XXIX Congresso Nazionale ANCE

Guglielmo Bernardi

i i/ ARC (Associazione per la Ricerca
in Cardiologia) Pordenone

Sorrento (NA) 10 - 13 ottobre 2019



Epidemiologia STEMI - NSTEMI

Non-STEMI
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Volume di ricoveri in Italia, anni 2010-2017

STEMI: volume di ricoveri
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PTCA primaria vs terapia trombolitica ev nello
STEMI 23 trial randomizzati (7.739 pz)

non-fatal re-AMI A+ B stroke
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Transfer for P-PCI versus immediate TL
and mortality 5.741 pts, 30-day follow-up

Transferring on-site
Study for PCI thrombolysis OR (fixed) OR (fixed)
n/N 95% CI
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Modello Hub & Spoke




DATI DEFINITIVI

/  Sarceqn:
s/ Saroey

Strategie di hperfusnone
Rete territoriale

PCl 3 tuttiipazenti (487
PCI 3 tutti, ecoetto basso rischio <3h ('-3)’ "
PCI a tutti i pazienti 3d alto rischio  (8)
PCI ai pazienti ad alto rischio >3h (1) S 3 aggiornato
Assenza direte (83) ~ o€ 14 gen 2009
PCI/ TBL 3 seconda dela situazione (U}
Distanza >80 minuti dallHub  (0)

SN

Strategia di Riperfusione

Rilevazione Rete IMA Web
2012-2013

RETE IMA

T el >
-

(verde scuro) Strategia A: Rete con stategia PPCI sempre

(verde chiaro) Strategia B: Rete con mix di strategie (PPCl e TBL)
(colore giallo): Strategia C: Rete con stategia TBL sempre

(colore bianco): No Rete

(colore ariancione): Comuni > 60 min dall'Hub
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STEMI trattati con PTCA entro 2 gg, anni 2010-2017

STEMI: proporzione di trattati con PTCA entro 2 giorni (struttura di ricovero)
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Relative risk of all-cause mortality for early invasive
therapy vs conservative therapy as a function of time
IN NSTEMI Meta-Analysis of CRT - 2 years follow-up

Time Period

1 Month

6 Months
12 Months

24+ Months —

0.5 ' 1.5

Favors Favors

Early Invasive Conservative
Therapy Therapy

Bavry AA, JACC 2006;48:1319



Routine invasive versus selective invasive strategies for
NSTE-ACS Updated Meta-Analysis of 12 RCTs, (9.650 pts)

all cause mortality

Study

After Eighty 2016

OR (95% Cl)

0.89 (0.58, 1.35)

Lady Gator pilot 2015
ltalian Elderly ACS 2012
LIPSIA-NSTEMI 2012
OASIS 5 substudy 2012
ICTUS 2005

> 0.10 (0.00, 5.01)
0.88 (0.46, 1.69)

0.79 (0.38, 1.65)

: —————) 3.53(0.99, 12.60)

1.14 (0.78, 1.64)

Eisenberg et al 2005
RITA3 2002
VINO 2002
TACTICS-TIMI 18 2001
TRUCS 2000
FRISC Il 1999

Overall (l-squared = 32.2%, p = 0.133)

1.10 (0.26, 4.69)
0.74 (0.57, 0.97)
0.26 (0.08, 0.91)
0.94 (0.59, 1.49)
0.32 (0.10, 1.04)
0.95 (0.73, 1.24)

0.88 (0.77, 1.01)

Lady Gator pilot
ltalian Elderly ACS
LIPSIA-NSTEMI
OASIS 5 substudy
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RITA3
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TACTICS-TIMI 18
TRUCS
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2015
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2005

2002
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2001
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1999

composite EP: all-cause mortality or non-fatal Ml

OR (95% CI)

Overall (I-squared = 62.4%, p = 0.004)

Y 0.10 (0.00, 5.01)
0.82 (0.47, 1.43)
1.33 (0.85, 2.08)
1.37 (0.63, 3.00)
1.30 (0.98, 1.73)
0.77 (0.61, 0.98)
0.27 (0.10, 0.72)
0.75 (0.55, 1.01)
0.44 (0.17,1.18)
0.78 (0.65, 0.95)

0.86 (0.77, 0.96)
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Elgendy IY, CCI 2016:88:765
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NSTEMI trattati con PTCA, anni 2010-2017

PTCA in pazienti NSTEMI: volume di ricoveri
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STEMI + NSTEMI in Italia, anni 2010-2017

