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® EVOLUCAO DA DOENCA ARTERIAL CORONARIA

® INTRODUCAO A TERAPEUTICA ANTIAGREGANTE PLAQUETARIA DUPLA (DAPT)
® DAPT NO SINDROME CORONARIO AGUDO

® DAPT NO SINDROME CORONARIO CRONICO

®* DAPT EM POPULAC@ES ESPECIAIS
® FA
® PRE-OPERATORIO

® MENSAGENS CHAVE



Introducao

Processo dinamico de formacao da 7 »
placa aterosclerdtica e das VY 4
alteracOes funcionais da circulacao |
nas coronarias Angina
Y peclons
‘\O‘\ Ischemic
.\o"-‘b ECG e . . T p
@*"R . Changes (% Or Cardlopatla Isquemlca € d Causd
egwona -
e || isolada mais comum de morte, apesar
Regiona . = 0 nc 7y ,
| destolc da reducao assistida nas ultimas décadas:
dysfunction - '
Perfusion - . oy -~ o i
Abnormali v A =
. Abnormaiity | I Myocandial Gxyoen demend Maior utilizagao da terapéutica de

Coronary blood flow reperfusao

Normal
Function J

- Terapéutica antitrombotica moderna
- Prevencao secundaria

= ..

Decreale in coronaryv blood flow



Historia Natural da DAC
A .

subclinica |

Risco mais elevado com fatores de
risco mal controlados, modificagbes
do estilo de vida subotimizadas e/ou
terapéutica médica, extensa drea

de risco de isquemia do miocardio

Risco menos elevado com
fatores de risco bem controlados,
alteracdes do estilo de vida, -
terapéutica adequada para o
prevenc¢ao secundaria (e.g. e
aspirina, estatinas, inibidores ECA) o
e revascularizagdo adequada

Risco cardiaco (morte, EM)

>

Tempo

Nas Recomendacdes atuais cada capitulo trata dos principais cendrios clinicos das Sindromes Corondrias Crénicas.
Esta estrutura visa simplificar a utilizagdo destas Recomendagdes na pratica clinica.
ECA =enzima de conversdo da angiotensina; EM = enfarte do miocardio; SCA = sindromes corondrias agudas.




Terapéutica Antiagregante da DAC

— A Terapéutica Antiagregante na DAC estd em constante mudanca;

—> A luz da nova evidéncia clinica e cientifica, torna-se cada vez mais complexo o
equilibrio entre o Risco Isquémico e Risco Hemorragico;
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Determinantes da Terapeutica Antitromheotica

Patient’s Clinical
characteristics presentation
Age CcCs
Sex vs.
Race ACS
History of (NSTE-ACS/STEMI)
ischaemic or
bleeding events
>

Ischaemic risk

Comorbidities
CKD
Diabetes
PAD
Heart failure

Co-medication
Need of oral
anticoagulation
treatment
Various drug-drug
interactions

Procedural
aspects
PCl vs CABG
Femoral vs. radial
access
Invasive vs.
conservative

management

0000000

Bleeding risk

s
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Dupla Antiagregacao Plaguetar (DAPT)
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Tailoring secondary prevention strategies to the underlying
pathophysiology following an arterial thrombosis event

Acute phase'-10 Chronic phase'-14

.« Prevention strategy: DAPT e Prevention strategy: DAPT, SAPT or DPI .

Relative risk
of secondary
event

Platelet activation through VWF
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Tissue factor-mediated thrombin generation
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Arterial thrombosis event 12 months Time

¢ Plaque rupture causes platelet activation through two distinct
pathways, leading to amplification and aggregation’ 2

¢ DAPT Is therefore effective in this setting because this IS where
platelet recruitment, activation and amplification is strongest-10

¢ Hypercoagulability persists due to ongoing thrombin
generation'! ¢

¢ Adding an anticoagulant to aspirin may be effective in this
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Figure 1. Risks of Thrombosis and Bleeding after an Acute Coronary Syn-
drome (ACS).

