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REPERFUSION STRATEGY IN ACUTE MI

Keeley EC et al. Lancet 2003;361:13
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14 23 randomized trials
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Death, MI, Stroke Death Reinfarction Stroke ICH
m PClI * Fibrinolysis

23 deaths, 44 MI's and 11 strokes prevented for every 1000 pts
treated with primary PCI instead of fibrinolysis
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Regione Anno pPCl An A% |

Piemonte (Inizio studio SFL) 2012 2.475 70 13,9694

2013 2.581 22 3,894

2014 2.649 7 1,189

2015 2.791 34 5,65%

REG IONI TARGET 2016 2.896 27 4,249

2017 2.933 10 1,55%

DI SFL - STENT FOR LIFE: 2018 2078 23 3,50%

P P c I CON DELTA % aumento 2012-2018 192 34,04

Veneto (Inizio studio SFL) 2012, 2.133 9 2,13%

20 1 2-20 1 8 / 2013 2.167 4 1,014

vt 2014 2.237 10 2,294

/{M ol ) 2015 2.344 22 4,774

N & 2016 2.461 25 5,264

\\j@% 2017 2.587 26 5,28%

" 2018 2.486 -20 -3,83%

3 4 0% ' aumento 2012-2018 77 16,9%

) Sicilia (Inizio studio SFL) 2012 2.994 52 9,54‘%4

Riemarte o 2013 3.139 29 4,844

2014 3.221 4 0,704

16 9% ‘ 2015 3.353 26 4,169

’ 2016 3.307 -7 -1,034

Veneto 2017 3.438 28 4,324

2018 3.339 -16 -2,31%

2 0 29‘; ' _— aumento 2012-2018 118 20,2%

I o] .. Puglia (Inizio studio SFL) 2012 1.823 11 2,48%I

Sicilia o — 2013 2.160 83 18,464

- 2014 2.089 -23 -4,22%4

o g 2015 2.334 60 11,739

32 ¢ 0% 2016 2.377 12 2,174

Puglia 2017 2.479 27 4,63%

2018 2.388 -20 -3,304

: aumento 2012-2018 151 32,04

9 5'3% ' \ "ffﬁ { Campania (Inizio studio SFL) 2012 2.156 49 14,97*;.]
Campania ‘ ,,Q-!:\%—) 2013 2.297 24 6,44

- Tl 2014 2.375 6 1,63%

> AA‘ 2015 2.838 80 19,674

N 2016 2.994 28 5,69%

2017 3.739 129 25,13%

2018 4,543 139 21,764

aumento 2012-2018 454 95,3%




OPTIMIZING PATIENT- AND HEALTH-SYSTEM DELAYS IN
THE M ANAGEMENT OF ACUTE MI

Windecker S et al. Eur Heart J 2014; 35:2541-619

1/3 of patients with evolving Ml die before first medical contact!

Networks and Logistics to
Reduce Delays

«Established AMI protocols and
monitoring of time delays

*Setup of regional networks to
deliver reperfusion therapy

*Prehospital ECG acquisition and
catheterization lab activation

*Bypassing non-PCI capable
hospitals and emergency rooms

Total Ischaemic Time
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If cardiogenic shock, immediate transfer to PCl center



RELATION BETWEEN TIME TO
REPERFUSION AND MORTALITY REDUCTION

Fibrinolysis and

Treatment Delay

Primary PCIl and
Treatment Delay
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IMPACT OF A REGIONALIZATION OF STEMI CARE:
. N
LIFELINE ACCELATOR-2

Jollis JG et al. Circulation 2018:137:376-387

12 Metropolitan Regions across US with 132 PCl-cenig QW PeEncies
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*Adjusted P-value for trend



OTTIMIZZAZIONE TEMPI DI ACCESSO:

UTILIZZO DEL 118



Modes of patient presentation in STEMI patients
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FMC: Non-PClI centre

FMC: PCI centre

| Patient delay ||

<0 . Prll:ln("-:a:ry *:_60-* Reperfusion
STEMI strategy (Wire crossing)

System delay |

Primary <g9q ;
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strategy W ?

