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Néanmoins, sujet LMeressant !
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Diabétiqués :

33 % de maladie coronarienne R
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& Cardiovasc Diabetol. 2018; 17: 83
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20 % de maladie coronarlenne asymptomathue
Diabetes Care. 2004; 27: 19@4 1961
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In high-risk asymptomatic adults (with dlabetes;z% strong family history of CAD, or when previous risk-assessment tests b C
suggest a high risk of CAD), functional |mag$hg or coronary CTA may be considered for cardiovascular risk assessment. @55{&
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In high- rlskoésymptomatlc adults (with dlabetes <5 strong family
history of«ﬂCAD or when previous risk- assessmentftests suggest a high
risk of CAD), functional imaging or coronary G’TA may be considered
for cardiovascular risk assessment. &
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In high-risk asymptomatic adults (with dlabetes;z% strong family history of CAD, or when previous risk-assessment tests

suggest a high risk of CAD), functional |mag$hg or coronary CTA may be considered for cardiovascular risk assessment. &
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In high- rtsk asymptomatic adults (with dﬁ%etes a strong
family hls“Eory of CAD, or when previous risk- assgssment tests suggest
a high risk of CAD), functional imaging o toronary CTA may be
considered for cardiovascular risk assessmght
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In high-risk asymptomatic adults (with dlabetes;z% strong family history of CAD, or when previous risk-assessment tests

suggest a high risk of CAD), functional |mag$hg or coronary CTA may be considered for cardiovascular risk assessment. &
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in high- rISSRO asymptomatic adults (with dlaf)etes a strong

family hls“Eory of CAD, or when previous risk- assgssment tests suggest
a high risk of CAD), functional imaging o toronary CTA may be
considered for cardiovascular risk assessmght
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In high-risk asymptomatic adults (with dlabetes;a% strong family history of CAD, or when previous risk-assessment tests b C
suggest a high risk of CAD), functional |mag$hg or coronary CTA may be considered for cardiovascular risk assessment. @ﬁ&
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in high- rISSRO asymptomatic adults (with dlaﬁetes a strong
family hls“Eory of CAD, or when previous risk- assgossment tests suggest

a high risk of CAD), functional |mag|ng or coronary CTA
may be considered for cardlovascular risk assessment.
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In high-risk asymptomatic adults (with dlabetes;a% strong family history of CAD, or when previous risk-assessment tests b C
suggest a high risk of CAD), functional |mag$hg or coronary CTA may be considered for cardiovascular risk assessment. eé@
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in high- rISSRO asymptomatic adults (with dlaﬁetes a strong
family hls“Eory of CAD, or when previous risk- assgossment tests suggest

a high risk of CAD), functional |mag|n,g or coronary CTA
may be considered for cardlovascu;ér risk assessment.
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In high-risk asymptomatic adults (with dlabetes;z% strong family history of CAD, or when previous risk-assessment tests
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suggest a high risk of CAD), functional |mag$hg or coronary CTA may be considered for cardiovascular risk assessment. @@{\
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In high- nslgésymptomatlc adults (with dlabetes ooa strong family
history ofJCAD or when previous risk- assessmentftests suggest a high
risk of CAD), functional imaging with co?onary CTA may be
considered for cardiovascular risk assessmgﬁ‘t
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En 2021...

° D/abefe Predicteur mdependﬁnt

de’ maladie coronarienne
‘tritronculaire

Circ Cardiovasc Imaging. 2019;12:e007940. &
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En2021...
Maladlz tritronculaire....
—souvent CABG !




CABG PCI
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Three-vessel disease with low SYNTAX score 022" %219 121.123124.135.150-157
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Three-vessel disease with intermediate or high SYNTAX score (>22).5 192105121, 123.124935.150-157
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Questions pour la modalite X ?
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1) Est-ce qu; ‘i y a des lésions ?
2) Est-ce que ces lésions sont s:gnlfmat/ves ?
3) Traitement med/camenteux RCI ou CABG ?
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Questions pour la modalite X ?
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1) Est-ce qu; ‘i y a des léesions ?
2) Est-ce g/ue ces lésions sont s:gnlfmatlves ?
3) Traitéement med/camenteux RCI ou CABG ?
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Coronary computeﬂ tomography angiography
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for heart team dGC|S|on -making in multivessel
coronary artazf'y disease

Carlos Collet'*1 Xﬁshmobu Onuma’*T, Daniele Andreini®, jeroen Sc:mck2
Giulio Pomplllof%‘o Saima Mushtaq Mark La Meir®, Yosuke Mlya;akl ;

Johan de Mec)p A Olwer Gaemperh . Ahmed Ouda®, Juan Pablags aureira’,
Damien Mandry Edoardo Camenzlnd11 Laurent Macromw Torsten Doenst!?

UlLf Temhgraber” Holger Sigusch'>, Taku Asano’, Yuki K‘atagm ;

Marie-angele Morel®, Wietze Lindeboom®, Gianluca B@ntone
Thomas F. Liischer® 16 , Antonio L. Ba.I‘tOI'EUIS T zy!ld Patrick W. Serruys'®*

for the SYNTAX I REVOLUTION mvestlgatogs
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Primary endpoint. Treatment recommendation based on anatomical assessment and patients’ clinical characteristics.

