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Meta-Analysis of 23 Randomized
Trials of PCI vs Lysis (n=7739)
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SCACEST

La Angioplastia Primaria es la mejor estrategia de

reperfusion en el tratamiento del IAM, siempre y cuando, el

paciente tenga acseso a ella en un lapso menor a 120 min.
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¢Debemos ver la reperfusion coronaria
efectiva como un fenomeno del todo o

nada en el Infarto Transmural?
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iRetrasar el tratamiento equivale a negarlo!

Giuseppe De Luca



Definicidon

Angioplastiafje)elnbigk!
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Diagrama para angioplastia
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c.7 Estado Actual de la Cardiologia Intervencionista en
Venezuela

SOVECI

* 55 Centros en total con Laboratorios de Hemodinamica
* 42 Centros Privados (76 %)solo 3% esta asegurada
» 13 Centros Publicos [ 42 Hospitales

* 30 % de los Centros Publicos cuentan con Laboratorio de

Hemodinamica.

* 75 % se encuentran en el Dtto. Capital

* sisevaainfartar en Venezuela, por favor HAGALO EN CARACAS



c.7 Estado Actual de la Cardiologia en Venezuela
SOVECI

* Registro Nacional RESCA : 497 pacientes [ 2010

* Hospitales publicos y privados

- Trombolisis: 15 %

Angioplastia: 6 %



Just 50 years ago







Les propongo senoras y senores :

1l Hoy lo Importante sea
conocer NUESTRA
REALIDAD
latinoamericana

LES PARECE??7?
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ARGEN <'l$ IAM-ST

Evolucion de la reperfusion en Argentina

]
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Demora dolor — ingreso (n=1670
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EPICOR Study

Data from Venezuela

Pedro Hidalgo

Congreso Venezolano de Cardiologia, 2015
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Objetivo pri

Describir las pautas de

ncipal

manejo

antitrombotico (PMA) en el marco de |la

hractica clinica real en

naclentes

nospitalizados con sinc

agudo (es decir, IMCES

rome coronario
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Manejo intervencionista de los SCA

Estudio EPICOR SCA- Venezuela

Time (h) from symptom onset to
ECG:

median

range

n
PCl

median

range

n

Subjects with any procedure, n (%)

Number of stents, n (%) o

Pedro Hidalgo | 15 April 2013
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81

98 (41%)
6 (6%)
51 (52%)
20 (20%)

1 (1%)

Congreso Venezolano de Cardiologia, 2013
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Figure 1  30-day myocardial infarction mortality in patients aged 45 and older. Reproduced from Ref. 5.

Martinez-Sanchez C, et al. Reperfusion therapy of myocardial infarction in Mexico: A challenge for modern cardiology. Arch
Cardiol Mex. 2017.
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Reperfusion therapy of myocardial infarction in
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KEYWORDS Abstract Mexico has been positioned as the country with the highest mortality attributed
Pharmacoinvasive; to myocardial infarction among the members of the Organization for Economic Cooperation
Strategy; and Development. This rate responds to multiple factors, including a low rate of reperfusion
Mexico; therapy and the absence of a coordinated system of care. Primary angioplasty is the reper-
Myocardial; fusion method recommended by the guidelines, but requires multiple conditions that are not
Infarction; reached at all times. Early pharmacological reperfusion of the culprit coronary artery and
Reperfusion early coronary angiography (pharmacoinvasive strategy) can be the solution to the logistical
problem that primary angioplasty rises. Several studies have demonstrated pharmacoinvasive
strategy as effective and safe as primary angioplasty ST-elevation myocardial infarction, which
is postulated as the choice to follow in communities where access to PPCI is limited. The
Mexico City Government together with the National Institute of Cardiology have developed a
pharmaco-invasive reperfusion treatment program to ensure effective and timely reperfusion
in STEMI. The model comprises a network of care at all three levels of health, including a system
for early pharmacological reperfusion in primary care centers, a digital telemedicine system,

* Corresponding author at: Calle Juan Badiano #1, Col. Belisario Dominguez Seccion XVI, Del. Tlalpan, Codigo postal: 14080, Ciudad de
Mexico, Mexico. Tel.: +52 045 5536603559.
E-mail address: aariasm@yahoo.com (A. Arias-Mendoza).
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1405-9940/ © 2016 Instituto Nacional de Cardiologia Ignacio Chavez. Published by Masson Doyma Meéxico S.A. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/ licenses/by-nc-nd/4.0/).

