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Sindromi Coronariche Acute
Classificazione
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Figii di un Dio Minare




Sindromi Coronariche Acute
Fisiopatologia

STEMI NSTEMI

s

» ostruzione non completa
> ostruzione intermittente
> hecrosi non transmurale




Sindromi Coronariche Acute
Epidemiologia

SCA:
- 111.298 (2002, Ministero della Salute)
- 1400/milione di abitanti per anno (2000, Lombardia)

STEMI:
- circa 600-800 casi/anno/milione di abitanti
(Blitz 1; VENERE, GestIMA)

NSTEMI:
- numero superiore a quello degli STEMI
(Euro Heart Survey ACS 2000-2001)




Sindromi Coronariche Acute
Epidemiologia

NSTE-ACS impatto sugli Ospedali

. 2000-2500 pz/milione ab in Ospedale con NSTE-ACS

. 1400/1600 coronarografie/milione ab.
(70-80% del pz ricoverati)

. 850/950 PTCA/milione ab.

(circa 60% dei pz studiati) (ICTUS trial, CRUSADE Registry)



Sindromi Coronariche Acute
Epidemiologia

m STEMI
mNTEMI

1Di Chiara A, et al. Eur Heart J 2003
1 . 2Perugini E, et al. IHJ 2010

Du rata FiICOVero. 8 gg 3Casella G, et al. J Cardiovasc Med 2003
Per STEMI e NSTE_ACS 4Rizzello V., et al. EHJ: Acute Cardiovasc Care 2012

5Casella G, et al. EHJ: Acute Cardiovasc Care 2013
6 De Luca L, et al. In press




Sindromi Coronariche Acute
Epidemiologia

NRMI: prevalenza di STEMI e NSTEMI

WWwW.Nrmi.org

STEMI Utilizzo della troponina

1998 2002 2006

Rogers W. Et al Am Heart J 2008



Sindromi Coronariche Acute
Epidemiologia

Multinational Site Network
(1999-2005)

NSTEMI
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EYESHOT
Registry

%

Patients with in-Hospital

Cinical Events

Hospital length of stay: 7.9+5.6 days

/\
STEMI NSTE-ACS

7.615.2 days 8.0+5.9 days

ESTEMI ENSTE-ACS

Re-Ml Re-PCI

4.7

Stroke/TIA Major Bleeds  Major+Minor

bleeds

Death




o~ In-Hospital

EVESHOT Major Bleeds (38 events)
Registry

5

B STEMI ENSTE-ACS
N Spontaneous \. Procedure Spontaneous Procedure
\ related \ related
3
%
2
Withdrawal of APLT* Withdrawal of APLT*
1 35,7% 66,7%
0

Major Bleeds
*at least 1 antiplatelet agent



Sindromi Coronariche Acute
Mortalita

8
7,5 @NSTE-ACS @STEMI
7
6
5
4,2
41 3,9
4
%
3
2,5
- 2.3
2
1
0 EEEY B e
BLITZ-1 BLITZ-2 BLITZ-3 BLITZ-4 MANTRA EYESHOT
* NSTEMI only
20011 20032 20083 2009 & 20104 2009-2010° 2013 & 20146

1Di Chiara A, et al. Eur Heart J 2003

1 . 2Di Chiara A, et al. Eur Heart J 2006
Du rata FICOVEro. 8 gg 3Casella G, et al. J Cardiovasc Med 2003
4 QOlivari Z, et al. EHJ: Acute Cardiovasc Care 2012

5Casella G, et al. EHJ: Acute Cardiovasc Care 2013
6 De Luca L, et al. In press

Per STEMI e NSTE-ACS



Sindromi Coronariche Acute

Mortalita
In ACS Outcome
| STEMI |  NSTEMI
pazienti 2313 (38,3%) 3732 (61,7%)
Mortalita a 30 gg 5,8% 3,1%

Mortalita a 1 anno 9,8% 8,6%




NSTE-ACS

1. Sono una manifestazione clinica della SCA che ha
un’incidenza incrementale negli ultimi anni in tutti i
registri nazionali e internazionali.

