Cardio Q & A-

Answers to your gquestions from medical experts

Can you provide an update on the indications/guidelines

for the use of clopidogrel bisulfate (Plavix®) for acute
coronary syndrome (ACS) beyond the initial six weeks?

Question submitted by: Dr. Brian Fernandes, Edmonton, Alberta.

Clopidogrel combined with acetylsalicylic acid
(ASA) has been shown to be clinically superior
to ASA alone in reducing
cardiac events (myocar-
dial infarction, stroke,
and cardiovascular death)
following  presentation
with ACS. Although the
major  benefits are
observed at 30 days,
there are ongoing bene-
fits for up to at least nine
months. This holds true for patients treated med-
ically and for those undergoing percutaneous
transluminal coronary angioplasty (PTCA).

The optimum duration of therapy with clopido-
grel is not known, but longer duration studies
are underway. In general, for patients who do
not undergo angiography and PTCA, at least
nine months of therapy is prudent. For those

Clopidogrel plus ASA
has been shown to be
superior to ASA alone
In reducing cardiac
events after ACS.

who do undergo PTCA/stenting, the precise dura-
tion is less clear, but should range between one
month and nine months.

Due to a slight increase in
the risk of bleeding, clopi-
dogrel therapy should be

stopped at least five
days, or, ideally, seven
days before planned

coronary artery bypass
grafting surgery.

Answered by:

Neil S. Brass, MD, FRCPC, associate clinical
professor, University of Alberta, and director, cardiac
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2. In which patients would
post-PCl testing be best
recommended and how?

Question submitted by: Dr. Alkykhan
Abdulla, Toronto, Ontario.

Percutaneous coronary intervention (PCI) is limit-
ed by the fact that a substantial number of
patients develop restenosis within the first six
months. Because of the high restenosis rates
documented in patients undergoing PCI, authori-
tiest have recommended various strategies to
identify and treat patients with restenosis. There is
currently little information on which to base func-
tional testing strategies after PCI.

Some physicians use an aggressive approach of
routine functional testing, while others use a more
conservative one. Although numerous studies
have shown that routine functional testing with an
exercise treadmill test and perfusion imaging can
identify patients with restenosis, the clinical value
of aggressively attempting to diagnose restenosis
is unclear.

Routine functional testing is likely to be associat-
ed with an increased number of followup proce-
dures and costs. Therefore, several experts have
suggested physicians use selective functional
testing after PCI, which is only employed in
patients who have atypical symptoms. For those
patients with symptoms highly suggestive of
restenosis, cardiac catheterization without func-
tional testing is recommended. As for the approx-
imately 50% of patients who are asymptomatic,?
no functional testing is done.




The American College of Cardiology (ACC) and the
American Heart Association (AHA) have issued
guidelines for exercise testing.3 These guidelines
suggest functional testing should not be per-
formed routinely following PCIl. However, these
guidelines do leave open the possibility that rou-
tine functional testing may be used in high-risk
subgroups of patients (e.g., those with proximal
left anterior descending artery lesions, those with
diabetes, etc.). Also, with the recent advent of
drug-eluting stents, the need for post-PCI func-
tional testing may be reduced dramatically. N’i
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