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4°NAISSANCE'DE VOS ENFAN

1°ADOLESCENCE

Les 5 ETAPES FONDAMENTALES
DU CYCLE D’ UNE VIE NORMALE

5 °DECES

1° NAISSANCE.
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4°NAISSANCE'DE VOS ENFAN

1°ADOLESCENCE

Les 5 ETAPES FONDAMENTALES
DU CYCLE D’ UNE VIE NORMALE

5 °DECES

1° NAISSANCE.




Les 5 ETAPES FONDAMENTALES
DU CYCLE DE LA VIE D’UN CORONARIE




3°SYNDROME CORSNAIRE Al
Angor instablé

NSTEMI

STEMI

[ 4°INSUFFISANCE CARDIAQUE

ATOSE CORONAIRE Remodeling VG

/ Insuff.Mitral
BBG, asynchropisme
TV, FV AICD
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PRYSIOPATHOLOGIE DU SYNDROME
CORONAIRE AIGU.

Agrégation
plaquettaire

W

Cascade coagulation

W
THROMBOSE

N\

SYND. CORONAIRE
AIGU

Y /Ovclusion cor

@ Dysfonction endothéliale

Arrhythmias
= CHF
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SYNDROME CORONAIRE AIGU

NSTEMI , Angor instable

DESOCCLUSION URGENTE
Time is muscle, Muscle is life

|

Troponine




SYNDROME CORONAIRE AIGU

SIS

MYOCARDIAL INFARCTION

ANGOR INSTABILE

114 TROPONINE
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SE CORONAIRE

SYNDROME CORONAIRE AIGU
1°ANGOR INSTABLE
2°NSTEMI

3°STEMI

Une méme spectre, gravité différente

Prise en charge différamte|SANCE CARD
(TIME IS MUSCLE, MUSCLE IS LIVE)

JAQUE




MONITORING ECG.

ECG 12 dérivations.
MONITOTING T.A.
MONITOTING saturation.

PERFUSION IV bras gche.
MYOCARDIAL INFARCTION

- -

DESOCCLUSION URGENTE par Thrombolyse soit angioplastie
Time is muscle, Muscle is life




Consequences of STEMI
Early Mortality Risk

40%%: 5

Bed
- Rest
a* 30% Defibrillation
-  30%:
- Hemodynamic
E Monitoring
= 20°%- f-Blockade Aspirin,
-EL 13-15%
ey
2B 10%

0%

Pre-CCU Era CCUEra Reperfusion Era

DL = sesamary Gt Ul
Antrran El. Avcds Myoranis Infaefiary i Braursyald, ed Mew York W B, Saundes, 2005




ST elevation STEMI

TIME IS MUSCLE - MUSCLE IS LIVE

D ——

Course contre la montre, pour la vie.
EVITER les intermediaires
Tel. a I’ angioplasticien.




Delais Pour L'initiation d'une reperfusion
pharmacologique ou Par angioplastie

TIME IS MUSCLE - MUSCLE IS LIVE

LG = mrergperey medcod servoes, RR = relatyve ek
Apmelrong P of 2l Crowlation 20000107 2553-2537




MYOCARDIAL INFARCTION

MONITORING ECG.

ECG 12 dérivations
MONITOTING T.A.
MONITOTING saturation.

PERFUSION.




Short-Term Risk of Death in STEMI
Heterogeneous Mortality Risk

Age < 60
Inferior
Anterior
Killip li
Age>T58

Killip Il

i 5 10 15 20 25 30 35 40
Mortality By 30 Days (%)

Lew HL =t al Siroulation 1058, 8711655 188)
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TOPOGRAPHIE DE L'INFARCTUS.




