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Classes of Recommendations

Class| Evidence and/or general agreement that a given
treatment of procedure is beneficial, useful, effective
Class I Conflicting evidence and/or a divergence of opinion
about the usefulness / efficacy of the given treatment or
procedure
Classlla | Weight of evidence / opinion is in favour of usefulness /
efficacy
Class llb | Usefulness / efficacy is less well established by
evidence / opinion
Class lli Evidence or general agreement that the given treatment

or procedure is not useful / effective, and in some
cases may be harmful.




Levels of Evidence

Data derived from multiple randomized
clinical trials or
meta-analyses.

Level of
Evidence A

Data derived from a single randomized
clinical trial or large
non-randomized studies.

Level of
Evidence B

Consensus of opinion of the experts and/or
small studies, retrospective studies,

registries.
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SCASEST. Estrategia invasiva vs conservadore

GUIA ESC

GUIA ACC/ AHA

Estrategia inicial invasiva (malalts sense
contraindicacions)

Classe | B: Angina refractaria o inestabilitat
eltctrica/ hemodin mica

Classe | A: Inicialment estables per en risc
Classe |lb B: Estrategia inicialment conserv. en
risc elevat, sobre tot si troponines
positives

Classe lIb C: En malalts amb ins. renal cr nica
Classe Ill C: Comorbiditats greus. Baixa proba-

bilitat malaltia coronaria. Si el
malalt no vol ser revascularitzat

Anderson JL, et al. JACC 2007; 50: 652-26

Estrategia inicial invasiva

URGENT
Classe | C: Anginarefractaria o inestabilitat
elt.ctrica/ hemodin mica /ins card

R PIDA (< 72 h)
Classe | A: Malalts en risc intermedi o alt

Classe | C: Avaluar el risc/benefici del tipus
stent (met Ielic versus recobert).

Classe lll C: Avaluaci rutina en malalts sense
risc intermedi o alt, per avaluar
Isquemia indu ble (I C).
ICP de lesions no significatives
Bassand JP et al. doi:10.1093/eurheartj/ehm161; 2007




ESTRATIFICACI DEL RISC

Mort, IM, Revascularitzaci 14 d

TIMI SCORE

3 4

RISK SCORE

Probability

Mortalitat total alta - 6 mesos

Predicted All-Cause Mortality From Hospital Discharge to 6 Months

Intermedia

T T T T T T
90 110 130 150 170 190 210

Total Risk Score

GRACE NOMOGRAM




ESTRATIFICACI DEL RISC. SCA SENSE 1ST

PREDICTORS INDEPENDENTS MORT /IAM / REV 14 DIES
OR P

Edat > 65 a. TIMI SCORE

3 factors r.
Esten. >50%
Canvis ST
2 angor/24 h
AAS 7 d es

Enzims ele.

4 5

Antman E. JAMA 2000; 284: 835 - 42 FACTORS DE RISC




ESTRATIFICACI DEL RISC. SCA SENSE

Global Registry of Acute

ACS Risk Model

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

Age F0-79 v

HR

IT (rales and/or JVD) v

SI Units

__|Cardiac arrest at admission
V|ST-segment deviation

V| Elevated cardiac enzymes/markers

Probability of Death  Death or MI
In-hospital 25% 30%

To 6 months 40% 50%




SCASEST. Estrategia invasiva vs conservadore

INVASIVA Angina greu
Troponines+, ECG+
ICC, IM, inestable hemo.
PE alt risc
TV sostinguda
ICP < 6m, CABG
Score moderat - alt
FE < 40%
CONSERVADORA Score baix

Prefert.ncia pacient
Bassand JP et al. doi:10.1093/eurheartj/ehm161; 2007 (abSLnC|a rlSC)

Anderson JL, et al. JACC 2007; 50: 652-26




SCASEST. Cal considerar tamb@

Risc hemorr gic : edat, sexe, insuf. renal, sagnat previ, HTA,
iInh GP lIb/llla, inotr pics, cateteritzaci

Vells: 1/3 poblaci, alt risc, simptomes at pics, comorbi litat

Dones: Atenci especial a comorbilitat. Estrategia invasiv a?

Diabttics: Control estricte glickmia, estrategia inicial invasiva,
iInh GP lIb/llla

Insuficikncia renal: Ajustar medicaci al ACr, nefropat a contrast

Antmia: Predictor independent de > isqutmia i hemorr gia

Bassand JP et al. doi:10.1093/eurheartj/enm161; 2007




FACTORS RISC HEMORRAGIA SCASEST

FACTOR RISC (O]
Edat ( 10 y) 1.22
Dona 1.36

Léﬁ%ﬁg&q{gi%%p&'mpacte importgn&%el_ pron stic.