2. E’ sempre maggiore la quota di pz «complicati» che
merita I'assistenza in UTIC

3. Mortalita ad 1 anno quasi simile a quella dello STEMI

Figli di un Dic Minore

Le ultime LG ESC sono del 2011;
le prossime saranno presentate nel 2015.
Ma sono state anticipate dalle LG ESC sulla

rivascolarizzazione e dalle LG AHA/ACC su
NSTE-ACS
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EYESHOT
Registry

EYESHOT Registry

. Associazione Nazionale Fondazione ‘per il Tvo cuore”
‘ Medici Cardiologi Ospeda Onlus  per 1 tuo cuore

Fermeans. p | Pis s 007 Do

EYESHOT Steering Committee Members

Leonardo De Luca (Chairman)
Stefano De Servi (Co-Chairman)
Roberto Caporale

Claudio Cavallini

Roberto Ceravolo

Dario Formigli ¢
Sergio Leonardi

Alessandro Lupi

Giuseppe Musumeci SnapShOt
Serena Rakar
Ignazio Maria Smecca survey

by Leonardo De Luca
In Press
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(EmploYEd antithrombotic therapies in patients with &\
EgeEgSi:t(r)yT acute coronary Syndromes HOspitalized in iTalian CCUs) | @ums®

A National, prospective, multicenter observational registry on patients
with a diagnosis of ACS consecutively admitted in the ltalian Cardiac
Care Unit, located in hospitals with and without cardiac cath lab and
cardiac surgery, during a period of 3 weeks

- To obtain a full set of data on different antithrombotic therapies

routinely used and undergoing different therapeutic strategies (PCI,
CABG, conservative strategy)

 To evaluate the decision making process in selecting the management
strategies regarding the use of antithrombotic therapy in ACS

/P O - : : :
" & ¢ Associazione Nazionale Fondazione ‘per il Tuo cuore”
s

N 4/ Medici Cardiologi Ospedalieri Onlus per i tuo cuore

Fermeans. p | Pis s 007 Do




‘:]!i!> EYESHOT
% (EmploYEd antithrombotic therapies in patients with

ol acute coronary Syndromes HOspitalized in iTalian CCUs)

Enrollment Period N. CCUs N. Pts Enrolled

2-22/12/2013 160 2057
27/01-16/02 2014 43 528
Total 203 2585
‘ 1066 STEMI (41.2%); 1519 NSTEMI: 58.8%)‘

Overall NSTE-ACS
n= 2585 n= 1519
Age, yrs (meanxSD) 69+13 66%13 70112

275 yrs old, n (%) m 308 (28.9) | 621 (40.9)
) 796 (30.8) | 299 (28.1) | 497 (32.7)

Female, n (%

AR, . : : VR .

4/ d\;"-, Associazione Nazionale Fondazione ‘per il Tuo cuore

?s; ff}‘ Medici Cardiologi Ospedalieri Onlus per i tuo cuore
h';‘-'i._'_':;.—-'l’/j Frm— 1 Fin 21



ACS: age & in-hospital mortality

ACTION-GWTG STEMI database

20%

15%

In-Hospital Mortality
3

Any Reperfusion

w
®

Age (Years)

Forman DE, Am J Cardiol 2010;106:1382—1388

VIGOUR *
NRMI 2-4, GRACE, CRUSADE

In-hospital Mortality

B Triale
"] Community

Mortality (%)

N |ﬂ
o.I |

<65 65-74 = 75-84

Age Group (yrs)

>85

* GUSTO llIb, PARAGON A-B, PURSUIT, GUSTO IV-ACS

Alexander, Circulation 2007



Eurapean Heart Journal

corcrean  doi: 10,1093 /eurheart jfehm236 ESC GUIDELINES

SQUCIETY OF
CARDCLOGT

ESC Guidelines for the management of acute
coronary syndromes in patients presenting
without persistent ST-segment elevation

The Task Force for the management of acute coronary syndromes
(ACS) in patients presenting without persistent ST-segment
elevation of the European Society of Cardiology (ESC)