Infarto Miocardico Acuto: mortalita a 30 giorni
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rogramma Nazionale Esiti

STEMI + NSTEMI in Italia, anni 2011-2017

Infarto Miocardico Acuto: mortalita a un anno
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Mortality of patients admitted with a first AMI in New
Jersey years 1986 — 2007

Effect more evident in the older age groups, due to non-
cardiovascular mortality

» Respiratory diseases
» Renal diseases

» Septicemia

» Cancer

30 60 90 120 150 180 210 240 270 300 330 360
Time(days)

Mortality from Discharge

Kostis WJ, Circ Cardiovasc Qual Outcomes 2010;3:581



NSTEMI: eventi clinicia30gge alanno

403 pz consecutivi, 24.12.2014 — 20.04.2016
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Medication therapy discontinuation after
AMI| PREMIER Registry
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Aspirin B-Blocker Statin All 3 Medications

Ho PM, Arch Intern Med. 2006:166:1842



EUROASPIRE IV cross-sectional
survey In 14 European regions

o 42.8% of HPT pts on treatment <140/90 mm Hg

« 32.7% if pts LDL-cholesterol <2.5 mmol/l (96
mg/dl)

« 58.5% of pts type 2 diabetes HbAlc <7.0%

Eur J Prev Cardiol 2016:23:2007



Evidence-based medical therapies interruption
and prognosis after AMI PREMIER Registry

v 3.81 (1.88-7.72)
0 vs Any 1 Medication | = '

3.33 (1.52-7.14)
0 vs 3 Medications | .

i 5.00(1.85-13.50)
0 vs 1 or 2 Medications | .

1.82 (1.09-3.03)

Aspirin Discontinuation ® I

R i 1.96 (1.10-3.45)
p-Blocker Discontinuation ; * |

i 2.86(1.47-5.55)
Statin Discontinuation P . |

0425 025 05 1 2 4 8
Decreased Mortality  Increased Mortality

Ho PM, Arch Intern Med. 2006:166:1842



Statin adherence & mortality in pts with ACD
Retrospective cohort analysis,VA Health System (Jan 2013 — Apr 2014)

Survival curves by statin adherence level

Adherence (MPR)
<50%
50%-69%
70%-89%
=90%

400 600
Days

No. atrisk 347104 325772 304209 229681

Plotted values include point estimates and 95% confidence intervals. Thereis a
dose-response association between adherence and survival, with the greatest
survival among the most adherent patients.

Rodriguez F, JAMA Cardiol 2019;4:206



Cardiologia Preventiva e Riabilitativa
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Italian Survey on Cardiac Rehabilitation (ISYDE.13)

Distribuzione regionale dei centri di CR in Italia ed evoluzione 1996 — 2013
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ISYDE.13 — Numero medio di posti letto di degenza ordinaria di
CR per 100.000 ab per regione e macro-area

(n=3.153)
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Potenzialita di trattamento della rete di CPR
70 000 pz/anno in degenzal/day-hospital
30 000 pz/anno in ambulatorio

30-35% del pazienti che ne avrebbero indicazione
come in tutte le altre realta dei paesi avanzati
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Standardized rates of participation in cardiac

rehabilitation post AMI, PCI, or CABG In USA
(years 2007 — 2011)

Veterans

Affairs
Percent
Participation
by Quartile
‘ W17 - 48
v WO -17
Y =

C01-6

Beatty AL, Circulation 2018;137:1899



Reti per la presa in carico delle
malattie cardiache (Regione FVG)

» EMERGENZE CARDIOLOGICHE

» GRAVI INSUFFICIENZE D'ORGANO E
TRAPIANTI: FILIERA CUORE

» INSUFFICIENZA CARDIACA CRONICA

™% | REGIONE AUTONOMA

~> | FRIVLI VENEZIA GIULA



EMERGENZE CARDIOLOGICHE

> Sindrome coronarica acutia
> STEMI
> NSTEMI

» Arresto cardiaco

» Sindrome aortica acuta

» Tempesta aritmica

» Insufficienza cardiaca acuta

REGIONE AUTONOMA

FRIVLI VENEZIA GIULA



REGIONE AUTONOMA

FRIVLI VENEZIA GIULA
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REGIONE AUTONOMA Per gentilezza di M. Werren, modificato
FRIULI VENEZIA GIULA

L'obiettive primaric alla dimissione depo una sindrome coronarica acuta € favorire la presa in canico del paziente e la
continuita assistenziale da parte delle strutture terntonali (MMG, personale delle Riabilitazioni, cardiclogi ambulatoriali).

