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Objetivos

Contexto historico del sindrome coronario
agudo.

*Aproximacion diagnostica del paciente
con sindrome coronario en Urgencias.
Enfogque terapéutico.

*ldeas para llevar a casa.
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Contexto de la enfermedad coronaria

Continua siendo una de las
principales causas de
mortalidad y morbilidad
alrededor del mundo.

*En Europa, se presentaron
5.8 Millones de eventos
coronarios en el 2019.

‘Incidencia anual, se estima
293 casos por cada 100.000
mMil habitantes.
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Gaviria S, Ramirez A, Alzate M,
del sindrome coronario agudo.
DOI:10.18566/medupb.v39n1.a08

Contreras H, Jaramillo N, Mufoz MC. Epidemiologia
.Med UPB. 2020;39(1):49-56.

*ENn paises desarrollados, se
estima que el sindrome
coronario, es el responsable de

38% de muertes en mujeresy
44% en hombres.
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Panorama en Colombia

*En el 2011 se registaron cerca de
29mil muertes por sindrome
coronario.

*La incidencia varia en promedio
80 muertes por cada 100.000
habitantes.

Gaviria S, Ramirez A, Alzate M, Contreras H, Jaramillo N, Mufiocz MC. Epidemiclogia del sindrome coronario
agudo. Med UPB. 2020;39(1):49-56. DOI:10.18566/medupb.v39n1.a08
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Grafica 1. Relacion de la tasa de incidencia y de mortalidad del IAM en poblacion
colombiana 2011-2021
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Figura 1. Porcentaje de mortalidad por enfermedad cardiovascular en varios paises durante el afio 2014, segun
datos de la OMS.

Adaptado por Gloria Restrepo S. (2019)
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Presentacion del sindrome coronario en urgencias

Puede representar entre el
5-20% de los motivos de
consulta en el servicio de
urgencias.

E| sindrome coronario,
representa en promedio el
5.4% de los ingreso por
dolor toracico en urgencias.
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Principales recomendaciones en el enfoque del
paciente con dolor toracico agudo

Clasede | Nivelde | . ‘
recomendacion evidencia |

Recomendacién g

Se recomienda una evaluacion inicial del dolor toracico para clasificar
eficazmente a los pacientes en funcion de la probabilidad de que los
sintomas puedan ser atribuibles a una isquemia miocardica.

El dolor toracico no debe describirse como atipico, porque no ayuda a
- determinar la causa y puede interpretarse erroneamente como de
€-DL | naturaleza benigna. En su lugar, el dolor toracico debe describirse como
- cardiaco, posiblemente cardiaco o no cardiaco porque estos términos son
mas especificos para el posible diagndstico subyacente.

Recomendaciones para centrarse en la singularidad del dolor toracico en las mujeres

racairendachin || sidancts Recomendacion
" | Las mujeres que presentan dolor toracico corren el riesgo de ser

infradiagnosticadas, y siempre deben considerarse las posibles causas

cardiacas.

- En las mujeres que presentan dolor toracico, se recomienda obtener una

'B-NA historia que haga hincapie en los sintomas acompanantes que son mas

1t | comunes en las mujeres con SCA.

Recomendacion de consideraciones para pacientes mayores con dolor toracico

Clase de Nivel de
recomendacior vic Recomendacion

En los pacientes con dolor toracico de mas de 75 anos de edad, debe
considerarse la posibilidad de un SCA cuando se presenten sintomas
acompanantes como disnea, sincope o delirio agudo, o cuando se haya
producido una caida inexplicable.
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Probabilidad del dolor

+ Central « Left-sided « Stabbing » Right-sided
+ Pressure + Dull « Tearing

+ Squeezing + Aching * Ripping

« Gripping « Burning

+ Heaviness

« Tightness

« Exertional/stress-related
» Retrosternal

High

EXPERT CONSENSUS DECISION PATHWAY

2022 ACC Expert Consensus Decision
Pathway on the Evaluation and
Disposition of Acute Chest Pain

in the Emergency Department

A Report of the American College of Cardiology Solution Set Oversight Committee

» Sharp

* Fleeting
« Shifting

+ Pleuritic
« Positional

Low

Probability of Ischemia

F futuros®
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TABLA 50-2 Valor de los datos de la anamnesis del dolor
toracico para el diagnoéstico del sindrome coronario agudo

