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Faut il le coronarographier et/ou Ie dilater ?
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Une maladie coronaire pius severe
»‘\\°°6\
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& Age=70y  Age70-79y  Apge=80y 3
& (n=15 392) (n=5198) (n=983) P &
~~@<Q?‘ \oe’é\\o
o
Coronary geistomy, % <00001 &°
Migitnal CAD 22.2 12.7 0.7 &
O o
S-2-Vessel disease 258 195 15.0 &
\ ®)
C,o“Q 2 Vessels+ proximal LAD 15.9 14.9 14.2 o@é
< N
o 3-Vessel disease 18.1 22.9 243
N
o 3 Vessels+ proximal LAD 1.7 18.6 2%«86
2@
Left main 6.3 1.3 139
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Table 4. Clinical Outcomes <o
— .a\\O
e Age <80 Odds Ratio P
Outcome <& Age =80 years* years* (95% CI) V@im*.
Death & 3.8(3.4-42) 1 1(10-1.1) 3.6(32-4.1) ,b&"’{ 0.001
Procedural success K\«O 84 (83-85) 89 (89-89) D 65 (0.60-0.70) @ <0001
Deatwucméo 19(44-5.4) 9(1.9-2.0) 26(2.3-29) & <00
Qwave MI 1.9(1.5-2.3) 3(12-13) 5012319 o < 0,001
CVA q@% 0.58 (0.38-0.78) 0. 23 (02-0.26) 25(17-36) & < 0,001
Renal ggftre 32(2.7-3.7) 0(0.96-1.1) 312638, & < 0.001
Vasgtilar complication 6.7 (6.0-7.5) 3.3 (32-3.5) 21(1.9-28 < 0,001
trhent revascularization 44(4.0-49) 45 (4.4-46) 0.98 (08#-1.1) 0.770
%

® Total LOSY 51 %53 3743 L& NA < 0.001
Postprocedure LOSt 3.6 £46 2638 &é\ NA < 0.001

*Data are expressed as percentages, with 93% confidence intervals in parentheses. tLength of hospital stay (LOS) in d&?s {rm::m + SD).
CVA = cerebrovascular disease; M1 = myocardial infarction; NA = not applicable. eC)
O
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& Batchelor et al. JACC 2000;36:723-30
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Radial access e’
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Radial Femoral 0dds Rati® 0Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Rand‘qf\\u 95% Cl  Year M-H, Random, 95% CI
Death (randomized studies) 600‘
Louvard 2004 8§ 192 6 185  3.7% «@:30 [0.44, 3.81) 2001 e
Achenbach 2008 0 152 0 155 @ Not estimable 2008
Cantor 2015 20 506 18 529 8.6%xQ 1.17 [0.61, 2.24] 2015 T
Subtotal (95% Ci) 850 869 12,@3' 1.20 [0.69, 2.09) &
Total events 28 24 ‘6'
Heterogeneity: Tau® = 0.00: Chi* = 0.03,df = 1 (P = 0'8"@%: 0%
Test for overall effect: Z = 0.65 (P = 0.52) 'Q-%Q)
<
Death (observational studies) O‘\@
Klinke 2004 3 128 158 125 2.7% 0.18 [0.0S, 0.62) 2004
Jaffe 2006 0 97 \ﬁ 131 Not estimable 2006
Ziakas 2007 1 87 &O 2 68 0.8% 0.38 [0.03, 4.32) 2007 e ——
Koutouzi 2010 2 4(@2“ 18 301 2.0% 0.83[0.18, 3.71]) 2010 — R—
Bertrand 2010 5 2 13 1.5% 0.32 [0.06, 1.87] 2010 ——
Diaz 2011 31 68 3 30 83 10.0% 0.23[0.13, 0.41) 2011 —
Jinnouchi 2012 3 o 39 2 77 1.4% 3.13 |0.50, 19.54) 2012 N
Hu 2012 Cg@ 112 0 156 Not estimable 2012
Feldman-NCDR 2013 éb 30588 10147 547929 32.6% 0.53 [0.48, 0.60) 2013 o
Gao 2014 .&vz;o 1 125 2 154 0.8% 0.61 [0.05, 6.84] 2014 e ——— R —
Miura 2015 /\Q’ 1 110 5 104 1.0% 0.1810.02, 1.58]) 2015 by o
Anderson 2015 © 1598 65177 4061 101627 35.0% 0.60 [0.57, 0.64] 2015 8
Subtotal (95% 96866 650768 87.8% 0.51 [0.41, 0.63] 13 Q\G .
Total events o9 1950 14284 o8 - Monter sous scopie
Heterogeneity’ Tau® = 0.03: Chi® = 22.31, df = 9 (P = 0.008). I’ = 60% %@ .
Test for overall effect Z = 6.30 (P < 0.00001) >‘6{\ - Twirled
Total (95% CI) 97716 651637 100.0% 0.56 [0.45, 0.69) B &0& - Guide hydrophile
Total events 1978 14308 . . .
Heterogeneity: Tau® = 0.03; Chi* = 28.78,df = 11 (P = 0.002); F¥ = 62% =0.01 0%.1 l 150 100= eo‘z‘ - Ne Ja malis forcer
Test for overall effect: Z = 5.30 (P‘< 0.00001) ) ' Favours Radial Favours Femoral O . .
Test for subgroup differences: Chi* = 8.07, df = 1 (P = 0.004), I° = 87.6% 6\) - |nJect|0n
& . . .
Fig. 4. Death for transradial and transfemoral approach in the elderly. . (\Q - G u |d e d’a ng 10 p | a Stle
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< Alnasseretal. 1JC2017; 228: 45-51



