RENDICONTO
DBELLE ADUNANZIE
' -
%mﬂ ) ) MEDICO-CHINREICA
FHedico Mw’a‘«m ---------
i Ferrara dal 1846 e

L'infarto “ST sopra” ed il
suo trattamento oggi

Lucia Ansani
UO Cardiologia

Sabato 21 gennaio 2017
Aula Magna Nuovo Arcispedale S. Anna Cona Ferrara



L'infarto “ST sopra” ed il suo
trattamento oggi

* U'infarto oggi
» | numeri dell’infarto
* || trattamento della fase acuta

» La riperfusione

» Accenni di terapia farmacologica, controllo glicemico,
trattamento della coronaropatia multivasale



| numeri dell’infarto



"~ CCUera  Reperfusion era
PANEL A

Braunwald E - 1997

5/98 MedSlides.com



-
e o

Mortality %

1986 1986 1988 1993 2006 2006 2008

Figure | Early mortality rates in major randomized STEMI trials: 1986—2008.

Van de Werf F: The history of coronary reperfusion. Eur Heart J 2014; 35: 2510-15.
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Table7 Case-fatality rates after AMI and stroke, latest year, by country

Country Year Case fatality after acute myocardial infarction Case fatality after ischaemic stroke
Admission based Patient based Admission based Patient based

Austria 2013 10.0 — 6.4 -
Belgium® 2013 73 — 23 —
Czech Republic ma3 67 105 96 130
Denmark’ 2ma 57 83 21 10.2
Estonia 2013 115 131 130 13.2
Fintand M3 6.5 8.5 51 &8
France 013 72 - 79 —
Germary 203 ar — 6.4 -
leeland 013 69 —_ 8.0 —
Iretand® 2013 G4 — 7 -
tsrael® 2013 6.7 B8 6.0 B
Italy 203 55 75 ] 6.2 9.0
Latwia 2013 15.4 19.1 18.4 27.0
Luxembourg” M2 i) 105 2.1 111
The Metherlands® 2011 Té .7 71 96
Moreay 013 &7 1.6 5.4 g4
Poland M3 4.7 B.2 —_ _—
Portugal 2013 9.4 104 10.2 108
Slovak Republic® 2012 T2 — 108 _
Slovenia 2m3 5.2 G0 1332 149
Spain 203 78 Bl 7 29
Sweden” 2013 45 B3 6.4 9.6
Switzerland m3 7.7 89 6.9 82
LK 2013 T6 9.1 9.2 10.6

Case-fatality rate measures the percentage of people aged 45 and over who die within 30 days following admission to hospital for a specific acute conditian.
Total rates have been age—sex standardized to the 2010 OECD population (454

Admission-based rates refer to death occurring in the same hospital as the initial admissbon.

Patient-based rates refer to death occurring in the same hospital as the initial admession, a diffierent hospital, or out of hospital

Three-year sverage for keeland and Luscembourg.

“Aeimissions resulting in a transfer are incleded.

Source: OECD Health Staustics 2015, hitpiicbe doiorg/ 10,178  health-data-en.

WHO Regional Office for Europe. European Health for All Database (HFA-DB) 2016
Organization for Economic Co-operation and Development (OECD) Health Statistics 2016
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The 10 leading causes of death by country income group (2012)
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Global Health Observatory (GHO) Data

Deaths acrossthe globe: an overview
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Figure 3 Estimated DALY’ per 1000 population for all cardiovascular diseases, coronary heart disease and stroke, WHO European Region 2012.
Source: World Health Organization, Health Statistics and Information Systems: http:/f'www.who.int/healthinfo/global_burden_disease/estimates/en/
index2.html (accessed April 2016).
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Projected Total Costs of CVD, 2015-2030 (in Billions 2012$) in the United States
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Appendix G. Current Set of Targets

Outcome Targets

Indicator

Premature mortality from NCDs
25% Relative reduction in owerall mortality from
CVD, cancer, diabetes, or chronic respiratory
disaase

Uinconditional probability of dying between ages 30-70
y from CVD, cancer, diabetes, or chronic resgiratory
disease

cerification of cause of death, or
survey with verbal aulopsy

Exposure Targets

Alcohol
10% Refative reduction in overall alcohal

Total (recorded and unrecorded) alcohol per capita
(=15 ) consumption within a calendar year in lters of