TOPOGRAPEIE DE LINFARCTUS AVEC
BLEVATION DU SEGMENT ST
S.T.B.M.I.




ations électriques

plan vertical fronta

aVR

plan horizonta

18T Dérivations: DIl, DIIl, aVf

Territoire des modi

N\

1ST Dérivations: V1 a V6

T

REGARDEZ V1 a V3

difications électriques sont localisées a certaines dérivations, situges
e du territoire de l'infarctus ou recueillant des vecteurs dirigés dans la
ction de la zone nécrosée. On distingue ainsi (figure ) différentes
gpographies dinfarctus:

« 1WA septum interventriculaire

e V3-V4: apex VG, souvent accompagné d'un microvoltage

* V5-VE: paroi latérale du venfricule

« V7V latéro-basal. Souvent I'attention est atlirée par des signes en

miroir en ¥1-¥2 (une onde Q en V7-V9 entraine une augmentation de
l'amplitude de I'onde R en V1-V2)

D2,03,WF: paroi inférieure

O1.VL: latéral haut




- N\

18T Dérivations: DIl, DIIl, aVf 1ST Dérivations: V1 a V6

1ST Dérivations V1 a V3 N\ iSTl Derivations V1 a V3

y
ETETREE [sTem posTERiEUR




Aortic Arch Left Main Stem

-

Right atrium

Left Anterior
descending
artery

Right Coronary

Right Ventricle eft Ventricle

plan vertical frontal

\ CX Territoire Postérieure

Territoire antérieure

VA |

Circumflex '"'ﬂ{




1'ST Dérivations: DII, DI, aVf

STEMI Inférieur: CD , Cx

TST Dérivations: V1 a V6

_

ST Dirivations V1aV3

STEMI POSTERIEUR

plan vertical frontal

aVF




1ST Dérivations: DII, DI, aVf

STEMI Inférieur: CD , Cx

N\

1ST Dérivations: V1 a V6

_

ST Dirivations V1aV3

STEMI POSTERIEUR

plan vertical frontal

plan horizonta

aVF




[En SMUR tes 12 derivations sont sufisants |
N\

1ST Dérivations: DII, DIIl, aVf 1ST Dérivations: V1 a V6

|

STEMI Antérieur: IVA

ST Dirivations ViaV3

STEMI POSTERIEUR

plan vertical frontal




[En SMUR tes 12 derivations sont sufisants |
N\

1ST Dérivations: DII, DIIl, aVf 1ST Dérivations: V1 a V6

|

STEMI Antérieur: IVA

ST Dirivations ViaV3

STEMI POSTERIEUR

plan vertical frontal

— i IVA




[En SMUR tes 12 derivations sont sufisants |
N\

1ST Dérivations: DII, DIIl, aVf 1ST Dérivations: V1 a V6

|

STEMI Antérieur: IVA

ST Dirivations ViaV3

STEMI POSTERIEUR

plan vertical frontal

— Tt VA




[En SMUR tes 12 derivations sont sufisants |
N

1ST Dérivations: DII, DIIl, aVf 1ST Dérivations: V1 a V6

|

STEMI Antérieur: IVA

ST Dirivations V1aV3

STEMI POSTERIE

plan vertical frontal
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1'ST Dérivations: DII, DI, aVf

STEMI Inférieur: CD , Cx

N\

1ST Dérivations: V1 a V6

|

STEMI Antérieur: IVA

ST Di' rivations V1 a V3

plan vertical frontal

aVF

.........................




[En SMUR tes 12 derivations sont sufisants |
pd N

1'ST Dérivations: DII, DI, aVf 1ST Dérivations: V1 a V6
STEMI Inférieur: CD , Cx STEMI Antérieur: IVA

ST Di' rivations V1 a V3

plan vertical frontal




[En SMUR tes 12 derivations sont sufisants |
N

1ST Dérivations: DII, DIIl, aVf 1ST Dérivations: V1 a V6

|

STEMI Antérieur: IVA

ST Deérivations V1 a V3

plan vertical frontal
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DERIVATION DROITE?