Authors/Task Force Members: Christian W. Hamm (Chairperson) (Germany )*,
Jean-Pierre Bassand (Co-Chairperson)¥*, (France), Stefan Agewall (Norway),
Jeroen Bax (The Netherlands), Eric Boersma (The Netherlands), Hector Bueno
(Spain), Pio Caso (Italy), Dariusz Dudek (Poland), Stephan Gielen (Germany),
Kurt Huber (Austria), Magnus Ohman (USA), Marlk C. Petrie (UK), Frank Sonntag
(Germany), Miguel Sousa Uva (Portugal), Robert F. Storey (UK), William Wijns
(Belgium), Doron Zahger (Israel).

ESC Committee for Practice Guidelines; Jeroen 3. Bax (Chairperson) (The Netherlands), Angelo Auricchio
(Switzerland), Helmut Baumgar tmer {Germany), Claudio Ceconi (Italy), Veronica Dean (France), Christi Deaton
(UEK), Robert Fagard (Belgium), Christian Funck-Brentano (France), David Hasdai (Israel), Arno Hoes (The
Metherlands), Juhani Knuuti (Finland), Philippe Kolh (Belgium), Theresa McDonagh (UK), Cyril Moulin (France),
Dron Poldermans ( The Netherlands), Bogdan A. Popescu (Romania), Zeljko Reiner (Croatia), Udo Sechtem
(Germany), Per Anton Sirnes (Norway), Adam Torbicki (Poland), Alec Vahanian (France), Stephan Windecker

(Switzerland).

©

Journal (2011) 32:2999-3054 SUROPEAN

www.escardio.org/guidelines 93/eurheartj/ehr236 SOCIETY OF



Decision-making algorithm in ACS

1. Glinfel Beliaiion | DBISFRISH Assessment, 3. Coronary angiography

urgent
< 120 min

STEMI == reperfusion

7

» Quality of chest pain + Response to antianginal treatment.

« Symptom-orientated ACS + Biochemistry/troponin.
physical examination. _)pussibleq + ECG.
» Short history for the » Echocardiogram. <79 h
likelihood of CAD. » Calculated risk score (GRACE).
» Electrocardiogram * Risk criteria.
(ST elevation?). + Optional: CT, MR, scintigraphy.
No CAD

irt Journal (2011) 32:2999-3054
EUROPEAN

www.escardio.org/guidelines ' 093/eurheartj/ehr236 SOCIETY OF
CARDIOLOGY*




Decision making in NSTE-ACS

1. Clinical Evaluation

Evaluation

+ Quality of chest pain.
 Caratteristiche del dolore * Symptom-orientated
physical examination.
e E.O. mirato « Short history for the
likelihood of CAD.
e Anamnesi mirata » Electrocardiogram
(ST elevation?).
« ECG |

NSTE ACS ESC guidelines 2011



Decision making in NSTE-ACS

2. Risk Assessment

Primary

* Relevant rise or fall in troponin?
* Dynamic ST- or T-wave changes (symptomatic or silent)

Low <108 <]
Intermediate 109-140 1-3
High >140 >3

Secondary

Low <88 <3
Intermediate 89118 3-8
High =118 >8

* Diabetes mellitus

* Renal insufficiency (eGFR <60 mL/min/I.73 m?)
* Reduced LV function (ejection fraction <40%)

* Early post infarction angina

* Recent PCl

* Prior CABG

* Intermediate to high GRACE risk score (Table 5)

NSTE ACS ESC guidelines 2011




Risk Stratification: GRACE and CRUSADE Score

Age

HR

SBP

CHF

Creat,

| At Admission (in-hospital/to 6 months)

70-75

70-89

140-159

1.2-1.59

I (no CHF)

ACS Risk Model

At Discharge (to 6 months)