STRATIFICAZIONE DEL RISCHIO ALLA
DIMISSIONE (DA PARTE DEL CARDIOLOGO)

SR RRNNRN Y

Lettera di dimissione l

REVIEW

IVIAhRGO SIMOI‘\I. DO KﬂTLYN KORI\‘I. DO LESLIE CH{O, I:'ID | GDRDONMG. ELACKE%L\I, PhD CHAD RﬁfYM?ND, IIZ)OE.d

South Pointe Hospital, South Pointe Hospital, Department of C rtment of C icine, rtment of Cardi Medicine,

('I);:elam‘irl(?migsp i (\we\an:]n(‘iim':sp Mﬁcln:rll-{euan :rrmd'ff:as!cﬂlj; mmsr\lﬂxu\; I‘r‘:sv;‘lft:, é\euel.langeclmic; agg; ang VascuI:’r Ilr?s:?;ﬁ:a(rlmlallige D E F I N I Z I O N E D E L P E R CO R S O
Institute, Cleveland Clinic Adjunct Assistant Professor, Cleveland Clinic  Clinic; Clinical Assistant Professor, Cleveland

e s e et s st CARDIOLOGICO CON APPUNTAMENTO

ICLE\/EU\M} CLINIC JOURNAL OF MEDICINE VOLUME 85 = NUMBER 7 JULY 2018 I l
Cardiac rehabilitation:
A class 1 recommendation FOLLOW-UP
Agende dedicate (aperte solo allo specialista)

Possibilita di presa in carico precoce del paziente

in caso di riacutizzazione

- canale di comunicazione diretta con il MMG

- spazi dedicati in agenda



SCA a elevato rischio trombotico

VV V VYV VY VY VYV

Elevato rischio cardiovascolare residuo (GRACE)
Diabete mellito

Insufficienza renale

Arteriopatia periferica

Una storia di angina o di pregresso IMA

Malattia multivasale

Rivascolarizzazione incompleta

Mancata rivascolarizzazione/riperfusione

Eta avanzata

G Ital Cardiol 2014;15 (Suppl 1 al 1)



SCA ad alto rischio clinico: scompenso
cardiaco e/o disfunzione ventricolare sinistra

> FE <40%

» FE 40% - 45% con associato un predittore di
rimodellamento

» insufficienza mitralica >1
» riempimento diastolico restrittivo

» alto score di asinergia e ventricolo non dilatato

G Ital Cardiol 2014;15 (Suppl 1 al 1)



Early discharge

» Early presentation after symptom onset
» No or mild-moderate biomarker elevation
» Normal LV function

» Single-vessel CAD

» Successful PCI

» Discharge the next day



Check-list pre-dimissione da inserire nella
cartella clinica

1. Classe Killip max

L

2. Frazione di eiezione <40%
. Frazione di eiezione =40%-<45% con:

a) pattern di riempimento diastolico restrittivo
b} insufficienza mitralica >1
c¢) WMSI elevato e ventricolo non dilatato

4. Importante variazione del BNP

. Uso di diuretici dell’ansa

5. Arteriopatia periferica

/. Storia di angina o pregresso infarto miocardico

8. Malattia coronarica multivasale

9. Rivascolarizzazione incompleta

[
[
[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
[
[

azienti non rivascolarizzati

BNP, peptide natriuretico cerebrale; WMSI, indice di cinesi parietale.

G Ital Cardiol 2014;15 (Suppl 1 al 1)



REGIONE AUTONOMA Per gentilezza di M. Werren, modificato
FRIULI VENEZIA GIULA

Riabilitazione e follow up - ACS

SCA

A;Lc;:iizlfo'/!n RISCHIO TROMBOTICO BASSO RISCHIO
DISFUNZIONE Vsn AUMENTATO (**)
COUNSELING
INFERMIERI
(*) In sua assenza programma di CARDIOLOGIA o | CARDIOLOGIARIABLITATIVA
controlli ambulatoriali con ECO a RIABILITATIVA e OSPEDALIER / TERRTORIAL
1-3-6-12 mesi Dmmsz‘” ) SECONDARIA INTENSIVA
(**) Il livello di rischio trombotico : :
richiesto per I'inserimento in P
questo percorso va valutato in Dsuisimmanonis L— J v
rapporto alle potenzialita
organizzative del centro
Frequenza controlli Frequenza controlll Frequenia controlk
cardiologicl cardiologici cardiologici
1-3-6-12 mesi 1 -6-12 mesi 1-12 mesd
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Home-Based Cardiac Rehabilitation
Definition
Systematic, comprehensive, and personalized
services that involve:
 Medical evaluation
 Prescribed exercise
e Cardiovascular risk factor modification

