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s médicos portugueses es-

tdo entre 0s que menos ga-

nham na Unido Europeia,

surgindo em nono lugar

logo depois de paises co-

mo a Roménia, Hungria,
Eslovaquia, Bulgaria, Polonia,
Republica Checa, Grécia e Malta,
indicam dados de um estudo pro-
movido pela Federaciio Europeia de
Médicos Assalariados e que compara
dados de 27 paises.

0 estudo, divulgado em Janeiro
de 2012 e que nio abrange muitos
dos cortes entretanto feitos, ressalva
que os valores apresentados sio 0s
brutos. Além disso, nio foi possivel
apurar as quarn tias que :mferel’n 0s
médicos que trabalham no piblico
e no privado ou sé no privado.

Num grafico que apresenta os va-
lores minimos e miximos apenas
para os médicos que trabalham em

~ EDICAD DOM 17 FEV 2013

hospitais, é referido que em média
os clinicos portugueses recebem de
cerca de 1400 a pouco mais de 3000
curos. O valor mais baixo pertence

Regime e horario de trabalho dos médicos em 2011

a4 Roménia, onde os valores vio de
menos de 400 euros a 847.

Ja no topo da tabela surgem os
médicos da Bélgica com ordenados

Médicos no SNS 24.075 %
Com 35 hotas & sem dedicagio exclusiva i SRR bas4 24,4.
Com 35 horas ¢ com dedicagio exclusiva B 1006 : 4,2
Com 42 horas e com dedicagio exclusiva [l i 6272 26,1
Com 40 horas e sem dedicagéo exclusiva = e I ete )
Sem dedicagdo excl. e dispanibilidade permanents | 46 0,2
Com dedicagao excl, e disponibllidade permanente § 202 1.2
Outros = 1180 4.9
Tabela salarial dos médicos

el =L} 55 u42h..{r..-" dadic, excl,)

Clinico geral ndo especialista
Agsistente e assistente graduaclo
Chefe de servigo

1400 5 1600€
1800 a 2800€
2700 a 3100€

1900 8 2200€
2500 a 5200€
3800a 6700€

Médicos portugueses estdo entre os mais mal pagos da Europa

que variam dos 6250 euros brutos
mensais aos 16600, seguidos pelos
clinicos de paises como Dinamarca,
Itilia, Reino Unido, Holanda, Finlan-
dia, Franca, Suécia, Alemanha, Aus-
tria, Irlanda, Espanha e Eslovénia.
Num segundo momento, a federa-
¢Ao ajusta os salarios por paridade
do poder de compra. No caso de
Portugal mantém-se o nono lugar.
O trabalho destaca também algu

mas diferencas nos moldes em que
os clinicos sdo contratados. No Lu-
xemburgo, por exemplo, os salarios
sao sempre decididos numa base
privada, enquanto na Bulgaria ha
um minimo tabelado mas os valores
maximos ja dependem da negocia-
cdo entre o medico e a unidade de
satide. Ja na Bélgica a relacao laboral
depende se o hospital € oundo uni-
versitdrio, na Franga e Eslovénia os
salarios estao mais associados a an-
tiguidade e no Reino Unido ao lugar
que o clinico ocupa na hierarquia
das instituicoes.
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Low cost ... reduzir precos!

- Stents revestidos




Low cost ... optimizar oS recursos!




Low cost ... optimizar 0S recursos




Low cost ... optimizar 0S recursos




Optimizar os materiais usados

o

1000-1300 €
o



Sem evidéncia no contexto de PCIp...




