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Acute inferior transmural myocardial infarction 5T segment elevation in
leads Il, I, and a%F is characteristic of an acute inferior infarct. Eeciprocal 5T

segment depression is present in this case in [eads W1 to V4, and avL.




Ovntotnto OEM

TeAevtaieg 10-etiec :

LEYAAN HELOMON TNG Ovnrtotnrac

( BeAtioon Tov TpdTOL Bepameiag )

Koenig W, Lowel H, Lewis M, Hormann A. Long-term
survival after myocardial infarction: relationship with throm-

bolysis and discharge medication. Results of the Augsburg
myocardial infarction follow-up study 1985 to 1993. Eur
Heart J 1996: 17: 1199-1206.

Dellborg M, Eriksson P, Riha M, Swedberg K. Declining

hospital mortality in acute myocardial infarction. Eur Heart
I 1 15



J Noocokouegiokn Ovntotnta OEM oty Evponn
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A prospective survey of the characteristics, treatments and outcomes of patients with
acute coronary syndromes in Europe and the Mediterranean basin

The Euro Heart Survey of Acute Coronary Syndromes

Euro Heart Survey ACS

D. Hasdail, S. Behar2, L. Wallentin3, N. Danchin4, A. K. Gitt5, E. Boersma6, P. M. Fioretti7, M.
L. Simoons6 and A. Battlerl

European Heart Journal (2002) 23, 1190-1201




4 Nocoxo petokn Ovnrotntoa OEM otnv EAPetia

Nocokopueia
Sr0étovia AIMOAYNAMIKO EPTASTHPIO 8.9 %
XOQPIY >> 10.6 %

In-Hospital Mortality following hospital admission for AMI in
Switzerland: is it related to in house cath-lab availability? Jean-

Christophe Stauffer, Valérie Stolt, Philip Urban, Dragana Radovanovic, Nicole Duvoisin, Marco Maggiorini,
Osmund Bertel, Paul Erne, for the AMIS investigators

Kardiovaskulare Medizin 2005; 8(Suppl 8):S40.




MEIQXH THX YXYXNOTHTAX KAI THX ONHTOTHTAZ TOY OZEQX
EM®OPAI'MATOX TOY MYOKAPAIOY XTHN EAAHNIKH EITAPXIA THN TEAEYTAIA
I[TIENTAETIA.

B N Ivpyakng, O A Kann-Awdta, M I Mrdavtep, ® N Kovin, B B Kohloxovpn, E A Zayopn, ET
ABavacomoviov, X O Anlavac.

22-0 HHaveriqvio Kaporworoyiko Xvvéopro. Oeocarovikn 22-24 Nogufppiov 2001.

E ovntotTnta OEM
20

neydin peimon (55,88%) g Bvntomrog tov OEM am6 v S-etio 1995-2000



Ovntotnto OEM

H mietoynoia tov Bavatov :

TIc TpwteC wpec EM opeidetal o€

Cummins RO, Ornato JP, Thies WH, Pepe PE. Improving survival
from sudden cardiac arrest: the “chain of survival” concept: a
statement for health professionals from the Advanced Cardiac

Life Support Subcommittee and the Emergency Cardiac Care
Committee, American Heart Associlation. Circulation 1991:83:
18324




VF eni OEM

the key to improved survival :  |[CaENAGEFRBRNIEHGR

Stiell IG Wells GA, Field BJ, et al. Improved out-of-hospital car-
diac arrest survival through the inexpensive optimization of an

existing defibrillation program: OPALS study phase II. Ontario
Prehospital Advanced Life Support. JAMA 1999;281:1175-81.




AcBeveig ue countopato OEM

|

activation of Emergency Medical Services (EMS---166)
= transport to the nearest appropriate Hospital




O¢pancia STEMI

A. Tevika OgpomevTiKa pnETPO

Ciass T

1. STEMI patients should be admitted to a quiet and
comfortable environment that provides for continuous

monitoring of the ECG and pulse oximetry and has
ready access to facilities for hemodynamic monitoring
and defibrillation. (Level of Evidence: C)

m (2-4 I/min) (Sat 96%)

(TPOCTATELTIKT OPAGT GTO HLOKAPOIO)

ACC/AHA PRACTICE GUIDELINES—FULL TEXT

ACC/AHA Guidelines for the Management of Patients With

ST-Elevation M
A Report of Ame ' Ca cart Association Task Force on

Practice Guideline i ( : the idelines for the Management of

Pati




A. I'evika OgpamevTiKa péTpa

Class 1
. A daily dose of aspirin (initial dose of 162 to 325 mg

orally; maintenance dose of 75 to_162 mg) should be
given indefinitely after STEMI to|all patients yvithout
a true aspirin allergy. (Level of Evidence: A)

EKTOC OV OLVTEVOEIKVLTOL © adkepyio

EVEPYOC ULOppUYin
eEVEPYO TENMTIKO EAKOC

(Yo Toy0TEPT OPAGT) ATTOPEVYOVTOL TOL CKEVAG LT TOV OITOPPOPMOVTOL GTO EVIEPO)

Antiplatelet Trialists” Collaboration. Collaborative overview of randomised trials of

antiplatelet therapy (Part 1 of 3): prev myocardial infarction and stroke by
prolonged antiplatelet therapy in vari “patients. BMJ 1994; 308: 81-106.




A. I'evika OgpoamevTiKO péTpa

Class ITa
[ | 1. Ii is reasonable to use anxiolyvtic medications in STEMI

patients to alleviate short-term anxietv or altered behav-
ior related to hospitalization for STEMI. (Level of Evi-

(BevCoodralemiveq) dence: ©)

ACC/AHA PRACTICE GUIDELINES—FULL TEXT

ACC/AHA Guidelines for the Management of Patients With

sk Foree on
ement of




A. I'evika OgpomevTika pETpo
Ekeyxog T0v Kaporokov movov

Class I
1. |Morphine sulfate|(2 to 4 mg IV with increments of 2 to
3 mg IV repeated at S- to 15-minute intervals) is the

analgesic of choice for management of pain associated
with STEMI. (Level of Evidence: C)

(LELOVOLV TNV O1EYEPCT] TOL GLUTAONTIKOV KO TO KAPOLUKO €PYO)

(+ - metoclopramide 10 mg)

ACC/AHA PRAC Guil INES—FULLTEXT

ACC/AHA Guidelines for the Management of Patients With

ST-Elevation Myocardial Inf:




should re-

be made "-lbout the need for intravenous mtl ocrh cerin.
(Level of Evidence: C)

- Eheyyoc TG ZtnOdyyng kot tne YII

OEV EMOPOVV oTNV BvntoOTNTA (1SIS4)

ACC/AHA PRACTICE GUIDELINES—FULL TEXT

A( C /AHA Guidelines for the Management of Patients With




d A.I'evika OgpomevTiKa pETpo

‘EAeyyoc Tov Kaporokov movov

Evoeikvovtal, 10ioc enl :

[oyouuiog
YII
TVELULOVIKTN G GLUPOPNONG

OVIEVOELKVUVTOL :

VTOTOON

EM Agg Kol




A. I'evika OgpomevTiKo HETPO,
"Eleyyoc Tov Kapolokov wovov

2007 STEMI Focused Update Recommendation

2. Patients routinely taking NSAIDs (except for aspirin)| both

nonselective as well as COX-2 selective agents, before STEMI
should have those agentsat the time of
presentation with STEMI because of the increased risk of
mortality, reinfarction, hypertension, heart failure, and myocardial
rupture associated with their use. (Level of Evidence: C)

Class Il

1. NSAIDs (except for aspirin), both nonselective as well as COX-2
selective agents, should De i inistered [during
hospitalization for STEMI because of the increased risk of
mortality, reinfarction, hypertension, heart failure, and

myocardial rupture associated with their use. (Level of
Evidence: C)

Circulation =@

Learn and Live..

