HOT TOPICS
IN CARDIOLOGIA
2024

27 e 28 Novembre 2024

Villa Doria D'Angri - Via F. Petrarca 80,

BREAKING

N NEWS |

Vittorio Taglialatela, MD

UOC Cardiologia-Utic-Emodinamica

A.O.R.N A. Cardarelli




JACC: CARDIOVASCULAR INTERVENTIONS VOL. 17, NO. 22, 2024
© 2024 BY THE AMERICAN COLLEGE OF CARDIOLOGY FOUNDATION
PUBLISHED BY ELSEVIER

STATE-OF-THE-ART REVIEW

International Consensus Statement on R
Platelet Function and Genetic Testing in ¥
Percutaneous Coronary Intervention

2024 Update
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TABLE 2 Clinical Phenotypes Identified by Genetic Testing

Metabolizer Phenotypes Prevalence (%) Response to Clopidogrel
Ultrarapid 1-5 Normal or increased
*17/*17

Rapid Normal or increased
*1/*17

Normal Normal

q/q

Intermediate Reduced

*1/%2, *1/*3, *2/*17, *3/*17

Poor Sianificantlv reduced
t2/t2‘ t3/*3‘ "2/‘3

FIGURE 1 Therapeutic Window and Platelet Reactivity Levels Commonly Associated With Specific P2Y,; Inhibitor Therapy in Patients
Undergoing Percutaneous Coronary Interventions
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FIGURE 2 Advantages and Disadvantages of Platelet Function Testing vs Genetic Testing

Tools for a guided selection of oral P2Y12 inhibitors
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Direct measure of response
to antiplatelet therapy

I
Assessment of genetic and
non-genetic factors

|
Availability of rapid bedside
assay

|
Absence of interindividual
variability

|
No variability of results over
time

No requirement for patient to
be on antiplatelet therapy

Platelet function testing provides a direct measure of platelet aggregation accounting for both genetic and non-genetic factors but is
characterized by a large interindividual variability, often requiring multiple testing over time and needing to be performed while the patient is
on antiplatelet treatment. Genetic testing has the advantage that the genetic makeup of an individual remains unvaried and does not require a
patient to be on antiplatelet treatment. However, genetic testing contributes only in part to antiplatelet drug response, with other variables,
including clinical factors, playing a contributing role.
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CENTRAL ILLUSTRATION Consensus Recommendations on the Use of Platelet Function and
Genetic Testing for Gulding Oral P2Y,; Inhibitor Treatment in PCI

PCI
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Management of Coronary
Vulnerable Plague With Medical
Therapy or Local Preventive
Percutaneous Coronary Intervention

Hoyun Kim, MD, Jung-Min Ahn, MD, Do-Yoon Kang, MD, Jinho Lee, MD, Yeonwoo Choi, MD, Seung-Jung Park, MD,
Duk-Woo Park, MD




Preventive percutaneous coronary intervention versus
optimal medical therapy alone for the treatment of
vulnerable atherosclerotic coronary plaques (PREVENT):
a multicentre, open-label, randomised controlled trial
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> Eur Heart J Cardiovasc Imaging. 2024 Nov 8:jeae289. doi: 10.1093/ehjci/jeae289.
Online ahead of print.

High-risk features in non-culprit lesions and clinical
outcome after NSTEMI versus STEMI
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Figure 1 Study flowchart \J
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Figure 3 Two-year major adverse cardiovascular events and presence of high-risk plaques
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Icosapent ethyl following acute coronary
syndrome: the REDUCE-IT trial

Neila Sayah ©® "*, Deepak L. Bhatt © %, Michael Miller ® 3, Eliot A. Brinton ©*,
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Figure 1 (A) First and subsequent events for the primary composite outcome in patients with recent ACS. (8) Cumulative incidence curves of the
primary composite outcome in patients with recent ACS




Coronary bypass surgery for multivessel
disease after percutaneous coronary
intervention in acute coronary syndromes:
why, for whom, how early?
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Graphical Abstract
PCI-first-CABG later in ACS patients

O - =i B

Acute coronary Culprit lesicn Residual significant LM/MVD Heart Team Complete revascularization
syndrome PCI involving the LAD discussion with CABG (hybrid approach:
PCl first-CABG later)

? Why aas For whom
* Outcomes of LM treatment + Low, intermediate surgical risk: EuroSCORE Il <3 or 3-5
+ Outcomes of MVD treatment * LM disease
+ Better completeness + MVD with intermediate and complex anatomy involving the LAD
+ Collateralization SYNTAX >22

SYNTAX >22 in DM patients and/or no LM involvement
SYNTAX =33 in all other patients

+ Chronic total occlusions

Reduced LVEF (235%)

© When
Early (same hospitalization) Deferred ( = 1 month)

Whe + Ongoing ischaemia not suitable for PCI Who Stable residual CAD and high-risk of stent
+ High-risk LM, proximal LAD, or MVD involving thrombosis because of: long/multiple stents,
the LAD bifurcation PCI, high platelet reactivity (?)
How  Bridging with short-acting IV platelet inhibitors How  « Stop DAPT
(cangrelor, tirofiban) + Short-acting IV platelet inhibitors possible after
Heart Team agreement

'PCl first-CABG later’ in acute coronary syndrome patients. Patients with an acute coronary syndrome should receive immediate treatment of the
culprit lesion with percutaneous coronary intervention. In cases of residual significant left main disease or multivessel disease involving the left
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Moderate-intensity aerobic exercise
inhibits cell pyroptosis to improve

myocardial ischemia-reperfusion injury

Original Article | Published: 21 November 2024

Volume 52, article number 5,(2025) Cite this article

YuWang, Yushan Li, Chaofan Chen, Hailong Zhang, Weili Liu, Chao Wu, Haonan Chen, Ran Li, Jinghan

Wang, Yingchao Shi, Shengfang Wang & Chuanyu Gao M
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