Official statistics and reporting systems
for production, import, export, and

consumplion (including hazardous and hammiul pure @cahal sales or toation data
drinking)
Fal intake Age-standardized mean proportion of toial enargy intake National survey
15% Pelative reduction in mean proportion of from saturated fatty acids (SFA) in adults aged =18y
{2l enargy intake from saturated fatty acids
(SFA), with aim of achieving recommended leval
of <<10% of total energy intake
Obesity Age-standardized prevalence of obesity among aduits National survey (with measurement)
Halt the rise in obesity prevalance aped =18 y
Physical inactivity Age-standardized prevalence of insutficient physical Mational survey
10% Relative reduction in prevalence of activity in adults aged =18 y
insufficient physical activity
Raised blood pressure Age-standardized prevalence of raised blood pressure National survey (with measurement)
25% Relative reduction in prevalence of raised amodg adulls aged =18y
bood pressure
Raised cholesteral Age-standardized prevalence of raised total cholesterol National survey (with measurement)
20% Relative rechiction in prevalence of raised among adults aged =18y
fotal chotastarol
Salt'sodium imake Age-standardized mean adult (aged =18 y) population National survey (with measurement}
30% Relative reduction in mean population intake intake of salt per day
of salt, with aim of achieving recommended level
of =<5 gid (2,000 mg of sodim)
Tobacco Age-standardized prevalence of current fobacen National survey
30% Relative reduction in prevalence of curment smoking among persons aged =15 y
fobacco smoking
Health Systems Rasponse Tanets
Drug therapy 1o prevent hean attacks and stiokas Drug therapy to prevent heart attacks and strokes Mational survey
50% 01 eligibla people receive drug therapy 1o (inciuding glycemic controd), and counseling for peopls
prevent heart attacks and strokes, and counseling aped =40 y with a 10-year cardiovascular risk =30%
(includes those with existing cardiovascular diseasa)
Essantial NCD medicines and basic technologies to Pumilability of basic technologies and generic essential Facility data

freat major NCDs
80% Availability of basic technologies and generic
essenfial medicines required 1o treat major NCDs
in both public and private faciities

medicines required to treat major RCOs in public and
private sector facilities, including primary care facilities

NCOs indicate noncommunicable diseases; CVD, cardiovascuisr disease.



Table 1. Suggested Global Targets to Address NCDs With

Wide Support (See Appendix C)

Best Recommendation
Proposed Target Buy to Member States
1 Physical inactivity: v Adopt
10% Relative reduction in prevalence of
insufficient physical activity
2 Raised blood pressure: v Adopt
25% Relative reduction in prevalence of
raised blood pressure
3 Salt/sodium intake: v Adopt
30% Relative reduction in mean
population intake of salt, with aim of
achieving recommended level of
<5 g/d (2,000 mg of sodium)
4 Tobacco: v Adopt

30% Relative reduction in prevalence of
current tobacco smoking

NCDs indicate noncommunicable diseases.



Major gaps in evidence

e Strategies to minimize early cardiac arrest.
e |mproving patient and public awareness of STEMI| symptoms.

e Optimizing clinical pathways for high-quality, homogeneous early
STEMI diagnosis and management.

¢ Reducing or minimizing myocardial injury and left ventricular
dysfunction following STEMI.

e Defining the optimal management strategy for non-culprit vessels in
primary PCI patients.

¢ Defining the optimal long-term antithrombotic regimen in patients
receiving stents and who have an indication for oral anticoagulants.

¢ Defining the role for pre-hospital thrombolysis in patients presenting

early. -
1 Heart Joumnal (2012) 33, 2569-2619 @

: — doi:10.1093/eurheartjlehs215 e
www.escardio.org/guidelines SOCIETY OF
CARDIOLOGY *




“So, today, the only realistic strategy to
reduce reperfusion injury in STEMI
patients is to reperfuse as early as
possible. This can be achieved through
early diagnosis and immediate
intervention using an effective network
allowing ambulance diagnosis with direct
access to intervention facilities. Clearly,
the implementation of these networks
has resulted in remarkably good results
but still to the benefit of too few
patients.”

R.Ferrari et al. Can We Improve Myocardial Protection during Ischaemic Injury?
Cardiology 2016;135:14-26



Il trattamento dell’infarto
1) La riperfusione



Figure 2 In-hospital
mortality rates (%) in
patients with short onset of
pain referred for primary
percutaneous coronary
intervention (pPCl) with
respect to the time delay
from first medical contact
to first balloon inflation, in
comparison with
thrombolytic treatment
performed if pPCI could not
be offered within 90—

120 min. TT, thrombolytic
treatment.
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Kalla K, Christ G, Karnik R, et al. Implementation of guidelines improves the standard of
care: the Viennese registry on reperfusion strategies in ST-elevation myocardial
infarction (Vienna STEMI registry). Circulation 2006;113:2398-405.