Cardiac arrest at admission
V' ST-segment deviation

v Elevated cardiac enzymes/markers

Probability of  Death  Death or Ml

51 Units

In-hospital 5% 20%
To 6 months 13% 35%
Reset Display Score

cula | Instructions | GRACE Info | References | Disclaimer

BMJ 2006,333:1091



Risk Stratification: GRACE and CRUSADE Score

Predictor Score Predictor Score Predictor Score
Baseline haematocrit, % Heart rate (b.p.m.) Prior vascular disease
<31 9 =70 0 No 0
31-33.9 7 71-80 1 Yes 6
34-36.9 3 81-90 3 Diabetes mellitus
37-39.9 2 91-100 6 No 0
240 0 101-110 8 Yes 6
Creatinine clearance, mL/min 111-120 10 Systolic blood pressure, mmHg
=15 39 2121 11 <90 10
>15-30 35 Male 0 91-100 8
> 30-60 28 Female 8 101-120 5
> 60-90 17 Sex 121-180 1
>90-120 7 Male 0 181-200 3
> 120 0 Female 8 z 201 5
Signs of CHF at presentation
No 0
50% =
Yes 7

\8) SAO

o@«o

Bleeding Score
Calculator

45% /
40%

35%

30% /

25%

0% /

15%

10% /

5%_7/

0% 1 1 T 1 1 T 1 1 1 i

Risk of Major Bleeding

CRUSADE Bleeding Score

—_— Probability of In-Hospital
Major Bleeding



CRUSADE: major bleeding and mortality

035 B.PCl Major bleed
§0.30 -
2 0.25-
:
- 0.20 No major bleed
£0.15-
%
20.10-
g
0,05~
0-00 T I 1 I I
0 365 730 1095
Number at Risk Days
Major bleed 1625 1371 1214 800
No major bleed 11465 10638 9983 6881

Lopes RD et al. Eur Heart J 2012; 33: 2044-53



Risk Stratification

B

EYESHOT
Registry

Did you use any score
for stratifying the ischemic risk of you patients?

Yes, 1263 (48.9%)

If yes, which ones? Pugsiun

17 Mean = SD 151.7+37.6
Median: 148.8; 25!"-75t" percentile: 126.7-175.1

n=1263
GRAGE McNemar’s test (GRACE Score >140)
Was your patient at HIGH ischemic risk? [ STEMI ] [ NSTE-ACS ]
| Yes, 762 (60.3%) I p=0.83 p=0.88
Did you use any score QQXU-S(«‘\O 24
for stratifying the bleeding risk of you patients? F “\
t :
Yes, 1209 (46.8% :
( ) \7-4 4
If yes, which ones? 85 Other i T R
121209 ‘ Mean = SD 32.2+18.5
Median: 30.0; 25t-75t percentile: 18.0-47.0
CRUSADE

McNemar’s test (CRUSADE Score >40)
Was your patient at HIGH bleeding risk?

Yes, 369 (30.5%) [ STEMI ] [ NSTE-ACS]
p=0.10 p=0.006




Decision making in NSTE-ACS

2.1. Treatment

Recommendations

Assessment of the individual
bleeding risk is recommended
on the basis of baseline
characteristics (by use of risk
scores), type, and duration of
pharmacotherapy.

Drugs or combinations of
drugs and non-pharmacological
procedures (vascular access)
known to carry a reduced

risk of bleeding are indicated
in patients at high risk of
bleeding.

Recommendations Class? Level b

The choice of combination

of oral antiplatelet agents, a
GP lIb/llla receptor inhibitor,
and anticoagulants should be
made in relation to the risk of
ischaemic and bleeding events.

NSTE ACS ESC guidelines 2011



Decision making in NSTE-ACS

3. Coronary Angiography

Recommendations

An invasive strategy (within
72 h after first presentation) is
indicated in patients with:
= at least one high-risk
criterion (Table 9);
= recurrent symptoms.

Urgent coronary angiography
(<2 h) is recommended in
patients at very high ischaemic
risk (refractory angina, with
associated heart failure,
life-threatening ventricular
arrhythmias, or haemodynamic
instability).

An early invasive strategy
(<24 h) is recommended in
patients with a GRACE score
>140 or with at least one
primary high-risk criterion.