[En SMUR tes 12 derivations sont sufisants |
N\

1ST Dérivations: DII, DIIl, aVf 1ST Dérivations: V1 a V6

|

STEMI Antérieur: IVA

1ST Dérivations V1 a V3

plan vertical frontal
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En SMUR les 12 dérivations sont suffisants

<\

Dérivations DIl,DIll,aVf Dérivations V1 a V6
STEMI Inférieur: CD , Cx STEMI Antérieur: IVA
1ST Dérivations: DII, DIIl, aVf +ST Dérivations: V1 & V6

AST DIlI> DII: CD

STEMI Inférieur+ extension VD

ST Dérivations: DII, DIll, avf ~ +  1ST Dérivations V1 a V3

STEMI Inférieur+ extension post

1ST Dérivations: DII, DIIl, avf  + |ST Dérivations V1 a V3

STEMI POSTERIEUR

ST Dérivations V1 a V3




ST elevation STEMI

TIME IS MUSCLE - MUSCLE IS LIVE

D ——

Course contre la montre, pour la vie.
EVITER les intermediaires
Tel. a I’ angioplasticien.




Les internistes et cardiolog
L’ interne, PG méd. Interne
Coronaire et ...enfin [’ angi

Tres malade!!!

Le MALADE
Supprimer les intermédiaires, allez directement au BUT.




MANAGEMENT OF ACUTE MYOCARDIAL
INFARCTION STEMI

MONITORING ECG.
ECG 12 dérivations.
MONITOTING T.A.

MONITOTING saturation.

Time is muscle PERFUSION 1V bras gche
Aims: Strategy:
o {0 prevent death o Re-establish myocardial reperfusion bef
e to minimise patient’s irreversible c!amage OCCUrs:
discomfort and distress — mechanically (percutaneous corona
intervention)

e (o limit the extent of

myocardial damage — pharmacologically (induction of

thrombolysis by fibrinolytic agent

a




MONITORING E.C.G., T.A. indispensable

COMPLICATION ELECTRIQUE:

Bradycardie: STEMI inf. fqt.
FA
TV, FV, phénomeéneR/T.: fqt tout type de STEMI

COMPLICATION MECANIQUE:

Rupture Septum interventriculaire: STEMI antérieur
Rupture pilier Mitrale: STEMI Postérieur
Choc Cardiogénique: STEMI antérieur et VD.




PRISE EN CHARGE DES BRADYCARDIES SYMPTOMATIQU

Fréquence cardiaque inférieure a 60 bpm avec des symptomes

Evaluer et exclure:

- Infarctus aigu du myocarde

- Troubles ioniques (Hyperkaliémie)
- Intoxication médicamenteuse

- Hypothermie

- Monitoring ECG continu et de la TA
- Perfusion intra-veineuse

-02

- ECG 12-dérivations des que possible

Evaluation hémodynamique

INSTABLE | , _———— ———— | STABLE

Ed

Diagnostic ECG l
Atropine 0,5 mg 2 3 mg IV - et/ou Bloc AV complet :
- Stimulateur externe transcutané «—» | Bloc AV 2eme degré, Mobitz II «—> ObSGTYatIQH et
- Discuter: 1. Dopamine: 2 - 20 pg/kg/min Pauses > 3 secondes Monitoring
2. Adrénaline: 2 - 10 pg/min

o0l NOA~~—_,

A1

|| Stimulateur cardiaque par voie transveineuse || || Observation ||

* INSTABLE : TA systolique < 90mmHg, Fréquence cardiaque < 40 bpm, Arythmie ventriculaire (TdP), Signes de dysfonction cardiaque gauche
eAtropine : ampoules de 0,5 et 1mg
eAdrénaline (Levorenine ®) : ampoules de 1 et 10 mg. Pompe de 10 mg dans 50 ml de glucose 5% ; infusion de 2 a 10 pg/min (= 0,6 a 3 ml/h)
eDopamine (Dynatra ®) : ampoules de 50 et 200mg. Pompe de 200 mg dans 50 ml ; infusion de 2 a 20 ug/kg/min




MONITORING E.C.G., T.A. indispensable

COMPLICATION ELECTRIQUE:

Bradycardie: STEMI inf. fqt.
FA
TV, FV, phénomeéneR/T.: fqt tout type de STEMI

COMPLICATION MECANIQUE:

Rupture Septum interventriculaire: STEMI antérieur
Rupture pilier Mitrale: STEMI Postérieur
Choc Cardiogénique: STEMI antérieur et VD.