Patient education

« Behavioral activation/counseling

Delivered mostly or entirely outside of the traditional
Central Based Cardiac Rehabillitation setting



Imperial College
National Heart and Lung Institute

A COMPARISON OF A MULTI-DISCIPLINARY HOME BASED
CARDIAC REHABILITATION PROGRAMME WITH
COMPREHENSIVE CONVENTIONAL REHABILITATION IN
POST-MYOCARDIAL INFARCTION PATIENTS.

JENNIFER M. BELL, B.A., MPhil.

Thesis submitted t versity of L0
for the degre®_of Doctor of Philosophy

1908




UK Heart Manual

THE usnz'r Mmunc. e s S

You are inc Home

A Latest News

[ « Are yvou looking for the Digital Heart
LL Manuals
}J s "....the UK Heart Manual (NHS
Lothian) is perhaps the most
extensively studied self-
management book...... "
¢ June literature update now available
« Heart Failure Manual training places
now available

¢ I= it time to refresh yvour Heart

SU pPDI'tEd SElf'mana.gement progra.mmes 213:;:? facilitation and knowledge
for people with cardiovascular disease.

® O = = @

The Heart Manual is a well established NHS service providing evidence-based programmes for individuals recovering from myocardial
infarction, revascularisation, stroke and cancer. Our programmes are facilitated by specially trained clinicians worldwide to individually
tailor the programme and support patients’ understanding and management of their condition.

http://www.theheartmanual.com



The Heart Manual

The Heart Manual

The bad news

The first reaction after a heart attack is
often relief that you have survived. But
once you get home, this may turn into
worry about:

= how it will affect your life

= having another heart attack
= what you can or can't do

= going back to work.

Upset emotions are common. Most
people in the same position
occasionally feel:

= sad

= afraid

= bad-tempered
= moody.

This programme/website is called the Heart
A because it can help
you to understand why you had a heart
attack.

Manual: Post MI Edition

It will also tell you the things that you can do
to recover in the quickest and safest way.

It can tell you about the medicines you are
taking.

If you live with someone it can help them to
understand your condition.

The main part of the programme/website is
divided into six weekly sections. There are
some simple exercises to do, and each week
there is a small section to read.

The good news

These worries are often caused by:

= out-of-date ideas
= wrong ideas
= not knowing the true facts.

Reading this Manual will help you to
find out the truth about heart attacks.
The upset feelings are normal and will
pass as you get stronger.

LOGIN
Walking Record
Exercise Record
.‘ Daily Activity Record |
Home Exercise Plan
Relaxation
Emergency Info

Patient Questionnaire

Go back to last page

Before you can login
you must accept our
Terms & Conditions

NHS

Lothian

eheartmanual.com




The Heart Mar ;'

How to use the Manual

Part 1: Your Heart Attack: the Facts

[pages 9-16)

Thiz seclion is for you o read while you are
reCOVETing. .
' Starting
Il ix labselled like Bhis ¥our recovery

t e=lls you the plain facs about your heast atack. You should read this section firs
and you mighs want o come badk s it a few times during your recovery.

f you Iwe with someone, get them io nead this section, 1oo. k can help them
ust a5 much as it helps you

~ You should also lisien 1o the Tusstions ard Arseses” CIL

Part 2: The Weekly Programme
] o
(pages 17-11F)
This parl consisks of siv weekly sections.

The weeks are clearly labelled like this: 1

N0 3N SNETTIEE pIOEn Meme 0O el you Back i fire== in a5y Hapes

Every day:
follow your plam moming amd evening as advised by your
facilitalor
P“t vour I' Each fime mark your aclivilies in lhe charls provided
bE h"]d TI'"': pracfize relaxafiom by lislening lo facks 1 amd ¥ on the relasation CO.
six-week

for he _ i
Part 3: Facts and Advice to Help Your Recovery

(pages 133-171)

This parl provides evira informalion aboul your recovery, medicines and olber
things you mighl wanl lo know. ¥ou @n read it right through or dip ino it o

http://www.theheartmanu

DTISWET WU UESTEINS




Home-base vs centre-based rehabiltaiton
23 randomized trials, 2.890 pts

Total mortality at 12 mths

Study or subgroup home-based CR

r™

1.19 [ 065, 2.16 ]