- ELEMENTO DESCRIPTIVO INDICE DE PROBABILIDAD
§ DEL DOLOR POSITIVA (IC AL 95%)
:_,i: Mayor probabilidad de IAM
E Irradiacién al hombro o el brazo derechos 4.71(1,9-12)
E Irradiacién a ambos brazos u hombros 4.1(2,5-6,5)
E Asociado al esfuerzo 2.4(1,5-3,8)
j Irradiacion al brazo izquierdo 2,3(1,7-3.1)
= Asociado a diaforesis 2(1,9-2,2)
g Ascciado a nduseas o vomitos 1,9(1,7-2,3)
E Peor gue una angina previa o similar a un 1,8 (1,6-2)
E IM previo
E Descrito como una presion 1,3(1,2-1,5)
6 Menor probabilidad de IAM
E Descrito como pleuritico 0,2 (0,1-0,3)
g Descrito como postural 0,3 (0,2-0,5)
E Descrito como agudo 0,3 (0,2-0,5)
E Reproducible con la palpacion 0,3(0,2-0,4)
W | gcalizacion inframamaria 0,8 (0,7-0,9)
Sin relacién con el esfuerzo 0,8 (0,6-0,9)

|AM, infarto agudo de miocardio; IC, intervalo de confianza.
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Toma de electrocardiograma

En todos los pacientes que presenten un dolor toracico agudo,
independientemente del entorno, debe adquirirse un ECC y revisarse para
detectar un SCACEST en los 10 minutos siguientes a su llegada.

En todos los pacientes que acuden a urgencias con dolor toracico agudo
y sospecha de SCA, la ¢cTn debe medirse lo antes posible tras la
presentacion.

En los pacientes con dolor toracico en los que un ECG inicial no es
diagnostico, deben realizarse ECGs seriados para detectar posibles
cambios isquémicos, especialmente cuando la sospecha clinica de SCA es
alta, los sintomas son persistentes o el estado clinico se deteriora.

Los pacientes con dolor toracico en los que el ECG inicial es compatible
con un SCA deben ser tratados de acuerdo con Directrices para el
SCACEST y el SCASEST.

En pacientes con dolor toracico y sospecha clinica intermedia-alta de SCA
en los que el ECG inicial no es diagnostico, las derivaciones
electrocardiograficas suplementarias V7 a V9 son razonables para
descartar un |AM posterior.
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¢Cuales son los cambios electrocardiograficos
en el sindrome coronario agudo?

v" Elevacion del segmento ST en 2 derivaciones contiguas mayor de
Imm.

En derivacion V2 y v3:

Si es en mujeres la elevacion es mayor a 1.5mm

Si es en hombre mayores de 45 afios de edad |la elevacion es de
2mm

v Si es en hombres menores de 45 afios de edad la elevacion es de
2.5mm

¥" Considere si hay infra desnivel del segmento ST de V1 a V3, realizar
V7 a V9 para evaluar infarto de cara posterior. En las derivaciones
posteriores y derechas, la elevacion es mayor a 0.5mm

¥" Considere evaluar los cambios reciprocos de las caras afectadas,
aumenta la probabilidad de que se trate de un sindrome coronario
agudo.

AR
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Hallazgos electrocardiograficos de alto riesgo

. 1IN Bl Electrocardiogram Findings Suggestive of Ischemia

FINDING CRITERLA
STEMI equivalents

Pos terior STEMI Criteria:
B Horzontal 5T-segment depression in V-WVsy
B Dominant R-wawe [R/% ratio =1) in W,
m Upright T wawes in anterior leads
B Prominent and broad R-wawve (=30 ms)
Confirmed by:
B 5T-segment elevation of =0.5 mm in at least 1 of leads Vi-Vg*

Left bundle branch block or wentricular paced rhythm with A total score =3 points is required:
Sgarbossa Critaria B Concordant ST-segment elevation =1 mm in leads with a positive QRS complex (5 points)
B Concordant 5T-segment depression =1 mm in leads Vy-Vs3 (3 points)
B Discordant ST-segment elevation =5 mm in leads with a negative QRS complex (2 points)
If there is discordant 5T-segment elevation =5 mm, consider 5T/% ratio «<—025

Left bundle branch block or wentricular paced rhythm with Positdwe if any of the following are present:
Smith-modified Sgarbossa Criteria B Concordant 5T-segment elevation of 1T mm in leads with a positive QRS complex
B Concordant 5T-segment depression of 1 mm in V,-Vs
m 5T-segment elewvation at the J-point, relative to the QRS onset, is at least 1 mm and has an
amplitude of at least 25% of the preceding S-wawe