H 45 ans, Infarctus il y a quelques années , syncope et altération hémodyna
Pouls non palpable mais patient conscient. Appel SMUR.
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PRISE EN CHARGE DE TACHYCARDIES a COMPLEXES QRS LA

- Monitoring ECG continu et de la TA
- Perfusion intra-veineuse

-02

- ECG 12-dérivations des que possible

Rythme régulier a > 100 bpm et QRS > 120 msec

V

Evaluation hémodynamique

/\ || Cardioversion synchrone ; si TV sans pouls : voir prot

STABLE * INSTABLE
B-bloqueurs ** ou Sotalol ** ou Amiodarone ou
TSV si Monomorphe ? Procainamide ** ou Xylocaine +/ - Cardioversion
sure
Voir protocole TV
QT <440 msec B-bloquant **, Sotalol ** ou Xylocaine
TSV ou TV Polymorphe ? Y ou Amiodarone ou Cardioversion
ou + traitement anti-ischémique !!!
|
ou non connu - IV MgSO,, correction ions, stop médicati

+/- Cardioversion - Stimulation cardiaque ou Isoprénaline

- Xylocaine

QT > 440 msec
“ Amiodarone ou procainamide “

* INSTABLE : TA systolique < 90 mmHg, clinique de décompensation cardiaque gauche, signes ou symptdmes d’ischémie myocardique importante

** Ne pas donner si signes ou symptomes de décompensation cardiaque gauche

- B-bloquants*: pex Métoprolol (Seloken®) : ampoule de 5 mg; 5 mg IV lent (5 min), a répéter maximum 3x (15 mg)

- Amiodarone (Cordarone ®) : ampoule de 150mg ; 150 mg IV en 10 min, a répéter toutes les 10-15 minutes si nécessaire (maximum 2,2 gr/24 h)

- Xylocaine (Xylocard ®) : ampoule de 100 et 1000 mg ; 0,5mg/kg en bolus IV, a répéter toutes les 5-10 minutes (max 200 mg en aigu)

- Procainamide* (Pronestyl ® ou prescription magistrale) : ampoule de 1 gr; 10 a 15 mg/kg IV lente pour 50 & 100 mg/min

- Sotalol* (Sotalex ®) : ampoule de 40 mg ; 1 a 1,5 mg/kg en IV lente (1 mg/min)

- Isoprénaline (Isuprel ®) ampoule de 0,2mg/1 ml ; infusion titrée de 1 ampoule dans 50 ml de NaCl 0.9%, jusqu’a obtenir un pouls de 1
- MgS04 : 1 a 2 gr en 5-10 minutes, a suivre par une infusion de 2 a 4 gr/jour

* Ne pas donner en cas de dysfonction ventriculaire gauche (FEVG basse ou signes cliniques)




MONITORING E.C.G., T.A. indispensable

COMPLICATION ELECTRIQUE:

Bradycardie: STEMI inf. fqt.
FA
TV, FV, phénomeéneR/T.: fqt tout type de STEMI

COMPLICATION MECANIQUE:

Rupture Septum interventriculaire: STEMI antérieur
Rupture pilier Mitrale: STEMI Postérieur
Choc Cardiogénique: STEMI antérieur et VD.




ETHIOLOGIE DES CHOCS CARDIOGENICS
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MONITORING E.C.G., T.A. indispensable

COMPLICATION ELECTRIQUE:

Bradycardie: STEMI inf. fqt.
FA
TV, FV, phénomeéneR/T.: fqt tout type de STEMI

COMPLICATION MECANIQUE:

Rupture Septum interventriculaire: STEMI antérieur
Rupture pilier Mitrale: STEMI Postérieur
Choc Cardiogénique: STEMI antérieur et VD.




