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CLINIC

Aspectos peri-angioplastia primaria Hospital Universitar

Recommendations

Proceduraliaspecis ot primary PCl

Stenting is recommended (over balloon angioplasty alone) for primary
PCI.

Primary PCI should be limited to the culprit vessel with the exception of
cardiogenic shock and persistent ischaemia after PCI of the supposed
culprit lesion.

If performed by an experienced radial operator, radial access should be
preferred over femoral access.

If the patient has no contraindications to prolonged DAPT (indication for
oral anticoagulation, or estimated high long-term bleeding risk) and is
likely to be compliant, DES should be preferred over BMS.

Routine thrombus aspiration should be considered.

Routine use of distal protection devices is not recommended.
Routine use of |ABP (in patients without shock) is not recommended.

BMS = bare-metal stent; DAPT = dual antiplatelet therapy; DES = drug-eluting stent;
IABP = intra-aortic balloon pump; PCI = percutaneous coronanyintervention:

" www.escardio.org/guidelines an Heart Journal 2012 - doi:10.1093/eurheartj/ehs215 SocieTy oF

CARDIOLOGY*
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Recomendaciones en PCR Hospital Universitar

Recommendations Class | Level

All medical and paramedical personnel caring for a patient with
suspected myocardial infarction must have access to defibrillation |
equipment and be trained in cardiac life support.

It is recommended to initiate ECG monitoring at the point of FMC in all
patients with suspected myocardial infarction.

Therapeutic hypothermia is indicated early after resuscitation of cardiac
arrest patients who are comatose or in deep sedation.

Immediate angiography with a view to primary PCI is recommended in
patients with resuscitated cardiac arrest whose ECG shows STEMI.

Immediate angiography with a view to primary PCI should be considered
in survivors of cardiac arrest without diagnostic ECG ST-segment lla
elevation but with a high suspicion of ongoing infarction.

ECG =electrocardiogram; FMC = first medical contacts; PCI| = percutaneous coronary intervention;

STEMI = ST-segment elevation myocardial infarction.
Zuropean Heart Joumal (2012) 33, 2569-2619 @

A doi:10.1093/eurheartj/ehs215 EUROPEAN

SOCIETY OF
CARDIOLOGY *
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4 www.escardio.org/guidelines
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Antitromboticos en la ACTP primaria Hospital Universitar

Recommendations Class | Level

Antiplatel ettherapy;

Aspirin oral or i.v. (if unable to swallow) is recommended |
An ADP-receptor blocker is recommended in addition to aspirin. |
Options are:
« Prasugrel in clopidogrel-naive patients, if no history of prior stroke/TIA, I
age <75 years.
« Ticagrelor. |
» Clopidogrel, preferably when prasugrel or ticagrelor are either not available or |

contraindicated.

GP lib/llla inhibitors should be considered for bailout therapy if there is
angiographic evidence of massive thrombus, slow or no-reflow or lla
a thrombotic complication.

ADP = adenosine diphosphate.

uropean Heart Joumnal (2012) 33, 2569-2619

: — ~ doi:10.1093/eurheartj/ehs215 .8
www.escardio.org/guidelines ‘ SOCIETY OF

CARDIOLOGY *
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Antitrombéticos en la ACTP primaria e

e Triton-TIMI 38: Prasugrel 60 mg+ 10mg/d vs Clopidogrel 300 mg + 75 mg/d
e N=3534
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RRR 21%
NNT: 41

p=0-0221

Cumulative incidence (%)

v

(o]

umber at risk
Prasugrel 1769 1588 1570 1551 1535 1517 1502 1493 1475 1226 1769 1589 1571

Clopidogrel 1765 1543 1522 1506 1492 1481 1465 1459 1436 1177 1765 1553 1531
D

1535 1520 1507 1497 1481 1232
1500 1488 1472 1466 1443 1182

C
15

Cumulative incidence (%)

p=0-0084

100 150 200 250 300 350 400 450

SO 100 150 200 250 300 350 400 450 o SO
Days from randomisation

Days from randomisation
Number at risk

Prasugrel 1624 1541 1525 1515 1506 1493 1481 1477 1464 1203 1740 1584 1533 1502 1469 1440 1410 1390 1357 1110
1551 1523 1503 1475 1449 1415 1400 1354 1092

Clopidogrel 1633 1526 1513 1501 1491 1483 1469 1465 1443 1186 1736

Curvas de Kaplan-Meier curves para: (A) Objetivo primario (Muerte, IAM no fatal, AVC no fatal
(B) Objetivo secundario (muerte, IAM, nec revasc; (C) trombosis del stent; (D) sangrado mayor

» Exceso de sangrado en peso<60 kg, edad>75%, AVC previo y en pacientes
sometidos a cirugia.

