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Secondary Prevention/
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to STEMI
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NSTEI\/II Stratlflca2|one rlschlo

Patients judged to be at hlgh nsk for
progression to Ml or death

Patients with recurrent ischemia
Recurrent chest pain

Dynamic ST-segment changes .
Introduction of

ST-segment depression or transient
£ ST segment elevation) GplIBAIIA blocker
Early poshnfamﬁon unstable angina and
Elevated troponin levels Coronary angiography
Diabetes

Hemodynamic instability
Major arrhythmias (VF, VT)




Multivariate
Oudds of Death by 30 Days f-SCORE OR(95%CI)
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New ESC Guidelines

Physical examination,Electrocardiograin
ECG monitoring, Blood samples

Persistent No persistent Undetermined
ST-Segment elevation ST-Segment elevation diagnosis

Thrombolysis Heparin (I MIAH or UFH), ASA,
Clopidogrel®, Betablockers; Mitrates

SECOI U oporin measurement

Angiography Twice negative

Stress Test Positive
o . » Anglography
* omit clopidogel if the patient is likely to go to CABG wathin 5 days




Secondary Prevention/
Management Prior Long-Term Management
to STEMI
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Obiettivi prioritari per una appropriata gestione
del pazienti con IMA

Aumentare il numero di pazienti con IMA
che arrivano vivi in ospedale

Arrivare il piu precocemente possibile

ad una adeguata terapia di riperfusione,
tenendo conto che sia la mortalita che la quantita
di tessuto miocardico che puo venire salvato

sono direttamente proporzionali ai tempi di intervento

Documento di Consenso ANMCO-SIC, 2002



gure 5. Act in Tlme to

Use the Methed To Help Your Patients

S Eat j@'f

Coronary heart disease is the leading killer of alk with your patients ahout—
both men and women in the United States. Each Risk of a heart attack,

year, about 1.1 million Americans suffer a heart Recognition of symptoms.

attack. About 460,000 of those heart attacks are Right action steps to take/rationale for -

fatal. Disability and death from heart attack can be rapid action !
reduced with prompt thrombolytic and other Rx—give instructions for when symptoms Z v
artery-opening therapies-ideally given within t occur (based on patient history) | r

first hour after symptom onset. Patient delay is the & Remembering to call 9-1-1 quickly

largest barrier to receiving therapy quickly. within 5 minutes.
Investigate—
Feclings about heart attack.
Chest discomiont (pressure, squeezing, Barriers (o symptom ¢valuation and
fullness, or pain in the center of the chest response
@ or both arms, back, neck, & Personal and family experience with AMI
jaw, or stamach and emergency medical treatment.
Shertness of breath (often comes with or
before chest discomfort) 'ake a plan—
Breaking out in a celd sweal, nausea, or Help patients and their family members to
light-headedness mitke @ plan for exactly what to do in case IL TEMPO NON E b UN
of heart attack symptoms.
{ Encourage patients and their family
Most people think a heart attack is sudden and members to rehearse the plan. LIMITE
intense, like a "mov rt attack.” The fact is that 0000000000000 000
many heart attacks start slowly as mild pain or dis 'valuate—
comiort, People who feel such symptoms may not The patient’s understanding of risk in
be sure what is wrong delaying.
| The patient’s understanding of your
Most heart attack victims wait 2 or recommendations
more hours after symptoms begin & The family’s understanding of risk and
s before they seek medical help. People their plan for action
Y often take a wait-and-see approach or
deny that their symptoms are serious

Every minute that passes without treatment means Find information and educational materials at the

that more heart muscle dies. Natic lear and Blood Institute Wel 9
i ¢ { Cat I site: www.nhlbi.nih.gov and the American Hmrl I I / I I‘ 'M I O I‘ l I NA

Association Web site: www.americanheart,org
Minutes matter, Anyone with heart attack symp e

toms should not wait more than a few minutes— R I S O R SA
5 minutes at most—to call 9-1-1.
Act in Time to Heart Attack Signs. Action Plan. 11.S
Department of 1 th and Human Services. lic Health Service.
National Institutes of Health, National Heart, Lung, and Blood
Institute. NIH Publication No. 01-3313, Seplember 2001
(110







Benefici della riperfusione
In relazione ai tempi di trattamento

Benefici
della riperfusione

Pervieta

_ coronarica
Salvataggio

miocardico

A

24

Giugliano RP, Braunwald E. Circulation 2003; 108: 2828-30



Mortalita ( %)

CAPTIM: mortalita

In relazione al tempi di randomizzazione

< 2o0re

p = 0.057

212

> 2 0re

=0.47
5 7 ) 12) p=0

a7

Trombolisi
preospedaliera

PTCA Trombolisi PTCA
primaria preospedaliera primaria

Steg G et al. Circulation 2002; 106 (suppl 2): 11-697



Door-to-Needle within 30 minuti

Door-to-Balloon within 90 minuti

Hospital fibrinolysis :
Door<to-Needle within 30 min

q'\ o ?
@ | offe

Ovisat.of 9.1-1 EMS on-scene
symptoms EMS p=—] * Encourage 12-lead ECGs
of STEMI Dispatch « Consider prehospitalfibrinolytic if
capable and EMS-to-needle within 30 min