Primary PCI

- Class | Level -

Recommendations

Indications for primary PCl

Primary PCI is the recommended reperfusion therapy over fibrinolysis if
performed by an experienced team within 120 min of FMC.

rimary IS Indicated for patients with severe acute heart failure or
cardiogenic shock, unless the expected PCI related delay is excessive
and the patient presents early after symptom onset.

FMC = first medical contacts; PCl = percutaneous coronary intervention.

Joumnal (2012) 33, 2669-2619 @

93/eurheartjlehs215 EUROPEAN

www.escardio.org/guidelines ' sociErY OF
CARDNOLOGY =



La rete

Table | Essential for ST-elevation myocardial
infarction systems of care

Single telephone emergency number

Ambulances (vehicles, helicopters, planes), equipped with 12-lead
ECGs and defibrillators, and staffed with physicians or well-trained
paramedics, capable of basic and advanced life support

Occasionally automatic ECG interpretation or ECG telemetry
Direct telephone access to the cath lab

Protocols for standardized care (diagnosis, therapy, and transfer)
Cardiologist or intensive care specialist as a network leader
Involvement of healthcare authorities

Public information campaigns

Regular meetings of involved parties

Prospective registry

Huber K et al. The organization, function, and outcomes of ST-elevation myocardial infarction networks
worldwide: current state, unmet needs and future directions. Eur Heart ] 2014; 35: 1526-32.



Components of delay in STEMI and
ideal time intervals for intervention

Symptom onset FMC Diagnosis Reperfusion therapy

2t m s .
: Patientdelay ! E
s
: ; System delay -
4 : >
: 'ﬁ;‘ne to re erfusi-::r'u thera
' @ P Py >

Wire passage in culprit artery / \Bnlus or infusion
if primary PCI start if thrombolysis

All delays are related to FMC (first medical contact)

 Joumal (2012) 33, 25692619 @

Wﬂﬂﬂlﬂ!-‘!hﬂiﬁ EUROPEAN

www.escardio.org/guidelines b 3OCIETY OF
CARDROLOGY *



Organization of STEMI patient disposal describing pre- and in-hospital management and
reperfusion strategies within 12 hours of first medical contact with ideal time interval for
interventions.

1 Symptom Onset | [

A20]
i

l
* FMC— STEMI diagnosis

Primary-PC| capable EMS or non primary-PCI
centre capable centre
i

Toml lschaemic Time
FMCTE <%0min
UIUQT | = G100

2
3 O
=
o Q
v PCl with FMCTB =120 min
f'_"' Immediate and DI-DO =30min
O wransfer 1o I !
PCl center
el o
Rescue PCI
Immaediate T Immediate
transfer to

PCl center

m - Successful Immediate
Fibrinolysis? Fibrinolysis

3-24h J

CMT .ﬂmhr H cardicgenic shock, immediate rransfer 1o PO center

DIHDO = descar-in 10 dosbr-gon ome: DT = door-to-balloon pee: EME = emergency medscal service; FHC = first medical comcn. FMCTE = bri-maedical-conmcr-te-balloon tme:
Pl = perutsstce poronary ntervertion; STEM| = STsegment elevation myocardul infsrotion.

Authors/Task Force members et al. Eur Heart J
2014;eurheartj.ehu2?78

@ The BEuropean Society of Cardiclogy 2014, All rights reserved. For permissions please email: European
journals. permissions@aoup.com Hea['t J{JLI[[]E]I




Important delays and treatment goals

in the management of acute STEMI

Preferred for FMC to ECG and diagnosis. <10 min
Preferred for FMC to fibrinolysis (‘"FMC to needle’). = 30 min

Preferred for FMC to primary PCI (‘door to balloon’) in | £ 60 min
primary PCI hospitals.

Preferred for FMC to primary PCI. < 90 min

(= 60 min if early presenter with large
area at risk) if this target cannot be
met, consider fibrinolysis.

Acceptable for primary PCI rather than fibrinolysis. < 120 min
(= 90 min if early presenter with large

area at risk) if this target cannot be
met, consider fibrinolysis.