JOURMAL OF THE AMERICAN HEART ASSOCIATION




] A. I'evika OgpoamevTIiKo pETpa

KaM] PYOuion I'vkolnc A

Class T

1. Allfusiun to normalize blood glucose is

recommended for patients with STEMI and compli-
cated courses. (Level of Evidence: B)

Class ITa

1. During the acute phase (first 24 to 48 hours) of the
management of STEMI in patients with hyvperglyce-
mia, it is reasonable to administer an insulin infusion
to normalize blood glucose, even in patients with an
uncomplicated course. (Level of Evidence: B)

ACC/AHA PRACTICE GUIDELINES—FULL TEXT

ACC/AHA Guidelines for the Management of Patients With

ST-Elevation Myoca

an Heart Association Task Force on
elines for the Management of




O¢pancia STEMI

B. Extiunon tg AljoovvouiKg KOToGTACS
Kol o10p0macn Tuy0v DVTUPYOVCOV VO ULUALDY

(7 .x Bpaovkapoia, appvOuieg, vrotacn, O 1101)




O¢panciac OEM- B. Extiunon tng Aipnodvvopiknic
KOTAOTOONG Kot 010pOmaen tuyov

Oc&eia Kaporaxn Avemapxeio VIIAPYOVCDV VO UAADY

> by mask or intranasally
> ( furosemide PO or V)
> SLor IV

opean He.
icle

E art Jaurnal (1998)
Article No. 981106

Task Force Report

The pre-hospital management of acute heart attacks

Recommendations of a Task Force of the The European Society of
Cardiology and The European Resuscitation Council



@8p0(7t€f0( O EM- B Extiunon g Aoovvoknc KaTdoToemC Kol
RABYEADIK " O10pH®GT TLYOV LILAPYOVGDV AVDLULUALDV
EMERGENCY TREATMENT

PERI-ARREST ARRHYTHMIAS

Risk of asystole ?

* History of asystole

* Mobitz Il AV biock

» Any pause >33 ‘

. cﬂmﬂtﬂtﬂ‘ heart block, wide QH ﬁtrupine iv

500 pg initially
to max. 3 mg

No Yes
Adverse signs? A

+ Clinical evidence of low Seek expert help
cardiac output

* Hypotension:
Systolic AP = 90 mm Hg

* Heart fallure 21
* Rate < 40 beat min
* Presence of ventricular Conslder as Interim

arrhythmias requiring
suppression measures

. Y + External pacing
Atreping i.v. ‘
Eﬂﬂnginiﬁnllv l .v.lsranlﬂn-

to mex. 3 mg A statement for the Advanced Cardiac

Seek
expert help

JAN

Management of peri-arrest arrhythmias. Resuscitation 1994;
28: 151-9(Update: Resuscitation 1996; 31: 281.)
A statement by the Advanced Cardiac Life Support

Committee of the European Resuscitation Council, 1994, [1]
updated 1992 [2] and 1998. Peri-arrest arrhythmias: the
management of arrhythmias associated with cardiac arrest.
In: L. Bossaert, ed. European Resuscitation Council Guide-
lines for Resuscitation. Amsterdam. Elsevier 1998: 159-67.




Adverss signs ?

» Systolic AP £80 mm Hg

+ Chest pain

+ Heart fallure

Saek axpert help

« Rate 2 160 beat min™

to ba low

*Give potassium
chloride up to
80 mmol, max, rate -
30 mmel b~

- Glve moagneaium
sulphate |.v, 10 ml
50%in1h

2 min ropeated avery
8 min 1o total dose of

-

A

Saek expert help

Sadation
Synchronized DG shock
100 J: 200 J: 360 J

Amiodarcne 300 mg over 5-15 min

preferably by centrat line, then
30mgaover1h

Sedation
Synchronized DC shock
100 J: 200 J: 360 J

Start
+ Lignocaine +/=
* Magnesium and potagsium
&% ODDOsIe

Further cardioversion
a3 necessary

T

For refractory cases consider
other pharmacological agents:
amiodarone, procainamide,
flscainide or bretylium;
or overdrive pacing.

O¢pancic. OEM- B. Extiumon

TNC ALOOLVOUIKNG KOTAGTOONG KO
O10pH®G™ TVYOV LILAPYOVGDV OVDLUALDV

EMERGENCY TREATMENT

PERI-ARREST ARRHYTHMIAS

A statement for the Advanced Cardiac Life Support
Committee of the European Resuscitation Council, 1994,
Management of peri-arrest arrhythmias. Resuscitation 1994;
28: 151-9(Update: Resuscitation 1996; 31: 281.)

A statement by the Advanced Cardiac Life Support

Committee of the European Resuscitation Council, 1994, [1]
updated 1992 [2] and 1998. Peri-arrest arrhythmias: the
management of arrhythmias associated with cardiac arrest.
In: L. Bossaert, ed. European Resuscitation Council Guide-
lines for Resuscitation. Amsterdam. Elsevier 1998: 159-67.




O¢pancic. OEM- B. Extiumon

TNC ALOOLVOUIKNG KOTAGTOONG KO
O10pH®G™ TVYOV LILAPYOVGDV OVDLUALDV

Y
At
IR FEI R I AL R, fibrillation

acute imhnml-n or {mora than
prasence of carotid bruit) 130 beat min™)

[Adencsine b mg by boius injection
repeat if necassary evary 1=2 min
using 8 mg then 12 mg then 12 mg

{ATP Is an alternative)

EMERGENCY TREATMENT

PERI-ARREST ARRHYTHMIAS

* Hypotansion:
Systollc AP £ 90 mmHg

= Chost pain

* Hoart fallure

+* Impaired eonuioum*u

»Rate = 200 beat min
Choose from: Sadation

m 40 mg over 1 min
+ infusion 4 mg mln Synchronized
li.v. m;utlon cen ba ﬂpﬂﬂd cardlovearalan
with incummpofmfuum 100 J: 200 J: 360 J A statement for the Advanced Cardiac Life Support
to 12 mg min” Committee of the European Resuscitation Council, 1994.
Digoxin: max. dm Management of peri-arrest arrhythmias. Resuscitation 1994;
600 pg over 30 min x 2 28: 151-9(Update: Resuscitation 1996; 31: 281.)
Verapamil 5-10 mg i.v. A statement by the Advanced Cardiac Life Support
over Committee of the European Resuscitation Council, 1994, [1]
then 300 ma °"'°" 1h updated 1992 [2] and 1998. Peri-arrest arrhythmias: the
If necessary, praferably by management of arrhythmias associated with cardiac arrest.
contral H.ﬂ' am.i In: L. Bossaert, ed. Eur::upean Resuscitation Council Guide-
*Overdrive pacing (not AF) repeat cardioversion, lines for Resuscitation. Amsterdam. Elsevier 1998: 159-67.