Goalst

EMS on
Patient Dispatch  Scene EMS tran sport EMS transport: EMS-10-Balloon within 90 min
>
5 min after 1 min Within  Prehospital fibrinolysis : Patient self-transport: Hospital Door-to- Balloon within 80 min
symptom onset 8 min EMS -to-Needle within 30 min

Total ischemic time: Within 120 min*

*Golden Hour = First 60 minutes



B patient [ Transport [ 1 Inhospital 1 Reperfusion

Onset Patient hei Diru Flow
of STEMI response Door Data Decision :-..‘tari:ﬂ Restored

Current 1

/ Cuth PCI

Primary PCI*

13-M wiithim 30 min
D-H within 90 min

- A
ﬂ 4 T ﬁ I::;;—]1|tlllu|.|:-i1||'H|H:|:-|Ii:r|g'l'i|m:lu

Mdla cnmpakgn

Prebospitnl ECG M1 protocel
Patient educarion aapHis ; Reperfusion

Critical Pathway
malsly lmprove msemi
Fregram Baolug Lytic

Greater use of 41-0 i
Predossital s Deslicated PCI Team S




Trasferimento di pazienti
per la PTCA primaria nel mondo reale (NRMI 4)

Valutazione Trasporto casa- Time
clinica emodinamica to balloon
50° = 9 min 50° =132 min 50° = 37 min
25° =4 min 25° = 68 min 25° =28 min
75° =15 min 75° =219 min 75° = 50 min
9 7
min in
Door » Balloon

176 min

Pazienti con door-to-balloon <90 min: 3%
N. pazienti: 1346

Periodo: gennaio-dicembre 2002
NRMI 4 Annual Data Report 3/2003



Secondary Prevention/
Long-Term Management

Management Prior
to STEMI

Presentation

Working Dx

Cardiac
Biomarker

Final Dx




Invasive Treatment
ACS without ST- Segment Elevation

0 Hours ACS without ST-Elevation 0 Hours
High Risk Features
New Definition of Myocardial Infarction

<D

‘..........0...............

g‘..........................

T T

I I

M Coronary M

E Arteriography E
Medical 1 CABG

48 Is Treatment  PCl 48 Hours



Patients ju
progression to Ml or death

Patients with recurrent ischemia
Recurrent chest pain
Dynamic ST-segment changes

(ST-segment depression or transient
ST segment elevation)

Early post infarction unstable angina
Elevated troponin levels
Diabetes
Hemodynamic instability
Maijor arrhythmias (VF, VT)

Introduction of
GplIBAIIA blocker
and
Coronary angiography










Cardiologo

DEFIBRILLAZIONE
PRECOCE



LA RETE PER LEMERGENZA

118
-triage
/ -terapia \
UTIC - ¢ UTIC - Il livello

riferimento Cardiologia Inv.



e PTCA Rescue
e PTCA Facilitata



Rescue PTCA after failed fibrinolysis
RESCUE | trial
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Ellis Am Heard 2000; 139:1046



Incidenza di reinfarto e PTCA post-trombolisi
In diversi trial clinici

7 . 6.3
6 |
S 3.7
=\ 4 7 3.5
C
o 41 27
< 2.2 2.3
o 5
1 |
O 1 T T T T
ASSENT 3 ASSENT 3 ASSENT 3 GUSTOV GUSTO V CAPTIM DANAMI-2
TNK+Enox TNK+Abx TNK+UFH rPA rPA+Abx tPA pre-H tPA+UFH
% PTCA 29.3% 28.5% 30.9% 8.6% 5.6% 33% 2.5%
realizzate*

* PTCA urgenti e non urgenti combinate



Sinergismo tra Trombolisi e PTCA
(STEMI) e somministrazione
Antipiastrinici e PTCA (NSTEMI)

)
:

Somministrazione precoce di GP lIb/ll1a (?)



Pazienti (%)

Studio PACT: pervieta coronarica
dopo trombolisi precoce con rt-PA o placebo

80 -

p < 0.001 | W TIMI2
78 o ] TIMI 3
60 ‘
40
i |
30 I |
19%
“ \u 33%
0 15% p <0.001 —
O I ]
Placebo rt-PA 50 mg

Ross AM et al. J Am Coll Cardiol 1999; 34: 1954-62



Pazienti (%)

PTCA facilitata (Trombolisi) nel mondo reale:
mortalita a 30 giorni nel registro USIC 2000

0
15 _ 14.7%

12 |

Lisi
Pre-H Pre-H
No PTCA

PTCA
primaria

No terapia
riperfusiva

Hanania G. ESC Congress 2003



PTCA facilitata:
studi clinicl In corso

ASSENT-4 PCI

4000 pazienti

TNK-tPA + PTCA (no anti-GP lIb/llla)
vs. PTCA (+/- anti GP lIb/llla)