In the first 30 days after an ACS event, the benefits of intensive antithrom-
botic therapy generally outweigh the increased risk of bleeding. However,
this benefit dissipates with additional time after the ACS event, favoring a
therapeutic approach that considers the risks of both bleeding and throm-

bosis.




Duracao da DAPT
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Figura 3 Algoritmo da terapéutica antiagregante plaquetaria dupla (TAPD) loentes com doenga coronaria
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O alto risco de hemorragia ¢ considerado como um risco acrescido de hemorragia espontinea durante a TAPD
(p.ex. score PRECISE-DAPT = 25). Os codigos das cores referem-se as Classes de Recomendagdes da ESC (verde
= Classe |, amarelo = Classe llx; cor-de-laranja = Classe llb). Os tratamentos apresentados dentro da mesma
linha sio ordenados por ordem alfabética, sem recomendagio preferencial, salvo indicacao clara em contririo.

Classe lIb C Classe IIb B

IS = stent ndo revestido; BRS = stent bioabsorvivel CABG = cirurgia de revascularizagio do miocloente se apresentar com DC estavel ou,no caso de SCA, ndo elegivel para o rammento com |
loenga coronaria estavel; DCB = balio revestido com farmaco; DES = stent revestido com firmadoente nio for elegivel para um tratamento com prasugrel ou ticagrelor.

) coronaria percutinea; SCA = sindrome coronaria aguda. doente nao for elegivel para um tratamento com ticagrelor.

os a ICP com DCB, deve ser considerada TAPD durante 6 meses (Classe lla B).




PopUIacoes N
ESNECIalS




*NSTEMI/AI



RONUIACOES

STEMI

Figura 2 Formas de apresentag¢io do doente, componentes do tempo de isquemia e fluxograma para a sele¢ao da estrategia de reperfusio
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igura 4 Estratégias de reperfusio na artéria relacionada com o enfarte de acordo com o tempa
esde o inicio dos sintomas
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- Inibicao plaquetar rapida, potente e previsivel

- Anticoagulacao parentérica segura e eficaz

- Selecao individualizada:
Caracteristicas clinicas
Estratégia de reperfusao
Experiéncia local

STEMI em evolucao

STEMI
recente



Sindrome Coronaria Aguda — “mais & melhor”

Valor da dupla inibicao com AAS e clopidogrel

; 14
< B pPlacebo
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.g B 75m¢ Clopidogrel qdt
Y 10
(%]
8
RRR 20%
6 P<0.001

Evitam-se 22 eventos vasculares graves por cada 1000 D
tratados com A+C

3 - 5 6 7 8 9 10
Meses de Seguimento

12562 D com SCA sem elevacho ST (primeiras 24 horas).' Seguimenta 3 12 meses (médiao 9 meses)
* tndpoint 1Y morte cardiovascular / EAM nio fatal / AVC ndo (atal
! 300mg dose de carga; AAS 75 125mg id para todos; tratamento mantido oté fim do estudo
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Componentes individuais do endpoint 12 7% RRR morte cardiovascular (P=ns), 23% RRR EAM ndo fatal (P<0,05), 14% RRR AVC (P=ns)

1. CURE Investigators. N Engl ) Med 2001;345:494. 2 Chen ZM et al Lancet 20053661607



Prasugrel e Ticagrelor
Reducao de complicacoes isquémicas

15 15

£ Clopidogrel E‘ Clopidogrel
¥ Morte CV / EAM / AVC P Morte CV / EAM / AVC

L |

o 10 o 10 Ticagrelor
o o

Prasugrel

RR 0,81 HR 0,84
° (0,732 0,90) > s (0,77 20,92)
P <0001 §"“;@> P < 0,001
@TRiTON TIMI-383  NNT=46 : NNT =53
| PLATO |

0 30 60 90 180 270 360  Dias 450 0 30 60 90 180 270 360  Dias 450

TRITON TIMI-38: 13.608 Dts com STEMI ou NSTEACS de risco PLATO: 18.624 Dts com STEMI e intengdo de ICP 12 ou NSTEACS de
moderado/elevado (TIMI 23), anatomia coronéria conhecida e risco moderado/elevado, aleatorizados para Tica 180/90 ou Clopi

intencdo de ICP, aleatorizados para Pras 60/10 ou Clopi 300/75. 300-600/75. Todos os Dts tratados com AAS 75-100 mg od.
Todos os Dts tratados com AAS 75-162 mg od.
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Recomendacoes da European Society of Cardiology