De Winter Sign m Tall, prominent, symmetrical T wawes arising from upsloping 5T-segment depression =1 mm at the
J-point in the precordial leads
m 0.5-1 mm 5T-segment elevation may be seenin lead aVR

peracute T waves raad, asymmetric, p waves may be seen early in
T Braad [ eaked T b rly in STEMI
Serial BCGs over very short intervals are useful to assess for progression to STEMI

ECG findings comsistent with aatefsubacute myocardial schemia

avR 5T -segment elevaton Most often caused by diffuse subendocardial ischemia and wsually ooours in the setting of significant Left
main coronary artery or multivessel coronary artery disease
B 5T-segment elevation in aWR =1 mm
B Multilead 5T-segment depression in leads 1, 11, Wal, and/or Ve-Vs
B Absence of contiguous 5T-segment elevation in other leads

ST-segment depression Horizontal or downsloping 5T -segment depression =0.5 mm at the J-point in 2 or monre contguous leads is
suggestive of myocardial ischemia

Wellen's syndroms Clinical syndrome characterized by
m Biphasic or deeply inverted and symmetric T wawves in leads WV, and Vi imay extend to Vgl
®m Recent angina
B Absence of O waves

Inverted T waves May be sean in ischemia (subacute) or infarction (may be fixed and associated with Q wawes) in continuous
lzads
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Patrones de alto riesgo:

Patron de Wellens

Wellens tipo A: Onda T isobifasica
en las derivaciones V1-V4.

Wellens tipo B: Inversion de Onda
T de caracteristicas simétricas.

Se asocia a estenosis de la arteria
descendente anterior proximal
(ADA) e infarto masivo inminente
de la pared anterior del miocardio.

Wellens sign A

7,, N

i y

Biphasic anterior T waves, not always
accompanied by chest pain

Wellens sign B

& B

s

Deeply inverted anterior T waves, not
always accompanied by chest pain

2023 ESC Guidelines for the management of acute coronary syndromes: Developed by the task force on the management of acute coronary syndromes of the European Society of Cardiology (ESC)
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Patron de Winter

Se presenta con Infradesnivel
del segmento ST en las
derivaciones precordiales (Vv1-
v6), con ondas T hiperagudas.
Puede presentarse también
con elevacion en avR.

Este hallazgo se correlaciona
clinicamente con oclusion de
la coronaria descendente
anterior

2023 ESC Guidelines

FRutures”

for the management of acute coronary syndromes: Developed by the task force on the management of acute cor:

De Winter syndrome

J-point depression and upsloping ST
depression in V1-V6 that continues
into tall, positive symmetrical T-
waves, often with 1-2 mm ST
elevation in aVR

onary syndromes of the European Society of Cardiology (ESC)
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Tronco Coronario lzquierdo

E |evaCién del 1 ARTICULO ORIGINAL
Seg men to ST en Diagnostico electrocardiografico de la obstruccion del tronco

coronario izquierdo mediante el analisis vectorial del
aV R segmento ST y el complejo QRS

José A. Prieto-Solis®, Natividad Benito® y Rafael Martin-Duran®

sServicio de Cardiologia. Unidad Coronaria. Hospital Universitano Marqués de Valdecilla. Santander.
Cantabria. Espana,
*Unidad de B distica, Epid

Infra desnivel e 2 e o oo o
del segmento ST

en al menos 6

derivadas.

Instituto de Formacion e

2023 ESC Guidelines for the managementof acute coronary syndromes: Developed by the task force on the managementof acute coronary syndromes of the European Society of Cardiology (ESC)
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Journal of the American Heart Association

Bloqueo de Rama

izquierda de novo o

presumiblemente New Electrocardiographic Algorithm for the

de novo Diagnosis of Acute Myocardial Infarction in
Patients With Left Bundle Branch Block

. . Andrea Di Marco, MO, Marcos Rodriguez, MD™ Juan Cinca, MD, PhD; Antoni Bayes-Genis, MO, PhD;
C r I te r I OS d e Jose T. Ortiz-Perez, MD; Abert Arza-Solg, MD, PhD; Jose Caros Sanchez-Salado, MD; Alessandro Sionis, MD, PhD;
Jany Rodnguer, MD); Beatriz Toledano, MD; Pau Codina, MD; Eduard Solé-Gonzalez, MD; Monica Masoti, MD;

Joan Antoni Gémez-Hospital, MD, PhD; Angel Caquier, MD, PhD; Ignasi Anguera, MD, PhD
Barcelona

(p reviamente Table 5. Definition of the BARCELONA Algorithm to
. . Diagnose AMI in the Presence of LBBB
criterios de
The BARCELONA algorithm is positive if any of the following criteria are
Sgarbossa). present

(1) ST deviation =1 mm (0.1 mV) concordant with QRS polarity in any
ECG lead, thus including either:

e ST depression =1 mm (0.1 mV) concordant with QRS polarity, in any
ECG lead.

e ST elevation =1 mm (0.1 mV) concordant with QRS polarity, in any
ECG lead (Sgarbossa score b).