O¢cpancio STEMI

I. 2TPOUTNYIKES Y100 TOV TEPLOPLGULO TOV
ney£bovg tov Epopaypotog

Class Ila

1. After 12 to 24 hours, it is reasonable to allow patients
with hemodynamic instability or continued ischemia to
have bedside commode privileges. (Level of Evidence: C)

Class IIT

1. Patients with STEMI who are free of recurrent ische-
mic discomfort, symptoms of heart failure, or serious
disturbances of heart rhyvthm should not be on bed rest
for more than 12 to 24 hours. (Level of Evidence: C)

ACC/AHA PRACTICE GUIDELINES—FULL TEXT

ACC/AHA Guidelines for the Management of Patients With

ST-Elevation M
A Report of Ame ' Ca cart Association Task Force on

Practice Guideline i ( : the idelines for the Management of

Pati




O¢cpancio STEMI

I. XTPOTNYIKES YI0. TOV TEPLOPLGUO TOV
ney£bovg tov Epopaypotog

aKpoymviaiog AMBoc tne cLyypovnc aviipuetorions tov OEM !
ETrE1y0060, TOVIGHOHODYTOS

HOOKUPOLOD HE ATORITOGTOGH TG POYG GV
amoPpPoyElco; crepovion opTyplo (IRA)




O¢pancico OEM

Eravaypdaroen

« | Ovmtomra (25%)
e mepropiler Tnv pookapdioky PAAPN (dvciertovpyia AK)

° | EMTAOK®OV  emavEéLQPOYLLOL
LETEUPPUYUOTIKN 1o ouion
apPLOUIES

Fit

VIEW arly
results from all re YT
1000 patients. Lancet 1994;343:311-22.




time

6 h

S31A20AW JO SSO|

20 — 30 min



Eravaiuatmon

TA OMTOTEAECGLATO TNC ETAVOLULATMOGONC Elvon
YPOVOECUPTMUEVA

“Time 1s myocardium”
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1-YEAR MORTALITY (%)

O 4+————

0 60 120 180 240 300 360
>

ISCHEMIC TIME (minute)

14 14 4 4
T ——ea— O)(£0T] (POVOL EQOPUOYNG BpopPorvTikng
CT, et al. Temporal trends in the treatment of over 1.5

million patients who had myocardial infarction in the eSp(ITCS{(XQ KOl S’Cf](il(lg OVT]TéTnT(Xg

US from 1990 through 1999: the National Registry of

14
Myocardial Infarction 1, 2 and 3. J Am Coll Cardiol o¢& (XGOSVSIQ l,LS OEM

2000:36:2056-63; with permission.)




Less than 60 76-90 Greater than 91 PTCA not
n=104 n=76 n= 140 performed
n=93

Time to PTCA (minutes)

Figure 7. Relationship between 30-day mortality and time from study enroliment to first balloon inflation. Patients assigned to angio-
plasty in whom angioplasty was not performed are also shown. n indicates number of patients; and PTCA, percutaneous translumi-
nal coronary angioplasty. Reprinted with permission from Berger et al. Circulation 1999;100:14-20 (418).

oyéon time-to-baloon inflation kot 6vntéTrTog 30 nuepwv



HDpoubd

U
BpouPo 0L POPLLOKQ
, Reteplase Tenecteplase
7 3 i W
Variable Streptokinase Alteplase tPA PA TNK-tPA
Molecular weight 47,000 70,000
. _ Infusion (weight 1_0 11111t§ Weight
Infusion (1.5 - over 2 min : =
.. . based up to 100 adjusted bolus
Administration MU over 30 ) repeated )
) meg over 90 - 30-50 mg over
minutes) =, after 30 . “
minutes) : 5—10 seconds
minutes
Fibrin specific No @;++ Yes+ @
Systemic fibrinogen depletion +++ + ++ Minimal
Bleeding (non-cerebral) +++ ++ ++ +
Haemorrhagic stroke - ++ ++ ++
/’.7
w Yes No No No
Hypotension with administration Yes No No No
mgrade 3 flow at 90 minutes
54 60 63
o
Cost - +4 St e+




Emioyn OpoupPoivtikon

* OpouPoAVTIKA HE ELOIKOTNTO GTO IVMOES
TPOTIUWOVTOL
® LETAED TOVC TOPOLOLO KAIVIKT] OTTOTEAEGLLATIKOTI T

2VYKPIVOLEVQL LLE

® TTLO UTTOTEAECUOTIKA
e EAAELYN AVTIYOVIKOTNTOG

International Joint Efficacy Comparison of Throm-
bolytics (INJECT). Randomised. double-blind com-
parison of reteplase double-bolus administration

An international randomized trial comparing four thrombolytic strat- \ : , GRS
with streptokinase in acute myocardial infarction:

egies for acute myocardial infarction. The GUSTO investigators. N Engl/ ol S Tuival L 1995: 346
J rVFE"j 1993, 329 6?3—682 trial to 1]1\-'L..bllg:1tt.- cquivalence. ancet AHD 6

329-36.




Absolute benefit per 1000
treated patients

| |
o 12 13 18

Treatment delay , hours

Time to thrombolysis and 35-day mortality The importance of time to
thrombolysis in acute myocardial infarction and the absolute reduyction in 25 day
mortality ina meta-analysis of over S0 000 patients)The benefit from thrombolytic
therapy iz greatest when it is administered within two hours of symptom onset.[The
survival benefit is progressively reduced as the delay in therapy increases[atier |
two hours, the benefit from thrombolytic therapy fits a linear function (black line)
inwhich the benefit falls by approximately 1.6 lives per 1000 patients per hour of
treatment delay)iData from Boersma, E, Maas, ACP, Simoon, ML, Lancet 1996;
248:771.)

Khan I, Gowda R. Chnical perspectives and thera-
peutics of thrombelysis. Int J Cardiolol 2003:91:
115-27.

Late Assessment of Thrombolvtic Efficacy (LATE)
study with alteplase 6-24 hours alter onset of acute
myocardial infarction. Lancet 1993;342:759-66.




®Opoupoivon - Evoeicelc

« aobeveic ue OEM, ue évopcn twv oOUTTWUATOV EVTOS
TV Tponyovuevawy 12 wpwv kor ovooroon ST oe
tovlayiotov 2 mopoxeiueves omaywyes (=1 mm orig
ATOYWYES TV OKpwY 1 = 2 MM o1ic amaywyes V1-V6)

...Kko1 véo n vmotibeuevo véo LBBB »




Opouforvon

EVOEICEIC EMITVYOVS EMOVOLULATOONC .

1. "Yoeon countoudtmv evtog 60-90 min amwd tnv epopproyn
2. Meioon tc avdomaonc tov ST > 50%

Canadian Cardiovascular Society Working Group. ACC/AHA PRACTICE GUIDELINES—FULL TEXT

Applying the new STEMI guidelines: 1. Reperfusion ACC/AHA Guidelines for the Management of Patients With
: e = R, - ial T

in acute ST-segment elevation myocardial infarc-

tion. CMAJ 2004:171:1039-41.




Opouporvon

KoAvtepa amoteréopnota, :

" nAkia < 75 Yrs
" yopic KA 1 ocupoovvouikn actabeio
" YOUNAOC KivOuvog HEICOVOS oupopporyiog

Canadian Cardiovascular Society Working Group.
Applying the new STEMI guidelines: 1. Reperfusion

in acute ST-segment elevation mvocardial infarc-
tion. CMAJ 2004:171:1039-41.




