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Guias de practica clinica cardiopatia isquemica

2010/11

European Heart Journal (2010) 31, 2501-2555 ESC/EACTS GUIDELINES 9
surorEAr doi: 10,1093/ eurheartj/ehq2 77 )

SAICIETF £
oL ARDRILOGY &

Guidelines

The Task Force|R.UCEFZUNHE S AT TY S

Society of Cardi
Cardio-Thoracic

Journal of the American College of Cardiology Vol. 57, No. 18, 2011
© 2011 by the American College of Cardiology Foundation and the American Heart Association, Inc. ISSN 0735-1097/§36.00

Published by Elsevier Inc. doi:10.1016/].jace.2011.02.009

2011 ACCF/AHA Focused Update of the Guidelines
for the Management of Patients With Unstable Angina/
Non-ST-Elevation Myocardial Infarction

-
(Updating
European Heart Journal ‘ESC GUIDELINES
A Report of | comorean  doir10.1093/eurheartj/ehr236
American He rwoiodr

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)




Diagndstico precoz de la enfermedad coronaria

Sindrome Coronario Agudo sin Elevacion del Segmento ST
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Estrategia revascularizadora

Infarto agudo de miocardio con Elevacion del Segmento ST
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El problema de la obstruccion microvascular



Diagndstico precoz de la enfermedad coronaria



¢ Hay algo nuevo para la prediccion de eventos CV?

Poblacion general sin enfermedad CV conocida.
N= 9.698 personas entre 54y 74 anos

ARIC Study
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¢, Quién esta expuesto a enfermedad coronaria?

Meta-analisis de 36 estudios poblacionales.
La importancia de los desencadenantes de infarto de miocardio
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Riesgo de Muerte/Re-Infarto asociado a AINEs
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Riesgo de Muerte/Re-Infarto asociado a AINEs

Table 3
Odds ratios and 95% confidence intervals of different acutz coronary syndrorme types by history of ischemic heart disease ascording to recency of
nongtaroidal anti-inflarmatory drug vse comparad to nomiss

Patiants Witheut THD Patiantz With THD

PatientaControls  Adjusted OR¥ 95% CI Patients/Controls  Adjusted OR¥ 95% CI

Unstable angina

il 36372653 4527288
Eecency
Nomsze 22e/le02 1 — 3144224 1 —
Current nse 524389 1.13 0.80-1.59 5620 194 1.09-3.45
Non-ET-zegment elevation nryocardial infarction
1 609/2,655 391288
Recency
Nomise 331 /o0 1 — 2R84 1 —
Current nss 244359 1.07 0.80-142 40720 183 1.03-3.32
o L-gagment slevation nyocardial infatction
n BE8H2,635 2277288
Eecency
Nomse 36271802 1 — 1547224 1 —
Current use 108/359 086 0.74-1.25 18720 1.06 052-2.16

* Odds ratics adjusted for age, gender, body mass index, smoking, diabetes, dyslipidemnia, hypertension, antiplatelet drugs, NZAIDs, stating, and
antihypertensive drugs using unconditional logistic regression.

Bueno H, Bardaji A. Am J Cardiol 2010



Ingreso :: >
Diagnéstico:'> Sospecha de sindrome coronario agudo
de trabajo
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Sindrome Coronario Agudo sin Elevacion del Segmento ST
Diagnodstico y valoracion pronostica
Tratamiento Antitrombotico

Estrategia revascularizadora



SCASEST: Diagnostico y prondstico

Las Troponinas Ultrasensibles
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SCASEST: Diagnostico y prondstico

Multimarcador biolégico

TnT >0.01 mg/l (adjusted HR 1.8) 40% - All patients
IL-10 <3.5 ng/l (1.7)
Myeloperoxidase >350 mg/I (1.5)
PIGF >27 ng/l (1.9)
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20% -

A multimarker model consisting of TnT, IL-10,
myeloperoxidase and PIGF predicted 4-year
event rates that varied between 6.0% (all
markers normal) and 35.8% (three or more 10% -
biomarkers abnormal).
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Sindrome Coronario Agudo sin Elevacion del Segmento ST

¢Que antiagregante? ¢ Que anticoagulante?

¢, Cuando y como revascularizar?