DES vs BMS na PClp

P




DES vs BMS na PClp




DES vs BMS na PClp

Arch Intern Med. 2012;172(8).611-621

Drug-Eluting vs Bare-Metal Stents
in Primary Angioplasty

A Pooled Patient-Level Meta-analysis of Randomized Trials

Giuseppe De Luca, MD, PhD; Maurits T. Dirksen, MD; Christian Spaulding, MD; Henning Kelbaek, MD;

Martin Schalij, MD; Leif Thuesen, MD; Bas van der Hoeven, MD; Marteen A. Vink, MD; Christoph Kaiser, MD;

Carmine Musto, MD; Tania Chechi, MD; Gaia Spaziani, MD; Luis Salvador Diaz de la Llera, MD;

Vincenzo Pasceri, MD; Emilio Di Lorenzo, MD: Roberto Violini, MD; Giuliana Cortese, PhD;

Harry Suryapranata, MD; Gregg W. Stone, MD; for the Drug-Eluting Stent in Primary Angioplasty (DESERT) Cooperation

e DES nao estao assoclados a aumento
e mortalidade
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Todal {85% CI)

Test tor heteroganatty- x 2= 12.06; P= 28

Tast for averall affect: 7=1.59; P=11

Patients at risk

Proteabilit of Death, %

Martality

DES

ms
450
235208
1232257
5158
BT o
15180
38310
240
111160
105355

251/3080

BMS

BT
54
20/300
48/7449

aM52

123
12190
45/3040

/40
13160
187357

128

Hazard Ratio (95% Cl)

02 05 10 20
Favors DES

Favors BMS

Weight, %

333
1.78
12.84
35.58
330
077
6.87
25
1.54
612
6.62

100.00

Mortalidade

Log rank=21943 (P=_11)

Hazard Ratio {95% Cl)

0.50 {0.20-1.79)
1.20 {0.27-5.30)
1.7 (0.97-2.96)
0.84 [0.60-1.17)
0.52 {0.18-1.58)
3.30 (0.34-31.71)
0.51 (0.29-1.31)
0.83 (0.54-127)
0.32 {0.06-1.57)
0.83 [0.37-1.86)
0.55 [0.26-1.20)

0.85 (10.70-1.04)

218

Arch Intern Med. 2012:172(8):611-62
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DES vs BMS na PClp

Arch Intem Med. 2012,172(8):611-621

Drug-Eluting vs Bare-Metal Stents
in Primary Angioplasty

A Pooled Patient-Level Meta-analysis of Randomized Trials

Giuseppe De Luca, MD, PhD; Maurits T. Dirksen, MD; Christian Spaulding, MD; Henning Kelbaek, MD;

Martin Schalij, MD; Leif Thuesen, MD; Bas van der Hoeven, MD; Marteen A. Vink, MD; Christoph Kaiser, MD;

Carmine Musto, MD; Tania Chechi, MD; Gaia Spaziani, MD; Luis Salvador Diaz de la Llera, MD;

Vincenzo Pasceri, MD; Emilio Di Lorenzo, MD: Roberto Violini, MD; Giuliana Cortese, PhD;

Harry Suryapranata, MD; Gregg W. Stone, MD; for the Drug-Eluting Stent in Primary Angioplasty (DESERT) Cooperation

e DES nao estao associados a aumento
e mortalidade
e reenfarte
e frombose de stent




Reenfarte

P robability of Reinfarction, %

Probability of Stanl Thombost, %

Arch Intern Med. 2012:172(8):611-621



DES vs BMS na PClp

P




DES vs BMS na PClp

BMS
DES

Decisao

If the patient has no contraindications to prolonged DAPT (indication for oral anticoagulation, or estimated high long-
term bleeding risk) and is likely to be compliant, DES should be preferred over BMS.

European Heart Journal (2012) 33, 2569-2619



DES vs BMS na PClp




Low cost ... optimizar 0S recursos




Optimizar os farmacos usados na PCIp




Ensaios clinicos Iniciais
- InGPIlIb/111a nos SCACEST submetidos a PClIp -

Death / MI/ urg TVR at 30 days

M Placebo
M ReoPro

1 519
p=0.03
11.2

ADMIRAL CADILLAC
(n=2082) (n=400)

RAPPORT
(n=401)

Reducéo significativa dos end-points clinicos



Trial, Publication Date

Trial Period

Metanalise
INGPIIb/l11a nos SCACEST

Abciximab as Adjunctive Therapy to Reperfusion in
Acute ST-Segment Elevation Myocardial Infarction: A
Meta-analysis of Randomized Trials

Giuseppe De Luca; Harry Suryapranata; Gregg W. Stone; et al.