ORIGINAL RESEARCH

{2) ST deviation =1 mm (0.1 mV) discordant with QRS polarity, in any
lead with max (R|S} voltage <6 mm (0.6 mV).

AM! indicates acute myocardial infarction; and LBEB, left bundle branch
block.
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Oclusion Inferior aguda:
(1) STE en |ll pero no en ninguna otra derivacion inferior,

Patron de 5 | .
(2) depresidon del ST en cualquiera de las derivaciones V4 a

ASLANGER 6 (pero no en V2) con una onda T positiva (al menos

terminalmente positiva),

(3) ST en la derivacion VI mas alto que ST en V2.

A new electrocardiographic pattern indicating inferior n
myocardial infarction

updaies

Emre Aslanger, MD, Assoc. Prof. **, Ozlem Yildirimtiirk, MD, Assoc. Prof. °, Baris Simsek, MD©,
Azmi Sungur, MD €, Ayca Tiirer Cabbar, MD, Assoc. Prof. ¢, Emrah Bozbeyoglu, MD, Assoc. Prof.*,
Can Yiicel Karabay, MD, Assoc. Prof.®, Stephen W. Smith, Prof. ¢, Muzaffer Degertekin, MD, Prof?

* Yeditepe University Hospital, Department of Cardiology, lstanbul, Turkey

b Health Sciences University, Dr. Sivami Ersek Thoracic and Cardiovascular Surgery Training and Research Hospital, Department of Cardiology, Istanbul, Turkey
¢ Dr. Siyami Ersek Thoradic and Cardiovascular Surgery Training and Research Hospital, Division of Cardiology, Istanbul, Turkey

d University of Minnesota, Hemnepin County Medical Center, Department of Emergency Medicine, Minneapolis, MN, United States af America

Conclusion: We here define a new ECG pattern indicating inferior MI in patients with concomitant critical lesion
(s) in coronary arteries other than the infarct-related artery. Patients with this pattern have multivessel disease
and higher mortality.
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Uso de biomarcadores

Desde el 2020 se implementaron las
troponinas ultrasensibles.

Permite el diagnostico tempranoy
realizar adecuada estratificacion
para intervencion de la enfermedad
coronaria.
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Sospecha de SCASEST

Observar J

i hs-cTn a las 3 h + ecocardiografia

Disposicion
Pruebas Opcional: : : Real fi
adicionales Prueba de estrés Qg?::e r: 'clii S o s

y
o ATC : estrés ecocardiografia
0 angiografia o AT
0 nada o nada

DESC 2020
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Blood sampling

It is recommended to measure cardiac troponins
with high-sensitivity assays immediately after
presentation and to obtain the results within 60 min

of blood sampling.'**-%7

It is recommended to use an ESC algorithmic

approach with serial hs-cTn measurements (0 h/1 h
or 0 h/2 h) to rule in and rule out NSTEMI.28-*

Additional testing after 3 h is recommended if the
first two hs-cTn measurements of the 0 h/1 h
algorithm are inconclusive and no alternative
diagnoses explaining the condition have been

made 1316

The use of established risk scores (e.g. GRACE risk
score) for prognosis estimation should be lla

considered. "~

Triage for emergency reperfusion strategy
It is recommended that patients with suspected

STEMI are immediately triaged for an emergency
50-52

© ESC 2023

reperfusion strategy.
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Immunoassay, Highly sensitive troponin - Highly sensitive troponin ~ Changes in the Highly sensitive troponin -~ Changes in the
manufacturer concentration indicating ~ concentration indicating  concentration of highly ~ concentration indicating  concentration of highly
avery low probability of  alow probability of sensitive troponins after  a high probability of sensitive troponins after 1
NSTEMI, nanograms per  NSTEMI, nanograms per 1 hour that exclude NSTEMI, nanograms per  hour to confirm NSTEMI,
liter liter NSTEMI, nanograms per  liter nanograms per liter
liter

