery, with preference given to anas-
65. « 3-vessel CAD U Ao tomoses to the left anterior descend-
« Depressed LVEF ing artery
6. » solated left main stenosis 'o Ao Maintain rigid perioperative glvee-
« No diabetes and normal LVEF . .
67 < Isolated left main stenosis " Ay mic control (serum glucose =200
< Digbetes mg/dL [11.1 mmol/L]with a con-
68. « Isolated left main stenosis I A tinuous insulin infusion
« Depressed LVEF
69. « Left main stenosis and additional CAD '@ Ao PCl
+ No diabetes and normal LVEF Drug-eluting stents, with either rapa-
70. « Left main stenosis and additional CAD [Py A g 11]}'-:‘111 or pﬁ.l:lii;lxu.‘]., are str-:-ugl}' rec—
» Diabetes _ N ommended
. « Left main stenosis and additional CAD I'@ A g
« Depressed LVEF Glycoprotein [Th/I1la inhibitors are
72. « Prior bypass surgery with native 3-vessel disease and failure of multiple bypass grafts Ag Ug strongly recommended, especially
+ LIMA remains patent to a native coronary artery during an acute coronary syndrome
« Depressed LVEF
73. « Prior bypass surgery with native 3-vessel disease and failure of multiple bypass grafts Ug Ag Abbreviations: CABG, coronary artery by-
« LIMA was used as a graft but is no longer functional pass E'.-T‘ift_ SUTRETY, PCI, percutaneous
« Depressed LVEF COTONATY iner vention.

ACCF/SCAI/STS/AATS/AHA/ASNC 2009 Appropriateness Criteria for Coronary Revascularization
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ULM or MVD without any of above unfavorable
features

—

H CABG favored, but PCI reasonable

|

1VD without other surgical indications

PCI recommended (CABG should be considered only for
proximal LAD)

|










Patient with stable symptoms and only a small
percentage of the myocardium that is
ischaemic will do well with medical therapy.

Both stable and acute patients with large areas
of ischaemia should have angiography and
prompt revascularisation.

Data from both trials and registries confirm that CABG offers a more permanent
solution to angina, reducing repeat revascularisation rates. However, recent data
suggest, at least at one to two years, the overall stroke rate is higher with CABG
than PCI with the death and myocardial infarction rates equivalent.
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