JAMA. 2005;293(14):1758-1765

No.

Randomized

Study Drug*®

Primary End Points

RAPPORT,* 1998

1995-1997

483

Primary Angioplasty

Abciximab (n = 241) vs placebo
(n=242)

6-mo combined death, reinfarction, and

ISAR-2,% 2000

1997-1998

401

Stenting (n = 200) vs
abciximab + stenting (n = 201)

6-mo angiographic restenosis

ADMIRAL,® 2001

1997-1998

300

Stenting + abciximab {n = 151) va
placebo (n = 149)

30-d combined death, reinfarction,
urgent TVR

CADILLAG,? 2002

1997-1999

2082

Abciximab + stent (n = 524) or balloon
(n=528)

6-mo combined death, reinfarction, TVR,
or disabling stroke

Control + stent (n = 512) or ballocn
(n=518)

Petronio et al,* 2002

1998-2000

Abciximab (n = 44) vs placebo (n = 45)

6-mo combined death, reinfarction,
heart failure, TLR, recurrent ischemia

Zorman et al,™® 2002

1998-2001

Early [n = 56) vs postangiography
(n = 56) abciximab vs placebo
(n=51

Early (60 min) ST-segment resolution

ACE,'® 2003

2001-2002

Stenting (n = 200) vs
ahciximab + stenting (n = 200)

Combined death, reinfarction, stroke,
and TVR at 1 mo

Petronio et al,” 2003

Not reported

Abciximab (n = 17) vs control (n = 14)

Myocardial perfusion and functional
recovery at 30 d

JAMA. 2005;293:1759-1765




Metanalise
INGPIIb/l11a nos SCACEST

Re-enfarte aos 30 dias

Mo, of Deaths/Total (%)
-/ / ‘+/«/1

Control in=14513) Abcikimab (n=12602)
RAPPORT 17242 (4.1) &241 (3.3
[SAR-28 3200 (1.5 17201 (0.5)
ADMIRAL™ 4451 (2.8) 2/149 (1.3
CADILLAC? 2030 (0.9) 8052 (0.8)
Zorman et al® 145 (2.2) Cvdd
Petronio et al' 051 112
Petronio et al'® 014 w17

ACE?® 9/200 (4.5) 1/200 (0.5)

Frimary PCI 31933 (1.9) 2072016 (1.0 i :

;
0.1 1.0 10,0
Odds Ratio (95% CI)

JAMA. 2005;293:1759-1765



RAPPORT!
ISAR-2°
ADMIRAL™
CADILLAC
Petronio et al™
Zoman et al™®
ACE'™®

Petronio et al’s

Prirmary PCI

Metanalise
INGPIIb/l11a nos SCACEST

Mortalidade aos 30 dias

Ma. of Deaths/Taotal (%)

Control (n=14513)

5/242 (2.1)
8/200 (4.0)

101151 (5.6)

244030 (2.3)
4445 (8.9)
5/51 (9.8)
8/200 (4.0)
014

651933 (3.4

Abciximab (n=12 602)

6241 (2.5)
4/201 (2.0)
5148 (3.4)

20052 (1.9)
1/44 (2.3)
4112 (3.6)
7/200 (3.5)
0AT

45/2018 (2.4)

Abclximab i Control
Better ; Better

0.1 1.0 10.0
Odds Ratio (95% G)

JAMA. 2005;293:1759-1765



Metanalise
INGPIIb/l11a nos SCACEST

Mortalidade aos 6-12 meses

Mo. of Deaths/Total (35)

I I .
o Abciximab ¢ Control
Control (n=14 145) Abciximab (n=12 297) Batter | Battar

RAFFORT'#* 11/242 (4.5 10/241 (4.1)
ISAR-2° 177200 (8.5) 12201 (8.0
ADMIRAL'™ 11451 (7.3 5149 (3.4
CADILLAC? 454030 (4.4) 441052 (4.2)
Petronio et al'#* G845 (13.3) 244 {4.5)

Zomman et al'=* 51 (137 2112 (4.5 ;
ACE™ 214897 (10.5) 10497 (5.0) . :

3

]
L

Primary PCI 1184918 (6.2 8841986 (4.4 L J
I 1 I LI IIIII
0.1 1.0 10.0

Odds Ratio (95% CI)

JAMA. 2005;293:1759-1765



Inibidores das GPIlIb/ll1a

e Foram usados em larga escala no contexto da PClp

ESC 2008

Recommendations Class" Level®

Primary PCI
GHIb/a antagonist
Abciximab
Tircfiban
Eptifibatide

6.3.1.6.8.2.3. Glycoprotein IIb/Ila inhibitors.

Class 1la
It is reasonable to start treatment with abciximab as
early as possible before primary PCI (with or without
stenting) in patients with STEML. (Level of Evidence: B)

Class IIb American Heart
Treatment with tirofiban or eptifibatide may be con- Association
sidered before primary PCI (with or without stenting) ACC/AHA Guidelines
in patients with STEML. (Level of Evidence: C)




- Clopidogrel -

Clopidogrel Across Spectrum of CAD

Acute STEMI UA/NSTEMI PCI Long-term 2° (1°) prevention

CLARITY" CURET CREDOt CAPRIES CHARISMAT

Lancet 1996

COMMITT
(CCS-2)

High-Risk

STEMI UA/NSTEMI PCI MI/Stroke/PAD Vascular Dicease

Up to 3.5 years
30 Days 1 Year 1 Year 1-3 Years Benefit in symptomatic

+ Benefit + Benefit + Benefit + Benefit patients
only
*Clopidogrel vs. placebo. TClopidogrel + ASA_ SClopidogrel vs. ASA.



BRAVE — 3
Abxicimab on top of 600mg Clopidogrel

pr

Circulation 2009:; 119:1933-1940




BRAVE — 3
Abxicimab on top of 600mg Clopidogrel

End-Point secundario

Composto: morte + enfarte recorrente + AVC + TVR aos 30 dias

Abciximab

IRA Revascularization or Stroke (%)

=
T
2
g
2
i
5
5
5
@
=
8
o |
E
=
o

0 10 15 20
Patiants at Risk Days After Randomization
Abcamab 401 3BT 381 381
Placaba 398 386 385 384

Figure 4. The 30-day cumulative rate of death, recurrent MI, IRA
revascularization, and stroke in both groups.

Circulation 2009:; 119:1933-1940



On-TIME 2

Tirofiban on top of 600mg Clopidogrel

The Lancet 2008; 372: 537-46



On-TIME 2
Tirofiban on top of 600mg Clopidogrel

Composto: morte + enfarte recorrente +

revascularizacao do vaso alvo (TVR) — 30 dias

Placebo (n=477) Tirofiban (n=473) pvaloe

Climlcal oumoom e

eath moyrmen e et TWE o theombabic bail- o 3 A7 O 73 [ 305, (e {1 34
e o " IEEEEEELY r.
B cuiree el M1 147477 (29%) 13/473 (2.7%]) oB63
Ungent TYR WV477 (42%)  1B/4TI(3B%) 0761
Urgent PO 19/477 (40%) 11472 (23%) 0144
Urgent CABG Y477 (0-2%) 7I4TI(15%) 0038
Thromioti: bail-out 1400452 (28.5%) oF/4BH(199%) 0002
TIMI Nioww grade -2 or show reflow 457492(91%) 26/488 [55%) o058
Dissection 6492 (1-2%) /488 (10w} 0722
Distal embolisation S8492(118%) 44/4BH(50%) 0155
Shde-brandh diosure 4492(c8%) /4B [06%) 1000
Abrupt dosure of aulprit vessel 117492 (2-7%) 4ER(03%) 0004
Clinical instab ity 15/492 (3-0%)  13/488 (27%)
Prolonged bohasmia 41497 (G-3% 4/ 488 (0-B%

The Lancet 2008; 372: 537-46



ASSIST
Eptifibatide on top of 600mg Clopidogrel

Eptifibatide Placebo
(Double bolus)

Circulation. Cardiovascular Interventions. 2009,;2:330-338



ASSIST

Eptifibatide on top of 600mg Clopidogrel

Circulation. Cardiovascular Interventions. 2009,;2:330-338



Metanalise dos InGPIlIb/Illa na PClp

Study
European Heart Journal (2009) 30, 2705-2713 RAPEORT
EYROPEAN doi:10.1093/eurheartj/ehp 118 APE
CARCHOLOGY ™
ADMIRAL
CADILLAC

Risk profile and benefits fror,,. ...
inhibitors among patients wi .,
elevation myocardial infarcti,_,
primary angioplasty: a meta-
of randomized trials

Giuseppe De Luca®, Eliano Navarese, and Paolo |

Zorman et al.

Petronio et al.

Petronio et al.
Steen et al

Ernst et al.

Lee et al.
BRAVE-3
HORIZOMS-MI

On-TIME 2
ASSIST

Period

19951997

1997-1998
19971998
19971999

1998-2000

19971998

2001-2002

19982001

nr

n.r
2000-2002
2002-2003

nr.
20042007
2005-2007

2007 -2008
2005-2008

European Heart Journal (2009) 30, 2705-2713

N

483

59
300
2082

40

400

163

A

53
112

500
3602

984
400

Study-drug design (number of patients)

Abciximab (n= 241} vs. placebo (n= 142)

Early (n=129) vs. no (n = 30) abciximab

Stenting 4+ abeciximab (n = 151) vs. placebo (n = 149)

Abciximab + stent (n= 524) or balloon (n = 528), control + stent
in=512), or balloon (n= 518)

Abciximab (n = 44) vs. placebo (n = 45)

stenting (n = 200} vs. abciximab + stenting (n = 201)
Stenting (n = 200) vs. abciximab + stenting (n = 200)

Early (n= 56) vs. late (postangiography; n= 56) abciximab vs. placebo
{n=51)

Abciximab (n=17) v control (n= 14

Abciximab (n = 30) . adencsine (n = 30) vs. control (n= 30)

Tirofiban (n = 24) vs. control (n=29)

Abciximab (n= 28) or tircfiban {n = 29) or high-dose tirofiban (n= 28) vs.
control (n=27)

Abciximab (n= 32) v control (n= 36)

Abciximab (n = 401) vs. placebo (n= 399)

Glycoprotein lb-llla inhibitors (n = 1800) vs. bivalirudine (n = 1802)

Early high-dose tirofiban (n = 491} w. placebo (n = 493)
Eptifibatide (n =201} vs. placebo (n =199)



Re-enfarte aos 30 dias

reMi

Gp llb-llia inh

ACE
ADMIRAL
ASSIST
CADILLAC
ERMST
HORIZONS MI
15AR

Lee et al
ON-TIME 2
Petrario ef af
Petranio af al
RAFPORT

Zormman et a/ 1|;11.

Total (95% CI) 68,4509

Test for heterogenaity: IC.h|~
Test tor overall effect: £ = 1.23 (P = 0.22)

Total (95% CI)* 36/2807

696 df=8(P=

OR (fixed)

0.54), /2 = 0%

51/2672

Test for heterogenaity: Chi?= 6.31, df = 7 (P=0.50), 17 = 0%

Test for gverall effect: Z = 1,67 (P =0.11)

European Heart Journal (2009) 30, 2705-2713

01 02 05
Favaurs Gp lib-lla inh

Weight
%

100.00

2 5 10
Favours control

AL [0.01,
ey

OH (fixed
EEéLICI j

U 55]