Preferred for successful fibrinolysis to angiography. 3-24 h

FMC = first medical contacts; PCI = percutaneous coronary intervention.

. ®

- ' - - ; < eIy & EUROFEAN
www.escardio.org/guidelines IOCIETY OF
CARDIOLOGT *




Arresto cardiaco extra-ospedaliero
e infarto miocardico acuto



Cardiac arrest

Recommendations

All medical and paramedical personnel caring for a patient with
suspected myocardial infarction must have access to defibrillation
equipment and be trained in cardiac life support.

It is recommended to initiate ECG monitoring at the point of FMC in all
patients with suspected myocardial infarction.

arrest

Therapeutic hypothermia is indicated early after resuscitation of cardiac
patients who are comatose or in deep sedation.

Immediate angiography with a view to primary PCl is recommended in
patients with resuscitated cardiac arrest whose ECG shows STEMI.

Immediate angiography with a view to primary PCI should be considered
in survivors of cardiac arrest without diagnostic ECG ST-segment
elevation but with a high suspicion of ongoing infarction.

ECG =electrocardiogram; FMC = first medical contacts; PCI
STEMI = ST-segment elevation myocardial infarction.

www.escardio.org/guidelines

= percutaneous coronary intervention;

Jo "__md (2012) 33, 2569-2619

EURDPEAN
SOCIETY OF
CARDIOLOGY =



Arresto cardiaco extra-ospedaliero
2014 ESC/EACTS Guidelines on myocardial revascularization

Recommendations Class® | Level® | Ref©

In survivors of out-of-hospital
cardiac arrest, immediate
coronary angiography and reva-
scularization, if appropriate, la
should be considered irres- e
pective of the ECG pattern if no|
obvious non-coronary cause of
the arrhythmia is present.

534-539,
567




Il trattamento dell’infarto

2) Accenni di terapia farmacologica,
controllo glicemico, trattamento della
coronaropatia multivasale



Inibitori P2Y12

ESC 2012

AHA/ACC 2013

At platolet dh erapy

Aspirin aral or i, (Ifunable to swallow) is recommended

An ADP-receplor blocker is recommended in addition to aspirin.
Options are:

* Prasugrel in clopidogrel-nadve patients, if no history of pror strokelTIA,
age <75 years.

» Ticagreior

= Clopidogrel, preferably when prasugrel or Bcagrelor are either not available or
contraindicaied,

G LDE
Antiplatele! tharagy
Aspirin
® 162 b 225 i Belors paoodas Eeii——y
* fi1- 15 X¥-mg daly msindsrance doos fndelinds) _
# {1 mg daly o e prefirrd mesrenancs dose” ] -

FI¥, . inhibilers

Loadng doses
& Dlopidogrel: 600 = oy ey as goadsle of af fere o P
» Proogred: B0 my a5 early a8 pousltle or o time of PO
& Ticagrelor 180 mg & eadly s possdbis of & tiee of PO

Antiplatelet therapy with low dose aspinn (75-100 mg) is indicated
indefinitely after STEMI.

In'patients who are intolarant o aspirin, clopidegrel is indicated as an
alternative o aspirin. ' '

DAPT with a combination of aspirin and prasugrel or aspirin and ticagrelor
is recommended {over aspirin and clopidogrel) in patients treated with
PCl

DAPT with aspirin and an oral ADP receptor antagonist must be continued
for up to 12 months after STEMI. with & strict minimum of.

= 1 month for patients receiving BMS,
+ B months for patienis receiving DES.

P2V, inhibilors:
Mainteranca dasss and doraton of (hesapy
DES plond: Conlings ey ke | witfr
* Cloguogreeh 75 myg iy
& Prssagrel: 10 g disky
» Tcagrelor 50 myg hice & day*
BNST placed: Condines theragy for T y witf
® Clogalogrel. T5 my iy
& Pymogenl; 10 my disdly
& Ticagrela: 50 mg teice & dy®
DES placudt
® Clogicegrel, prasugrel, o toagreior” contivusd beyond 1§
& Pabierty with STEM with prior alnske o TIAC prasugd

E g
o =1



Beta Bloccanti

ESC 2012

Recommendations

Oral treatment with beta-blockers should be considered during hospital
stay and continued thersafter in all STEMI patients withoul contra-
indications.

Cral treatment with bela-blockers is indicated in patients with heart failure
o LV dysfunction.
NUTave (S e

heart failure.