Opouporvon

operoc Ovntotntog o€ oyéon ne o HKI ei6600v

Lives Saved per Thousand

BBB ANT ST
Elevatio

INF ST
Elevation

Figure 16. Effect of fibrinolytic therapy on mortality according to admission electrocardiogram. Patients with bundle-branch block
(BBB) and anterior ST-segment elevation (ANT ST Elevation) derive the most benefit from fibrinolytic therapy. Effects in patients with
inferior ST-segment elevation (INF ST Elevation) are much less, while patients with ST-segment depression (ST DEP) do not bene-
fit. Reprinted with permission from Elsevier (Fibrinolytic Therapy Trialists' Collaborative Group. The Lancet 1994;343:311-22) (156).




Opouporvon
EmmAoxéc

Awoppayio (= 10% tov acbevov

(cuviBac ehdocove ota onpeio prePokévinong)
YmoTaon kotd Ty SidpKelo TNE £YXVoNG
aAdepykéc avtiopdoeis (SK)
Eykepaiikn Apoppayia (SK = 0.3%, rt-PA 0.6%)
appvOuiec Emoavoupdtmonc

GDGTT]LLOL’CIKﬁ SMBOML[ amd Avon BpouPov evrog tov AKO,

AK 1 avevpoucuotog
AopTtr

An international randomized trial comparing four thrombolytic strat-

egies for acute myocardial infarction. The GUSTO investigators. N Engl
J Med 1993: 329: 673-4682.



OpouPorvon -- AvievoeiEels

Absolute contraindications
Any prior ICH

Known structural cerebral vascular lesion (eg, AVM)

Known malignant intracranial neoplasm (primary or metastatic)

Ischemic stroke within 3 months EXCEPT acute ischemic stroke within 3
hours

Suspected aortic dissection
Active bleeding or bleeding diathesis (excluding menses)
Significant closed head or facial trauma within 3 months

ACC/AHA PRACTICE GUIDELINES—FULL TEXT




OpouPorvon -- AvievoeiEels

Relative contraindications
History of chronic severe, poorly controlled hypertension

Severe uncontrolled hypertension on presentation (SBP greater than
180 mm Hg or DBP greater than 110 mm Hg)t

History of prior ischemic stroke greater than 3 months, dementia, or
known intracranial pathology not covered in contraindications

Traumatic or prolonged (greater than 10 minutes) CPR or major surgery
(less than 3 weeks)

® Recent (within 2 to 4 weeks) internal bleeding
e Noncompressible vascular punctures

For streptokinase/anistreplase: prior exposure (more than 5 days ago) or
prior allergic reaction to these agents

® Pregnancy
Active peptic ulcer

e Current use of anticoagulants: the higher the INR, the higher the risk of
bleeding

ACC/AHA PRACTICE GUIDELINES—FULL TEXT

ACC/AHA Guidelines for the Management of Patients With
ST-Elevation M rdial In i




Opoupoivon -- I[lepropiouot

1. Poatotnrto povo oo 15-20%

2. xavovikn ponp ( TIMI 1) pévo oto 40-60%

3. Eykepoixkn owpoppoayio (0.5-1%)

4. Emoveépepoln (10-15%)
«mn Ayidderog mtepvay TG Opouorvong

The GUSTO investigators. An international ran-
domized trial com 1 four thrombolytic strate-
ardial infarction. N Engl J Med

anger C, Simoons M., et al. Stroke alter
thrombolysis. Mortality and functional outcomes
in the GUSTO-I trial. Global Use of Strategies to

Open Occluded Coronary Arteries. Circulation

1995 2118,
Berkowite S, Granger C, Pieper K, et al. Incidence
and predictors of bleeding after contemporary
11 infarction.
skinase and Tissue
for Occluded coronary
Investigators.  Circulation




elderly pts ( > 75 yrs) derive smaller morbidity
and mortality benefits

Probability of Death or Cerebral Bleeding, %

Thiemann D, Coresh I, Schulman S. Lack of benefit
for intravenous thrombolysis in patients with myo-
cardial infarction who are older than 75 years. Circu-
lation 2000:;101:2239-46.

White HD. Thrombolytic therapy in the elderly.




70 OEM oc7ovc Hukiopévous - OPOMBOAYXH

> Opoupoivon evdeicvotor péypt the nikiog tov 85 etdv



n Opoupolvon, axouo kar ov ervar ETITUXNG,

oev Qo mpemel vo. Oswpeltal ooy tedixn Gepomeio

e o “lyse now, stent later”

zed tnal compe - four thrombolyuc s
i ardial infarction. W Engl J Med

celuded Coronary  Arteries.
1-8.
Granger C. Pieper K. ¢ e
s ol bleeding alter 1lemporary
infarcti

on of Strepto
activator for Oc
I Investig:




PCI

v Primary = PCl in the culprit vessel within 12hours after the
onset of chest pain or other symptoms, without prior thrombolytic
or other clot dissolving therapy

v' Immediate or Emergency PCI and Rescue PClI = PCI
within 12 hours after unseccesful or failed fibrinolysis for patients
with continuing or recurrent myocardial ischemia

v’ After Succesful Fibrinolysis or for Patients Not
Undergoing Primary Reperfusion

v' Facilitated = a strategy of planned immediate PCI after
administration of an initial pharmacological regimen intended to
Improve coronary patency before the procedure



Primary-PClI

PCI In the culprit vessel within 12hours after the
onset of chest pain or other symptoms, without
prior thrombolytic or other clot dissolving therapy



STEMI : Treatment

REPERFUSION

many RCT have documented :

IS SUperior to

more effective restoration of coronary patency

less recurrent myocardial ischaemia

less coronary reocclusion

Improved residual LV function and

Guidelines for Percutaneous Coronary Interventions

The Task Force for Percutaneous Coronary Interventions
of the European Society of Cardiology

European Heart Journal (2005) 26, 804-847




PCI vs Fibrinolysis:

h'nicaf Outcomes

Z s Fibrinolysis:
@ inical Outcomes

35
— W PTCA ol
1 - FIGA P less they 30 M Fibrinolysis
Fibrinolysis Sl
3 251 ve T 25 - 23 r--m
¥ 3 -
2 g
P=0.0019
g o 15 13 P less than 13
g o P=0.00 10
w “ 10 ?® 8.4
5.5
5 4 4
L) L) ] T
Death  Death, Non-fatal Ree.  Total Hem. Major Death
no Mi Isch  Stroke Stroke Bleed mi
Stroke Stroke SHOCK cva
data

Keeley et al. The Lancet. 2003;361:13-20



primary PCIl vs Thrombolysis

the superiority of PCI is more evident in patients with
prehospital delays

MORTALITY
PCI Thrombolysis

7.3% 7.4% (P=NS)

< 3 hours
15.3% (P=0.02)