Nmt Est lﬂul:lE

0.93 [0.43, 2.01]

Nok EStIHaDlF
41]

Mot est ll:l:lt:-l a

.82 [D.59, 1.13]

0.70 [0.46, 1,08]




Mortalidade aos 30 dias

Death

Study Gp lib-lla inh OR (fixed) Weight OR (fixed)
niN N 85% Cl % 95% Cl

pe=

ACE

ADMIRAL

APE

ASSIST

BRAVE-3

CADILLAC

Emst et al

HORIZONS MI

|SAR

Lee et al faz2
ON-TIME 2 11/473
Petronio et af. 1/44
Fetronio &f ai. 0/3d
Fetronio ef af, 1/17
RAPPORT /241
Steen ef al 1/25
Zorman af af 4/112

LA Bl

ohoth B O U
(.

i

[ 4]

[ O B T e T e N P e BT R
S S WD O O -

L= ol Sl = T

Tefal (95% Cl) 5 143/4991

(=3
(¥

European Heart Journal (2009) 30, 2705-2713



Hemorragias major aos 30 dias

Major bleeding complications

Study Traatmeant Control OR (fixed) QR gimau]
N nf 95% CI % 85% Cl

ACE 7/200 &/200 = & .17 [B.38, 3.558]
ADMIRAL 1/149 0/151 . .06 [0.12, 75.73]
APE nfaa 0/30 ot estimable

ASSIST 18/201 11/199 .78 [0.83, LB5]
BRAVE-3 7/401 7/39% .99 [0.35, 2.86]
CADILLAC 6/1052 4,/1030 .47 [D.41, 23]
Emnst et al. B/HS 2/30 .38 .28, 5.90]
HORIZONS MI g0/1802 57,/1800 .61 .15, 2.258]
[SAR 7,201 a9/200 .TT .28, 13]
OM-TIME 2 5/473 T/4TT .30 [0.48, 3.53]
Fatronio af &l /17 014 Mot estCimable

Petronio et &, nf30 0/80 . Mot estimable

Patronio af &' o/a3 2 /4L i .18 [0.01, 3.830]
RAFPORT abnSf241 23/ 242 . .89 [1.10, 3.28]

=
Lm =3 s BJ L LN oo
P or & ® o4 B om

B b LA B el

Tatal (95% CI) 194 /4938 128/4873 : .50 [1.18, 1.89]

Test tor heterogeneity; Chi* = 5,63, df = 10 (F = 0.85), F = 0%
Test for overall effect: 2= 3.47 (F = 0.0005)

Total {95% CI)* 104/3128 71/3073 100,00 1.41 [1.04, 1.93]

Test for haterogeneity: Chi# = 5,38, df = 5 (P = 0.80), f#=0%
Test for overall effect: 2= 218 (F = 0.03)

1 o2 051 2 5 10
Favours Gp lib-llla inh  Favours control

European Heart Journal (2009) 30, 2705-2713



Os InGPIlIb/Il1a na Angioplastia primaria




Os InGPlIb/1lla estao “mortos” para a PClp?




Sociedade

GP lib/lla Inhibitors should be considered for ballout therapy if there 1s anglographic evidence of massive thrombus.

. lla
slow or no-reflow or a thrombotic complication,
Routine use of 2 GP lib/llla inhibitor as an adjunct to primary PCI performed with unfractionated heparin may be lib
considered In patents without contraindicatons.
Uipstream use of a GP lib/llia inhibitor {vs. In-lab use) may be considered in high-risk patients undergoing transfer for b

primary PCL

European Heart Journal (2012) 33, 2569-2619




Bivalirudina na PClp

ROC E5203-001-01

fingiomax ag“

E'ELEJ\I:‘JI\Q"-{“-:I ‘n,‘i‘léb
g

Angromax

(bivalirudin)

FOR INJECTION

ngiox

bivalirudin




HORIZONS Avie

Harmonizing Outcomes with Revascularization and Stents in AMI

4

602 pts with STEMI with symptom onset Si2 hours

UEH + GP lIp/llla innibitor Bivalirudin monotherapy.
(@bciximab or eptifibatide) (& provisional GP lib/lllz)

N Engl J Med 2008;358:2218-30



HORIZON'S AMs

3602 pts with STEMI with symptom onset s12-hours

N Engl J Med 2008;358:2218-30




30 Day Major Adverse CV Events

All cause death, reinfarction, ischemic TVR or stroke

S = Heparin + GPlIb/llla inhibitor (n=1802)
a Bivalirudin monotherapy (n=1800)

y 5.5%
5.4%

HR [95%ClI] = 1.00 [0.75,
4 -I-ieparin plus a Bivalirudin

Glycoprotein lib/llla Inhibitor Alone P Value

14 Patients with stents implanted
Mo. of patients 1553 1571

Major adverse CV events (%)

0 Stent thrombosis, protocol definition — no. (%) 7 30 (1.9) 39 (2.5) 0.30

Definite 22 (1.4) 35 (2.2) 0.09

Probable 8 (0.5) 4(0.3) 0.24

Acute 524 |'lr 4 [ﬂ.ﬂ 21 1.3] <0001
Subacute (=24 hr—30 days) i )

N Engl J Med 2008;358:2218-30



HORIZONS AM»

HORIZONS AMI: Independent predictors of
acute stent thrombosis

Factor HR for stent
thrombosis

Pre-PCI TIMI flow 0-1 6.10

Lesion ulceration 4.80
Number of stents 1.50

Bivalirudin 4.65
(vs heparin+GP IIb/IIIa)

Prerandomization heparin 0.27

Dangas G. American Colllege of Cardiology 2009 Scientific Sessions,; March 29, 2009, Orlando, FL.
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Abordagem por Via Radial
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Metanalise Radial vs Femoral

n=4478

Major Bleeding

Study name Peto odds ratio and 95% CI

Peto
Radial Femoral odds ratio

ACCESS 0/s300 47300 0.13
Achenbach 05152 47155 0.14
Bodi 3 /666 71332 0.19
BRAFE 0750 1755 0.15
FARMI 3757 3187 1.00
Gorge 11214 171216 1.01
hMann 1998 0r68 2177 0.15
OCTOPLUS 17192 71185 0.21
QUTCLAS 0r322 11322 0.14
RADIAL AMI 1125 4725 0.27
RADIAMI 3750 7750 0.41
TEMPURA 0s77 27172 012
Vazguez-Rodriguez 18217 57222 0.27

1352390 4872068 0.27

OR 0.27 (95% CI 0.16, 0.45) P < .001

0.01 0.1 10 100

Fawvours Radial Fawours Femoral

Jolly SS et al. Am Heart J 2009; 157: 132-40



Metanalise Radial vs Femoral

Major bleed Reduction with TRI

n Absolute Reduction
All Studies 4478 1.4 %
STEMI 852 3.1 %

* 31 Patient needed to treat to prevent one
major bleed in STEMI

e Access site “Crossover” increases 3 fold .

Jolly SS et al. Am Heart J 2009; 157: 132-40
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RIVAL

Radial versus femoral access for coronary angiography and
intervention in patients with acute coronary syndromes

J Am Coll Cardiol 2012:60:2490-9



RIVAL (subgrupo STEMI)

% \

J Am Coll Cardiol 2012:60:2490-9



RIFLE - STEACS

Radial Versus Femoral Randomized

Investigation in ST-Elevation Acute Coronary Syndrome

J Am Coll Cardiol 2012:60:2481-9



RIFLE - STEACS

P

J Am Coll Cardiol 2012:60:2481-9
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Guidelines da SEC — 2012

Table Il Primary PCI: indications and procedural aspects

Recommendations

Class®

Level®

Ref©

120 min of FMC.

