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PRIMARY PCI IN MASSACHUSETTS

Mortality in STEMI Patients
Undergoing Inter-Hospital Transfer
for Primary PCI in Massachusetts

Murtuza J. Ali, Zoran S. Nedeljkovic,
Katya Zelevinsky, Ann Lovett,

Sharon-Lise T. Normand, Alice K. Jacobs

Boston University Medical Center
Harvard Medical School & Harvard School of Public Health
Boston, MA
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PRIMARY PCI IN MASSACHUSETTS

STEMI Patients Treated with Door-to-Balloon Time
Within 90 Minutes

90
80
70
60
50
40
30

%

15.4
9 10.6
1“ 4.1 E-B
: — m B .
Year 2005 2006 2007 2008

[0 No Transfer (n=4987) @ Transfer (n=2761)




. 2 o
American .He‘art
Association

Learn and Live

PRIMARY PCI IN MASSACHUSETTS

Summary

For patients admitted directly to a PCI hospital, mean
door-to-balloon time decreased from 2005 to 2008, with
an increase in patients achieving a door-to-balloon time
within 90 minutes.

For patients requiring inter-hospital transfer, mean door-
to-balloon time improved but only a minority of patients
achieved a total door-to-balloon time within 90 minutes.

Most of the delay was due to the time required for inter-
hospital transfer.

Longer door-to-balloon time was associated with
increases in in-hospital and 30-day mortality.
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The Benefit of Transferrring STEMI Patients for
PCl Compared with Administration of Onsite
Fibrinolytic Declines as Delays Increase

DuaneS. Pinto, M.D., M.PH.; Ajay . Kirtane, M.D., S.M., Timothy Henry, M.D., Paul D.
Frederick, M.PH, M.B.A.; Dave P. Miller, M.S.; and C. Michael Gibson, M.S., M.D. for the
NRMI Investigators

From the Cardiovascular Division, Department of Medicine, Beth Israel Deaconess
Medical Center (DSP, CMG), Harvard Medical School, Boston, MA, Cardiovascular
Division, Columbia University, New York, NY (AJK), ICON Clinical Research Group, San
Francisco, CA (PDF, DPM); Minneapolis Heart Institute (TH), Minneapolis, MN

.
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Summary

* These data extend the results of previous studies to

“real world” scenarios in the United States where PCl
related delays may be substantial

* As X-DBDN times increase, the mortality advantage of
X-PCl over O-FT declines.

* The relationship is curvilinear, and varies considerably
depending upon patient and hospital characteristics.

* |fthe XDB-DN time exceeds 107 minutes with fibrin
specific agents, the mortality advantage of X-PCl over
O-FT is nullified.




American Heart
Association

Learn and Live

Paramedic contact to balloon in
less then 90 minutes: a
successful strategy for STEMI
bypass to Primary PCIl in a

Canadian Emergency Medical
System

Sheldon Cheskes, MD CCFP(EM) FCFP

Medical Director

Sunnybrook — Osler Centre for Prehospital Care

Li Ka Shing Knowledge Institute, St. Michael’s Hospital

Co Principal Investigator, Resuscitation Outcomes Consortium,
Toronto Regional Rescuenet
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Prehospital STEMI Bypass

"&£ 4

STEMI patients identified by paramedics (software
Interpretation or clinical) transported directly to PCI
lab, bypassing local EDs and ED of PCI lab

Direct communication between paramedic and
interventionalist

No transmission of ECG during either phase of
study

EMS times abstracted from ambulance call reports
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Prehospital STEMI Bypass

FALSE POSITIVE CATH LAB ACTIVATION

Definition: STEMI positive assessment by
paramedic, no culprit lesion on angiography

Is definition appropriate for prehospital STEMI
bypass systems ?7

System must maximize specificity while
minimizing “missed cases”

Downside is potential for “inappropriate
activations”
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Prehospital STEMI Bypass

FALSE POSITIVE CATH LAB ACTIVATION
CAUSES OF FALSE POSITIVE
Software related 26%

Previous ECG Abnormality 26%
Cardiomyopathy/apical ballooning 20%
LBBB or arrhythmia 12%
Coronary artery spasm 8%
Clinical override 8%




Prehospital STEMI Bypass
Results

Before
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(n = 935) Significance

% E2B <90 minutes 28% p <.001*

Median times (in minutes)

EMS to balloon (IQR) 107 (30) 70 (24) p <.001**

Door to balloon (IQR) 83 (34) 35 (19) p <.001*

EMS contact to arrive PCI
hospital (IQR) 21 (8) 31 (17) p <.001**

*Pearson Chi-square
*Mann-Whitney U Test




Improving Quality for
Patients with AMI

Henry H. Ting, MD MBA
Associate Dean for Quality
Professor of Medicine
Mayo Clinic College of Medicine
November 15, 2010
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PH ECG and Door-to-Balloon Time

100

Post-implementation
“PH STEMI patients”
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Establishing Regional STEMI

Systems

Lessons Learned from The NC RACE Program
& Across the Nation

Mayme Lou Roettig, RN, MSN
Executive Director, RACE

Duke University Medical Center
Durham, North Carolina
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Creating a System for Ml Care

= Create common goals based on evidence-national
guidelines, e.g. D2B, Mission: Lifeline

= Design care tools that emphasize goals

= Create methods to measure performance (registries)

= Create a method to feedback results

. To All Team Members (prehospital,
non-PCl, PCI, Regional, State)

' Duke Clinical Research Institute
DUKE UNIVERSITY MEDICAL CENTER
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Creating a System for Ml Care

Create common goals based on evidence-national guidelines, e.g. D2B,
Mission: Lifeline

Design care tools that emphasize goals
Create methods to measure performance (registries)

Create a method to feedback results (registries)

Reformulate the aims
* Through continuous monitoring of process and clinical outcomes

= Sharing best practices in regional meetings

Sustain the Gain-> Do not take eye off QI quarterly monitoring
of data

Duke Clinical Research Institute
DUKE UNIVERSITY MEDICAL CENTER




Critical Success Factors for Regionalization

Place patient first, not competition or $$

Have a “neutral” party coordinate competitive
regions (Key-> funding the neutral body)

Cardiology, ED Medicine, Nursing, EMS
leadership, CV Administration & Q|

Empower ED Medicine and EMS to be decision
makers & activate the reperfusion plan

Keep Reperfusion plan simple, parallel processing

Data drives change-> both immediate and QI
quarterly monitoring important

Nurse or paramedic coordinators essential to
success-> “the 15t mate of the ship”
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Therapeutic Hypothermia in
STEMI Patients Surviving
Out-of-Hospital Cardiac Arrest

Investigators
Michel Le May, Ronnen Maze, Chris Glover, Derek So, Michael Froeschl, Jean-Francois
Marquis, Edward O'Brien, Alexander Dick, George Wells, Melissa Blondeau, Justin Maloney,

Richard Dionne, John Trickett & Marino Labinaz
University of Ottawa Heart Institute, Ottawa, Canada




Angiographic Results
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Characteristics

All pts
(n = 26)

Coronary Angiography
Multi-vessel Disease
PCI

Stent Insertion

TIMI Grade 3 Flow Initial
TIMI Grade 3 Flow Post

100%
24%
100%
96%
12%
96%
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Discharge Location
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Hospital Survivors

Discharged Home
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4 !
Discharged fo Nursing Discharged to Physical
Home Rehab
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Conclusion

1. A strategy of therapeutic hypothermia
coupled with primary PCI in comatose pts
resuscitated from out-of-hospital cardiac
arrest was associated with a relatively
good survival.

2. Using discharge to home as a marker of
functional recovery suggests that the use
of this approach may result in improved
outcomes in this high risk cohort.
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Placebo versus Adrenaline
in Cardiac Arrest

The PACA Tral

Professor Ian Jacobs
Discipline of Emergency Medicine — University of Western Australia
Clinical Services Director — WA Ambulance Service
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EBUES THE UNIVERSITY OF

WESTERN AUSTRALLA

Discussion

+ Worlds first randomised placebo controlled trial of adrenaline
in cardiac arrest

+ Significant improvements observed in ROSC for all patients
combined and in the shockable / non shockable rhythm
subgroups.

« A 2 fold increase in survival to hospital discharge was
observed in all patients however Cl encompassed unity.

+ Unable to rule out clinically meaningful treatment effects

» Findings are consistent with other similar studies

— Improved ROSC
— No improvement in survival
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« Study terminated early

» Lower overall survival rate compared with our

registry data
— ROSC 24% /14.8%
— Survival 3.0% / 8.0%

« RCTs of unproven therapy but are considered
standard of care are very difficult to undertakel




. 2 o
American .He‘art
Association

Learn and Live

L THE UNIVERSITY OF
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Conclusion

« Adrenaline improves the likelihood of ROSC
following out of hospital cardiac arrest.

« We are unable to exclude Adrenaline in improving
the likelihood of surviving to hospital discharge
following out of hospital cardiac arrest.
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Baseline Characteristics, