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/7 Alternatives to Evidence Based Medicine

Basis for Clinical
Decisions

Evidence

Eminence

Vehemence

Eloquence

Providence

Diffidence

Nervousness

Arrogance*

Marker

Randomized
Controlled trial

Radiance of
white hair

Stridency

Smoothness
of tongue

Level of religious
fervor

Level of gloom

Litigation phobia
level

Bravado

*Applies only to surgeons

Measuring device Unit of measurement

Meta-analysis

Luminometer

Audiometer
Teflometer

Sextant to measure
angle of genuflection
Nihilometer

Every conceivable
test imaginable

Sweat test

Odds Ratio
Optical Density

Decibels

Adhesin score
U of piety

Sighs

Bank Balance

No Sweat

BMJ 1999;319:1618



Update on STEMI Care

A Brief History of STEMI studies
A Current studies

A Current protocols
A EMMC outcomes



STEMI case

A RR- 69 yo male with sudden onset of right
sided arm weakness, heartburn, indigestion, throat
tightness

A Friend gave him 325 aspirin, drove him to SJH
ED

A PMH 1 HTN, lipids, DM Il, smoker, On no meds

A Exam BP 173/78, HR 46 normal heart sounds
(bradycardic) clear lungs, abd soft, nl pulses, nl
neuro

A Cr 1.32, HB 15, plt 282, trop | < 0.04
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STEMI case

Patient was treated with asa/ticagrelor 180
neparin bolus and drip and taken by Bangor
~ire from SJH to CCL




Lossy Compression - not intended for diagnosis
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Lossy Compression - not intended for diagnosis
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Lossy Compression - not intended for diagnosis
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STEMI Case

A Patient returned for LAD and Cx stents
10/30, DC on 10/31

A Peak CK 943, MB 67.9
A EchoA EF =62 %

ADC on
ASA/plavix/Amlodipine/Atorva/NTG prn



STEMI care

A670s & 680s small st
to dislodge thrombus

A680s multiple studie
streptokinase for STEMI

A 6 9 Demergence of tPA/TNK IV lytic
strategies. Emphasis on DaworNeedle
time

AEnd of ©690s #fPrimary



Summary of Lytic trials

A Regimen of Aspirin, Heparin, TNK achieves a
mortality nflooro of ~6

A Plavix now added as well (CLARITY study)

A TNK or rPA are favored agents now due to ease of
use.

A More aggressive agents or combinations led to
Increased intracranial hemorrhage

A20% of patients dondot
achieve normal microvascular flow



Primary PCI studies

A DANAMI -2 and PRAGUR studies
showed superior outcomes with Primary
PCI compared to Iytic Rx (8% mortality)

A Initially PTCA used CADILLAC study
showed superior outcomes with stents

A Mortality as low as 3% in some studies



Primary PCI vs Lytics

Primary PCI

A Lower mortality
A 95% vessel patency

A 80% normal
microvascular flow

A Very low rates of
reinfarctionreocclusion

A Virtually 0% risk of
Intracranial hemorrhage

A Requires a cath labnly
1/3 of patients eligible in
Northern Maine

Lytic RX

A Ease of use
A 75% vessel patency

A 50-60% normal
microvascular flow

A Higher rates of
reinfarctionreocclusion

A ~1% risk of intracranial
hemorrhage

A More widely available 2/3
of patients in Northern
Maine



Northeastern Maine Is Different

A National estimates suggest that&§@o of
patients live within an hour of a hospital
capable of primary PCI

A In Northern Maine, 30% of patients in our
referral area live within an hour of EMMC



What about a combination strategy?

AiFacilitated PClo f a
iIncreased risk of bleeding, no benefit in
mortality

A Things are a little different now, more use
of thienopyridines, better understanding of
vascular complications

A Facilitated PCI has not caught on



Some definitions

A Primary PCiPatient presents to Hospital with a Cath Lab
and is taken immediately to CCL. Asa/plavix/heparin.

A Facilitated PGIPatient is given a regimen of ASA/Plavix
plus Lytict2b3a and taken to CL in less than 90 min

A Rescue PGPatient is treated with lytics (at n@CL
hospital) and undergoes PCI when/if they fail to reperfuse

AAPhar-macasi veod P GAMIstudyRFECNS F E
2-6 hours after standard asa/plavix/heparin/lytic.



How 1 s n-Phwaasmayxy

di f fer ent from n

A Cath 26 hours after regimen, instead of
Immediately

A For many patients, they are the same

A From a practical standpoint, this works well in
Northern Maine, where Transfer times typically
take 26 hours

A TRANSFERAMI study, landmark trial showing
superiority of a nlyse,
regardless of how they are doing after lytic
regimen.



TRANSFER AMI study

A 1000 Patients presented with STEMI to @l
hospitals in Ontario CA.

AAll patients received A
encouragedo to receive

A Randomized to immediate transfer for PCI or
Awaands ee 0 approach

A Patients in immediate transfer arm cathed/stented
around 24 hours. In delayed arm, cath/stented
around 27 hours



TNK + ASA + Heparin / Enoxaparin + Clopidogrel
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Emergen‘ Urgent Transfer to PCI Centre

Assess chest pain, ST nresolution
Department

Failed Reperfusion* | Successful Reperfusion

‘ Cath / PCl within 6 hrs Cath and Rescue Elective Cath
regardless of PCI r GP llIb/llla r PCI
PCI Centr reperfusion status Inhibitor > 24 hrs later

Cath.L.ab

* ST segment resolution <50% & persistent chest pain, or hemodynamic instability

Randomization stratified by age (” YV | DQG E\ HQUROOLQJ VLWH
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