Symptom onset
> 3 hours 6%

Symptom onset

20. Widimsky P, Groch L, Zelizko M, Aschermann M, Bednar F, Suryapranata
H. Multicentre randomized trial comparing transport to primary angioplasty vs

immediate thre :ml olysis vs mml:unc-d strategy for p atients with acute IITHIL.J.I‘CII al

infarctio !E!E!l!mi 0 a




fibrinolysis vs primary PCI

PCI is the best available treatment
If provided promptly
by a qualified interventional cardiologist
In an appropriate facility

ent of Patients With




apotoyevis PCI

0 30 min KaBLoTEPNONC omqv Sievépysto PCI xovv cav
amotéleopa aVENGT TG Ovntotntac (1 £€tovg) katd 7.5%

u eV 0 ypdvoc mob amorteiton Yo tnv devépyeia PCI

(door-to-balloon time) vrepBaiver xatd 60 MIN tov ypdvo
epapproync Opoupoivtikng Oepameioc ( door-to-needle time)
N owpopd otnv Bvntotnta eCapaviCetal

44. De Luca G, Suryapranata H, Ottervanger JP, Antman EM. Time delay to
treatment and mortality in primary angioplasty for acute myocardial infarction:
every minute of delay counts. Circulation. 2004;109:1223-5. [PMID:
15007008]

45. Nallamothu BK, Bates ER. Percutaneous coronary intervention versus fi-
brinolytic therapy in acute myocardial infarction: is timing (almost) everything?
Am ] Cardiol. 2 4-6. [PMID: 14516884]




Immediate or Emergency PCI and Rescue PCI =

PCI within 12 hours after unseccesful or failed fibrinolysis
for patients with continuing or recurrent myocardial ischemia



1 Immediate or Emergency PCI and Rescue PCI

Wijeysundera HC, Vijayaraghavan R, Nallamothu BK, et al. Rescue
angioplasty or repeat fibrinolysis after failed fibrinolytic therapy for

ST-segment Imnurdnl infarction: [a meta-ana VSIS of randomized
trials. ] Am Coll Cardiol 2007:49:422-30.

rescue PCI decreases adverse
clinical events compared with medical therapy.



Mortality
Study PCI Control RR (95% CI)

Belenkie et al. 1/16 4412 0.19 (0.02-147)
RESCUE 4178 773 0.53 (0.16-1.75)
TAMI 3/49 1/59 3.61 (0.39-33.64)
RESCUE II 1/14 /15 3.20 (0.14-72.62)
MERLIN 15/153 17/154 0.89 (0.46-1.71)
REACT 9/144 18/141 0.49 (0.23-1.05)

Total 33/454 47/454 0.69 (0.46-1.05)
(7.3%) (10.4%) p=0.09

I ] ] L} ¥ ]
Absolute risk reduction 3% (959 CI1 09:-7%) 0.1 0.2 0.5 2 5 10
NNT 33 Favors PCI Favors Control
Test for heterogeneity: ¢ 6.1 df 5 (p 0.30) I* 18%

Efficacy End Points for Rescue PCI Versus Conservative Therapy

Wijeysundera HC, Vijayaraghavan R, Nallamothu BE, er al. Rescue
angioplasty or repeat fibrinolysis after failed fibrinobtic therapy for
ST-segment myocardial infarction: a meta-analysis of randomized
trials. ] Am Coll Cardiol 2007;49:422-30.




Heart Failure
Study PCI Control

RESCUE 1/78 573
TAMI /49 14/59
MERLIN 371353 46/154
REACT T4 11/141

Total

Absolute risk reduction 5% (95% CI 0%:-9%:)
MNMT 20
Test for heterogeneity: ¥ 2.0df 3 (p0.57) I’ 0%

Wijeysundera HC, Vijayaraghavan R, Nallamothu BE, er al. Rescue
angio l]’_‘ll.]'-t‘l. or repeat nbnnoh sis after failed fibrinobtic therapy for

HT—-aemlent myocardial infarction: a meta-analysis of randomized
trials. T Am Coll Cardiol : '

RR (95% CI)

(1.19 (0.02-1.56)
0.77 (0.37-1.63)
0.81 (0.56-1.17)
0.62 (0.25-1.56)

0.2 0.5
Favors PCI

2 5
Favors Control

Immediate or Emergency PCI and Rescue PCI

[




Immediate or Emergency PCI and Rescue PCI

Reinfarction

tudy PC1 Control RR (95% CI)

TAMI 7149 10759 0.84 ((1.35-2.05)
MERLIN 117153 16/154 (1.69 (0.33-1.44)
REACT 3144 12/141 0.24 (0.07-0.853)

Total 21/346 38/354 0.58 (0.35-0.97) B =
(10.7%)

Absolute risk reduction 4% (95% CI 0%-9%) 0.1 0.2 0.5 2 5 10
WNT 25 Favors PCI Favors Control
Test for heterogeneity: ¥~ 2.7 df 2 (p 0.25) I 27%

Efficacy End Points for Rescue PCI Versus Conservative Therapy

Wijeysundera HC, Vijayaraghavan R, Nallamothu BE, er al. Rescue
angio l]’_‘ll.]'-t‘l. or repeat nbnnoh sis after failed fibrinobtic therapy for

HT—-aemlent myocardial infarction: a meta-analysis of randomized
trials. T Am Coll Cardiol : '



Immediate or Emergency PCI and Rescue PCI

2007 STEMI Focused Update Recommendation

1. A strategy of coronary angiography with intent to perform PCI (or
emergency CABG) is recommended for patients who have
received fibrinolytic therapy and have any of the following:

a.|Cardiogenic shock jn patients less than 75 years who are

suitable candidates for revascularization (Level of Evidence: B)

b. Severe|congestive heart failure and/or pulmonary edema

(Killip class Ill) (Level of Evidence: B)

c. Hemodynamically compromising|ventricular arrhythmias

(Level of Evidence: C)




Immediate or Emergency PCI and Rescue PCI

In the elderly

1. A strategy of coronary angiography with intent to perform PCI (or
emergency CABG) is reasonable in patients 75 years of age or

older who have received fibrinolytic therapy, and are in

cardiogenic shock,| provided that they are suitable candidates for
revascularization. (Level of Evidence: B)




Immediate or Emergency PCI and Rescue PCI

2. It is reasonable to perform rescue PCI for patients with 1 or
more of the following:

a.|Hemodynamic or electrical instability] (Level of Evidence: C)
b| Persistent ischemic symptoms.| (Level of Evidence: C)

3. A strategy of coronary angiography with intent to perform rescue
PCl is reasonable for patients in whom
(ST-segment elevation less than 50% resolved after 90
minutes following initiation of fibrinolytic therapy in the lead

showing the worst initial elevation) and a
of myocardium at risk [(anterior MI, inferior Ml with right

ventricular involvement or precordial ST-segment depression).
(Level of Evidence: B)




Facilitated -PClI :

a strategy of planned immediate PCI after administration of an

Initial pharmacological regimen intended to improve coronary
patency before the procedure

regimens : - GP IIb/lla inhibitors

- full-dose or reduced-dose fibrinolytic therapy
- combination of a GP IIb/Illa inh with a reduced-dose
fibrinolytic agent (50%)



b o Facilitated Primary Desath [

intervention Imtervention
TV (n/M; %) (nN; %)
[ Piatelet glycoprotein libdlia inhibitor |
van't Hod, at al (On-TIME) (29) 245 (4%) 2247 (1%0) — 0.032
Les, =t al (TIGER-PA) {40) 1/50 (2%} 1150 {2%) 1.00
Mesquita Gabriel, et al (ERAMI) (41) 4/36 (11%) 5/38 (13%) i — 0.79
Armiz, at al (REOMOBILE) (42) o5z 148 (2%) * .44
Zormar, et al [43) 056 4/56 (7) - 0.067
Culip, et al (44) V28 1430 (F%) . 0.50
Gyongyosi, et al (ReoFro-BRIDGING) (45) o'2e Q27 0.88
Zayrner, at al (INTAMI) (48) 2153 (4%) 2/49 (4%:) (T 094
Bellandi, et al {47} 13T (2%%) 1528 (4%:] .58
Subtotal 17/575 (I} 177573 (3%} - 0.54
| Thrombolytic therapy |