Time
to PCI?
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Ibanez et al. Eur Heart J 2017



SELF TRANSPORT VS. EMERGENCY MEDICAL SERVICE

TRANSPORT AMONG STEMI PATIENTS

Mathews R et al. Circulation 2011; 124:154-63

N=37,634 Pts — EMS Transport used only in 60% of patients

Self-Transport
(n=15049), min

EMS Transport
(n=22 585), min

P

Symptom-onset-to-
hospital-arrival time

Time to ECG
Door-to-balloon timet
Door-to-needle timef

120 (60—285)

8 (4—14)
76 (61-93)
29 (18-51)

89 (57-163)

5 (2-10)
63 (48-80)
23 (13-36)

<0.0001

<0.0001
<0.0001
<(0.0001




MaAss MEDIA CAMPAIGNS’ INFLUENCE ON PREHOSPITAL
BEHAVIOR FOR ACUTE CORONARY SYNDROMES

Bray JE et al. J Am Heart Assoc 2015;4:e001927
199 Pts with ACS admitted to an Australian Hospital

Proportion of those aware of advertising

BmYes HMNo Unsure
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12%

Increased awareness of Increased awareness of
what a heart attack is signs and symptoms

Influence of advertising

Model

Patient
delay <1
hour*

Covariates OR (95% CI) P Value
Aware of campaign 2.25 (1.03 10 491) | 0.04
>10 years’ education | 1.99 (1.03 to 4.91) | 0.05
Recognize symptoms | 4.52 (2.11 t0 9.68) | <0.001
as heart related
Symptoms came 0.17 (0.08 to 0.36) | <0.001
and went
Choosing to wait and | 0.39 (0.18 to 0.86) | 0.019
see if symptoms
would go away
STEMI 3.22 (1.30 to 7.96) | 0.011
Sudden onset 3.22 (1.53 t0 6.80) | 0.002



TRASPORTO SECONDARIO



Modes of patient presentation in STEMI patients

@

EUROPEAN
SOCIETY OF
CARDIOLOGY

| Total ischaemic time |

| Patient delay |‘| EMS delay |

FMC: EMS

\:IO'
STEMI JJL,\
diagnosis
—
/:I o

+
=
e

FMC: Non-PClI centre

FMC: PCI centre

| Patient delay ||

<0 . Prll:ln("-:a:ry *:_60-* Reperfusion
STEMI strategy (Wire crossing)

System delay |

Primary <g9q ;
— <120 min—s  PCl R.e..pee\:lf;::
strategy W ?

Time
to PCI?

Fibrinolysis <10’ Reperfusion

—= > 20 min — strategy — (Lytic bolus)?

diagnosis

System delay |

Total ischaemic time

Ibanez et al. Eur Heart J 2017



TRANSFER BACK TO A REFERRING NON-PCI
HOSPITAL IN STEMI PATIENTS

Estévez-Loureiro R et al. Rev Esp Cardiol. 2009;62:1356-64

497 STEMI Pts — Clinical Outcomes @30 days
18-

M Returns (n=200)

16- O Control Group (n=297)

14

1o P=540

P=657  P=112
10 T T

g p=721
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Death  Readmission  Re-cat Ischemic CVA Any
Complications (Stroke) Event

Incidence, %




TRANSFER BACK TO A REFERRING NON-PCI HOSPITAL:
2017 ESC GUIDELINES

Transfer back to a referring non-PCl hospital

Same day transfer should be considered appropri-
ate in selected patients after successful primary

PCl, i.e. those without ongoing myocardial ischae- Ia

mia, arrhythmia, or haemodynamic instability, not

requiring vasoactive or mechanical support, and

not needing further early revascularization.?®>




OTTIMIZZAZIONE
SISTEMA REFERTAZIONE ECG



DIAGNOSI RETE IMA 2018-2019: ASL NA1-2-3

STEMJSi °"
gof iagnostico
8%
N=28,884
STEMI No
84%
B STEMINo mSTEMISI = Non diagnostico




TEmPI MEDI DI REFERTAZIONE ECG: 2018 Vs. 2019

Tempo medio di refertazione:
251 vs. 216 secondi

300-
200- I\‘
P<0.001
100-
0

2018 2019
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REFERTAZIONE ECG PER ASL NA1-2-3

™ ECG refertati (%)

29

- 1,45 1,75 0,99 0,03

AOU Monaldi] Ospedale Moscati- Rummo- Salerno
Federico Il Caserta  Avellino Benevento

Analisi basata 28,840 ECG refertati nel 2018-2019



REFERTAZIONE ECG PER ASL NA1

REGIONE CAMPANI
Azienda Sanitaria Locale Napoli 1

%
100 ®m ECG refertati (%)
80
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40
20
6,84
, 1,18 1,32 0,73 0,03
AOU Monaldi Ospedale Moscati- Rummo- Salerno

Federico Il Caserta Avellino Benevento




REFERTAZIONE ECG PER ASL NA2
e

B ‘asinanoli2nord

AZIENDA SANITARIA LOCALE NAPOLI2NORD

www asinapoli2nord info@asinapaliznord.i

* 60 2> | m ECG refertati (%)
50
40
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W
10 4,75 6,53 276
0 — R— ’ 0,03
AOU Monaldi | Ospedale Moscati- Rummo- Salerno