Montalescot et al. Lancet 2009;373:723-31
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Antitrombéticos en la ACTP primaria e

e Plato: Ticagrelor 180 mg+ 90mg/12hs vs Clopidogrel 300/600 mg + 75 mg/d
* N= 18624 (6908 SCACEST)

0-12 Meses

™ Ticagrelor
M Clopidogrel
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P=0,045 P <0,001
HR: 0.88 (95% CI, 0.77-1.00) HR: 0.84 (95% CI, 0.77-0.92)

8
Meses tras aleatorizacion

Ticagrelor 9.333
Clopidogrel 9.291 8.521

grupos inclulan AAS

Curvas de Kaplan-Meier para objetivo combinado de muerte, IAM y AVC no fatal
Wallentin L, et al. N Engl J Med. 2009;361:1045-57.
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Antitrombéticos en la ACTP primaria e

Ticagrelor _ 11,6%

/ i ~ 11,2%
Clopidogrel

S %
O X
0 ~
T »
39
=}

g E
5 O
Q: 0
0; S8
© o
o F
el g:j
@ O
2 E
O o
£ £

Ll L) Ll

4 6 8

Meses desde la primera
dosis
icagrelor 9.235  7.246 6.826 6.545 5.129 3.783 3.433

Clopidogrel 9.186 7.305 6.930 6.670 5.209 3.841 3.479

Curvas de Kaplan-Meier para objetivo de seguridad: sangrado mayor total
Wallentin L, et al. N Engl J Med. 2009;361:1045-57.
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Estimacion del riesgo de hemorragia

Hospital Universitari

Predictor

Hematocrito basal (%)
<31

Riesgo de hemorragia mayor segtn la 3
clasificacion CRUSADE

Aclaramiento de creatinina? (ml/min)
=15
>15-30
>30-60
>60-90
>90-120
> 120

Frecuencia cardiaca (Ipm)
- . <70
= Probabilidad de hemorragia 71-80

mayor hospitalaria 81-90

91-100
101-110
111-120
=121

Sexo
Varén
Mujer

Signos de insuficiencia cardiaca en el momento del contacto
con el médico

No

Si
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Enfermedad vascular previa®

I I I I I I I | 1 No

I
0 10 20 30 40 50 60 70 80 90 100 o

Diabetes mellitus

Clasificacion CRUSADE de hemorragia No

Si

Presion arterial sistolica (mmHg)
<90
91-100

Subherval S, et al. Circulation 2009;119(14):1873-82. .

121-180

Christian W. Hamm, et al. Rev Esp Cardiol. 2012;65(2):173.e1-€55 |Rgse
http://www.crusadebleedingscore.org/index.html :
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1AM amb zixecament ce I'ST de |
Via V4 0 mes derivacions i com |
2 minim 2mVen V3-V4 |

___________

)

Clopidogrel
DC €00mg
DM:73mg/dia

Ageéncia de Qualitat i
# Avaluacio Sanitaries de Catalunya

P

Clopidogrel
DC: 600mg
DM: 75mg/dia

Ticagrelor(*)
DC:180mg
DM: 30mg/cia

Prasugrel(**)

DC:E0mg
DM: 10mg/cia

{*) No ='ha estuciat reficacia cel canvi ce Clopidogre! a Prasugre! en aguest context.
(**) En cas de contraindicacio @ Prasugre!, sdministrar Ticagrelor.
DC: dosi e carega; DM: dosi de manteniment




Routine therapies in the acute,
subacute and long term phase of STEMI

Recommendations

Oral treatment with beta-blockers should be considered during hospital
stay and continued thereafter in all STEMI patients without contra-
indications.

Oral treatment with beta-blockers is indicated in patients with heart failure "
or LV dysfunction.

Intravenous beta-blockers must be avoided in patients with hypotention or
heart failure.

Intravenous beta-blockers should be considered as the time of
presentation in patients without contraindications, with high blood
pressure, tachycardia and no signs of heart failure.

A fasting lipid profile must be obtained in all STEMI patients, as soos as
possible after presentation.

It is recommended to initiate or continue high dose statins early after
admission in all STEMI patients without contraindication or history of
intolerance, regardless of initial cholesterol values.

1 Heart Joumnal (2012) 33, 2569-2619

1093/eurheartj/ehs215 EUROPEAN

www.escardio.org/guidelines SOCIETY OF
CARDIOLOGY *




Routine therapies in the acute,
subacute and long term phase of STEMI

Recommendations

Reassessment of LDL-cholesterol should be considered after 4-6 weeks
to ensure that a target value of £1.8 mmol/L (70 mg/dL) has been
reached.

Verapamil may be considered for secondary prevention in patients with
absolute contraindications to beta-blockers and no heart failure.

ACE Inhibitors are indicated starting within the first 24 h of STEMI in
patients with evidence of heart failure, LV systolic dysfunction, diabetes or
an anterior infarct.

An ARB, preferably valsartan, is an alternative to ACE inhibitors in
patients with heart failure or LV systolic dysfunction, particularly those
who are intolerant to ACE inhibitors.

ACE inhibitors should be considered in all patients in the absence of
contraindications.

Aldosterone antagonists, e.g. eplerenone, are indicated in patients with
an ejection fraction = 40% and heart failure or diabetes, provided no renal
failure or hyperkalaemia.

www.escardio.org/guidelines

1 Heart Joumnal (2012) 33, 2569-2619
.1093/eurheartj/ehs215 EUROPEAN

SOCIETY OF
CARDIOLOGY*




CLINI

BARCELONA
Hospital Universitar