Wan de Wer, el al (ASSENT-4 PCI) (5) S0/B28 (B%) 32/838 [4%) —— 0.035
O 'Meill, e al (SAMI) (48) W5& 063 0497
Widimisky. &t al (PRAGUE) (49) 121100 (12%) 701 (7% < 022
Varmeer, st al (LIMI) (50) B/74 (8%) 575 (7%) N 0.74
Rass, et al (PACT) (51] 110302 (4%) 106304 (3%) o 0.8t
Fernandez-Aviles, et al (GRACLA-Z) (52) 304 (F%) E108 (5%) m— 0.51
Subtotal B2/14BE (6%) 50/1487 (4%) - 0.042
Combination therapy

ADVANCE-MI (53) 588 [79h) oy +* 0026
Kasirati, &1 al (BRANVE) (54) 2125 (2%) 2128 (2%) ——— 0498
Subtotal 71198 [4%) EEB'(T'E}—l O 0.44
Total 106/2235 (5%) TE/2265 (3%) o 0.04

I 1 | | ] |
0.001 0.0 a1 1 10 100 1000
Favours facilitated Favours primary
Nk ErvEnlicn interyantian

Short-Term Death in Patients Treated With Facilitated or Primary PCI



Facilitated-PCl (vs Primary PCI)

lack of mortality benefit

Increased bleeding risk

condraindicate

Circulation ™

Learn and Live..
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PCI After Succesful Fibrinolysis or for Patients Not
Undergoing Primary Reperfusion



PCI After Succesful Fibrinolysis or for Patients
Not Undergoing Primary Reperfusion

The Routine Invasive Strategy within 24 hours of
Thrombolysis versus Ischaemia-Guided Conservative
Approach for Acute Myocardial Infarction with St-segment

Elevation (GRACIA-1) trial

patients with STEMI who are treated with thrombolytic
therapy benefit from routine coronary angiography and
PCI if indicated within 24 hours of thrombolysis

10. Fernandez-Avilés F, Alonso JJ, Castro-Beiras A, Vazquez N, Blanco ],
Alonso-Briales ], et al. Routine invasive strategy within 24 hours of thrombolysis

versus ischaemia-guided conservative approach for acute myocardial infarction
with ST-segment elevation (GRACIA-1): a randomised controlled trial. Lancet.
2004:;364:1045-53. [PMID: 15380963]




PCI After Succesful Fibrinolysis or for Patients Not
Undergoing Primary Reperfusion

Hochman JS, Lamas GA, Buller CE, et al. Coronary intervention for
persistent occlusion after myocardial infarction. N Engl | Med 2006;
355:2395—-407.

In stable patients

tested the hypothesis that :
routine PCI for total occlusion 3 to 28 days after M1 would

reduce the composite of death, reinfarction, or HF

4-year cumulative end point .
17.2% in PCI group
15.6% in medical therapy group  (P=0.2)



PCI1 After Succesful Fibrinolysis or for Patients Not Undergoing
| Primary Reperfusion
Dzavik V, Buller CE, Lamas GA, et al. Randomized trial of

percutaneous coronary intervention for subacute infarct-related coro-
nary artery occlusion to achieve long- term nrenn 1nd improve

ventricular fupnction: the |Total Occlus
TOH(, %} 2 trial.|Circulation 2006;114: "—HL! 57.

0 Thuaire C, Himbert D, et al. | DECOPI (DEsobstruction
COronaire en Post-Infarctus): a randomized multi-centre trial of
occluded artery angioplasty after acute myocardial infarction. Eur
Heart | 2004;25:2187-94.

In stable patients
tested the hypothesis that :

Late opening of an occluded infarct artery may reduce adverse
LV remodeling and preserve LV volumes

Each group had equivalent improvement in LVEF
(4.2% vs 3.5% P=0.47)



PCI After Succesful Fibrinolysis or for Patients
Not Undergoing Primary Reperfusion

elective PCI of an occluded infarct artery 1 to 28 days after Ml
In stable patients

had no incremental benefit beyond optimal medical therapy
with aspirin, beta blockers, ACE inhibitors, and statins

In preserving LV function and preventing subsequent
cardiovascular events



PCl After Succesful Fibrinolysis or for Patients
Not Undergoing Primary Reperfusion

It might be reasonable to select
moderate- and high-risk patients

within 24 hours of fibrinolysis and

to treat |OW-rISK patients with medical therapy.




PCI After Succesful Fibrinolysis or for Patients
Not Undergoing Primary Reperfusion

moderate- and high-risk patients

cardiogenic shock

severe heart failure

hemodynamically compromising ventricular arrhythmias
Anterior Ml or inferior M1 with RV involvement




PCl After Succesful Fibrinolysis or for Patients
Not Undergoing Primary Reperfusion

low-risk patients
(should not be referred for angiography)

patients with symptom resolution
Improving ST-segment elevation
Inferior M1 localized to 3 ECG leads
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Mechanisms and clinical effects of adjunctive therapies for patients who have ST elevation myocardial infarction

Agent Mechanism Clinical Effect
Adjunctive therapies for AMI
Aspirin Antiplatelet Improve survival
Decrease reinfarction, CVA
Thienopyridines Antiplatelet Recommended in aspirin-allergic patients
(clopidogrel, ticlopidine) Decrease death, MI, CVA in NSTE ACS
Glycoprotein 1Ib/II1a inhibitors Antiplatelet Decrease MI, ischemic complications
following primary PCI
Decrease death or MI in high-risk NSTE ACS
Unfractionated heparin Antithrombin Decrease death and MI in prefibrinolytic era
Low molecular weight heparins Antithrombin Reduce cardiac events in NSTE ACS versus
unfractionated heparin
Direct thrombin inhibitors Antithrombin Recommended in heparin-induced

Beta-brockers

Adjunctive therapies for AMI
ACE Inhibitors

IV nitroglycerine

HMG CoA Reductase Inhibitors

Magnesium

Calcium-channel blocker

Warfarin

Decrease myocardial oxygen
demand (| HR, | BP)

Vasodilator (BP)

Prevent LV remodeling

Venous, arterial, coronary
vasodilator (| BP, | preload)

Lipid lowering

Anti-inflammatory

Myocardial protective

Anti-arrhythmic

Decrease myocardial oxygen
demand (| HR, | BP)

Oral anticoagulant

thrombocytopenia

Improve survival

Reduce infract size, ventricular arrhythmias,
recurrent ischemia

Improve survival

Decrease heart failure. LV dysfunction

No effect on survival

Decrease recurrent ischemia

Decrease future CV death and MI

May decrease early ischemic events

Therapy for torsades depointes

May improve reperfusion outcomes

No survival benefit

Possible use in beta-blocker-intolerant patients
without CHF or LV dysfunction

Reduced embolic risk with atrial fibrilliation.