REPERFUSION THERAPY.

Primary PCI vs.
Pharmacologic Treatment

Dtz M. Meard 200083 381588

ETROITE COLLABORATION URGENTISTES ET ANGIOPLASTICIENS




LA PRISE DE DECISION DOIT

se baser sur ’ECG et la clinique (pas le labo)
respecter le consensus

étre autonome (avis - fax limité aux vrais litig
étre rapide

alerter directement ’angioplasticien







REPERFUSION THERAPY. PCI

® Prefered reperfusion treatment if performed by an experience team as
soon as possible after FMC.

® Time for FMC to balloon should be <2 h in any case and <90 min in pts
presenting early (eg<2 h) with large infarct and low bleeding risk.

@ Indicated for patients in shock and those with contraindications to
fibrinolytic therapy irrespective of time delay.

@ After failed fibrinolysis in pts with large infarcts if performed within 12
h.

RESCUES PCl




REPERFUSION THERAPY:
FIBRINOLYTIC THERAPY.

@ In the absence of contraindications and if primary PCl cannot be
performed within the recommended time.

® A fibrin-specific agent should be given.

@ Pre-hospital initiation of fibrinolytic therapy.

lla




I'HE LAMNCET

Early thrombolytic treatment in acute myocardial infarction:
reappraisal of the golden hour

Eric Boersma, Arthur C P Maas, Jaap W Deckers, Maarten L Simoons

Absolute benefit per 1000
treated patients

Treatment delay [h]

Boersma et al, Lancet 1996




Reperfusion strategies for acute myvocardial infarction in the elderly: Benefits
and risks
Rajendra H. Mehta. Christopher B. Granger. Karen P. Alexander. Eduardo Bossone,
Harvey D. White, and Michael H. Sketch, Jr
J. Am. Coll. Cardiol. 2005:45:471-478
do1:10.1016/3.jacc.2004.10.065

30 Day Mortality
Age n Fibrinolytic ~ Control
< 99 years 10,047 —- 3.8% 5.4%
55-64 years 12,252 = 3 B.1% 10.7%
65-74 years 10,053 - 15.0% 19.0%
= 75 yearst 3,322 —-— 26.0% 29.4%
> 75 years 2,788 —- 24.3% 25.3%
(Orig. FTT data)*
| 1 |

0 0.5 1 1.5 2

Flbrinolytie Fibrinolytic
better Worse

Figure 1. Benefits of thrombolytic therapy in different age groups. FTT =
Fibrinolytic Therapy Trialists.

JACC Vol. 45, No. 4, 2005
February 15, 2005:471-8



Reperfusion strategies for acute myvocardial infarction in the elderly: Benefits
and risks
Rajendra H. Mehta. Christopher B. Granger. Karen P. Alexander. Eduardo Bossone,
Harvey D. White, and Michael H. Sketch, Jr
J. Am. Coll. Cardiol. 2005:45:471-478
do1:10.1016/3.jacc.2004.10.065

W r————— — 286
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Age groups (years)

Figure 2. Th.trtv—da}r mortality in patients randomized to primary coronary
angioplasty versus intravenous thrombolysis in the Primary Cu:umnun-'
Angioplasty Trialists' Overview. Open bars = lytic; solid bars = percu- JACC Vol. 45, No. 4, 2006
taneous coronary intervention. February 15, 2005:471-8




REPERFUSION STRATEGIES.

. v

- PCI<2k or 90’ Possibld
PC

<2h not POSSib| R

2h

12h

24h

Primary PCl

Rescue PC|

angiography

0

Failed

>60-90’




STEMI NSTEMI
within 12 hours after onset of symptoms D+ Th persistant .
/‘— ‘ Instabilité hémodynamique
: _ ou rythmique.
Patient presenting in a Fatient presenting in a
hospital with PCI hospital without PCI
s A
[<3hours |
transfier
| Thrombolysis ‘
Failed / Successful \
[_”F?.‘;:I.I.;z;-ﬁ;;;;;uﬁ.iﬁaiala || PCI = 24 hoursnot availanle |
| Predischarge ischaemia |
¥ Y ) _
Primary PCI | Rascue PCI | [ Post thrombolysis Pa] | Ischaemia-guided PCI |