@ESC

Recomendagio

Classe

EvidénciJ

Sindromes Coronarias Agudas

No STEMI, iniciar um inibidor P2Y,, potente (prasugrel ou ticagrelor; clopidogrel se estes
indisponiveis ou contraindicados) antes (ou o mais tardar na altura) da ICP primaria

Contraindicagoes para prasugrel (EMA). historia prévia de AVC ou AlT, prasugrel nao esta recomendado
nos doentes com >=75 anos, mas se se quiser usar a dose de manutencdo ¢ 5 mg od

Contraindicacbes para ticagrelor (EMA): historia de hemorragia intracraniana; inibidores potentes do
CYP3A4 (p. ex. cetoconazol, claritromicina, nefazodona, ritonavir e atazanavir)



STEMI

Recomendagio

Classe

Fvidénci]

Sindromes Coronarias Agudas

Inibicao plaquetania dupla sob a forma de AAS mais ticagrelor ou prasugrel (ou clopidogrel
se ticagrelor ou prasugrel indisponiveis ou contraindicados) é recomendada durante 12
meses apos ICP, excepto se houver contraindicacoes como 0 excessivo risco hemorragico

C




STEMI
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EAM com Supra ST

Reperfusao imediata

Aspirina 300mg per os
-+
Prasugrel 60mg per os
Ticagrelor 180mg per os
Clopidogrel 600mg per os

HNF 70-100U/kg, max. 5000U ev
Enoxaparina 0.5mg/kg ev
Bivalirudina 0.75mg/kg bolus ev
seguido de perfusao




STEMI

RONUIAGOES]

EAM com Supra ST

Reperfusao imediata

-12 MESES -
Aspirina 75-100mg qd
+
Prasugrel 10mg qd per os
Ticagrelor 90mg bid per os
Clopidogrel 75mg qd per os

Apoés reperfusao:

STOP anticoagulagao,
excepto se outra indicagao




NSTEMI

Symptom onset

v

First medical contact -» NSTE-ACS diagnosis

PCI center

Risk
Identification

Therapeutic
strategy

Risk

S —

YES

YES

[

Immediate invasive
(¢2h)

J

YES

Immediate |transfer to PC| center

EMS or Non-PCI center

i
YES

High

“+

Same day transfer

|
YES

l

Early Invasive
[ (<24 h)

High risk

+ Established NSTEMI diagnosis

* Dynamic new or presumably new

contiguous ST/T-segment

changes (symptomatic or silent)

+ Resuscitated cardiac arrest

without ST-segment elevation or

cardiogenic shock
* GRACE rigk score >140

YES

e

| Low risk
' Lack of any of the very high
or high risk characteristics




@Esc European Heart oural (2060) 00, 1-79 ESC GUIDELINES

European Society doi:10.1093/eurheartjiehaa575
of Cardiology

“ STE M I 2020 ESC Guidelines for the management of

acute coronary syndromes in patients
presenting without persistent ST-segment
elevation

Recommendations Class* Level®
Antiplatelet treatment

Aspirin is recommended for all patients without contraindications at an initial oral LD of 150300 mg (or 75-250 mgiv.).and ata

MD of 75100 mg o.d. for long-term treatment.'””"*'

A P2Y,; receptor inhibitor is recommended in addition to aspirin, and maintained over 12 months unless there are contraindications
or an excessive risk of bleeding,' """
Options are:

o Prasugrel in P2Yy; receptor inhibitor-naive patients proceeding to PCI (60 mg LD, 10 mg/d as standard dose, 5 mg/d for patients
aged >75 years or with a body weight <60 kg)."”"