Fautil allera | +<f1va5|f tout le temps?
Les chosé% sont moins claires
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* Le rapport b@neflce / risque de la revascularisation reste flou car nous ¢
X

manquons ‘de données. &

N @
RS

C;s*‘qEn effet, les données disponibles sur I'impact d’une strategfe chez les
«+ personnes agées proviennent en grande partie d’analyges de sous-
©
o groupes de registres ou des études randomisées. ‘%Q}\\

* L'OMS prévoit que la morbi-mortalité cardlo%@sculalre augmentera de 120
a 137% d'ici 20 ans en raison du weﬂhsseme‘ﬁt de la population.



Le STEMI
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Figure 1. Age-specific in-hospital mortality mtiaéf STEMI. Error bars
indicate upper limits of 95% Cls. '
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Kyté et al. Am J Cardiol 2015;115:303e 306
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Traitement invasif : oui
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Death c,;\\OQPC| Fibrinolysis Odds ratio (95% Cl) P-value
060
Q 88 (0.17-4.
Zwolle @ 8146 (6.5%) 3/41 (7.3%) B LR D s
S
Senior PAMI 6,/\0 25/252 (10%) 30/229 (13%) —f—}—  0.73(0.42-1.28) 0.27 )
& X
TRIANA éz}A 18/132(13.6%)  23/134 (17.2%) & 0.76 (0.39-1.49) 0.43 {\5@
\4 2
X9 <
All &Oﬁ\\ 46/430 (10.7%) 56/404 (13.8%) T 0.74 (0.49-1.13) 0.16 } \@\\Q'
\)% Q{§\
M&erogeneity: 72=0.5, df =2 (P=0.98); 2=0% <@
ec, est for over all effect: Z=1.34 (P=0.18) (((@
S &
> S
q(e? Death/re-infarction/disabling stroke &
o R
(o) <
«Q@eo Zwolle* 9/46 (20%) 12/41 (29%) & 0.59 (0.22-1 .zgj}@ 0.29
,\@q’ Senior PAMI 30/252 (11.9%) 41/229 (18%) —f— 0.62 (o.eg\rea'.oa) 0.066
q/
d TRIANA 25/132 (18.9%) 34/134 (25.4%) —_— 0.69@%8—1 .23) 0.21
&
o
All 64/430 (14.9%) 87/404 (21.5%) e °%§64 (0.45-0.91) 0.013
I 1 &0 L] |}
Heterogeneity: x?=0.10, df=2 (P=0.95); P=0% 0 0.5 1 O‘z‘" 1.5 2
Test for over all effect: Z=2.45 (P=0.01) Qe
Favours,®  Favours
PCls” fibrinolysis
*Total strokes @000
,"0
©‘1,