LV thrombus or dysfunction




STEMI : Ancillary Therapies

reduce
progression to MI in patients with unstable angina
size of Ml
complications rate
reinfarction after fibrinolysis
ventricular arrythmias  (VT, VF)

mortality rate

Chen ZM, Pan HC, Chen YP, er al. Early intravenous then oral
metoprolol in 45,852 patients with acute n ardial infarction: ran-

; . The MIAMI Trial R rch Group. Metoprolol in Acute Myocardial
domised placebo-controlled trial. Lancet 32. Infarction (MIAMI): omi

sed placebo-controlled international trial.
Eur Heart J. 1985; :
First International Stdy of Infarct Survival Col rative Group. Ran-
elderly patients afte e myocardial i domised trial of intravenous atenclol among 16 of suspected
Cardi ar Proj 4A. 1998 acute myocardial infarction: ISIS-1. Lancer. 36




STEMI : Ancillary Therapies

Pts receiving IV b-blockers

higher likelihood of

early death

heart failure

pacemaker use
cardiogenic shock (30%)

HC, Chen YP, Peto R, Collins R, Jiang LX, Xie JX, Liu
[ C (ClOpidogrel and Metoprolol in Myocardial Infarction
Trial) Lnll aborative Group. Early intravenous then oral metoprolol in

45,852 patients with acute myocardial infarction: randomised placebo-
controlled trial. Lancet. 2005;366:1622—-1632.




STEMI : Ancillary Therapies

1. It is reasonable to administer an
to STEMI patients who are hypertensive and who do not have any of the
following: 1) signs of heart failure, 2) evidence of a low output state, 3)
Increased risk* for cardiogenic shock, or 4) other relative contraindications
to beta blockade (PR interval greater than 0.24 seconds, second- or third-
degree heart block, active asthma, or reactive airway disease). (Level of

Evidence: B)




STEMI : Ancillary Therapies

Risk factors for cardiogenic shock

(the greater the number of risk factors present, the higher the risk of developing
cardiogenic shock) :

age > /0 years

SBP <120 mm Hg

sinus tachycardia > 110 /min

HR < 60 /min

Increased time since onset of symptoms of STEMI.

2007 Focused Update of
Patient: With 5T-Elevati
C i Amer




STEMI : Ancillary Therapies

1V

With caution . Especially In
Hemodynamic compromised

Killip I+

C irC]_]_l ati On iy Postivs

Learn and Live..
SOURMAL OF THE AMERICAMN HEART ASSOCIATION

Acute Coronary Care in the Elderly, Part II: 5ST-Sezmeni-Elevation Myocardial
Infa i s £ fi .I:_[ul i 13




STEMI : Ancillary Therapies P.O

1! Oral beta-blocker therapy|should be initiated |n the first 24 hours for patients

who do not have any of the following: 1) signs of heart failure, 2) evidence of
a low output state, 3) increased risk* for cardiogenic shock, or 4) other
relative contraindications to beta blockade (PR interval greater than 0.24
seconds, second- or third-degree heart block, active asthma, or reactive
airway disease). (Level of Evidence: B)




STEMI : Ancillary Therapies
long-term use of oral

IS strongly recommended (Class I, LOE: A)
for secondary prevention in patients at highest risk
( low ejection fraction, heart failure, postshock )
once they have stabilized with gradual dose titration

1. It is beneficial to start and continue beta-blocker therapy
indefinitely in all patients who have had MI, acute coronary
syndrome, or LV dysfunction with or without HF symptoms, unless

contraindicated.




STEMI : Ancillary Therapies
long-term use of oral

Improves outcomes after Ml
In patients up to 90 years of age

Circulation ™

Learn and Live..

SOURMAL OF THE AMERICAN HEART ASSOCIATION

o He.!thrarePr(nl'e
Cariatris Cardioio
atric Cardiology
Armstrong. Ehn..t\ her P




STEMI : Ancillary Therapies

ilator (BP) ‘ove survival
Prevent LV remodeling Decrease heart failure. LV dysfunction

Class 1
ACE inhibitor should be administered orally with-

or infarction, pulmonary congestion, or LVEF less than
0.40.[in the absence of hypotension (systolic blood pres-
sure less than 100 mm Hg or less than 30 mm Hg below

baseline) or known contraindications to that class of
medications. (Level of Evidence: A)

ACC/AHA PRACTICE GUIDELINES—FULL TEXT

ACC/AHA Guidelin
pn [V1y :




STEMI : Ancillary Therapies in the elderly
long-term use

ACE inhibitor at the time of hospital discharge :

significant reduction in 1-year mortality rate




STEMI : Ancillary Therapies

1. Use of angiotensin receptor blockers is recommended in patients
who arelintolerant of ACE inhibitors mand have HF or have had an
MI with LVEF less than or equal to 40%.

2. It is beneficial to use angiotensin receptor blocker therapy in

other patients who are ACE-inhibitor intolerant and have
hypertension.

2007 Focused Update of the ACC/AHA 1004 Guidelines for the Management of
P\‘l‘l nts 1||‘r1r1| 5T- Il evation Myocardial Infaretion: -‘LRepi:rr of the American
College of

orce on Practice




STEMI : Ancillary Therapies

Pitt B. Remme W. Zannad F. Neaton J. Martinez F. Roniker B. Bittman
R, Hurley S. Kleiman J, Gatlin M; Eplerenone Post-Acute Myocardial

EPHESUS Infarction Heart Failure Efficacy and Survival Study Investigators.
Eplerenone, a selective aldosterone blocker, in patients with left ven-

tricular dystfunction after myocardial infarction. N Engl J Med. 2003;
348:1309—-1321.

eplerenone in addition to standard care :

reduced the mortality rate in the overall population
(RR 0.83; 95% CI, 0.72 t0 0.94)

But not in the subgroup >65 years of age



STEMI : Ancillary Therapies

1. Use c:f aldosterone hlnckade in post-Ml patlents

recommended in patients who are already receiving therapeutic
doses of an ACE inhibitor and beta blocker, have an LVEF of less

than or equal to 40%, and have either diabetes or HF.

2007 Focused Update of the ACC/AHA 1004 Guidelines for the Management of
P\‘l‘l nts 1||‘r1r1| 5T- Il evation Myocardial Infaretion: -‘LRepi:rr of the American
College of orce on Practice




STEMI : Ancillary Therapies

Lipid lowering Decrease future CV death and MI

Anti-inflammatory May decrease early ischemic events

Intense Lipid lowering therapy
(preferably Statins)

(m.y simvastatin 40 mg or atorvastatin 80 mg)

to achive a target LDL-chol <70 mgr/dl

without regard to age

Cannon CP, Braunwald E, McCabe CH. et al. S1Ve Versus lerate lipid lowering with
statins after acute corona dromes. ngl J Med 2 495-504.

p'ments 2
Infarctio: G iG 4.