o Ticagrelor irrespective of the planned treatment strategy (invasive or conservative) (180 mg LD, 90 mg b.id.).'™ - -

o Clopidogrel (300600 mg LD, 75 mg daily dose), only when prasugrel or ticagrelor are not available, cannot be tolerated, or are c
contraindicated, '

Prasugrel should be considered in preference to ticagrelor for NSTE-ACS patients who proceed to PCJ,' ™ ISAR-REACT lla -



Recommendations for antithrombotic treatment in @ ESC

non-ST-segment elevation acute coronary syndrome patients e
undergoing percutaneous coronary intervention (3)
Recommendations Class Level

Antiplatelet treatment (continued)

Estratégia ndo invasiva

Pre-treatment with a P2Y,, receptor inhibitor may be considered in patients
with NSTE-ACS who are not planned to undergo an early invasive strategy b C
and do not have an HBR. x

Estratégia invasiva

It is not recommended to administer routine pre-treatment with a P2Y,,
receptor inhibitor in patients in whom coronary anatomy is not known and
an early invasive management is planned.

O
v
w

2020 ESC Guidelines for the management of acute coronary syndromes in patients presenting without



Anticoagulation
for PCI

Treatment
duration

1 month-

3 months-

6 months-

12 months-

@ ESC European Heart Journal (2020) 00,179 ESC GUIDELINES

European Society doi:10.1093/eurheartj/ehaa575
of Cardiology

2020 ESC Guidelines for the management of
acute coronary syndromes in patients
presenting without persistent ST-segment
elevation

Very High
Hemorragia<lM
Cirurgia ndo adiavel

High
PRECISE-DAPT >25
Critérios ARC-HBR



Anticoagulation
for PCI

e —

Prolonging antithrombotic treatment duration

Adding a second antithrombotic agent to aspirin

for extended long-term secondary prevention

should be considered in patients with a high risk

of ischaemic events and without increased risk

of major or life-threatening bleeding (see

Tables 9 and 11 for options).'6%212:213.214.223

Treatment
duration

-}
-\

_<

6 months-

11 months-

WESC i piiaiomiibiis ESC GUIDELINES

European Society doi:10.1093/eurheartj/ehaa575
of Cardiology

2020 ESC Guidelines for the management of
acute coronary syndromes in patients
presenting without persistent ST-segment
elevation

e NEW ENGLAND
JOURNAL of MEDICINE

OCTOBER 5, 2017

Rivaroxaban with or without Aspirin in Stable
Cardiovascular Disease

COMPASS %

ORIGINAL ARTICLE

Ticagrelor with or without Aspirin
in High-Risk Patients after PCI
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DGR

I”

Doenca Corondria “Estavel”—> Sindrome Coronario Crénico

(F) 52

Fase Diagnéstico Diagnéstico de longa data
subclinica recente ou
revascularizagao
(<12 meses) .
F% 12 meses : :
@@ ap6s SCA Risco mais elevado com fatores de
risco mal controlados, modificagdes
=" SCA do estilo de vida subotimizadas e/ou

Revascularizacao W terapautica médica, extensa area

12meses de risco de isquemia do miocardio Rlsco VAR'AVE L DE EVENTOS
@ e 1-3%/ano a >7-10%/ano

Risco menos elevado com

fatores de risco bem controlados,
alteracdes do estilo de vida,
terapéutica adequada para
prevencao secundaria (e.qg.

- aspirina, estatinas, inibidores ECA)
e i e revascularizacao adequada

12 meses

Risco cardiaco (morte, EM)

-
-————
- - -
- T oo n oS enm
-
- -
- - -

Tempo

Nas Recomendacdes atuais cada capitulo trata dos principais cenéarios clinicos das Sindromes Coronarias Crénicas.
Esta estrutura visa simplificar a utilizagdo destas Recomendagdes na prética clinica.
ECA =enzima de conversdo da angiotensina; EM = enfarte do miocardio; SCA = sindromes coronarias agudas.