Martinez-Sanchez C, et al. Reperfusion therapy of myocardial infarction in Mexico: A challenge for
modern cardiology. Arch Cardiol Mex. 2017.
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"Pienso que la Angioplastia

primaria perse, no es una

solucion para las masas en
latinoamerica ”

Dr. Pedro Hidalgo
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Evidencias clinicas en la
estrategia Farmaco-Invasiva




ORIGINAL ARTICLE

Impact of a pharmacoinvasive strategy when delays
to primary PCl are prolonged

Anthony H Gershlick,' Cynthia M Westerhout 2 Paul W Armstrong,” Kurt Huber
Sigrun Halvorsen,” Philippe Gabriel Steg,” Mmdrag Ostojic, Patnck Goldstein,®
Antonio C Carvalho,® Frans Van de Werf,? Robert G Wilcox '

Gershlick AH, et al. Heart 2015;0:1-/. doi:10.1136/heartjnl-2014-306686
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ST-Segment-Elevation Myocardial Infarction Patients Randomized to a
Pharmaco-Invasive Strategy or Primary Percutaneous Coronary Intervention: Strategic
Reperfusion Early After Myocardial Infarction (STREAM) 1-Year Mortality Follow-Up

Peter R. Sinnaeve, Paul W. Armstrong, Anthony H. Gershlick, Patrick Goldstein, Robert
Wilcox, Yves Lambert, Thierry Danays, Louis Soulat, Sigrun Halvorsen, Fernando Rosell Ortiz,
Katleen Vandenberghe, Anne Regelin, Erich Bluhmki, Kris Bogaerts and Frans Van de Werf
for the STREAM investigators*




A

PROTOCOLO DE ESTUDIO &icorr

SCACcST < 3 Hs de evol. de inicio, ATC no posible < 60 min,
2 mm supra en x lo menos 2 derivaciones. Randomizacion 1:1

Estrategia A: Farmaco-Invasiva Estrategia B: ATC Pr.

© © <75 a: TNK Comp. 275 a: TNK Comp. No Fibrinoloiticos
'O O AAS AAS
E—s CI:J Clopi (300 + 75 Clopi 75 mg/dia “'
= % mg/dia) Enoxa 0,75 mg/kg Tratamiento
€ E Enoxa3omgi/v+1 s/c, ¢/ 12 hs. Antiplaquetario y
< W mg/kg s/c, ¢/ 12 hs. Antitrombinico de
acuerdo a los estandares
‘1’ ‘1’ locales
. ECG 90 min: Resolucion ST = 5o% l,
."g Si No
3 CACG 6-24 Hs CACG Inmediata ATC Primaria Standar
:E ATC/CABG si esta ATC Rescate si esta
indicado indicado

End Point 1°

* Compuesto muerte x todas las causas/shock/ICC/reinf. 30 dias
* Mortalidad x cualquier causa o CV al aho.




STREAM Trial
30-Dias. Muerte/ICC/Shock/Infarto

Pl vs P-PCI
RR 95%CI
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Continuous PCl-related Delay (min)
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STEMI Patients Randomized to a Pharmacoinvasive

_ Strategy or Primary PCI
STREAM trial: 1,872 SCACST. Pacientes que no pueden someterse a una ATC 1°

dentro de 1 hora de contacto medico

Tenecteplase Primary PCI
1-Year Follow-Up (n = 944) (n = 948) P Value
All-Cause Mortality 6.7% 5.9% 49
Cardiac Mortality 4.0% 4.1% .93

Todas las causas de mortalidad fueron similares an ambos subgrupos.

Conclusion: Cuando la ATC 1° no es practicable en tiempos adecuados, la terapia
farmaco invasiva siguiendo las guidelines, tiene resultados comparables en
mortalidad.