Diagnostic algonthm 0 = 1 hour

hs-cTnT (Elecsys; Roche) <5 <12 <} 2 52 235

hs-cTnl (Architect; <4 <5 <2 > 64 26

Abbott)

hs-Tnl (Centaur; <3 <6 <} 2120 212

Siemens)

hs-cToni (Access; <4 <5 <4 250 215

Beckman Coulter)

hs-Tnl (Clanty; Singulex) <1 <2 <] 230 26
Diagnostic algorithm 0 — 2 hours

hs<TnT (Elecsys; Roche) <5 <14 <4 2 52 210

hs-cTnl (Architect; <4 <6 <2 2 o4 215

Abbotr)

hs-cTnl (Centaur; <5 <8 <7 2120 220

Siemens)

hs-cTnl (Access; Beckman <4 <5 <5 > ) > %)

Coulter)

hs-cTnl (Clanty; Singulex) <1 undefined undefined 230 undefined

hs-cTnl: troponina [ altamente sensible. hs-¢Tn'T: troponina T altamente sensible. NSTEML: infarto de miocardio sin elevacion del segmento ST.,
Datos vilidos para algunos inmunoensayos de diferentes fabricantes.
Fuente, adaptado de las recomendaciones de la Sociedad Furopea de Cardiologia [17),
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Patient presents with a suspected MNSTEMI and
without an indication for immediate invasive angiography

!

Take hs-cTnat O hand | V2 h

|
v

Patients who do not meet
the criteria for either of
the other two pathways

High initial hscTn
OR
Increase in | h'2 h hs—cTn

Very low initial hs-cTn?
OR
Low initial hs-cTm and no
increase in | h'2 h hscTn

i Appropriate management can be determined
. based on the hs-cTn levels and clinical situation

i
1
1
v v v

Rule-out pathway Observe pathway Rule-in pathway

. @ ESC—
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In patients with suspected ACS, non-elevated (or
uncertain) hs-cTn levels, no ECG changes and no
recurrence of pain, incorporating CCTA or a lla

non-invasive stress imaging test as part of the initial
22-127

workup should be considered.'®"

Mapas polares

e ?L,

-

Perfusion noemal Infarto inferotateral

2023 ESC Guidelines for the management of acute coronary syndromes: Developed by the task force on the
management of acute coronary syndromes of the European Society of Cardiology (ESC)
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Estratificacion del riesgo en el
paciente con dolor toracico de

Modified HEART Scores and EDACS Data

Components
(3 o
probable origen coronario HEART Score Components EDACS Components
Low risk: 0-3 points; Low risk: 0-15 points;
non-low risk: =4 points non-low risk: =16 points
History Age, ¥
High suspicion 2 18-45 2
Moderate suspicion 1 46-50 4
Low suspicion o 51-55 &
Electrocardiogram 5660 :
2022 ACC E t C D - 5T-segment deviation 2 61-65 10
xper OnsenSUS eCISIon Paced, LBBB, RBBE, or LVH 1 66-70 12
Pathway on the Evaluation and Normal or nonspecific changes 0 71-75 14
- —_ - Age, ¥ 76-80 16
Disposition of Acute Chest Pain |
=65 2 31-85 18
in the Emergency Department 4565 1 8+ 20
<45 0 Male sex B
A Report of the American College of Cardiology Solution Set Oversight Committee Cardiac rigk factors Age 18-15 and either =3 cardiac 4
risk factors or known CAD
=3 or known CAD 2 Diaphoresis 3
1-2 1 Pain radiating to arm or shoulder 5
] 0 Pain worsened with inspiration —4
Pain reproduced by palpation -6

CAD = coronary artery disease; EDACS = Emengency Department Assessment of Chest
Pain; HEART = History, ECG, Age, Risk Factors, and Troponin; LEBE = left bundle
branch block; LVH = left ventricular hypertrophy; RBEB = right bundle branch block.
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HEART Pathway

I Patients with Acute Chest Pain I

HEART Score
Low Risk High Risk
! !
Serial Initial
Troponins TrnE‘nnin
Normal Elevated I MNormal
w 'l' r
Observation
Early Sl Unit or
Discha COnsiNe & Hospital
ree Admission Ward

S

Stress Testing or
Cardiac Imaging

Figura 1. HEART Pathway algorithme This figure was corrected on
201B8-089-17 after initial online publication to comract the spelling of

the label “HEART Scora”
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B Rb
EDACS SCORE

'5 points

Low risk by the EDACS Score.

If the patient also has: (1) EXKG without new ischemic changes and (2) negative initial and 2-
hour troponins, then this patient is safe for discharge to early outpatient follow-up
imvestigation [or proceed to earlier inpatient testing). If EKG with ischemic changes or
positive troponin, they are not low risk and require normal risk stratification.

Copy Results Next Steps &

20 points

Mot low risk. This patient is not a candidate for early discharge and should receive a
standard chest pain evaluation with delayed troponin testing.