SCC
Antiagregacao anos ICP

- 6 meses (A + C)
- Se risco hemorragico elevado
podemos encurtar para 3 meses

v i = Prasugrel . = Ticagrelor

Classe IIb B

Figura 3 Algoritmo da terapéutica antiagregante plaquetaria dupla (TAPD)
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Q PAC CLIDELINES
Es Outpuct | et Pyt (2,001 1 '

ESC__ oo & Adding a second antithrombotic drug to
2019 ESC Guidelines for the diagnosis and aspirin for |ong-term Secondary prevention

management of chronic coronary syndromes |

Adding a second antithrombotic drug to aspirin for long-term secondary prevention should be considered in patients with la -
a high risk of ischaemic events and without high bleeding risk” (see Table 9 for options).w’"m‘m‘m7

Adding a second antithrombotic drug to aspirin for long-term secondary prevention may be considered in patients with at
least a moderately increased risk of ischaemic events® and without high bleeding risk” (see Table 9 for

options).’”’m‘”"m
e
Drug option  Dose Indication Additional cautions
Clopidogrel 75mg od. Post-Ml in patients who have tolerated DAPT for 1 year
Prasugrel 10mgodor Smgod.;fbody  Post-PClfor Mlin patients who have tolerated Age >75 years
weight <60 kg or age >75 years  DAPT for 1 year

Rivaroxaban 2.5 mg bid. Post-MI >1 year or multivessel CAD Creatinine clearance

15-29 mUmin
Ticagrelor 60 mg b.i.d. Post-Ml in patients who have tolerated DAPT for 1 year




Effect of different antithrombotic
[ ] Control regimens in the context of proven
B intervention secondary prevention

a—
~No
J

—
-
i

oo
1

MACE (% per year)

2
0
ATT CAPRIE CHARISMA TRA 2°P COMPASS
Collaboration TIMI 50
Control Aspirin Aspirin + Aspirin + Aspirin + Aspirin +
versus versus placebo placebo placebo * placebo
aspirin clopidogrel versus versus thienopyridine Versus
aspirin + aspirin + Versus aspirin + -
clopidogrel  ticagrelor aspirin + rivaroxaban
60 mq vorapaxar t 2.5 mq

thienopyridine




Multivessel CAD + one of the following:

« DM

* recurrent Ml

* PAD ®esc

* or CKD (eGFR 15 -59 mL/min) 201;m s ot v
management of chronic coronary syndromes

Antithrombotic therapy in patients S and in sinus rhythm

Adding g second antithrombotic drug|to aspiritNor long-term secondary

prevention should be considered in patients with high risk of ischaemic lla
events® and without high bleeding risk.?

Adding a second antithrombotic drug to aspirin for long-term secondary
prevention may be considered in patients with at least a moderately b
increased risk of ischaemic events® and without high bleeding risk.”




History of intracerebral haemorrhage or ischaemic stroke,

Recent Gl bleeding or anaemia due to Gl blood loss, other G

pathology associated with increased bleeding risk, @Esc )
liver failure, - | )
bleedmg diathesis or coagulopathy, 2019 ESC Guidelines for the diagnosis and
extreme old dge or frallty, management of chronic coronary syndromes

renal failure requiring dialysis or with eGFR <15 mL/min/1.73 m2

in sinus rhythm

Adding a sel® ithrombotic drug to aspirin for long-term secondary
prevention shoul@e considered in patients with high risk of ischaemic lla
events® and without high bleeding risk.”

Adding a second antithrombotic drug to aspirin for long-term secondary
prevention may be considered in patients with at least a moderately b
increased risk of ischaemic events® and without high bleeding risk.”
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FA e Doenca Coronaria

Associacao entre FA e Doencga Coronaria é muito frequente: aproximadamente 1 em cada 5
doentes com FA sera submetido a angioplastia coronaria ou tera uma sindrome coronaria aguda’

Retrospective cohort study - Taiwan’s National Health Insurance Research Database; 6663 patients with ACS?