S Bueno et al. EHJ 2011; 32: 51-60
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The Italian Elcifrly ACS Trial Investigators
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313 patients aged 7!§§>years or older with NSTEMI or unstable angina

21 hospitals, follqw up of 1 years
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A b@%rimary endpoint &
1 4S | — s |10 (Q@Q
é@?‘ 6(6
O b
N k:
L ool .0 The primary endpogﬁ’ was the
» R b,
Qo<‘q - e composite of dea\tﬁ\ myocardial
& & 08 o 18 08 infarction, dlsajgﬁng stroke, and
9 ; =" HR 0.79; 95% C10.53-119 |
%\© E L LepmkPe03s , repeat h%spltal stay for
> * o7 e 07 cardlovascqﬁr causes or severe
= bleedlng\o\
OG | | 1 | | | | 'l VT | l L] | 1 ‘ 3] | TR 06 &00
0 50 100 150 200 250 300 350 400 450 &
Follow-Up Time Primary Event Truncated <=405 Days %O
Early sugressive 154 133 n 21 1 e 13 04 £Vl O
nitially Concery 159 13 126 (311 ne 1na s e = 6\)
)
@
s

Angiography and revascularization only for recurrent ischemia: 29% @O

Savon/tto etal. JACC Intv 2012;5: 906—16
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AFTgR‘QEleHTY STUDY
'o}&

457 patients aged 8@»‘>years or older with NSTEMI or unstable angina
16 hospitals, mequan follow-up of 1.53 years
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Q &
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100 — ’\\.(9 — Con st_ar\-'ative strategy \Q,Q’
o — Invasive strateqy . Q}
—_ AN
- 0‘ A{\,
z |
3 The primary outcome wﬁs a
NI
O § o composite of nnfbcardlal
-2 §
& infarction, need @r urgent
< e
(@) = 25
& revascularlsatlon < stroke and
A A . 0.
9 . | | Log-rank test, p=0 000I1 death ‘Q)%¢
0 1 2 3 0“\\
Mumber at risk Time (years) {0‘-0
Conservative 228 111 69 32
strategy \0\
Invasive strategy 229 164 108 43 6
Figure 2: Kaplan-Meier curves of survival free from composite outcome &0
The primary outcome was a composite of myocardial infarction, need for urgent revascularisation, stroke, and death. 0‘2\
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%&«@i‘egn et al. Lancet. 2016:387:1057-1065
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reﬁQ Invasive Conservative  Rateratio pvalue
(\6\ strateqy strateqy
© group group (n=228)
. (n=229)
O
Primary& ﬁpoint
Co ite endpoint 93 (41%) 140 (61%) 0-48 (0-37-0-63) 0-0001
fﬁ&w-up patientyears 419.54 307-07 o
0?2 Components of the primary endpoint Q}S\\
‘Q?oé T 39 (17%) 60 (30%) 0.50(033-075)  0.0003 \\C\\
.\?,& Follow-up patientyears 51076 444-37 Q;@%
N
&O Meed for urgent revascularisation 5 (2%) 24 (11%) 019 (0-05-052) 0-0001 \Q)\\
A N4 Follow-up patient years 58812 536.69 Q{b
& Stroke 8 (3%) 13(6%) 0-61 (0-22-1.60) 0-26 ,Q)&Q’
Oéo Follow-up patient years 590-41 577-45 (\6\
S Death from any cause 57 (25%) 62 (27%) 087(059-127) 053 og;\\o
{Q,ro Follow-up patientyears 496-92 481.26 Kob
Qo“q Complications (bleeding) &
< Major 4(2%) 4(2%) NA NA &O&Q’
@ff,\ Gastrointestinal 2(1%) 2(1%) NA NA &’
o Pericardial tamponade 1(<1%) 0 NA NA é@
(19 Traumatic epidural haematoma 1(=<1%) 0 MNA MNA {@9