NSTE ACS ESC guidelines 2011



Impact of Delay to Angioplasty

in Patients With Acute Coronary Syndromes
Undergoing Invasive Management

Analysis From the ACUITY {Acure Cartheterization

md U'rgene Intervention | nage strateg ) 1 mal
5_
= == PCIl <8hrs
ssnnui PCI| 8 to 24 hrs
m PCl>24 hrs
e
o 37
<
i
]
T
a8 5.
[ |
n ".JF . Pl p<0.0001
1- J#nlﬂ" i ~ <8 H
sunnif —
-~ —
-

0 | T T T T I T T | T
0 30 60 90 120 150 180 210 240 270 300 330 360

Follow-up (days)

Soraija P. et Al - JACC 2010



Impact of Delay to Angioplasty
in Patients With Acute Coronary Syndromes
Undergoing Invasive Management

Analysis From the ACUITY (Acure Carhererization

nd Urgene Intervention Triage strategY) Trual

d -
O PCl <8 hrs
[PCI8to 24 hrs
JPCI>24 hrs
3 -
i3
=
£
E
b
8
1
n -
Intermediate
TIMI risk score

High

Soraija P. et Al - JACC 2010



@ European Heart Journal (2011) 32, 32-40 CLINICAL RESEARCH

e = doi:10.1093/eurheartj/ehq276 x
curorcan i eurheartj/ehq Coronary heart disease

CARDIOLOGY®

Optimal timing of coronary angiography and
potential intervention in non-ST-elevation acute
coronary syndromes

Demosthenes G. Katritsis'*, George C.M. Siontis2, Adnan Kastrati3,
Arnoud W.]. van’t Hof?%, Franz-Josef Neumann?3, Konstantinos C.M. Siontis?,
and John P.A. loannidis%>%

We conducted a meta-analysis of randomized trials addressing the optimal timing (early vs. delayed) of coronary angio-
graphy in NSTE-ACS. Four trials witt{4013 patients were eligible (ABOARD, ELISA, ISAR-COOL, TIMACS] and data
for longer follow-up periods than those published became available for this meta-analysis by the ELISA and ISAR-COOL
investigators. The median time from admission or randomization to coronary angiography ranged from 1.16 to 14 h in
the early and 208—-86 h in the delayed strategy groupfNo statistically significant difference of risk of death] [random

effects risk ratio (RR) 0.85, 95% confidence interval (Cl) 0.64—1.11] Jor myocardial infarction (MI) KRR 0.94, 95% ClI

0.61-1.45) was detected between the two strategies.|Early intervention significantly reduced the risk for recurrent

ischaemia (RR 059, 95% Cl 0.38-092, P=0.02) and the duration of hospital stay}(by 28%, 95% Cl| 22—-35%,
P < 0.001). Furthermore, decreased major bleeding events (RR 0.78, 95% Cl 0.57-1.07, P=0.13), and less major
events (death, MI, or stroke) (RR 091, 95% Cl 082-1.01, P=0.09) were observed with the early strategy but
these differences were not nominally significant.




e NEW ENGLAN D
JOURNAL o MEDICINE

ESTABLISHED IN 1812 MAY 21, 2009 VOL. 360 NO.Zl

Early versus Delayed Invasive Intervention
in Acute Coronary Syndromes

Shamir R. Mehta, M.D., M.Sc., Christopher B. Granger, M.D_, William E. Boden, M.D., Philippe Gabriel Steg, M.D.,
Jean-Pierre Bassand, M.D., David P. Faxon, M.D., Rizwan Afzal, M.Sc., Susan Chrolavicius, R.N.,
Sanjit S. Jolly, M.D., M.Sc., Petr Widimsky, M.D., Alvaro Avezum, M.D., Hans-Jurgen Rupprecht, M.D.,
Jun Zhu, M.D., Jacques Col, M.D., Madhu K. Natarajan, M.D., M.Sc., (xalgHaccman B Sc Kaith A.A. Fox, M.B., Ch.B,,
and Salim Yusuf, M.B., B.S., D.Phil,, for thq TIMACS Investigators™

METHODS

We randomly assigned 3031 patients with acute coronary syndromes to undergo ei-
ther routine early intervention (coronary angiography £24 hours after randomization)
or delayed intervention (coronary angiography 236 hours after randomization). The
primary outcome was a composite of death, myocardial infarction, or stroke at

6 months. A prespecified secondary outcome was death, myocardial infarction, or
refractory ischemia at 6 months.