Figure 2 ‘Withinthe first 3 hafter onset of chest pain or other symptoms, thrombolysis is a viable alternative to primary PCI. *If thrombsolysis & contra-
indicated or the patient is at high risk, immediate transfer for primary PCI is strongly advised. The main rationale for possible preference of primary PCI
over thrombotysts within the fist 3 h is stroke prevention. The main ratonale for preference of primary PCl over thrombolysis within 3-12 his to salvage
myocardium and to prevent stroke. If thrombolysis is preferred, it should not be considered to be the final treatment. Even after successful thrombolysis,
comnary angicgraphy within 24 hand PCI, if applicable, should be considered. Cardiogenic shock s disoussed in section 2.3.4. Levels of recommendation
are given in Table 7.




RELIEF OF PAIN,
BREATHLESSNESS AND ANXIETY.

Recommenations Class

l.v. opioids (4mg to 8 morphine) with additional doses of
2mg at 5 to 15 min intervals.

O2 (2-4L/min) if breathlessness or other signs of heart
failure.

Tranquilliser —in vary anxious patients. lla




Relief of Pain, Breathlessness and Anxiety.

d. Nitrates

The GISSI-3'* trial tested a strategy of routine transdermal use of
nitrates vs. selected administration because of ongoing ischaemia in
19 394 patients. No significant reduction in mortality was observed
with the routine administration. The ISIS-4 trial,"** in which oral
mononitrate _was administered acutely and continued for 1
rmc:::nth, also failed to show a benefit. The routine use of nitrates
in the initial phase of a STEMI has not been shown convincingly
to be of value and is, therefore, not recommended.




PRIMARY PCl: ADJUNCTIVE THERAPIE

@ Antiplatelet co-therapy
Aspirin
AINS and COX2 selective inhibitors
Clopidogrel loading dose
GPlIbllla antigonist

Abciximab
Tirofiban
Eptifibatide

@ Antithrombin co-therapy
Heparin
Bivalirudin
Fondaparinux

@ Adjunctive devices
Thrombus aspiration

Il B

lla A
b B

b C

lla B
Il B

Ilb B

PRASUGREL dose de ¢




Initial Management Therapy:
ASA and Fibrinolytic

ISIS-2 5001 s
N=17,187 5 w0 s
ASA 23% Odds | 5%
SK 25% Odds 4 =28 ** T

¢ 3 MIAE RPN

T

§ -

9 00

0 ¥ T L] L s 5
0 7 14 N 28 35

8= mrapibiness Days From Randomization

ardd inferracmnal Shudy of Infaret Survvs Codaboralive Gooup Larce! 15D 2 Bt 80




PRIMARY PCl: ADJUNCTIVE THERAPIE

@ Antiplatelet co-therapy
Aspirin
AINS and COX2 selective inhibitors
Clopidogrel loading dose
GPlIbllla antigonist

Abciximab
Tirofiban
Eptifibatide

@ Antithrombin co-therapy
Heparin
Bivalirudin
Fondaparinux

@ Adjunctive devices
Thrombus aspiration

Il B

lla A
b B

b C

lla B
Il B

Ilb B

PRASUGREL dose de ¢




FIBRINOLYTIC THERAPY: ADJUNCTIVE

THERAPIES.
@ Antiplatelet co-therapy
Aspirin | B
Clopidogrel loading dose if age<75 | B

Clopidogrel if age>75 start with maintenance dose. llaB

® Antithrombin co-therapy
With altplase, reteplase, tenecteplase:
Enoxaparin IV bolus followed 15min later by first I A
Sc dose. If age >75 years no |V bolus and start with
Reduce first sc dose.

If enoxaparine is not avaible: a weight-adjusted bolus
Of iv heparine followed by a weight adjusted iv | A
Infusion with first aPTT control after 3h.




