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NOW RECOMMENDED
as a treatment option in

ACC/AHA STEMI Guidelines
and ACC/AHA/SCAI PCI Guidelines*1

For more information about Effient® (prasugrel), call 1-866-EFFIENT or visit Effient.com.

* 2009 Focused Updates: ACC/AHA Guidelines for the Management of Patients With ST-Elevation Myocardial Infarction (Updating the 2004 Guideline and 2007 Focused 

Update) and ACC/AHA/SCAI Guidelines on Percutaneous Coronary Intervention (Updating the 2005 Guideline and 2007 Focused Update).

INDICATIONS AND USAGE
Effient is indicated to reduce the rate of thrombotic cardiovascular (CV) events (including stent thrombosis) in patients 
with acute coronary syndrome (ACS) who are to be managed with percutaneous coronary intervention (PCI) as follows:

Patients with unstable angina (UA) or non–ST-elevation myocardial infarction (NSTEMI) 

Patients with ST-elevation myocardial infarction (STEMI) when managed with primary or delayed PCI

IMPORTANT SAFETY INFORMATION

WARNING: BLEEDING RISK
Effient® (prasugrel) can cause significant, sometimes fatal, bleeding. Do not use Effient in patients with active pathological 
bleeding or a history of transient ischemic attack or stroke. In patients ≥75 years of age, Effient is generally not recommended,
because of the increased risk of fatal and intracranial bleeding and uncertain benefit, except in high-risk situations (patients 
with diabetes or a history of prior MI) where its effect appears to be greater and its use may be considered. Do not start 
Effient in patients likely to undergo urgent coronary artery bypass graft surgery (CABG). When possible, discontinue Effient 
at least 7 days prior to any surgery. Additional risk factors for bleeding include: body weight <60 kg, propensity to bleed, 
concomitant use of medications that increase the risk of bleeding (eg, warfarin, heparin, fibrinolytic therapy, chronic use 
of nonsteroidal anti-inflammatory drugs [NSAIDs]). Suspect bleeding in any patient who is hypotensive and has recently 
undergone coronary angiography, percutaneous coronary intervention (PCI), CABG, or other surgical procedures in the 
setting of Effient. If possible, manage bleeding without discontinuing Effient. Discontinuing Effient, particularly in the first 
few weeks after acute coronary syndrome, increases the risk of subsequent cardiovascular events.

Effient is contraindicated in patients with active pathological bleeding, such as from a peptic ulcer or intracranial hemorrhage, 
or a history of transient ischemic attack (TIA) or stroke

Patients who experience a stroke or TIA while on Effient generally should have therapy discontinued. Effient should also be 
discontinued for active bleeding and elective surgery

Premature discontinuation of Effient increases risk of stent thrombosis, MI, and death

Thrombotic thrombocytopenic purpura (TTP), a rare but serious condition that can be fatal, has been reported with the use of 
other thienopyridines, sometimes after a brief exposure (<2 weeks), and requires urgent treatment, including plasmapheresis

Please see Brief Summary of Prescribing Information on adjacent pages.

Reference: 1. Kushner FG, Hand M, Smith SC Jr, et al. Circulation. 2009;120:2271-2306.
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Caseload Tied to Valve Repair Rate
B Y  M I T C H E L  L . Z O L E R

F O R T L A U D E R D A L E ,  F L A .  —  The
number of mitral valve operations per-
formed annually strongly predicted
whether a cardiac surgeon tended to car-
ry out mitral valve repair or replace-
ment, according to an analysis of more
than 28,000 mitral valve cases in the
United States during 2005-2007.

Mitral valve repair is usually preferred
over valve replacement, but the new
data “show a marked variability in mitral
valve repair rates,” Dr. Steven F. Bolling
said at the annual meeting of the Soci-
ety of Thoracic Surgeons. Although fac-
tors other than case volume, such as mi-
tral stenosis, endocarditis, race, and
gender, also were significantly linked to
the valve repair rate, the rate was “most
predominantly and heavily influenced
by individual surgeon volume of mitral
cases,” said Dr. Bolling, professor of
surgery and director of the multidisci-
plinary mitral valve clinic at the Univer-
sity of Michigan, Ann Arbor.

“What the study showed, in thousands
of patients, is that the same type of patient
can go in [to have a mitral valve fixed], and
come out differently depending on who
the surgeon is. That’s not right,” Dr.
Bolling said in an interview, adding that
cardiologists also need to play a role by re-
ferring more patients to surgeons who will
emphasize repair over replacement.

The crux of the issue is that “for 90%
of patients, repair is better,” he said. But
instead of showing a 90% repair rate, the
study analysis revealed that U.S. surgeons
who perform mitral valve surgery on av-
erage repaired only 41% of valves, and
replaced the others.

The only mitral valves that should not
be repaired are the small minority that
are heavily calcified, heavily rheumatic,
or heavily stenotic, he said. “In general,
the garden variety, degenerative mitral
valve should be repaired.”

The study reviewed 28,507 mitral valve
surgery cases treated during 2005-2007 by
any of 1,088 surgeons at 639 U.S. centers
who contributed outcomes data to the So-
ciety of Thoracic Surgeons national data-
base. The average age of the patients was
about 62 years, and surgeons performed
a median of 5 cases/year, but the average
caseloads ranged from less than 1
case/year to 166 cases/year. 

As annual case volume rose above the
national median, the repair rate steadily
ballooned (see chart). In a risk-adjusted
analysis, surgeons who treated 30 cas-
es/year had a repair rate 42% above the
rate of those whose median volume was
5 cases/year. Surgeons with 100 cas-
es/year had repair rates nearly four times
as high as the comparator rate, and sur-
geons near the top volume level, at 150
cases/year, had repair rates more than
seven times the median rate.

In a risk-adjusted model that account-
ed for other clinical factors associated
with repair rate, the repair rate rose by
15% for every 10 additional mitral cases
per year, a significant relationship, Dr.
Bolling said.

The analysis also identified factors

linked to significantly lower
rates of repair, including mitral
stenosis, a surrogate for
rheumatic disease, which low-
ered the repair rate by 91%; ac-
tive endocarditis, which cut the
rate by 79%; need for urgent
surgery, which decreased the
rate by 42%; and female gender,
which reduced the rate by 32%.

Dr. Bolling suggested several
steps that might improve mitral

valve repair rates, including bet-
ter education of surgeons and
cardiologists, increasing the
number of referrals to higher-
volume surgeons and centers
by regionalization, and possi-
bly setting an annual minimum
number of mitral cases for a
surgeon, such as 25 cases/year.

Dr. Bolling said that he and
his associates had no disclosures
for this report. ■

Risk-Adjusted Odds Ratios for Mitral Valve
Repair Relative to National U.S. Median

Number of mitral valve cases treated per year

Source: Dr. Bolling
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7.61
8.76Note: All odds ratios were 

significantly different from 
that of a surgeon handling 
national U.S. median of 
five cases per year.
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