Death

SCA isoladamente

86%

) No AF

New-onsel AF

No AF

01 Pro-aanting AF

SCAP I“)- New-onset AF
v | P4 \ '}
FA prévia

7%

Years of follow-up after ALY

1. Matha SR, N Engl | Med 2019;380(16):1580-1581
2. Wang CL. Cardiol Ther. 2019; 117-127.

Ischemic stroke / systemic
embolism

g T
NP L

No AF
01 Pre-axutng AS

. ™™ New-omaet Af

| b | ]

Yeurs of follow up after ACS

Doentes com FA e SCA tém pior progndéstico

No AF

New-onsel Al
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FA e Doenca Coronaria

Atrial fibrillation

Coronary stent implantation +
Cardiac Events
10+ |
3 I Oral Anticoagulation | Dual Antiplatelet
€ 5
.“;’ “
§J Dual Antiplatelet
ET 4
- SR |
O 1L
0
1 7 14 21 28
Days after Stenting

Oral Anticoagulation

ISAR, NEJM 1996

ACTIVE-W Lancet 2006

Dual Antiplatelet == | Oral Anticoagulation

Triple Antithrombotic Therapy




SCA SEE s
FA e Doenca Coronaria

© |\ Prevencio de
"¢ " || Eventos Embdlicos
"/ (AVC | embolismo sistémico)

Prevencdo de
Eventos Trombéticos
(SCA / trombose stent)

Minimizac¢ao do risco
hemorragico inerente a
anticoagulagdo / antiagregacao

» ACO com NOAC ou com varfarina?
» NOAC em dose total ou reduzida?
~ Antiagregacao em monoterapia! Clopidogrel ou AAS!?

» Antiagregagao dupla? Durante quanto tempo’




SCINNPINNSCCID™ -

2009 2010 2011 2012 2013 2014 2015 2016 201/ 2018 2019

L RE-LY

Dabigatrano versus

Varfarina -+ ARISTOTLE
Apixabano versus
Varfarina
= ROCKET-AF
Rivaroxubano versus
Varfaring
—» ENGAGE-AF
Edoxabano versus
Vartarina

Doentes com FA:
NOACs séo pelo menos téo eficazes na prevengéo do AVC/embolismo
sistémico e mals sequros que 0s AVK




DGR
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= RE-LY PIONEER-AF PCI

Dabigatrano versus *Riv 13 + clopldogrel

N=2124 *Riv 2.5 TD + AAS + clopidogrel
Varfarina
= ARISTOTLE «Vart + clopidogrel + AAS (1-12m) |
Apixabano versus DE.MIIAL D¢
Vurfnrlnu n\[ L_ILJ,’\L i (‘ ]
* Dabigatrano 110 + clopidogrel
N=2725 . -
= ROCKET-AF Dablgatranvo 150 + clopldggrcl y
) * Varl + clopidogrel + AAS (1-3m)
Rivaroxabano versus AUGUSTUS
Varfarina » Malor RCT (Dts com FA+PCI)
N=4614 * Dasenho lactorial 2x2:
» ENGAGE-AF & NOAC ve Varfine
Edoxabano versus o Clop vs Clop+AAS
Vartarina
Doentes com FA: ENTRUST

NOACs séo pelo menos tdo eficazes na prevengdo do AVC/embolismo
sistémico e mais sequros que os AVK

* Ldoxabano 60mg + IP2Y12
* Edoxabano 6Omg + IP2Y12+AAS

Doentes com FA submetidos a ICP:
Terapéutica dupla com NOAC e clopidogrel tem menor risco hemorrdgico,
sem sinais de alarme quanto ao risco Isquémico



FA e Doenca Coronaria

Doentes alto risco isquemico:
1. NOAC +clopidogrel

2. NOAC*+Ticagrelor

3. OAC+AAS+clopidogrel

*dose minima aprovada para AVC

Alto risco de Hemorragia:
NOAC*+Clopidogrel

* dose minima aprovada para AVC

Alto risco de AVC:
NOAC+Clopidogrel

Os estudos RE-DUAL PCI, PIONEER AF-PCIl, AUGUSTUS e ENTRUST-PCI avaliaram o uso de
NOAC+IP2Y12 em doentes com FA submetidos a PCl sao diferentes e complementares na
informacado que nos trazem, pois téem desenhos e definicoes diferentes.