R

Intravenous beta-blockers should be considered as the time of
presentation in patiants without contraindications, with high blood
pressure, tachycardia and no signs of heart failure

b I

I

I 1 lib 1

I Ila b 11

i

AHA/ACC 2013

Oral beia blockers should be iniliated in the first 24 hours in
patients with STEM| wha do not have any of the following: signs
of HF, evidence of a low output siate, increased risk for
cardiogenic shock,* or other contraindications to use of oral beta
bleckers (PR interval >0.24 seconds, second- or third-degree
heart block, active asthma, or reactive ainvays diseasae).

Beta blockers should be continued during and after
hospitalization for all patients with STEMI and with no
contraindications to thelr use,

Patients with initial contraindications io the use of beta blockers
in the first 24 hours after STEMI should be reevaluated to
detarming their subseguent eligibility.

Itis reasonable to administer intravenous beta blockers at the
time of presentation to patients with STEMI and no
contraindications 1o their use who are hyperensive or have
angaing ischemia.



Inibitori del Sistema Renina
Angiotensina Aldosterone

ESC 2012

ACE Inhibitors are indicated starting within the first 24 h of STEL t
patients with evidence of heart failure, LV systolic dysfunctio -

an antarior infarct.

An ARB, preferably vaisarian, is an allernative to ACE inhibitors in
patients with heart fallure or LV systolic dysfunction, particularly those
who are intoterant 1o ACE nhibitors.

ACE inhibitors should be considered in all patients in the absence of
contraindications:

Aldosterone antagonists, a.g. eplereanone, are indicated in patients with
an ejection fraction 5 40% and heart faillure or digbates, provided no renal
failure or hyperkalaemia.

AHA/ACC 2013

An ACE inhibitor should be administered within the first 24 hours
1o all patients with STEM| with anterior location, HF, or EF less
than or equal to 0.40, unless contraindicated.

An ARB should be given 1o patients with STEMI who have
indications for but are intolerant of ACE inhibitors,

An aldosterone antagonist should be given to patients with
STEMI and no contraindications who are already receiving an
ACE inhibitor and beta blocker and who have an EF less than or
equal to 0.40 and either symptamatic HF or diabetes mallitus.

ACE inmhibitors are reasonable for all patignts with STEMI and no
contraindications to their use,



ESC 2012

Statine

A fasting lipid profile must be obtained in all STEMI patients, as s00s as
possible afler presentation.

| lia lib 11

It is recommended to initiate or continue high dose statins early after
admission in all STEMI pabients without confraindication or history of
intoderance, regardless of initial cholesterol values.

Reassessment of LDL-cholesterol should be considerad after 4-6 weeks
to ensure that a target value of 1.8 mmolL (70 mg/dL) has been
réached.

| {lallb Il

AHA/ACC 2013

High-intensity statin therapy should be initiated or continued in all
patients with STEMI and no contraindications o its use.

It is reasonable o obtain a fasting lipid profile in patients with
STEMI, preferably within 24 hours of presentation.



Controllo glicemico

ESC 2012

Recommendations

Measurement of glycaemia is indicated at initial evaluation in all patients.
and should be repeated in patients with known disbetes or hyper-
glycaamia.

Plans for optimal outpatient glucose control and secondary prevention
must be determined in patients with diabetes before discharge.

The goails of glucose contrd in the acute phase should be 1o maintain
glucoss cencentrations 5 11,0 mmoliL (200 mgidL ) while avoiding fall of
glycaemia <5 mmolL (<90 mg/dL). In some patients, this may require a
dose-adjusted insulin infusion with monitering of glucose, as long as
hypoglycaemia is avoided,

i measurément of fasting glucose and HDATC and, in SOME CASes,
a post-discharge oral glucoss tolerance test should be considered in
patients with hyperglycaemia but without a history of diabsles

Routine glucosa-msulin-potassum infusion is not indicated,

AHA/ACC 2013

* Blood glucose levels should be
maintained below 180 mg/dL if
possible while avoiding
hypoglycemia.

* There is no established role for
glucose-insulin-potassium
infusions in patients with STEMI.