Endpoint: morte, scompenso cardiaco,
shock cardiogeno

FINESSE

3700 pazienti

1/2 dose r-PA + Abciximab + PTCA
vs. Abciximab + PTCA

Endpoint: morte, scompenso cardiaco,
shock cardiogeno

CADILLAC-2

3000 Pazienti

1/2 dose TNK-tPA + Tirofiban + PTCA
vs. Tirofiban + PTCA

Endpoint: morte, scompenso cardiaco

CARESS

1800 pazienti

1/2 dose r-PA + Abciximab + PTCA
1/2 dose r-PA + Abciximab

Endpoint: morte, reinfarto, recidive
ischemiche




Trombolisi preospedaliera Terapia riperfusiva avviata

in PS/DEU
13%
In corso procedure 35%
per attivarla
2.0% S|
Si
85% 65%
NO NO

Ital Heart J 2003; 4 (Suppl 3): 3S-75S



Epidemiologia dell’infarto miocardico acuto in ltalia

Casi totali di IMA 120.000

Decessi prima del ricovero 30.000

Ricoveri totali per IMA 90.000

Ricoveri in UTIC 55.000
IMA ST sopra 65%
IMA non ST sopra 30%
Sottoposti a trombolisi 50%
Sottoposti a PTCA primaria 15%
Sottoposti a PTCA rescue 10% BLITZ
Nessuna terapia riperfusiva 35% 2001
Mortalita intraospedaliera IMA ST sopra 7.5%
Mortalita intraospedaliera IMA non ST sopra 5.2%
Mortalita a 30 giorni IMA ST sopra 9.5%
Mortalita a 30 giorni IMA non ST sopra 7.1%

Ricoveri in altri reparti 35.000



Sopravvivenza nelle prime 24 ore
dall’esordio dei sintomi di IMA

100

non ancoraricoverati e vivi

80

< 60 ricoverati e vivi
'; deceduti
a3 in
'§ 40 ospedale
a deceduti dopo il ricovelN 26%
7% deceduti
20 prima del
deceduti prima del ricovero ricovero
0)
0 1 4 8 12 16 20 24
<+— Prime 24 ore dall’insorgenza del'IMA ————p giorno 28

Dati del Registro MONICA di Augsburg (mod.) Eur Heart J 1998; 19: 1140-64



PROGETTO

e | '/Azienda Sanitaria Numero 1 di Paola si
pone come obiettivo prioritario quello di
aumentare il numero di pazienti affetti
da Infarto Miocardico Acuto che arrivino
Vivi in ospedale, attraverso una
appropriata gestione nelle prime fasi
(dall'intervento dei sistemi di
emergenza all’arrivo nelle Unita di
Terapia Intensiva Coronarica).



Coinvolgimento

Cardiologie ed UTIC
PS
118

Associazioni di Volontariato (Progetto
PAD)

Successivo coinvolgimento MMG



Formazione: tre eventi

e 1. Corso di formazione urgenze ed emergenze
cardiologiche per Infermiere (P.S. 118, U.T.I.C.
e Reparti Cardiologia)

e 2. Corso di formazione urgenze ed emergenze
cardiologiche per Medico (P.S. 118, U.T.I.C. e
Reparti Cardiologia)

e 3. Corso _di formazione urgenze ed emergenze
cardiologiche per Medico ed Infermiere
Rianimazione cardiopolmonare e
defibrillazione (P.S. 118, U.T.I.C. e Reparti
Cardiologia)




Flow chart della terapia per IMA

PTCA
primaria

ALTO RISCHIO

facilitata

non disponibile ".’ <90’

BASSO RISCHIOESSSS=N TrombOH.Si TEERE 2
preospedalierajsss s p

Richichi G, Pristipino C. Ital Heart J Suppl 2001; 10: 1061-67




Criteri di scelta della strategia riperfusiva

La PTCA e generalmente da preferire se: La trombolisi € generalmente da preferiré

Disponibilita di centro esperto / Tempi bre La strategia invasiva non & un’opzione

* Esperienza operatore >75 interventi/an  Emodinamica occupata o non disponibile
* Esperienza team >36 PTCA primarie/a » Difficolta accesso vascolare

» Door-to-balloon <90 minuti * Inaccessibilita a un centro esperto

IMA ad alto rischio La PTCA non e realizzabile in tempi adeguati
* Shock cardiogeno * Lunghi tempi di trasferimento

* Classe Killip >2 * Door-to-balloon >90 minuti

* Eta >75 anni * Ritardo >1 ora vs. trombolisi

Rischio emorragico elevato Presentazione molto precoce +
* Pregresso stroke/TIA tempi lunghi per la PTCA

_ _ » <1-2 ore dall’insorgenza dei sintomi
Presentazione tardiva

« >2-3 ore dall’insorgenza dei sintomi

Dubbio diagnostico




Sistema Hub & Spoke

SERVER b

CENTRALE con
111872 emodinamica

Pristipino C. XXXI Congresso Nazionale ANMCO, Firenze 2001



Sistema Hub & Spoke

IIIIIIIIIIIIIIIIIIII> SERVER
SPOKE ‘IIIIIIIIIIIIIIIIIII CENTRALE

A:
PTCA
/ \ T}

UTIC

Richichi G, Pristipino C. IV Giornate Cardiologiche in Sardegna, Cagliari 2003