Na grande maioria dos doentes uma combinacdo simples de NOAC + clopidogrel sera a
melhor op¢ao terapeutica, apos alta do doente, tendo em conta os estudos mais recentes
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Fibrinolysis only if
OAC is below

therapeutic reference Medically
range

Intra-procedural parenteral
anticoagulation
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From meta-analysis to the individual patient with atrial fibrillation and coronary artery disease: the complexity of
antithrombotic treatment in real-world clinical practice and the need for a tailored approach

PATIENT
FACTORS

|

\

ANGIOGRAPHIC
FACTORS

Prior M1 or stent thrombosis
Peripheral artery discase
Recurrent ischemic events on DAPT
Clinical presentation (ACS)

Prior ischemic stroke

Current smoker

Heart failure

Diabetes

Chronic Kidney Disease or ESRD

Multi-vessel discase

In-stent restenosis

Multiple (=3) stents

Long (>60mm) or small (<3mm) stents
Left main or proximal LAD stenting
Treatment of a chronic total occlusion
Stenting of a bifurcation lesion
Bioabsorbable vascular scaffold

First generation DES

Prior bleeding/recent bleeding
Very elderly/frail patient

Naive to oral anticoagulation
Low body weight (< 50Kg)
Anemia or thrombocytopenia
Active malignancy

Chronic Kidney Disease or ESRD
Liver disease

Uncontrolled hypertension

Prior stroke or intracranial bleed
Excess alcohol consumption
Concomitant NSAID

BLEEDING RISK

O

PATIENT
FACTORS




Table 1. Calculation of the DAPT Score.*

Variable Points

Age (yr)
>75
65-74
<64

I I
—_ N

Diabetes mellitus

Current cigarette smoker

Prior M| or PCI

MI at presentation

CHF or left ventricular ejection fraction <30%
Stent diameter <3 mm

PCl of vein graft

= NS et N e e e et

Paclitaxel-eluting stent

* The score for dual antiplatelet therapy (DAPT) ranges
from -2 to 10. A score of 2 or higher suggests that the
magnitude of the benefit from a reduction in ischemic
events is greater than the risk of bleeding with DAPT
continued for more than 12 months. CHF denotes con-
gestive heart failure, Ml myocardial infarction, and PCl
percutaneous coronary intervention.

WHITE PAPER C

HBR is defined as a BARC 3 or 5 bleeding risk of 24% at 1 year or a Defining High Bleeding Risk in Patients

risk of an intracranial hemorrhage (ICH) of 2 1% at 1 year

(1 major or 2 minor)

“HBR

Jownload the App

Undergoing Percutaneous Coronary Interventior

A Consensus Document From the Academic Research
Consortium for High Bleeding Risk

U NCHADLE A

Age Renal Liver Active Anemia Low platelet
(275 Yﬂ"'"") disease disease cancer count
Comorbidities
-
! t
Stroke, Bleedmg Prior bleodmg NSAIDs Planned surgery on DAPT,
ICH, bAVM diathesis or transfusion steroids recent trauma or surgery
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‘ Prior MI or stent thrombosis

Peripheral artery discase
Recurrent ischemic events on DAPT
Clinical presentation (ACS)

Prior ischemic stroke Prior bleeding/recent bleeding

“If it were not for the great variability among individuals,

medicine might as well be a science and not an art”
Sir William Osler (1849-1919)

FIrst generacon ves

BLEEDING RISK



DAPT e Cirurgia

Figura 9 Descontinuag¢ao minima e calendarizagao da reimplementacao da terapéutica
antiagregante plaquetaria dupla (TAPD) nos doentes submetidos a cirurgia eletiva
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Tempo de espera minimo para a interrupcao da P2Y, Dias apos cirurgia

= Recuperagao espectavel da fungao plaquetaria em média
'A dedisao de interromper a aspirina ao longo da cirurgia deve ser tomada individualmente tendo em consideragao o risco hemorragico cirdrgico.
Em doentes que nao necessitem de ACO.