TIMACS Study. NEJM 2009




A Primary Outcome

' Follow-up: 6 mesi

0.10

0.08

x| P End-point primario:
004, morte, IMA non fatale,

Hazard ratio, 0.85 {95% Cl, 0.68-1.06)

stroke

I l I I 1
&0 120 150 180

Days

B
™
i
:
=
E
3
o

No. at Risk
Dela}.'ed 1438 1328 1254 1234 1229 1211
Early 1593 1484 1398 1391 1382 1363

B Secondary C;ult: ome 12.9%

0.12+

0.10+

o

9.5%

f
. . L - '
End-point secondario: £ zz
morte, IMA non fatale, § ool

ischemia refrattaria n.nz-f tic-. 0.72 (95% Cl, 0.58-0.89)

0.00 T T | T | 1
0 310 60 90 120 150 180
Days
No. at Risk
Delaye-d 1438 1303 1243 1230 1209 1205 1187
TIMACS StUdy' NEJM 2009 Early 1593 1485 1417 1402 1394 1386 1366




0.25+

Cumulative Hazard

“ 1 21%

High ri

13,9%

risk

T
30 60 90 120

|
150

1
180

GRACE Risk Score
* > 140

Low-to- GRACE Risk Score

intermediate

< 140

Figure 3. Kaplan—Meier Cumulative Risk of the Primary Outcome, Stratified

According to

GRACE Risk Score at Baseline.

TIMACS Study. NEJM 2009



The NEW ENGLAND
JOURNAL o MEDICINE

TIMACS Study

A Primary Outcome

No. of P Value for
Characteristic *k Patients Early Delayed Hazard Ratio for Event (95% Cl) Interaction
%
Overall 3031 9.6 11.3 - - 0.85 (0.68—1.06)
Age : 0.46
<65 yr 1293 6.4 6.4 —— 0.98 (0.64—1.52)
=65 yr 1736 12.2 14.6 —— 0.83 (0.64—1.07)
Sex 0.53
Female 1052 9.6 12.3 ] 0.77 (0.53-1.12)
Male 1976 9.6 10.7 —— 0.89 (0.68—1.18)
ST-segment deviation : 0.71
No 1523 7.5 8.5 — 0.88 (0.62—1.26)
Yes 1508 11.6 14.2 —— 0.81 (0.61-1.07)
Elevated cardiac marker i 0.43
No 668 10.4 10.4 7 1.00 (0.62—1.60)
Yes 2363 9.4 11.5 —— 0.81 (0.63—1.04)
GRACE score : 0.01
0-140 2070 7.6 6.7 —l— 1.12 (0.81-1.56)
=141 961 13.9 21.0 —i— 0.65 (0.48-0.89)

T T T T 1
0.33 0,50 070 1.00 1.50 2.00 3.00

Early Better Delayed Better

End-point primario: morte, IMA non fatale, stroke

TIMACS Study. NEJM 2009



Timing della Coronarografia g}_
4
Strategia invasiva

di emergenza (entro 2 ore)

Pazienti a rischio molto elevato:

» Angina refrattaria
» Classe Killip > 1
> Instabilita emodinamica

> Aritmie ventricolari minacciose



Timing della Coronarografia

Strategia invasiva
d’urgenza (entro 24 ore)

Pazienti ad alto rischio definiti da:

» GRACE Risk Score > 140
oppure

> Presenza di 1 dei 2 criteri «primari»
di alto rischio:

= Thn POS
= Alterazioni dinamiche ST/ T



Timing della Coronarografia

Strategia invasiva
precoce (entro 72 ore)

» Almeno 1 criterio di alto rischio
(«primario» o «secondario»)

oppure

> Sintomi ricorrenti
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B NSTE-ACS:
EYESHOT Strategies and Timing ﬁ