Lugar de accion de antitrombinicos

Anticoagulantes Antiplaguetarios
Factor tisular
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Limitaciones de la Aspirina mas clopidogrel:
El problema de las interacciones farmacologicas
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Bhatt. N Engl J Med 2010



Limitaciones de la Aspirina mas clopidogrel:
El problema de las interacciones farmacologicas
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Limitaciones de la Aspirina mas clopidogrel:
El problema de los polimorfismos genéticos
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El clopidogrel no es suficiente

1007

......... Clopidogrel— Ticagrelor
90 = Ticagrelor —» Clopidogrel
20 The RESPOND Study

401

307

o
)
¥
»

201

10

0. L] L] L] L L] ¥ L] L] Ld L LJ L] L] Ld L L L ] L]
0 .51 2 4 8hr 0 2 4 8hr 0 51 2 4 8hr 0 2 4 8hr
| DAY1 DAY 14 | | DAY 15 DAY 28 |
Period 1 Crossover Period 2

IPA (20 umol/L ADP-Induced Maximum Aggregation) (%)

Gurbel. Circulation 2010



Table 8 P2Y,, inhibitors

Thienopyridine | Thienopyridine | Triazolopyrimidine
Irreversible Irreversible Reversible
Prodrug, Prodrug, not

limited by limited by Active drug
metabolization | metabolization

2-4 h 30 min 30 min

3-10 days 5-10 days 3—4 days

5 days 7 days 5 days




Las Guias Europeas de SCASEST
recomiendan Prasugrel y Ticagrelor sobre Clopidogrel

Aspirin should be given to all patients without contraindications at an initial loading dose of [50-300 mg,and ata
maintenance dose of /5—100 mg daily long-term regardless of treatment strategy.

AFLY | inhibitor should be added to aspirin as soon as possible and maintained over |2 months,unless there are
contraindications such as excessive risk of bleeding,

A proton pump inhibitor (preferably not omeprazaole) in combination with DAPT is recommended in patients with a
history of gastrointestinal haemorrhage or peptic ulcer, and appropriate for patients with multiple other risk factors I
(H. elicobacter pyfori infection, age 265 years, concurrent use of anticoagulants or steroids).

Prolonged or permanent withdrawal of PZY . inhibitors within 12 months after the index event is discouraged unless
clinically indicated.

Ticagrelor ( 180-mg loading dose, 20 mg twice daily) is recommended for all patients at moderate-to-high risk of
ischaemic events (e.g elevated troponing) ,regardless of initial treatment strategy and including those pre-treated with I
clopidogrel fwhich should be discontinued when ticagrelor is commenced).

Prasugrel (60-mg loading dose, [0-mg daily dose) is recommended for PZY -inhibitor-naive patients (especially
diabetice) inwhom coronary anatomy is known and who are proceeding to PCl unless there iz a high rigk of life- I
threatening bleeding or other contraindications,?

Clopidogrel (300-mg loading dose, 75-mg daily dose] is recommended for patients who cannot receive ticagrelor or
prasugrel.

Eur Heart J 2011



¢Que posibilidades hay respecto a los anticoagulantes?

1. Heparina no fraccionada

2. Enoxaparina 548 s uni)

Fondaparinux

3. Fondaparinux

4. Bivalirudina

Collet. Heart Suppl 2007



Fondaparinux + Heparina NF en el Cateterismo
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El problema de predecir una hemorragia

O Present population
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¢ Cateterismo Radial o Femoral?

003+
Rival Trial Study
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Infarto agudo de miocardio con Elevacidon del Segmento ST
Tratamiento

El problema de la obstruccién microvascular



Elevacion del segmento ST Oclusidon coronaria

i ES una Urgencia!



Reperfusion inmediata
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La importancia del tiempo en la reperfusion del IAM
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Reperfusidon en ancianos
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La angioplastia primaria
Paradigma de la reperfusion coronaria

Recuperacion de flujo TIMI 3
en >90% de casos




La obstruccidon microvascular
Concepto. Imagen de RMC

OMYV en >30% de casos con flujo TIMI 3
Zona blanca = Infarto (captacion tardia de gadolinio)
Zona negra central = OMV

Bodi V, Radiology 2010



La obstruccion microvascular
Impacto clinico
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Obstruccidon microvascular
Patogenia

Vasoespasmo

Jaffe, J Am Coll Cardiol 2010



Trombectomia en IAM
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EQUIP Centres




Study design- flow chart
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Es posible mejorar con un programa adecuado

Figure 3
Odds Ratios (95% C.1.)
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Forest plot of primary outeome analyzed by key subgroups: gender, age, ability to perform PClon sife and country. Odds ratios and 95% Cls are
shown. Interaction P value For country effect <001,

Flather M. Am Heart J 2011




Conclusiones

« Cada vez conocemos mejor la fisiopatologia del proceso arterioscleroético
e El tratamiento del SCA sin elevacion del segmento ST es complejo y

es fundamental conocer el riesgo isquémico y el riesgo hemorragico.

» El tratamiento del IAM con elevacion del segmento ST se basa en la
rapida reperfusion, pero son necesarias nuevas estrategias para limitar

el dafo miocardico.

 El gran reto del futuro es aplicar de forma generalizada todos los avances

gue ahora tenemos.