Recomendacoes Classe* Nivel® Tabela 6 Recomendacdes sobre o estilo de vida para os doentes com sindromes

Recomenda-se a melhoria dos estilos de vida em complemento coronarias cronicas
de terapéutica farmacoldgica adequada.

Fator estilo de vida

Cessacdo tabagica

Dieta saudavel

Atividade fisica

Peso saudavel

Qutros

Utilizar estratégias farmacolégicas e comportamentais
para ajudar os doentes a deixar de fumar.
Evitar o tabagismo passivo.

Dieta rica em vegetais, fruta, cereais integrais.
Limitar a gordura saturada para < 10% do total.
Limitar a ingestdo de bebidas alcodlicas para <100 g/
semana ou 15 g/dia.

Atividade fisica moderada 30 - 60 min na maioria dos
dias, sendo mesmo assim, benéfica, a atividade fisica
irregular.

Obter e manter um peso saudavel (< 25 kg/m?) ou reduzir
0 peso através de ingestao caldrica recomendada e de
incrementacao da atividade fisica.

Tomar a medicacao conforme a prescricao médica.
A atividade sexual constitui um risco baixo para os
doentes estaveis ndo sintomaticos com niveis de
atividade baixos a moderados.



Determinantes da Terapeutica Antitromheotica

Patient’s Clinical
characteristics presentation
Age CcCs
Sex vs.
Race ACS
History of (NSTE-ACS/STEMI)
ischaemic or
bleeding events
>

Ischaemic risk

Comorbidities
CKD
Diabetes
PAD
Heart failure

Co-medication
Need of oral
anticoagulation
treatment
Various drug-drug
interactions

Procedural
aspects
PCl vs CABG
Femoral vs. radial
access
Invasive vs.
conservative

management

0000000

Bleeding risk

s

DESC 2020



Duracao da DAPT

7z -
“the shorter, the better” non-ACS PCI |

1-3 months DAPT followed by P2Y12
inhibitor monotherapy (with
\ticagre/or if tolerated) )

"ACS
3 months DAPT if high bleeding risk
3 months DAPT + tica possible in

What'’s the best strategy:
* Medically managed selected NSTEMI

* After CABG 12 months DAPT in STEMI wt HBR




Duracao da DAPT

“the longer, the better” Multivessel disease (ACS)

Polivascular disease
Diabetes (ACS)
Recurrent events
Complex anatomy/PCl

Don’t prolong if HBR
(check ARC-HBR criteria)



TABELA RESUMO

Table 2. Suggested Approaches to Antithrombotic Treatment after an ACS Event.*

Time after

ACS Event Default Strategy

<l mo Aspirin and newer-
generation P2Yy,
inhibitor

>1 mo to Aspirin and newer-

12 mo generation P2Y,

inhibitor

>12 mo Any P2Y1; inhibitor
alone

Patients with High Patients with High
Ischemic Risk Bleeding Risk
Aspirin and newer-generation Aspirin and newer-
P2Y1, inhibitor generation P2Yy;
inhibitor

Aspirin and newer-generation Any P2Y, inhibitor
P2Y1, inhibitor alone

Aspirin and newer-generation Any P2Y1, inhibitor or
P2Y1, inhibitor, or switch aspirin
to aspirin and low-dose
rivaroxaban

Patients with
Concomitant Atrial
Fibrillation

Aspirin, clopidogrel,
and DOACH

Clopidogrel and DOAC

DOAC

* Aspirin is given at a dose of less than 100 mg. In this table, prasugrel and ticagrelor are considered newer-generation
P2Y,, inhibitors. ACS denotes acute coronary syndrome, and DOAC direct oral anticoagulant.

Recommendations are for patients with nonvalvular atrial fibrillation (those who do not have mechanical heart valves
and do not have moderate-to-severe mitral stenosis).

1 Consider withdrawing aspirin before hospital discharge for patients who are at high risk for bleeding.
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