IStre E es va associar a un increment

Sangralye mortalitat hospitalaria (ORY 64)
Diuretics 1.91

Gp lIb/llla 1.86
Inotropics 1.88
ICP 1.63

Cateterisme dret 2.01
Bassand JP et al. doi:10.1093/eurheartj/enm161; 2007




POPULATION IN RANDOMIZED TRIALS vs SURVEYS

ACUITY ISAAR/REACTZ2  MASCARA

NST Uncla
Age 63 (23-91) 66-11 69-11 75-10

Males (%) 70 76 70 61

Diabetes (%) 28 28 35 45

Insulin (%) 8 9 13 16
Renal fail. (%) 19 N/A 14 19
Stroke excluded 9 9







SCASEST. Estrategia invasiva vs conservadore

Estrateqgia invasiva:
Identifica 10-20% malalts sense lesions significatives i el 20%
amb 3 vasos o lesi del tronc
El ICP del 70% redueix els reingressos | f rmacs antiis qgutmics

Estrategia conservadora:
Evita el cateterisme de rutina en malalts que no tenen criteris
d alt risc.
Comporta | avaluaci de lafunci ventricular per eco |
d isqutmia indu ble
Tractament antitromb tic agressiu ha redu t complicacio ns
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Invasive vs Conservative Strategies

1. New data coming from long-term follow-up of RITA-3,

FRISC-2 and Mehta meta-analysis show significant risk
reduction for death and death+MI at long-term follow-up

2. Early hazard shown in ICTUS trial (excess of death & M|
observed within 1%t month after revascularisation in

immediate invasive group)
3. Early hazard shown in Mehta meta-analysis

ICTUS Lancet 2007:369:827 FRISC 2 Lancet 2000;356:9-16
RITA-3 Lancet 2005;366:974 Mehta JAMA 2005:203:2908
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- 0000}
Invasive vs Conservative Strategies

Death, Ml, Rehospitalization for ACS

RITA-3

25

Conservative 20.0 %

Cumulative percent

0 1 2 3 4 5
Follow-up time (years)




Invasive vs Conservative Strategies
Death, MI, Rehospitalization for ACS

"1 ICTUS
Early invasive 229
20 7 21.3
E Selective invasive
a
10
0
100 200 300 400
Time (days)
Lancet 2007 369:827

ESC Guidelines forthel oo el e .




SCASEST. Estrategia invasiva

Resultats d una estrategia invasiva incial durant | hospitalitzaci

0 Rutina
B Selectiva

Mort / IAM

Mehta SR. JAMA 2005: 293: 2908




SCASEST. Estrategia invasiva vs conservadore

FRISC-II 00

TRUCS 00

TIMI-18 01

VINO 02

RITA-3 '02

ICTUS "05

Death or Ml at 1 year

Invasive + Cons+ Invasive + Cons+

0% 10% 20% 30% 0.25 05 1 2 1 1010° - 10°10 1

Incidence Odds ratio and 95% C| NNT and 95% CI
9.5vs. 11.1% 0.84 (0. ) 63 (36-368)




SCASEST. Estrategia invasiva vs conservadora

Relative Mortality Benefit with the Revascularisation vs Gradient in Rates
of Revascularisation Between both Randomisation Arms

GUSTO IWV-ACS —I

Databank analysis
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ALGORITME ORIENTACIO | TRACTAMENT SCASEST

1. First contact 2. Diagnosis/risk assessment 3. Invasive strategy

= Persistent or recurrent angina with/without ST-
changes (z2mm) or deap neg. T resistant to

Other d |ag nosis anti-anginal treatment

= Clinical symploms of beart failure ar

progressing hasmadynamic instability

/ = |ife-threatening arrhythmias (VF, VT)
&
Wy

Initial Validation

. * Elevated troponin levels
eva I UE’UD n Cynamic ST- or T-wave changes
Responsge lo antianginal treatment

. : Routine bicchemisiry, including : )
= Cuality of chast pain Diabates melitus

traponing {on presentation and after
= Symptom-crientad ' 7 Renal dysfunction (GFR <60 mLmin/1.73m*)
: J— mmy | o =Nlpoatspccal : v ;
physical examination . markers (e.g. 0-dimers, BNP/NT ) Reduced left ventricular function (EF = 40%)
* Likelihood of CAD pGSSIb|E pro-BNF) \ Early post-infarction angina

= Electrocardiogram {ST-

(symptomatic or silent)

Repeat or sontinuous ST-segment Priar MI

elevation or other monitoring FCI within 6 months

b liti
abnommakies) Risk score assessment Prior CABG

Bleeding risk assessment Intermediale to high GRACE risk score
Differential diagnosis exclusion:

¥y

r.
echocardiogram, CT. MRI, nuclear
imaging.

No recurrence of chest pain
Mo signs of haart failura
ND; MNo new ECG changes
electfve (arrval and al 6-2h)
= No elevation of troponing
(arrival and at 6-12h)




e
Timing of Intervention

1. Few studies have shown superiority of very early intervention vs
deferred intervention.
. ISAR-COOL (small sample size) JAMA 2003;290:1583
2. Many trials, registries and meta-analysis have shown early hazard

with early intervention vs deferred intervention
" ICTUS trial NEJM 2005,;353:10095
" Mehta Meta-analysis JAMA 2005;:293:2008

. e Heart 2007 :93: 177
GIRAEE S SRUGATIC Iepmtrs Arch Intern Med 2006 166:2027

3. Timing of intervention recommended on the basis of risk
stratification

e

ESC Guidelines for: the WManay e EIE SR EE AT






ALGORITME ESTRATEGIA INVASIVA

Les guies de la ESC recomanen comencar amb 600 mg clopid  ogrel
a tots els malalts que es tractin amb una estrategiainv  asiva

Anderson JL, et al. JACC 2007:; 50: 652-26