Copy Results @ Next Steps &
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Chack far
updatas

Performance of Coronary Risk Scores
Among Patients With Chest Pain in the

Emergency Department

Dustin G. Mark, MD,*" Jie Huang, PuD,* Uli Chettipally, MD, MPH,° Mamata V. Kene, MD, MPH,*
Megan L. Anderson, MD,® Erik P. Hess, MD, MSc,” Dustin W. Ballard, MD, MBE,*€ David R. Vinson, MD,**
Mary E. Reed, DrPH," on behalf of the Kaiser Permanente CREST Network Investigators

CENTRAL ILLUSTRATION Performance of the EDACS Versus Modified HEART Score Among Emergency
Department Patients With Chest Pain

z EDACS mMHEART
EDACS & mHEART perform similarly in terms of NPV EDACS categorizes more patients as low risk
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Abnormal Clinical Stable

ECG? context? patient?
—
Perform an ECG to assess Consider the clinical Perform an exam to assess
for evidence of ischaemia context and available if the patient is clinically
or other abnormalities investigations and vitally stable
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Recomendaciones iniciales en el enfoque terapéutico:

-

Recommendations Class™ Level®”

- c

Ia C

Hypoxia
Oxypen is recommended in patients with
hypoxaemia (5aCk; <?0%).

Routine oxygen is not recommended in patients
without hypoxaemia (5aCr; ::-9[?’%}.”5'1?2

Symptoms

Intravenous opioids should be considered to relieve

[pain.
A mild tranquilizer should be considered in very

la C
anxious patients.

Intravenous beta-blockers

Intravenous beta-blockers (preferably metoprolal)

should be considered at the time of presentation in

patients underpoing PPCl with no sipns of acute heart Ia
failure, an SBP >120 mmHpg, and no other

contraindications 93 167162

2023 ESC Guidelines for the management of acute coronary syndromes: Developed by the task force on the management of acute coronary syndromes of the European Society of Cardiology (ESC)
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Estrategia de reperfusion sistémica (tromboliticos)

o, Quiénes van a ser llevados?

*Pacientes quienes lleven menos de 12 horas de
INnicio de los sintomas.

* No se tenga la disponibilidad de reperfusion
coronaria percutanea (PCl) en los primeros
120minutos.

2023 ESC Guidelines for the management of acute coronary syndromes: Developed by the task force on the management of acute coronary syndromes of the European Society of Cardiology (ESC)
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Major contraindications to fibrinolysis include: ¥

Can the patient receive primary PCI within
120 minutes of first medical contact?*
OR
Does the patient hawve signs of cardicgenic shock?
[

I 1
Yes Mo

¥ ¥

® History of intracranial hemorrhage, cerebrovascular malformation,
or intracranial malignancy

® Izchemic stroke in the previous 3 months but not within the
last 3 hours

= Symptoms or signs of aocrtic dissection
m Active bleeding
= Significant dosed-head or facial trauma in the preceding 2 months

Perform immediate PCI:
= Activate emergency STEMI protocols

Hawve symptoms of ischemia
= Arrange for rapid transfer to a PCI-capable center

been present for =12 hours?1
Quality goal: PCI within 90 minutes of ED arrival *

T
Yes

¥

Fibrinolysis not recommended

1
MNo

¥

Does the patient hawve
contraindications to fibrinclysis?
{refer to inset box)

[
Mo evidence of
ongoing ischemia

Y

ongoing ischemia

1 [
Evidence of

hJ hJ

1
MNo

¥

Treat with a fibrinalytic agent

Quality goal: Delivery of lytics within
20 minutes of ED arrival

v

Was fibrinolysis successful?
= No 5T elevation
= Resolution of symptoms
= Improved hemodynamics

T 1
Mo Yes

¥ ¥

Monurgent PCI, if available.
Otherwise, management withowk
angiocgraphy or PCL. &

Perform PCI as scon as possible

Arrange for angicgraphy at a
PCI capable center

Quality goal: Angiography within
24 hours for most patients 8
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Recommendation Table 7 — Recommendations for
fibrinolytic therapy

Recommendations Class® Level®

Fibrinolytic therapy

When fibrinolysis is the reperfusion strategy, it is
recommended to initiate this treatment as soon as
possible after diapnosis in the pre-hospital setting
(aim for tarpet of <10 min to htic I:.u:|||us:].mé"'-lls':1 1

A, fibrin-specific agent (j.e. tenecteplase, alteplase, or
reteplase) is recommended.”
A half-dose of tenecteplase should be considered in a -

patients >7¥5 years IJFHEE.1M

Antiplatelet co-therapy with fibrinolysis

Aspirin and clopidogrel are recommended *4¢-2 --
Anticoagulation co-therapy with fibrinolysis