DOSE OF ANTIPLATELET CO-THERAPIES.
WITH PRIMARY PCI

@ Aspirine: 150-325 mg PO or 250 to 500 mg IV.

® Clopidogrel: oral dose 300 or 600 mg.

® Prasugrel: 60 mg PO.

® GPIlIb/1lla Inhib.: Abciximab: iv bolus of

0.25mg/Kg bolus by 0.125 ug/Kg per min infusion (max
10ug/min for 12 h).




DOSE OF ANTIPLATELET CO-THERAPIES.
WITH FIBRINOLYTIC TRAETMENT.

® Aspirine: 150-325 mg PO or 250 mg IV.

@ Clopidogrel: Oral dose 300 mg if age < 75 years; 75mg
if age > 75 years.




Streptokinase (SK)
Alteplase (t-PA)

Reteplase (r-PA)
Tenecteplase (TNK-tPA)

Initial treatment

1.5 million units over 30-60 min i.v.
15 mg i.v. bolus

0.75 mg/kg over 30 min then 0.5 mg/kg over 60 min i.v.

Total dosage not to exceed 100 mg
10 U + 10 U i.v. bolus given 30 min apart
Single i.v. bolus
30 mg if <60 kg
35 mg if 60 to <70kg
40 mg if 70 to <<80kg
45 mg if 80 to <90kg
50 mg if =90 kg

Specific contraindications

Prior SK or anistreplase



DOSE OF ANTITHROMBIN CO-THERAPIES.
WITH PRIMARY PCI AND FIBRINOLYTIQUE.

With primary PCI
Heparin lv. bolus at a usual starting dose of 100 U/kg weight (60 U/kg if GPIIb/llla antagonists are used). If the procedure is being performed

under activated clotting time (ACT) guidance, heparin is given at a dose able to maintain an ACT of 250350 s (200250 s if GPIIb/llla
antagonists are used). Infusion should be stopped at the end of the procedure.

Bivalirudin l.v. bolus of 0.75 mg/kg followed by an infusion of 1.75 mg/kg/h not titrated to ACT and usually terminated at the end of the procedure.

With fibrinolytic treatment

Enoxaparin In patients <75 years and creatinine levels <2.5 mg/mL or 221 pmol/L (men) or <2 mg/mL or 177 pumol/L (women): iv. bolus of
30 mg followed 15 min later by s.c. dose of 1 mg/kg every 12 h until hospital discharge for a maximum of 8 days. The first two s.c.
doses should not exceed 100 mg.

In patients =75 years: no iv. bolus; start with first s.c. dose of 0.75 mg/kg with a maximum of 75 mg for the first two s.c. doses. In
patients with creatinine clearance of <30 mU/min, regardless of age, the s.c. doses are repeated every 24 h
Heparin l.v. bolus of 60 U/kg with a maximum of 4000 U followed by an i.v. infusion of 12 U/kg with a maximum of 1000 U/h for 2448 h. Target
aPTT: 50-70 s to be monitored at 3, 6, 12, and 24 h

Fondaparinux 2.5 mgi.v. bolus followed by an s.c. dose of 2.5 mg once daily up to 8 days or hospital discharge if creatinine <3 mg/mL or 265 pumol/L



CONCLUSION

@ REPERFUSION LA PLUS PRECOCE=EFFICACITE COURT TERME
(complication) et LONG TERME.

@ Collaboration ETROITE avec les urgences et SMUR.

@ Nouveaux antiagrégants plaquettaire sont prometteurs:
Prasugrel, ticagrelor...

® Nouveaux anticoagulants?




Groupe I:1 ST V1-V4 ett ST inf.
Groupe I:1 ST V1-V4.

Groupe I:1 ST V1-V4 et | ST inf.

i ¥ b ey | CEmdgs T r"'h_.:.lrf"u.-g.nl’h
i B2 3 - | | EEY LR |

it O,

Table lIl. .ﬂngin:-_gr-:lFJ'lic Hndinga of palisnts amaong the 3

groups
Grovp 1 Grovp 2 Group 3
(n = (n = (n =
Characteristics 179 447 410) P
Infarci-rekated are M= T41) (M = 407] N = 387} 001"
34
L

A,
LCX
MCA

[RA-LAD

Site of ceclusion (%)

35

baord 1o 14
IR n=%8 [(n=23 [n=2
Preocimal RCA a7 1060 A0
Mic-RCA F i L1
Distal RCA, & 0 §]
TIAL Ao gn:lda at IR& (%1 (no= 179 in = 447 [n = 420] M5
TS 1 42 a4 ao
Tk -2 1% 23 22
T l-3 ae a4 ae
=2Vassal disaase (%)* 47 44 40
IRA-RCA IRA-LAL
Characteristic in = 85) in=57)
Median sum STE F0 A0
BN, I aVE fmm)
! : Median Sum STE 1.0 1.0
- A } - Lﬂﬂd 'IH'I'| [ITII'I'I]
TG I;jJ.f Madian sum STE 1.0
‘ 1 1 lead Vs fmm)
STEV, = Vs (%) 35 12




STEMI INFERIEURE (AVEC |ST V-V 3).




INFARCTUS INFIBRIEURE; CD QU CX ?




ASPECT PARTICULIER DE L'INFARCTUS
INFERIEUR.




ASPECT PARTICULIER DE L'INFARCTUS
INFERIEUR.
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NSTEMI ?




ASPECT PARTICULIER DE L'INFARCTUS
INFERIEUR.




PRE-HOSPITAL MANAGEMENT

Symptome compatible

With STEMI
Pre-hospital l \
Diagnosis, Gp/cardiologist Self-decision
Triage and l
care

NN
-A‘ /

AMBULANCE Private transportation
|
- transfer l
PCl-capable Non-PCl-cpable

hospital hospital




MONITORING E.C.G., T.A. indispensable

COMPLICATION ELECTRIQUE:

Bradycardie: STEMI inf. fqt.
FA
TV, FV, phénomeéneR/T.: fqt tout type de STEMI

COMPLICATION MECANIQUE:

Rupture Septum interventriculaire: STEMI antérieur
Rupture pilier Mitrale: STEMI Postérieur
Choc Cardiogénique: STEMI antérieur et VD.










ETHIOLOGIE DES CHOCS CARDIOGENICS
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CRITERES D’ECHEC DE LYSE

Attendre 60 min
Persistance d’un Pardee

Persistance de la douleur

Interprétations souvent litigieuses
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CRITERES D’ECHEC DE LYSE

Attendre 60 min
Persistance d’un Pardee

Persistance de la douleur

Interprétations souvent litigieuses




H 58 ans: STEMI inférieure, thrombolyse IV.
Aprés quelques minutes :










Clinical Objectives in Management of
STEMI

Minimize the extent of irreversible injury
Prevent recurrent ischemia/Mi
Avoid complications of reperfusion rx

Manage electrical instability

ook N

Promote infarct healing and recovery




FIBRINOLYS w ICAL PRACTIC

RAPID-2 TIMI 10A
@ TIMI 10B

F|br|nolyt|c trials
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Table 7 Contraindications to fibrinolytic therapy

Absolute contraindications

Haemorrhagic stroke or stroke of unknown origin at any time
Ischaemic stroke in preceding & months

Central nervous system trauma or neoplasms

Recent major trauma/surgery/head injury (within preceding 3 weeks)
Gastrointestinal bleeding within the last month

Known bleeding disorder

Aortic dissection

Mon-compressible punctures (e.g. liver biopsy, lumbar puncture)
Relative contraindications

Transient ischaemic attack in preceding 6 months

Oral anticoagulant therapy

Pregnancy or within 1 week post-partum

Refractory hypertension (systolic blood pressure =180 mmHg and/or
diastolic blood pressure =110 mmHg)

Advanced liver disease
Infective endocarditis
Active peptic ulcer

Refractory resuscitation







