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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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Mitral Repair Is Safer Option for Octogenarians 
B Y  M I T C H E L  L . Z O L E R

AT L A N TA —  Carefully selected octo-
genarians with mitral regurgitation gen-
erally had good outcomes following mi-
tral valve repair in a series of 322 patients
at two medical centers.

“Mitral valve surgery can be per-
formed with good mid- and long-term
outcomes in carefully selected octoge-
narian patients in whom mitral repair
may confer a survival benefit over re-
placement,” Dr. David H. Adams said at
the annual meeting of the American
College of Cardiology.

In the series of consecutive octogenar-
ian patients who underwent valve surgery

for mitral regurgitation during 1998-2008
at Mount Sinai and at the Heart Center of
the University of Leipzig, Germany, 227
patients (70%) underwent valve repair
and 95 (30%) had valve replacement. The
operative mortality rates were 11% and
19%, respectively. In a multivariate analy-
sis, elective valve replacement was linked
with a 60% increased risk of death versus
valve repair, a significant difference, said
Dr. Adams, professor and chairman of
cardiothoracic surgery at Mount Sinai
Medical Center in New York. 

The conventional wisdom that re-

Elective valve
replacement
linked with a
60% increased
risk of death
compared with
valve repair.

DR. ADAMS

placement is favored in elderly patients “is
not valid,” commented Dr. Steven F.
Bolling, professor of surgery and director
of the mitral valve clinic at the Universi-
ty of Michigan in Ann Arbor. He noted
results he recently reported from an
analysis of more than 28,000 U.S. patients
who underwent mitral valve surgery dur-
ing 2005-2007 and entered into the Soci-
ety of Thoracic Surgeons database. That
analysis showed that age was not an in-

dependent predictor for whether patients
underwent valve repair or replacement.

In Dr. Adams’ analysis, significant pre-
dictors of valve replacement included ac-
tive endocarditis, which boosted the re-
placement rate by more than 10-fold, and
need for coronary artery bypass grafting
in degenerative patients, which raised the
rate of valve replacement by almost 4-
fold. Independent predictors of mortal-
ity included emergency surgery, a left

ventricular ejection fraction of 30% of
less, and renal failure. In octogenarian
patients with a left ventricular ejection
fraction greater than 30% who under-
went valve repair that was not emer-
gency surgery and did not also have
coronary artery bypass the operative
mortality rate was 4%, Dr. Adams said.

Dr. Adams has served as a consultant to
and was an inventor for Edwards Life-
sciences. Dr Bolling had no disclosures.■

not, even though 166 of those who did not
get surgery had symptoms, reported Dr.
M. Fuad Jan, of the Milwaukee Heart In-
stitute at Aurora Sinai Medical Center.

The patients who did not undergo
surgery had significantly more comor-
bidities, with an average Euroscore of
35%, compared with an average 15%
score in the patients who had their valve
replaced. The patients who did not receive
valve replacement were also older, with
an average age of 85, compared with an
average age of 82 in those who had
surgery. Advanced age constituted the
sole reason for not performing surgery in
43% of the patients, age plus comorbidi-
ties explained 50% of the cases that did
not have surgery, patient refusal occurred
in 4% of the cases, and no reason was
identified in the remaining 3%.

The analysis also documented the po-
tential benefit from valve replacement
surgery. During 2 years of follow-up, the
survival rate in the 56 patients who un-
derwent valve replacement was 88%,
significantly better than the 50% survival
rate in the 272 patients who did not un-
dergo valve replacement, Dr. Jan said.

Dr. Dua and Dr. Jan said that they had
no disclosures. ■
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