Anticoagulation is recommended in patients treated
with fibrinolysis until revascularization (if performed)

or for the duration of hospital stay (up to 8
260,347,348, 350, 357360

Enosxaparin iv. followed by s.c. is recommended as
the preferred antin::\l:uzl.guL':l.nLal'}'ym'35':'| =
When enoxaparin is not available, UFH is
recommended as a weight-adjusted iv. bolus,
followed by infusion. ™’

In patients treated with streptokinase, an iv. bolus of
fondaparimex followed by an s.c. dose 24 h later

should be considered. ™’
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Fibrinoliticos:

* Tenecteplase:

<60kg: 30mg

60-70kg: 35mg

70 a 80kg: 40mg

80-90kg: 45mg

>90kg: 50mg.

(Mayores de 75 anos, se recomienda la mitad de |la dosis).

* Alteplase: 15mg IV en bolo, seguido de 30mg en 30minutos ; y 35mg para la
siguiente hora.

*Si pesa <67kg: 15mg IV en bolo, seguido de 0.75mg/kg en 30minutos y luego:
0.5mg/kg para la siguiente hora.

Riswes  seulapp




. Qué debe incluir el pretratamiento
antes de administrar el trombolitico?

«Acido acetil salicilico; dosis carga 300mg via oral (recomendacion
fuerte a favor).

«|P2Y2:

*Clopidogrel: 300mg via oral cada 24 horas; en adultos mayores
de 75 anos de edad 75mg .

*Se desaconseja el uso de Prasugrel y ticagrelor si se usa la terapia
fibrinolitica.

TREAT trial. JAm Coll Cardiol. 2019;73(22):2819-2828. doi:10.1016/jjacc.2019.03.011
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Manejo anticoagulante:

Enoxaparina:

Menores de 75 anos de edad
Désis carga: 30mg de forma intravenosa.
Désis: se indica de forma subcutdnea Img/kg (maximo 100mg) cada 12 horas.

Mayores de 75 anos:
Se omite la dosis de carga intravenosa.
Désis: se indica 0.75mg subcutanea cada 12 horas.

A tener en cuenta: usar en conjunto con la terapia antiplaquetaria.

Se debe indicar 1I5minutos antes de la terapia fibrinolitica, hasta 30minutos
después.
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Manejo anticoagulante:

Heparina no fraccionada (UFH).

Dosis de carga: se inicia 60Ul/kg en bolo de forma
intravenosa. Maximo 4000Ul.

Dosis de sostenimiento: se deja en infusion a 12 Ul/kg/hora
(Maximo 1000UI /hora) y se ajusta segun INR (protocolos
Institucionales).

Al igual que la Enoxaparina, se deja hasta la PCI o hasta
48hrs Post-Trombolisis.
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*Evaluar los cambios post-reperfusion en la
primera hora.
Alivio del dolor, descenso del ST >50%

*Asegurar coronariografia para buscar vaso
culpable en las primeras 24 horas.

Deben ser llevados a coronariografia de rescate
urgente:

-Si continua inestable.

-Si no hay un descenso en el ST y continUa con
dolor.
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NSTE-ACS

(Class lla) {Class Ila)

Proceeding to PCI

. Prasugrel >  Ticagrelor
P2Y2 inhibitor< " : ab . (Chs 'h)
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Tratamiento antiagregante

Acido acetil salicilico: désis carga 300mg en todos los
escenarios; recomendacion |.

‘Inhibidores IP2Y2: (recomendacion llb) — Evaluar segun
protocolo institucional y hemodinamia.

-Prasugrel: (habitualmente no recomendado en los
mayores de 75 anos o <60kg por el alto riesgo de sangrado).

- Dosis carga de 60mg .
>60kg: dosis de mantenimiento de 10mg diarios.

<60kg: dosis de mantenimiento de 5mg diarios.
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Manejo antiagregante

*Ticagleror: dosis carga de 180mg.

Luego dosis de mantenimiento de 90mg cada 12 horas el
primer ano.

Si requiere DAPT extendida: 60mg cada 12 horas.
Clopidogrel:

(poblacidon especial con alto riesgo de sangrado).
600mg dosis carga; seguido de 75mg diarios.