Traumatic subdural haematoma 0 1(=1%) NA NA 0‘\@

Subarachnoid haemorrhage 0 1(=1%) MA N%&
Minor 23(10%) 16 (7%) NA KQUA

Gastrointestinal 14 (6%) 11(5%) NA " NA

Other 9 (4%) 5 (2%) NA O NA
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4187 patientswith NSTEMI or unstable angina c‘)\\,
6\)
Q&O
3730 not incl@ﬁ%’
2714 @yt exclusion criteria
1062 short life expectancy
‘@G'" 183 ongoing or recent bleeding
409 unable to comply with protocol
_"—Q’é 560 dinically unstable

@ 1516 candidates for inclusion not induded

O§~°" 402 refused to participate

& 1011 logistics
0@ 103 other reasons
S
\2\« v
43\?:\1’@"@ assigned

> |

¥

-

229 ?ﬁfit{:the imvasive grou
P group

‘ | 228 assigned to the conservative group

‘e,é\
P

D) | Sdropped out

—» 1dropped out

h 4

k.

229 included in the intention-to-treat analysis

228 included in the intention-to-treat analysis

Coronary angiographic datat

Three-vessel diseaseor left main 105 (48%) MA

Two-vessel disease A0 (18%) — 82%MA

Dne-vessel disease 35 (16% A, \6\‘

Calcification, mo significant 3B (%) MA eé'

stenosis &@\\0

Normal 2 (1%) moq”’
Revascularisation therapy 6(@(0

PCl 107 (47%) c,;\\o° MA

CABG 63%) °  NA

\\
Radial accesst 198 (ﬂgﬁ NA
Femoral accesst i) NA
Angiography not done o2 9 (4%) 728 (100%)
[72)
'0‘0
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>
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NSTEMI
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Recommendations for the management gﬂ‘(elde rly

patients with non-ST-elevation acute é@&?nnarr

syndromes &

@

<O

~=f
Recommendations f@ﬂ@ Class® | Level®

Ref."

It is recommended to tailor @\9&
antithrombotic treatmentgﬁoﬁding
to bodyweight and renaffunction.
¥ patients sheQidl be co

for an invasive %egy and, if
appropriate, {@?ﬂﬂc ularizmtion after
carefusl eyafiation of potential risks ) lla
and befdits, estimated life expec

©r'h'n:l'|tiﬂ* quality of life, fraj
Rient
Adjusted dosing regimens of
beta-blockers, ACE inhibitors, ARBs
and statins should be considered to
prevent side effects.

ESC Guidelines 2015

414~
418

Recommendations for older persons with non-ST-seg-
ment elevation acute coronary syndrome

Recommendations Class® Level®

@
It is recommended to apply the same diagnos-
tic strategies in older patients as for younger ¢
patients. ™" ,b&"’\\e . .
It is recommended to apply the same inter%@ﬁ? . .

<

younger patients, %3467 &0&0

The choice of antithrombotic ag??t and dos-
age, as well as secondary p rﬁ@nﬁnnm should
be adapted to rerﬂlfun%éﬁ?m as well as specific

S S 461 g2
contraindications. %@
N
AL
A\

S ESC 2020

tional strategies in older patients as fﬂr;'\\ BN
Decisions as to 136\?/?/ to manage older patients should be based on
ischaemic and @féeding risks, estimated life expectancy, comorbidities,
the need f%sb%on-cardiac surgery, quality of life, frailty, cognitive and
functiona&@impairment, patient values and preferences, and the
estim(gfeed risks and benefits of revascularization