Anderson L, Cochrane Database Syst Rev 2017;6:CD007130




Home-base vs centre-based rehabiltaiton

Exercise capacity < 12 months

Total (95% CI) 1157 100.0 % -0.13 [ -0.28, 0.02 ]
Heterogenetty: Tau® = 0.08; Chi* = £7.22, df = 25 (P=<0.00001Y; P =63%

lest for overall effect 2 = 1.72 (P = 0.086)

Exercise capacity 12 to 24 months

Total (95% CI) 542 3. 100.0 % 0.11 [ -0.01, 0.23 |
Heterogenetty: Chi = 097, df = 2 (P = 062}, I* =0.0%
lest for overall effect 2 = 187 (P = 0.0&1)

lest for subgroup differences: Mot applicable

Anderson L, Cochrane Database Syst Rev 2017;6:CD007130




JOURNAL OF THE AMERICAW COLLEGE OF CARDIOLOGY VoL. . NO. . 2019
2 2019 BY THE AMERICAN ASSOCIATION OF CARDIOVASCULAR AND

PULMOMARY REHABILITATION, THE AMERICAN HEART ASSOCIATION, INC.,

AND THE AMERICAN COLLEGE OF CARDIOLOGY FOUNDATION

PUBLISHED BY ELSEVIER

Home-Based Cardiac Rehabilitation

A Scientific Statement From the American Association of Cardiovascular and Pulmonary Rehabilitation,
the American Heart Association, and the American College of Cardiology

Randal J. Thomas, MD, MS, Todd M. Brown, MD, FAACVFR, Judith G. Regensteiner, PuD, FAHA
MAACVPR, FAHA, FACC, Chair FACC Bonnie K. Sanderson, PuD, RN,
Alexis L. Beatty, MD, MAS, Daniel E. Forman, MD, FAHA, FACC MAACVPR

MAACVPR, FACC Barry A. Franklin, PuD, MAACVPR, Mary A. Whooley, MD, FAHA, FACC,
Theresa M. Beckie, PuD, MSN, FAHA  FAHA Vice Chair

LaPrincess C. Brewer, MD, MFPH, Steven J. Keteyian, PuD

FACC Dalane W. Kitzman, MD, FAHA

...HBCR may be a reasonable option for selected clinically stable
low- to moderate-risk patients who are eligible for CR but cannot
attend a traditional center-based CR program.



Centri di Assistenza Primaria*

Medici di medicina generale (MMG)
Personale dipendente dei MMG
Pediatri di libera scelta

Medici di continuita assistenziale
Specialisti

 Altro personale (da distretto, ospedale)

*saranno sostituiti progressivamente dalle Medicine di Gruppo Integrate

REGIONE AUTONOMA Legge regionale 2014/17

FRIVLI VENEZIA GIULA




Centri di assistenza primaria (CAP)

« Assicura prestazioni di assistenza primaria (di medicina generale,
Infermieristiche, ambulatoriali, domiciliari e specialistiche)

« Garantisce la continuita dell'assistenza

« Ha un bacino di utenza di norma compreso tra 20.000 e 30.000
abitanti

« Ospita ambulatori medici, punti prelievo, diagnostica strumentale di
primo livello, ambulatori specialistici, servizi di salute mentale,
servizi amministrativi

« Garantisce l'attivita assistenziale nell'arco delle ventiquattro ore per
tutti giorni della settimana, tramite il coordinamento delle varie
figure professionali che lo compongono

« E centro di riferimento dell'assistenza domiciliare

REGIONE AUTONOMA Legge regionale 2014/17

FRIVLI VENEZIA GIULA




Conclusioni

>

La mortalita precoce delle SCA in Italia e in
diminuzione grazie al progressivo utilizzo di una
strategia invasiva basata sul modello Hub & Spoke

La mortalita ad un anno e rimasta tuttavia
sostanzialmente invariata a causa di un incremento
nella complessita dei pazienti e di un’offerta di
trattamento riabilitativo ancora troppo limitata

La cardiologia e la medicina del territorio possono
contribuire notevolmente a migliorare questa
situazione mediante I'utilizzo di nuovi modelli
organizzativi integrati

Il supporto degli organismi regionali appare
iIndispensabile per impostare e sostenere tali modelli



Costruire ...

..un modello sostenibile