Table 2. Clinical Efficacy End Points, Angiographic Findings, and Procedures Performed within 30 Days.=®

Variable

End Point

Primary composite end point death, shock, congestive heart

failure, or reinfarction at 30 days
Dreath from any cause
Cardiogenic shock
Congestive heart failure
Reinfarction
Ceath from cardiovascular causes
Rehospitalization for cardiac causes
TIMI blood flow on angiography ¢
Before PC

0

1
2
3

Procedurs
Urgent coronary angiography
PC

Coronary-artery bypass grafting after study angiography
or PC

Stent placement

Fibrinolysis
[N=944)

Primary PCI
(N=948)

moftotal no. 36)

116930 (12.4)

43930 (4.5)
417930 (4.4)
577930 (6.1)
23/938 (2.5)
317930 (3.3)
45930 (4.8)

141884 (16.0)
B8/884 (10.0)
138 /884 (15.6)

135/943 [14.3)

42/946 (4.4)
56/944 [5.9)
72/943 (7.6)
217944 (2.2)
312/946 (3.4)
41943 [4.3)

534900 (59.3)
91/900 (10.1)
80/900 (9.9)

517 /884 (58.5)

186900 [20.7)

18819 (2.2)
12/819 (1.5)
437810 (5.3)

746810 (91.1)

331911 {36.3)
736/915 (B0.4)
44943 (4.7)

704/ 736 (95.7)

24834 (2.7)
11834 [1.2)
313/834 (3.7)

816/834 [92.3)

NA
838/033 [39.8)
20947 (2.1)

801838 [95.5)

N Engl J Med 368;15 April 11, 2013




Stream Resultados
End Point 1° segun accseso

RA FA

Na. of eventsidolal no. of patients (%) Adjusted
(n=809) (n=1011) GRI:BS%EI] P value

Irrespective of treatment strategy

RA versus FA 72/806(8.9) 158/1005({15.7) 0.59(0.44-0.78) <0.001

P value (interaction)
0.730

R& versus FA 37/416(8.9) 67/475(14.1) 0.57{0.37-0.86)

pPCl
R versus FA 35/390(9.0)  91/530(17.2) 0.63(0.43-0.92)

0.0 1.0 2.0
#=RA Better FA Better=»

Shavadia J., Welsh R. Gershlick A. et .al. J Am Heart Assoc. 2016 Jun;
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Safety and Efficacy of a Pharmacoinvasive L.
Strategy In ST-Segment Elevation
Myocardial Infarction

A Patient Population Study Comparing a Pharmacoinvasive
Strategy With a Primary Percutaneous Coronary Intervention
Strategy Within a Regional System

Mohammed K. Bashid, BHSc,™" Mita Gumon, MD,” Jordan Bermick, MS:," George A, Wells, PeD,
Meliz=a Hondeau, B Aun-Yeong Chong, MD," Alexander Dick, MD,* Michasl P.V. Frosschl, MD,*
Chriz A, Glover, MD,” Benjamin Hibbert, MD," Maring Labinaz, MD,* Jean-Frangois Marquis, MD,"
Christina Osborne, BS,® Dersk Y. S0, MD," Miche]l B. Le May, MD*

OBJECTIVES This study investigated the safety and efficacy of a phammacoinvasive strategy compared with a primary
percutaneous cononary intervention (POl strategy for 5T-segment elevation myocardial infarction (STEMI) in the
context of a real-world systam.

BACKGROUND Pnmary POl continues 1o ibe the apiimal respesr fusion therapy; owever, in areas wihere PLl centers ane
not readily availlable, a phanmaobinvasie strategy has Deen proposed.

METHODS The Uniwersity of Ottawa Heart instituta regienal STEMI system provides a primary POl stratagy for patients
presenting within a 90-km radius from the POl center, and a pharmacodnvasive strategy for patients cutside this bmit.
Wiz included all confirmed STEMI| patients betwesn April 2004 and May 20T, The primary ef ficacy outoome was a
composite of mortality, rednfarction, or stroke and the primary safety cutoome was majr bleeding.

RESULTS We identified 236 and 980 consecutive patients ennodled in phanmacainvasive and primary POl stratedgies,
respect ively. The madian door -to-neadee time was 31 min in the phanmacoinvasive group and the median door-to- balloon
time was 95 min in the primary POl growp. In a multhvanable model, there was no significant difference in the primary
efficacy sutcome (odds ratio: 154; p = 0.21); however, the propensity for more bleading with a phammaoolnvasive
strateqy approached statistical significance (odds ratio: 2.02; p = 0.0E).