J

W ESC Guidelines 2020
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DES$DECIfICItES a prendre en compte pous”

\2‘
> led des étud <
& e design des etudes o
b\)
O(\&@ p Q@
O o
«0&0 &o&
,\@q’ Q\‘e?'
(I'Q{L {066
©
/\0"6&0
‘3‘“
Oeo
6\)
9
&
«“‘&OO
5



(QQ-

NSI%&MI type 2
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Criteria for type 1 Ml \\006@

Detection of a rise and/or fall of cTn values \Mtlb\)lqt least one

value above the 99th percentile URL and with %Q‘ieast one of the
followin,

g \3@

<O

Symptoms of acute myocardial |scla_a>1emla,

New ischaemic ECG changes;

Development of pathologlcab@ waves;

Imaging evidence of new\{'ﬁ)ss of viable myocardium or new
regional wall motion a&qormalrty in a pattern consistent with
an ischaemic aeti

e |dentification o@coronary thrombus by angiography includ-

ing intracol X imaging or by autopsy.®

.
Criterga for type 2 Ml

Det@b%n of a rise and/or fall of cTn values with at least one
aflie above the 9%9th percentile URL, and evidence of an imbal-
@rhnce between myocardial oxygen supply and demand unrelated
to coronary thrombosis, requiring at least one of the following:

Symptoms of acute myocardial ischaemia;

New ischaemic ECG changes;

Development of pathological Q waves;

Imaging evidence of new loss of viable myocardium or new
regional wall motion abnormality in a pattemn consistent with

an ischaemic aetiology.

Type 2
iy ocardial
infarction
~ Mechanisms |

—  Context

e —
Secondary to another illimess ar process
=1

Main reason leading to dinical presentation (e.g. chest pain)

Fixed coronary atherosclerasis

Coronary spasm N
Coronary microvascular dﬁh@
—| Coronary mi%le j
[ Coronary artery g 2Setion H- j
Intramural atoma

e
@J% ventricular hypertroph
—Al\)s Seyere bradyarriythmia I

B SC/AC G HAS HE 7018

Q\'QO'LI Respiratory failure
#schaemic thresholds vary substantially in .090 [ ik wiin. j
relation to the magnitude of the stressor and the < _[ Hypotension/ Shack
extent of underlying cardiac disease. &o\\% ]
R
,\O
S
6\)
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S
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@
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Thygeseret al. EHJ (2018) 00, 1-33
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Définition consensuelle : redu@tlon physiologique multi systémiques limitant
les capacités d’ adaptatlongfu stress

@Q
&0\‘)\’ Minor iliness (eq, urinary tract infection)
. X9’
N ’ &
) « | Independent &
& = X
< = &
& : T N
& : N
N . B - E » >
&O 2 Q‘Q
N < | Dependent | — o
cﬁo = Q@
N l THE LANCET <
q@% Q«Ob
QQOQ Figure 1: Vulnerability of frail elderly people to a sudden change in health ,@&
ey &
)
Pas de consensus sur méthode d’évaluation &
&
@
100 \0\

o |7 \2\&0

2 o

< | = >

-E 50 4 6\)

S q{e?

(]

o -Clegg A et al. Lancet 2013

0 T T T v (1/ . .
o m s m w +° Friedetal J. gerontol Med Sci 2001
P

Months After Study Entry



307 patients .\5@}
The aim of the study was to assess the prognostic vaLtfe of frailty on mortality at long-term follow-up of more than 5 years

in patients 75 years or older hospitalised for non- stegment elevation myocardial infarction.