Registry
~ NSTE-ACS
Jun 831
n=1519 (54.7%)
1258
(82.8%)
39
(2.6%)
(d))
L | O Medica 388
c | O 261 IRx | (25.5%)
o X (17.2%)
m
Medica el
| Rx o
_--{ 649

7 7T (82.7%)



B

EYESHOT
Registry

NSTE-ACS:
Strategies and Timing

-~ || Ly
1 _."
| L

NSTE-ACS

Medica
| Rx

Medica
| Rx



Independent Predictors of

Wy

cvEenoT NO Coronary Angio
Registry
m Less likely to undergo
Hospital with Cath Lab 0.078 (0.056-0.110) <.0001
| [
Malignancy ‘ = // o 8.995 (4.351-18.594)  <.0001
Age >75 years = 2.792 (1.942-4.015) <.0001
Alzheimer/Dem/not self-suff = 2.648 (1.792-3.911) <.0001
| [ |
History of heart failure ‘ — ‘ 2.919 (1.728-4.932) <.0001
STEMI B 0.424 (0.278-0.649) <.0001

Hospital (South vs North) 2.081 (1.441-3.004) <.0001

Female 1.782 (1.284-2.473) 0.0006

Prior Stroke/TIA 2.000 (1.278-3.131) 0.0024

Unknown familiar hist. of CAD 1.725 (1.197-2.486) 0.0034

O
—H—
O
-
History of anemia/major bleed. |~ & 1.975(1.228-3.175)  0.0050
——
-
——
O
g

Chronic renal failure 1.726 (1.178-2.528) 0.0051

Killip >2 at entry 1.669 (1.160-2.401) 0.0058

HR =100 bpm at entry 1.758 (1.173-2.636) 0.0063

History of Ml/angina 1.824 (1.155-2.880) 0.0100

Hospital (Center vs North) 1.750 (1.129-2.712) 0.0124

r T T T T T T T T T T T // _‘I‘ JI‘
0 2 3 4 5 6 7 8 9 10 11 12 19 20



Fattori che condizionano un

approccio invasivo nelle SCA
(specie nelle NSTE)

Disponibilita di Cath Lab



Wy

EYESHOT
Registry

Coronary Angio

Coronary Overall NSTE-ACS
Angiography n= 2280 n= 1258

Radial approach, n (% 1663 (72.9) 713 (69.8) 950 (75.5)
Vascular closure devices, n (%) 860 (37.7) 398 (38.9) 462 (36.7)

CAD severity, n (%)
not determined 12 (0.5) 3(0.3) 9(0.7)

0 vessel
1 vessel
PAVISYES

3 vessels

155 (6.8)
944 (41.4)
603 (26.5)
566 (24.8)

33(3.2)

287 (28.1)

(

504 (49.3)
(
(

195 (19.1)

122 (9.7)
440 (35.0)
316 (25.1)

371 (29.5)




% PCI

EYESHOT
Registry

PC Overall NSTE-ACS
n= 1755 n= 832

Successfull PCI, n (%) IVAVACYES)! 905 (98.1) 812 (97.6)

PClI with DES, % 70.9 74.1
PCl with BMS, % 26.0 22.3

Number of stent, , meanSD

BMS

DES
Baseline TIMI 0/1, n (%)
Complete revascularization, %




Uno sguardo oltre-oceano

American

Heart
Associatione

Circulation Published online Sept 23, 2014

JOURNAL OF THE AMERICAN HEART ASSOCIATION

o

2014 AHA/ACC Guideline for the Management of Patients With Non-ST-Elevation Acute
Coronary Syndromes: A Report of the American College of Cardiology/American Heart
Association Task Force on Practice Guidelines
Ezra A. Amsterdam, Nanette K. Wenger, Ralph G. Brindis, Donald E. Casey, Jr., Theodore G.
Ganiats, David R. Holmes, Jr., Allan S. Jatfe, Hani Jneid, Rosemary F. Kelly, Michael C. Kontos,
Glenn N. Levine, Philip R. Liebson, Debabrata Mukherjee, Eric D. Peterson, Marc S. Sabatine,
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NSTE-ACS:
Definite or Likely
I