Coronaropatia multivasale

ESC/EACTS 2014

(GL on myocardial revascularization)

Staged revascularization of
non-culprit lesions should
be considered in STEMI
patients with multivessel
disease in case of
symptoms or ischaemia
within days to weeks after
primary PCL

lla

Immediate revascularization
of significant non-culprit
lesions during the same
procedure as primary PCI
of the culprit vessel may be
considered in selected
patients,

Ilb

235

267

AHA/ACC 2015
(Focused update on primary PCl)

COR | LOE Recommendation

PCI of a noninfarct artery may be considered
in selected patients with STEMI and
multivessel disease who are
hemodynamically stable, either at the time of
primary PCIl or as a planned staged
procedure.’

lib

1. Modified recommandation fram 2013 Guideline (changed class from IIl: Haim 1o [ib and
axpanded lirme famd in which mullivesseal PCI could be parfarmad)
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Prehospital and in-hospital management,
and reperfusion strategies within 24 h of FMC

STEMI diagnosis®

FYdeisal PCI possible < 120 min?

Immediate transfer
O Pmaypol

Preferably

=30 min F‘r&ferahly

{= 60 min in early presenters) = 30 min
Immediately Immediate transfer

to PCl center

 p— successful fibnnolysis —
25

Preferably3-24h |

* The time point the diagnosis is confirmed with patient history and ECG ideally within 10 min from the first medical contact (FMC)
All delays are related to FMC (first medical contact)

Cath = catheterization laboratory, EMS = emergency medical system, FMC = first medical contact; FCl-pe:wmmuuscumnlrylnENerﬁlnn

STEMI = 5T-segment elevation myocardial infarc fion,
_"md (2012) 33, 2569-2619
rheartjlehs215
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Global Health Observatory (GHO) Data
Causes of death
Ten leading causes of death, 2012
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World Heart Failure Alliance

Global Heart Failure
Awareness
Programme

V®

HEART FAILURE EUROPEAN
GLOBAL HEART FAILURE  ASSOCIATION SOCIETY OF |
AWARENESS PROGRAMME  OF THE ESC CARDIOLOGY®|
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Figure 5. Common causes of heart failure.

Adapted from Cowie et al., Improving care for patients with acute heart failure: before, during and after
hospitalization, 2014,"" with permission from Oxford PharmaGenesis™ Ltd.



Main challenges:
heart failure hospitalization

Annual hospitalizations in both the

1 X
United States am Europe Heart failure hospitalizations as a

? Almost 1 out of 4 hospitalized patients
percentage of total hospital

[24%) are rehospitalized for heart

2
admissions failure within the 30-day post
discharge period*
Hospitalized due to worsening chronic d ays
heart failure as compared with de novo i
s e D mm—— Nearly 1 out of 2 patients (46%) are

rehospitalized for heart failure within
the 60-day post discharge period®

1. Ambrosy PA et al. The Global Haalth and Economic Burden of Hospitalizations for Heant Failure. Leasons Learmed From Hospitalized Hean Failure Registries.  J Am Coll Cardiol
2014,63:1123-1133 2. Cowie MR et al. Impraving care for patients with acute heart failure. 2014, Qxford PharmaGenesis. ISBN 878-1-803538-12-5, Available onling al

hitp:iiwenw oxfordhealthpolicyforum. orgireportsfacute-hean-fallurefimproving-care-for-patients-with-acutle-heart-fallure . 3. Buller J, Braunwald £, Gheorghiade M. Recognizing worsening
chronic hean fallure as an entity and a2n end poinl in clinical trials. JAMA . 2014 312(8):789-00. 4. O'Connor CM et al. Causes of death and rehospitalization in patients hospilalized with
LA # = 1 i W
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Direct and indirect costs (in billions of dollars)

of major cardiovascular diseases and stroke (United States: 2011 to 2012)
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Source: National Heart, Lung, and Blood Instituta.
E2015 American Heart Association, Inc. Al rights reserved. Mozaffarian D ef al. Published online in Circwiation Dec. 16, 2015




Logistics for networks

Table 8. Logistics of prehospital care

Recommendations Class® | Level’ | Ref’
Ambulance teams must be trained and equipped to identify STEMI I B (43)
(with use of ECG recorders and telemetry as necessary) and

administer initial therapy, including thrombolysis where applicable.
£ The prehospital management of STEMI patients must be based on | B (47) )
regional networks designed to deliver reperfusion therapy

expeditiously and effectively, with efforts made to make primary PCI

L. available to as many patients as possible.

v,
Primary PCl-capable centres must deliver a 24/7 service, be able to I B (6, 52,
start primary PCI as soon as possible and within 60 min from the initial 55)
call.
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