Importante; Interaccion medicamentosa con IBP
(Omeprazol y Esomeprazol).
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Infarto sin elevacion del segmento ST

NSTE-ACS

Anticoagulation UH | B i i
(Class lla) (Class lla)

ChO‘CE of : "_ig._; 5 s o : m! >
P2Y 2 inhibitor® 1 : ted, - S lh)"‘:""“
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Consideraciones en el tratamiento:

Recomendacion fuerte:

INniciar acido acetil salicilico en todos
lOos escenarios.

Dosis de 300mg via oral; seguido de
dosis de 100mg diarios.
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Nuevas consideraciones:

*Se desaconseja el uso de IP2Y2 en el
contexto de IAMI NO ST (clase ).

>>Paclente con enfermedad
Multivaso, en retrasa la
revascularizacion quirurgica.
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Recommendations Class™®

Antiplatelet therapy

Aspirin is recommended for all patients without
contraindications at an initial oral LD of 150300 mg
(or 75-250 mg iv) and an MD of 75-100 mg o.d. for
long-term treatment. 244285

In all ACS patients, a P2 32 receptor inhibitor is
recommended in addition to aspirin, given as an initial
oral LD followed by an MD for 12 months unless
thers = HBRc.IEE.IB'P,lE-B.l-Hl!-

A proton pump inhibitor in combination with DAPT
is recommended im patients at high risk of
gastrointestinal bleeding.m?'me

Prasugrel is recommended in P2Y 33 receptor
inhibitor-ndive patients proceeding to PCI (60 mg
LDy, 10 mg o.d. MD, 5 mg o.d. MD for patients aped
>75 years or with a body weight <60 kg).™"
Ticagrelor is recommended irmespective of the
treatment strategy (invasive or conservative)

{180 mg LD, 90 mg b.id. MD).**®

Clopidogrel (300600 mg LD, 75 mg od. MD) is
recommended when prasugrel or ticagrelor are not
available, cannot be tolerated, or are

contraindicated 225

. i ’ .-.-

If patients presenting with ACS stop DAPT to
undergo CABG, it is recommended they resume
DAPT after surpery for at least 12 months.
Prasugrel should be considered in preference to

ticagrelor for ACS patients who proceed to
PCI_I*H-..EW

Level®

E

futuros®
residentes

Pre-treatment with a P2 43 receptor inhibitor may

be considered in patients undergoing a primary PCI

strategy 21345

Pre-treatment with a P2 43 receptor inhibitor may
be considered im M5TE-ACS patients who are not
expected to underpo an early invasive stratepy
{<24 h) and do not have HBR® **

Pre-treatment with a GP lIb/llla receptor antagonist
. 292

iz not recommended.

Routine pre-treatment with a P2Y,, receptor
inhibitor in N5TE-ACS patients in whom coronary
anatomy is not known and early invasive
management (<24 h) is planned is not

244 247 148, 293195
recommended.” &

Anticoagulant therapy

Parenteral anticoapulation is recommended for all
patients with ACS at the time of diagnusis_us“mﬁ
Routine use of a LIFH bolus (weight-adjusted iv.
bolus during PCl of 70100 ILkg) is recommended
in patients underpoing PCL

Intravenous encxaparin at the time of PCI should be

considered in patients pre-treated with
156,241,297

’ . ’ l -l ’

subcutaneous encwaparin.

Discontinuation of parenteral anticoagulation should

be considered immediately after an invasive

procedure.
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Escenarios especiales:

*Escenarios de anticoagulacion indicada previamente
(protesis valvular mecanica- fibrilacidon auricular).

En pacientes anticoagulados:
La PCl esta indicada sin interrumpir warfarina o DOAC.
Sitiene INR >2,5 no administrar UFH.

En los pacientes con DOAC, se sugiere de acuerdo a ultima
dosis de anticoagulacion, bajas dosis de HBPM

Enoxaparina 0.5mg/kg IV.

Deben llevar asa pero no se recomienda pretratamiento
IP2Y2.
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2023 ESC Guidelines for the management of acute coronary syndromes: Developed by the task force on the management of acute coronary
syndromes of the European Society of Cardiology (ESC)
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Strategy to reduce
ischaemic risk®
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Para llevar a casa

*Paciente enfocado de acuerdo a la nemotecnia ACS; clinica, hallazgos
en EKG y estabilidad del paciente.

*Patologia tiempo dependiente, definir si es ST Vs no ST, recordar los
patrones de alto riesgo que deben ser llevados coronariografia de
forma temprana.

« Definir Estrategia de reperfusion (fibrinolisis Vs PCI)
*El acido acetil salicilico se da en todos los escenarios.
*|P2Y2; Recomendacion en IAMIST y no recomendado en IAMINOST.

*Escenarios de anticoagulacion.
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GRACIAS
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