Ischemia-Guided Strategy Early Invasive Strategy

it Initiate DAPT and Anticoagulant Therapy . & Initiate DAPT and Anticoagulant Therapy I

1. ASA (Class I; LOE: A) 1. ASA (Class I; LOE: A)
2. P2Yy, inhibitor (in addition to ASA) (Class I; LOE: B): 2. P2Yy; inhibitor (in addition to ASA) (Class I; LOE: B):
® Clopidogrel or & Clopidogrel or
» Ticagrelor

® Ticagrelor

3. Anticoagulant: 3. Anticoagulant:
® UFH (Class I; LOE: B) or SHEH G L IDE Bl 0
® Enoxaparin (Class I: LOE: A) or ® Enoxaparin (Class I; LOE: A) or
® Fondaparinux (Class I; LOE: B) W i Ft.)nd::-lpafinux’r [Class I; LOE: B) or
e Bivalirudin (Class 12 LOE: B) i

f/Can consider GPI in addition to ASA and P2Y;; inhibitc;'\'ﬁ

in high-risk (e.g., troponin positive) pts

(Class lIb; LOE: B)

® Eptifibatide

N ® Tirofiban o

h




Timing della Coronarografia

oY

Immediate invasive | Refractory angina

(within 2 h) Signs or symptoms of HF or new or worsening mitral regurgitation
Hemodynamic instability
Recurrent angina or ischemia at rest or with low-level activities despite intensive medical
therapy
Sustained VT or VF

Ischemia-guided Low-risk score (e.g., TIMI [0 or 1], GRACE [<109])

strategy Low-risk Tn-negative female patients
Patient or clinician preference in the absence of high-risk features

Early invasive None of the above, but GRACE risk score >140

(within 24 h) Temporal change in Tn (Section 3.4)
New or presumably new ST depression

Delayed invasive | None of the above but diabetes mellitus

(within 25-72 h)

Renal insufficiency (GFR <60 mL/min/1.73 m?)

Reduced LV systolic function (EF <0.40)

Early postinfarction angina

PCI within 6 mo

Prior CABG

GRACE risk score 109-140; TIMI score >2
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4.4.4, Early Invasive and Ischemia-Guided Strategies: Recommendations

Class I

1. An urgent/immediate invasive strategy (diagnostic angiography with intent to perform
revascularization if appropriate based on coronary anatomy) is indicated in patients (men and
women") with NSTE-ACS who have refractory angina or hemodynamic or electrical instability
(without serious comorbidities or contraindications to such procedures) (42, 44, 138, 338). (Level
of Evidence: A)

2. An early invasive strategy (diagnostic angiography with intent to perform revascularization if
appropriate based on coronary anatomy) is indicated in initially stabilized patients with NSTE-

ACS (without serious comorbidities or contraindications to such procedures) who have an
elevated risk for clinical events (Table 8) (42, 44, 138, 333, 334, 338, 339). (Level of Evidence: B)

Class ITa
1. Itis reasonable to choose an early invasive strategy (within 24 hours of admission) over a delayed
invasive strategy (within 25 to 72 hours) for initially stabilized high-risk patients with NSTE-ACS.

For those not at high/intermediate risk, a delayed invasive approach is reasonable (139). (Level of
Evidence: B)
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Conclusioni - 1

v Le NSTE-ACS rappresentano un problema
importante per la crescente incidenza, la
complessita e la gravita

v' Le NSTE-ACS hanno un impatto rilevante
sul sistema sanitario

v Il timing della valutazione coronarografica
e dettato da una valutazione clinica
articolata, poliparametrica:

 D’emergenza (entro 2 ore)
« D’urgenza (entro 24 ore)
 Precoce (entro 72 ore)



Conclusioni - 2

v Tuttavia il drive piu importante
all’esecuzione precoce della
coronarografia rimane la disponibilita di
un Cath Lab

v" Occorre infine considerare che accanto
alle urgenze cliniche esistono le urgenze
organizzative e logistiche



Scala dei Turchi — Punta Grande (Realmonte -AG-)
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