&

Q
N4
& Survival analysis, adjusted
urvival analysis, adjus
c LI N ICAL FRAI LTY SCALE LIVING  Peopl©who need help with all outside .1
WITH ties and with keeping house.
2y MODERA fnstde they often have problems with x"x - .
. ’ ' F stairs and need help with bathing and ':l E' — N{:H—Fr“all Frﬂ"
VERY People who are robust, active, energetic Qg} might nbod miiimal assistand@lcuiod '-___H
FIT and motivated. They tend to exercise standby) with dressing. |:| E. -H-\_H"-\. .\Q‘
regularly and are among the fittest for ’ G_) = —u &b\
their age. LIVING Completely dependent for personal = |:| T N e A
. WITH care, from whatever cause (physical or .E T —— \Q
FIT  People who have no active disease SEVERE  cognitive). Even so, they seem stable |:| E e 00"
symptoms but are less fit than category N FRAILTY and not at high risk of dying (within ~6 0 ) T—— i 2
1. Often, they exercise or are very active &0 months). 'E |:| 5 _H@_
occasionally, e.g., seasonally. S [l . N ——
LIVING Completely dependent for personal care —_ & —
o : Aol o < -
MANAGING  People whose medical problems are o\ WITHVERY and approaching end of life. Typically, = 0.4 %] —

WELL  well controlled, even if occasionally ~ -\ON® SEVERE  they could not recover even from a . f@((\
symptomatic, but often are not 8 FRAILTY  ™Minor illness. E l:l El N\
regularly active beyond routine walkiny. ﬂ . OQ

S TERMINALLY ~ Approaching the end of life. This . |:|_E C}}
LIVING Previously “vulnerable;’ this cajegory ! JLL category applies to people with a life 6\)
WITH  marks early transition froai&mplete ‘ expectancy <6 months, who are not 0.1 ©
VERYMILD  independence. While pendent on ‘(’;Ahe"”t'se ",‘""I‘il ‘f’[:"‘ se\gere f"“'ﬁ]Y- \Q’Q
FRAILTY  others for daily helf aTten symptoms any termina’ly 1l peop.eien Su () <
limit activitie & common complaint exerciss until very closa to death.) '::|' E :] [| lsﬁ:l\' D 1 E D [l EDD{l EEDD
is being “sl '\d up” and/or being tired ,
during t@i SCORING FRAILTY IN PEOPLE WITH DEMENTIA '®%
(k The degree of frailty generally In moderate dementia, recent memory is Q\ Dﬁy E
LIVING (ﬁ who often have more evident corresponds to the degree of very impaired, even though they seemingly 0\0
; WITH ing, and need help with high dementia. Common symptoms in can remember their past life events well. «Q
1\ MILD order instrumental activities of daily mild dementia include forgetting They can do personal care with prompting. . \9
: L 3 . the details of arecent event, though | ia, th »
FRAILTY living (flnances..transpo'rtatlop. heavy stilramémibéing the avent el pr; :se::arrcd;;n;:\‘::ui heey| ;annot do &0
housework). Typically, mild frailty repeating the same question/story i, il tl;e SuaRE S d . I . k d b . d oy e
progressively impairs shopping and and social withdrawal. A R it il a ge’ Sex’ E& cardaiovascular risk and comornili |t| es
walking outside alone, meal preparation,
medications and begins to restrict light Clinical Fraity Scale €2005-2020 Rociowood, 1 & 1
ousework. Vr;rnsli:\ ?f:([‘ucznerfgms reserved. ofcor't)ue(:mission' . .
: DALHOUSIE i.e. thec€€harlson index score
 geriatricmedici h.
L e B o
and frailty in elderly people. CMAJ 2005;173:489-495, 6
)
&Qv
&
O
3

Ekerstad et al. European Journa/q@”](% Preventive Cardiology 2018; 25: 1813-1821
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Meta-analysis