Federico Il Caserta Avellino Benevento
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UTiLIZzO RETE IMA IN RELAZIONE ALLASL DI PROVENIENZA
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www asinapoli2nor info@asinapaliznord.it




PERCORSI REGIONALI POST-SCA



L'alta incidenza delle patologie cardiovascolari rende necessaria
una profonda riflessione in merito alle politiche Regionali che
governano il processo di assistenza e che devono permettere la
Progetto SCANNeR: SCA Next in presa in carico del paziente al fine di garantire, attraverso il
SANLA.R.P. coordinamento delle funzioni, il raggiungimento dell’equilibrio tra
appropriatezza, sostenibilita e adesione ai trattamenti.

7200
Y e '\ Obiettivi:

“ Campania in Salute
Health Board Management

Progetto
SCANNeR

SCA Next iN SANLA.R.P.

\ § ‘ M\ — Condividere il valore di appropriatezza della piattaforma Sani.ARP;

Condividere la necessita di raggiungimento dell’'obiettivo di
appropriatezza attraverso i codici ICD9

Condividere l'acquisizione delle credenziali Sani.ARP per i cardiologi
ambulatoriali ASL e convenzionati per la gestione della continuita
terapeutica sul territorio del paziente cronico

Condividere le condizioni che, nel contesto regionale, influenzano la
gestione del paziente con SCA e ad alto rischio di recidiva ischemica;
Condividere la necessita di sviluppo di PDTA integrati nel piano delle
cronicita;

Individuare progettualita medico-scientifiche utili per colmare gli unmet
needs regionali nella gestione e il follow-up del paziente con SCA ad alto
rischio recidiva ischemica oltre i 12 mesi



The Hawthorne
Effect

You can’t improve
what you don’t
measure!

If you can’t measure something,
you can’t understand it.

If you can’t understand it,
you can'’t control it.

If you can’t control it
you can’t improve it.




Criticita
Rete IMA

Common Barriers to
Building a successful
STEMI Network of

Care

Kaifoszova Z et al.

Eurolntervention 2016;12:14-17 »

Insufficient number or geographical spread of 24/7 catheterisation
laboratories (cathlabs), most typically concentration in big cities,
shortage in less populated large areas.

Suboptimal cathlab staffing (possibly due to insufficient funding or
training).

Inadequate reimbursement for the procedures performed.

Dissimilarities in STEMI management in different regions/cathlabs.

Delayed emergency service response, or inappropriate response, for
example taking STEMI patients to the nearest Emergency Room
even though it does not have a cathlab (lack of straightforward
transport protocol).

Inadequately equipped emergency services, for example the
ambulance does not have ECG equipment as standard, or personnel
are inadequately trained.

Commercial bias in areas with excessive density of 24/7 cathlabs.

Lack of effective quality control (emergency medical services and
PCI centres).

Low awareness of STEMI symptoms by patients and/or family,
leading to delayed contact with emergency services.

Lack of a national registry demonstrating the current situation on

a nationwide and local level pointing out the areas for improvement,
measuring the impact of primary PCl and showing the progress
made over a certain period of time.

Ineffective communication and collaboration among key parties,
e.g., healthcare professionals, government representatives and/or
patients.
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William WIJNS B3 Entrata - UNINA 13 ottob 9 11:57 @
Your impact on STEMI care delivery in Campania and beyond Dettagli

A: Giovanni Esposito, Cc: Prof. Dr. Giuseppe Tarantini, William Wijns

Dear Prof Esposito, dear Giovanni,

In final preparation of the upcoming anniversary GISE meeting
| have the following request for you

In the talk on MI treatment, | would like to refer to your achievement in obtaining a “decreto” that
has changed completely and enabled the management of acute STEMI (and NSTEMI) patients in
Campania, and after that, has influenced the care delivery in the rest of Italy

| remember the launching meeting in Napoli that | attended as Stent for Life chair
But | do not remember the date

Would you have any picture or any slide remembering the meeting

And/or the impact

| | want to make the point that evidence is important but also how proper leadership can really make
’ an impact on patient’s lifes

Through re-organisation of care delivery

And you can be credited for that

ocardico acuto

If you have any statement or 1 or 2 slides at hand that can substantiate that, it would be very
helpful if you could forward them to me

Thanks in advance

ww




CONCLUSIONS

STEMI Management: Pre-Network Era




CONCLUSIONS
STEMI Management: Network Era

Time-to-Treatment Goals for Primary PCI

= .
Directly-Admitted Patients -
PCl-capable
Symptom receiving Primary
onset

« Call 911 if ischemic symptoms
are not relieved within 5 minutes
after sublingual nitroglyceri
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