TABLE ¥ Procedure and Angiographic Results at 24 h of Presentation

Procedural results

Coronary angiogram

PCI perfarmed

Stent insertion

Balloon or device only
Femaoral access
Bivalirudin administered

Angiographic results

Mutlivessel disease
Infarct related artery

Left main coronary

Left anterar descending

Left circumflex
Right
Bypass graft

nary

Unknown

Diameter stenosi
Before procedure

After procedure

Walues aren

Pharmaco invasive
{n = 238)

198 (83 9)
3(.3)
16 (45.4)

0 (54.3)

(96.4)

i luminal diamseter

91 + 13.9

Primary PCI

{n = 980) p Value

F81/980 (7
555/968 (57.3)

7968 (0.7
408/968 (42.1)
68 (11.6)
415/968 (42.9)

11/968 (1.1)

15/968 (15)

00001

558965 (57.8)

64/965 (6.6)

6965 (0.6)
43/965 (4.5)

873965 (90.5)

974 + 7.8
13 + 10,

TIMI = Thrombalyss In Myocandial |rfarction; other sbbrevistion & in Tablde 2.

JACC: CARDIOVASCULAR INTERVENTIONS. VOL. 9. N2 19, 2016. OCTOBER 10



Vital heart Response
Registry.

n = 3287 pacientes
IAMCEST (2006-2016):

1805(54,9%)terapia farmaco-invasiva con TNK (27,3% rescate 72,7% atc precoz)
Vs. 1482 atc primaria(45,1%)

MUERTE, ICC,SHOCK o RE-IM a 12 meses

16,3% 23,1%

Resolucion ST 75,8% p=0,033 (IC 95% 0,72-0,99)
Resolucion ST 64,3% P<0,001

Circulation:Cardiovascular Interventions
2019:\Vol12




Transferencia para ICP Post Fibrinolisis
Directrices

Transfer to a PCl-capable centre following fibrinolysis

Is indicated in all patients after fibrinolysis. A

Rescue PCl is indicated immediately when fibrinolysis has failed (<50% ST-segment resolution at 60 min). A
Emergency PCl is indicated in the case of recurrent ischaemia or evidence of reocclusion after initial successful ' B
fibrinolysis.

Emergency angiography with a view to revascularization is indicated in heart failure/shock patients. A
Angiography with a view to revascularization (of the infarct-related artery) is indicated after successful fibrinolysis. A
Optimal timing of angiography for stable patients after successful lysis: 3-24 h. A

Class lla

Transfer to a PCI-capable hospital for coronary angi-
ography is reasonable for patients with STEMI who
have received fibrinolytic therapy even when hemo-
dynamically stable® and with clinical evidence of suc-
cessful reperfusion. Angiography can be performed as
soon as logistically feasible at the receiving hospital,
and ideally within 24 hours, but should not be per-
formed within the first 2 to 3 hours after administra-
tion of fibrinolytic therapy."'* (Level of Evidence: B)

Steg P. Eur Heart J 2012;33:2569-2619 O’Gara P.T. Circulation 2013;127:€362-425



2017 ESC Guidelines for the management of acute myocardial
infarction

Traslado luego de la Fibrinolisis

El traslado a un centro con capacidad de Angioplastia Post Fibrinoliticos, ESTA INDICADO EN 121,124,126-130,234
TODOS LOS PACIENTES, inmediatamente luego de la Fibrinolisis




Manejo del infarto agudo

Metas: Estrategia:
e Evitar la muerte e Restablecer la reperfusion miocardica antes de
que ocurra daho irreversible:
— Mecanicamente (intervencion coronaria
percutanea)
— Farmacologicamente (induccion de la
trombolisis con un fibrinolitico)

e Minimizar la incomodidad
y el sufrimiento del
paciente

e Limitar el alcance del
dano al miocardio



1.200 Pacientes. > 18 afnos.

ER - TIMI

RN

Trombolisis Reteplase
pre hospitalaria. Doble
bolus de 10 ui

Tiempo 31 minutos
de inicio

Tiempo de 120 minutos
resolucion

del ST

JACC. 2002; 40:71 - 77-

IAM< 12 horas

Trombolisis
hospitalaria inmediata.
Doble bolus de 10 ui

63 minutos

150 minutos

P<0.0001

P<0.0001

Dr. Pedro Hidalgo Useche



Conclusion

* La Estrategia Farmacoinvasiva es Sequra, Eficazy
comparable en sus resultados con la angioplastia
primaria, por lo que siempre debemos de considerarla
si el tiempo total de traslado a un centro con

posibilidades de ATC 1° es mayor de 2 hs.

* ESTA ESTRATEGIA ES ABSOLUTAMENTE
APLICABLE A LA REALIDAD ASISTENCIAL EN
LATINOAMERICA
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