(\\Q}\o
Q
0«\
C. Mortality at Follow-up: Randgmlzed controlled trials
6
‘0 Odds Ratio Odds Ratio
Study or Subgroup Ioglqdas Ratio] SE Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
; I\ ——
After Eighty, 2016 (n=457) & -0.12 0.213 32.9% 0.89[0.58, 1.35]
FIR, 2012 (n=839) & -0.216 0.181 45.5% 0.81[0.57, 1.15] ol P &
Italian Elderly, 2012 (n-gfs) -0.132 0.336 13.2% 0.88[0.45, 1.69)] ' o &
TACTICS-TIMI 18, 200&?n-278) -0.265 0.422 8.4% 0.77[0.34,1.75] &e}\
&
Total (95% Cl) ~z~ 100.0% 0.84 [0.66, 1.06) 0| @Q,Q
Heterogened)éi Chi*=0.18, df =3 (P =0.98); I’=0% 0.01 0.1 1 J 100
Test for owerall effect: Z=1.45 (P =0.15) Favours Routine Invasive Favours Ngflical Therapy
s &
(\Q\Q) . - . . @Q\ﬁ
C.@Mocardlal Infarction at Follow-up: Randomized controlled trials &e‘
N <0
N©q’ Odds Ratio ;éws Ratio
,19(” Study or Subgroup log[Odds Ratio] SE Weight IV, Fixed, 95% CI IV, Bixed, 95% CI
After Eighty, 2016 (n=457) -0.749 0.227 32.2% 0.47[0.30, 0.74] &(3\3
FIR, 2012 (n=839) -0.585 0.181 50.6% 0.56[0.39, 0.79] 0‘56 - |
Italian Elderly, 2012 (n=313) -0.442 0.405 10.1% 0.64[0.29,1.42] ?&
TACTICS-TIMI 18, 2004 (n=278) -1.256 0.485 7.1% 0.28[0.11, 0.74] Oéo
Total (95% Cl) 100.0% 0.51 [0.40, 0. 66] & &
%] ! 1 !
Heterogeneity: Chi*=2.12, df =3 (P =0.55); I"'=0% 0' ~ 01 10 100
Test for overall effect: Z=5.21 (P <0.00001) Favours Routine Invasive Favours Medical Therapy
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Gnaneisthiran SR, et al. Heart 2017;103:1962-1969
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\\Q)

S 7
RINCAL Zhs 7

&

NSTEMI de plus dg@ﬁo Ans dont les résultats ont été présentés a I’ euroPQﬁQZOZO

Pas de dlffEFEQﬁe entre traitement médical et revascularisation a unzf‘an sur le

critere comtggFﬁe mortalité toute cause et infarctus du myocarde. Of’

Le nombge "de sujet nécessaire a inclure étant de 750 patlents«o?hals seulement

251 Eé‘tlents ont été inclus entrainant un manque (ié puissance pour
mgerpretatlon des résultats avec un arrét précoce de Iewde pour recrutement

trop lent. &é\@

Malgré le manque de puissance lors des dlscussmn% sur les résultats de cette

étude il a été souligné l'importance du tralte;i‘\ent médical et la nécessité

d’une prise en charge invasive |nd|V|duaI|see @F%ns cette tranche d’age.



EVALUATION OF A STRATEGY GUIBED BY IMAGING
VERSUS SYSTEMATIC CORONARY ANGIOGRAPHY c,
IN ELDERLY PATIENTS WITH<1’°SCHEI\/IIA AOLD
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SYSTEMATIC CORONAR% CONDITIONED BY NON-INVASIVE IMAGII.\\IQ‘%F
ANGIOGRAPHY MYOCARDIAL ISCHEMIA &

Time of ischemic
evaluation

__ Ifischemia > moderate
on OMT
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* Uangioplastie du sﬁjet agé présente plusieurs pieges

* Ces pieges sonrconnus et peuvent étre anticipés
& ro&@\\
o R
Qeox\/\ @’""0
* Pour Ieg@indlcatlons d’un stratégie lI'invasive la I|tterawre montre :
@Q
- STEIW 9 invasif ou palliatif <
’19()/ ‘Q)é”é@%

N V 4 [ [ V 4 [ » ] V 4
- NSTEMI = plutét éviter le traitement médical seul mais des études sont encore
nécessaires o