STEMI : Ancillary Therapies

Class |

2007 STEMI Focused Update Recommendation

Patients undergoing reperfusion with fibrinolytics should receive anticoagulant therapy for a minimum of 48 hours
(Level of Evidence: C)|land preferably for the duration of the index hospitalization, up to 8 days| (regimens other than
UFH are recommended if anticoagulant therapy is given for more than 48 hours because of the risk of heparin-
induced thrombocytopenia with prolonged UFH treatment). (Level of Evidence: A)

Collaboration W
& American
|20




STEMI : Ancillary Therapies

2007 STEMI Focused Update Recommendation

Anticoagulant regimens with established efficacy
Include:

2007 Focused Update of the ACC/AHA 1004 Guidelines for the Management of
s With ST-Elevation } i ion: A Report of the American
lleze of Cardiclogy/Ame eart weiation Task Force on Practice

1y Endorsed by




STEMI : Ancillary Therapies

2007 STEMI Focused Update Recommendation

a. UFH (initial intravenous bolus 60 U per kg [maximum 4000 U]) followed by an intravenous infusion of 12 U per kg

per hour (maximum 1000 U per hour) initially, adjusted to maintain the activated partial thromboplastin time at
1.5 to 2.0 times control (approximately 50 to 70 seconds) (Level of Evidence: C). (Note: the available data do not
suggest a benefit of prolonging the duration of the infusion of UFH beyond 48 hours in the absence of ongoing

indications for anticoagulation; more prolonged infusions of UFH increase the risk of development of heparin-
induced thrombocytopenia.)




STEMI : Ancillary Therapies

2007 STEMI Focused Update Recommendation

b. Enoxaparin (provided the serum creatinine is less than 2.5 mg per dL in men and 2.0 mg per dL in women): for
patients less than 75 years of age| an initial 30 mg intravenous bolus is given, followed 15 minutes later by

subcutaneous injections of 1.0 mg per kg every 12 hours; for| patients at least 75 years of age, {he initial

intravenous bolus is eliminated and the subcutaneous dose is reduced to 0.75 mg per kg every 12 hours.
Regardless of age, if the creatinine clearance (using the Cockroft-Gault formula) during the course of treatment is
estimated to be less than 30 mL per minute, the subcutaneous regimen is 1.0 mg per kg every 24 hours.

Maintenance dosing with enoxaparin should be continued for the duration of the index hospitalization, up to 8 days.
(Level of Evidence: A)




to reduce the risk of
until the patient with STEMI 1s ambulatory

Antithrombotic therapy for coronary artery disease:
the 7th ACCP Conference on Antithrombotic and Thrombolytic Therapy
Harrington RA: Becker RC: Ezekowitz M:; Meade TW: O'Connor CM: Vorchheimer DA;

Guvatt GHSO - Chest 2004 Sen:126(3 Sunnl):513S-548S



STEMI : Ancillary Therapies

2007 STEMI Focused Update Recommendation

Class |

c. Fondaparinux (provided the serum creatinine is less than 3.0 mg per dL): initial dose 2.5 mg intravenously;
subsequently subcutaneous injections of 2.5 mg once daily. Maintenance dosing with fondaparinux should be
continued for the duration of the index hospitalization, up to 8 days. (Level of Evidence: B)




STEMI : Ancillary Therapies in the elderly

Yusuf S, Mehta SR, Chrolavicius S, Afzal R, Pogue J, Granger CB,
Budaj A, Peters RJ, Bassand JP, Wallentin L, Joyner C, Fox KA;
OASIS-6 Trial Group. Effects of fondaparinux on mortality and rein-

farction in patients with acute ST-segment elevation myocardial
infarction: the [OASIS-6 [Randomized Trial. JAMA. 2006:295:
1519-1530.

Among the older group of patients (>62 years of age)
demonstrated :

greater absolute risk reduction for the primary end point
(30 day death or MI)  (2.7% versus 0.5%)
with a lower rate of bleeding



STEMI : Ancillary Therapies in the elderly

2007 STEMI Focused Update Recommendation

Class |

. Clopidogrel 75 mg per day orally should be added to aspirin in patients with STEMI regardless
of whether they undergo reperfusion with fibrinolytic therapy or do not receive reperfusion
therapy. (Level of Evidence: A) Treatment with clopidogrel should continue for at least 14
days. (Level of Evidence: B)

Class lla

1. In patients less than 75 years of age who receive fibrinolytic therapy or who do not receive
reperfusion therapy, it is reasonable to administer an oral loading dose of clopidogrel 300
mg. (Level of Evidence: C) (No data are availat 0 guide decision making regarding an oral
loading dose |in patients 75 years of age or older.)

. Long-term maintenance therapy (e.g., 1 year) with clopidogrel (75 mg per day orally) is
reasonable in STEMI patients regardless of whether they undergo reperfusion with fibrinolytic
therapy or do not receive reperfusion therapy. (Level of Evidence: C)




STEMI : Ancillary Therapies in the elderly

2007 STEMI Focused Update Recommendation

Patients with cardiovascular disease should have an annual
influenza vaccination.




(4 Options of reperfusion therapy In
hospltals without catheterization laboratory

= Immediate

=transfer for - primary
- Immediate or Emergency PCI

and Rescue PCI
- After Succesful Fibrinolysis




REPERFUSION STRATEGY

EP 1: Assess Time and Risk

* Time since onset of symptoms

* Risk of STEMI
* Risk of fibrinolysis
* Time required for transport to a skilled PCI laboratory

ACC/AHA PRACTICE GUIDELINES—FULL TEXT

ACC/AHA Guidelines for the Management of Patients With

ST-Elevation Myocardial Infarction
A Repo 1e o i

>oe of Ca n Task Force on




STEMI within 3 hOUTrS after onset of symptoms
In a hospital without PCI

transfer time > 30 min

V

(target <.30.min)

\ \

falled within 45-60 min after Successful , low risk patint
starting the administration 1
nigh risk patient (cardiogenic shock , HF
hemodynamically compromising ventricular arrhythmias medical treatment
Anterior MI or inferior MI with RV involvement)
l If post infarction angina or ischaemia
v

2007 STEMI Fecusad Update Recommendation
Class |

tranSfer for STEMI patierts pressnting to a h-:-_-.pital without PC| capakility and

who canrot be transferesd to | ceriter and undergo PCI within

transfer for

90 minutes of finst medic [s=e FAgure 1)should be treated
slytic therapy within 30 rirubes of hospital presertation
ol unless flbrinolytic therapy is contraindicated.




STEMI

within 12 hours after onset of symptoms,

In a hospital without PCI

contraindications to
Thrombolysis

immediate transfer

FRC Guildhelines

Guidelines for Percutaneous Coronary Intervention

he Task Force for Percutaneous Coronary Interventions
of the European Society of Cardiology

Authors/Task Force Members: Sigmund Silber, Chairperson® {Germany),
Fer Albertsson (Sweden), Francisco F, Avilés (Spain), Paolo G, Camici (UK),
Antonio Colombo (ltaly), Christian Hamm (Germany), Erik Jargensen
(Denmark), Jean Marco (France), Jan-Erik Nordrehaug (Norway),

Witold Ruzyllo (Poland), Philip Urban (Switzerland), Gregg W. Stone (USA),
Willlam Wijns (Belgium)




STEMI

within 12 hours after onset of symptoms,
in a hospital without PCI

>3 -12 hours

immediate transfer

FAC Guildelines

Guidelines for Percutaneous Coronary Intervention

he Task Force for Percutaneous Coronary Interventions
of the European Society of Cardiology

Authors/Task Force Members: Sigmund Silber, Chairperson® {Germany),

‘er Albertsson (Sweden), Francisco F, Avilés (Spain), Paolo G, Camici (UK),
tonio Colomba (Italy), Christian Hamm (Germany), Erik Jorgensen
nmark), Jean Marco (France), Jan-Erik Nordrehaug {Narway),
told Ruzyllo (Poland), Philip Urban (Switzerland), Gregg W. Stone (USA),
liam Wijns (Belgium)
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