Primary PCl is the recommended reperfusion therapy over fibrinolysis if performed by an experienced team within

related delay is excessive and the patient presents early after symptom onset.

Primary PCl is indicated for patients with severe acute heart failure or cardiogenic shock, unless the expected PCI

Stenting is recommended (over balloon angioplasty alone) for primary PCL

Primary PCI should be limited to the culprit vessel with the exception of cardiogenic shock and persistent ischaemia

lla

If performed by an experienced radial operator, radial access should be preferred over femoral access.

term bleeding risk) and is likely to be mmplianLDES should be preferred over BMS. ]

lla

Routine thrombus aspiration should be considered.

lla

Routine use of distal protection devices is not recommended.

Routine use of |ABP (in patients without shock) is not recommended.

69,99

European Heart Journal (2012) 33, 2569—-2619



Low cost ... optimizar 0S recursos




Centros de ICP primaria em Portugal

Minho
Grande Porto
Tras-os-Montes e Alto Douro
Viseu/Guarda

Coimbra

Grande Lisboa

Algarve

Evora

Distancia as U- ICP (Km)
X 60
90

11007000
2°5007000
4007000
5507000
171007000
375007000
5007000
4007000



Primary PCI in Portugal

Enfarte Agudo de Miocardio:
Reperfusao por Angioplastia Primaria

DOENTES SUBMETIDOS A ANGIOPLASTIA PRIMARIA (ICP PRIMARIA) NO ENFARTE AGUDO
DO MIOCARDIO

3192

2825
2575
200

15
006 2007 2008 9 2010 2011

24
1900
1616 o
. N -3 W 1323 | - . o

L
2

01
2002 2003 2004 2005

Vias Verdes Coronaria e do AVC — Indicadores de actividade 2010 (CNDCV)



Primary PCI’s per year per million inhabitants

PORTUGAL

Angioplastia Primaria por
Milhdo de Habitantes



http://pontosdevista.com.pt/images/stories/grafico3.jpg

Programa de Angioplastia Primaria do Minho
PAPMI




Os doentes demoram muito tempo a pedir ajuda
Poucos doentes telefonam para o INEM

Atraso na obtencao do ECG

Atraso entre o SU e o Laboratorio

Transporte inter-hospitalar muito demorado



To Improve, we must act at the same time
In all problems




STENT FOR LIFE




Campanhas a populacao

0 ENFARTE E UMA
EMERGENCIA MEDICA

E a morte de uma parte do coragdo,
causada pelo entupimento de uma artéria,
0s doentes com sinais de enfarte devem
ser transportados para um hospital com
unidade especializada na tratamento
desta doenga.

Aintervencao médica especializada & vital
para 0 sucesso o tratamento & posterior
recuperacao do doente,

CONHEGA 0S SINAIS DE ALARME!

DOR NO PEITO, QUE VAI PARA
0 PESCOGO, QUEIXD, BRAGOS

0U COSTAS
SUORES FRIDS E
AUSEAS QU VOMITOS
COM & respiragao
jdanga de posigio

0 enfarte ocorre frequentemente em
A repeuso, 2 meio da noite ou de
N madrugada, sem uma causa aparente.

Séo factores de risco:

Pressdo arterial elevada, colesterol
elevado, excesso de peso, diabetes, stress
intenso e consumo e tabaco,

Se 05 sinais de alarme durarem
mais de 5 minutos...
Nao perca tempo
LIGUE DE IMEDIATO 112

SEJA MA'S RAPlDO Néo recorra ao hospital pelos seus
QUE U |V| ENFARTE 0 INEM ﬁ;?mm m;:’llsuro g0

tratamento enquanto orienta os doentes

Fi para 0 hospital mais adequado,
SEJA MAIS RAP'DO QUE UM ENFARTE ligar 112 é a forma mais rapida de ser

tratado,

LIGUE DE |MEDIATO 112 Colabore na divulgagdo desta informagao!
0 * o > 112 » e b INEV KT ) m
INEM .o. -

Hlto Comissariade
da Salee
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