Anatomical SYN

Anatomical S
<

<
SYNT. Ig@;core Il treatment recommendation SYNTAX score |l treatment recommendation
9
6:& Equipoise CABG or PCl. Equipoise CABG or PCI.
Treatment decision Treatment decision
CABG CABG
Left mammary artery to LAD Left mammary artery to LAD %é
Saphenous vein graft to the marginal branch (LCX) Saphenous vein graft to the marginal branch (LCX) Q(Q
Saphenous vein graft to the RCA \‘\\0
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Secondary endpoint. Non-invasive anatomical and functional assessment combined with clinical characteristics (S?ﬁTAX Score Ill)

@

SYNTAX score Il treatment regoe'mmendation
X9
Equipoise CARGENY PCI
09
Tredtfhent decision
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N Left mammary artery to LAD
Saphenous vein graft to the marginal branch (LCX)
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* Agreement concerning:treatment decision : High
(Cohen’s kappa 0. 8& +95% confidence interval 0.74—
0.91).
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’ Agreemenl;én the coronary segments to b@»\@
revascuLarlzed 80%.
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* FFR derived from coronary CTA chaﬁged the treatment
decision in 7% of the patients.
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Questions pour la modalite X ?

. 006\
\

1) Est-ce qu; ‘i y a des léesions ?
2) Est-ce g/ue ces lésions sont 51gnlf1@Cat1ves ?
3) Traitément med:camenteux RCI ou CABG ?

e Y NS ST '



Autre probleme :
maladie diffuse !
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Motorized FFR with n=12800 values
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Male, 51 years old. Post PCl for RCA (STEMI, 2 month ago). BMI 31.8kg/m2. CrCl

152ml/min (Cr 0.75 mg/dL). LVEF 60%. Elective PCI for LAD




PCIDES 3.0x23 mm
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Motorized FFR with n=12500 values

1.00 r0.13

0.12
0.11
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FFR gradient
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Male, 61 years old. Hypertension, Hyperlipidemia. BMI 27.7kg/m2. CrCl 115m|/m|n (Cr 0.86
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PCIDES 3.5 x 33 mm

AFFR=0.10
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Maximal PPG Q&?EF 20 mm 1 Length with functional disease
PPG d \\0 + -
index Vessel E}FR gradient Vessel length
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2 N
&

—0.10

Vessel FFR: Difference between FFR Values\@%btamed at the ostium of the
vessel and the most distal anatomical locemon
Q)éw
Length with functional disease: Leggth of coronary artery in millimetres
with FFR drop >0.0015 FFR umct%
c$‘

ol .||J s b 0 W Lo | Vessel length: Length from“the ostium to the most distal pressure wire

0 2 2 60 80 location.

Length (mm)
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CENTRAL ILLUSTRATION Pathophysiological Coronary Artery Disease Patterns and PPG Index

‘*

Focal CAD Combined CAD Diffuse CAD

6 N
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J Am Coll Cardiol . 2019 Oct 8;74
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CT+FFR-CT & ..\
Coronarog rgp“ﬁfe
FFR (pul bﬁfk) / OCT
@@e@"\‘g PCI }é&f?ﬁal PCI
Re-OCT @
FFR (pull-back) &@"éé& Virtual FFR (PB)
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P3 Case Presentation

Cage: BE-OLV-00005
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Clinical Characteristics o
Age 68 yrs, male, BMI| 33.7 @ﬁ/m

Medical history: Hypertegsi’smn Hypertension, Diabetes, ex-smoker
Echo EF 60%. Creatmm% 1.01 mg/dlI &

2
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D (%)
¢ &

ge «
CT acqwsﬂmﬁ &
Siemens S@MATOM Force Q S
HR 53 /m“m "
Nitrates: Nitroglycerin spray 0.8 mg (0.4mg x2) <&
Radiation dose: Total DLP 854mGycm &
Contrast: 120ml (Lomeron®350) <"
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Caoronary CTA
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FFR. pullback pre PCI
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Conventional angiography
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Conventional angiography
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FFR pullback pre PCI
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Length (mm)

* Drift correction algorithm applied

-\ 7V >y -\ '\ s




g, T N D= N

OCT pre PCI
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Diameter 3.4 mm Diameter 2.3 mm Diameter 3.2 mm Diameter 1.6 mm Diameter 3.5 mm
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Post PCl angiography
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Post PCl OCT
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Comparison between invasive FFR pullback and
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Fractional Flow Reserve
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Dash line: edge of stent
Shaded area: stent position




@ B [ O e "% B N

Comparison between FFR pullback pre and (HeartFlow
<& Planner)
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Green: Post PGl
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Dash line: edge of stent
Shaded area: stent position
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Fractional Flow Reserve
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Comparison between FFRg; pullback and invasive FFR pullback

pf‘e and post PCl
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Gazen: Post PCI
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Take home messages :

Un CT (+ FFR- CT) peut permettre :
1) De detgﬂer une maladie coronar;enne

2) De dﬁ‘fmlr si CABG ou PCl
3) En‘cas de PCl, de planlfler Ie geste
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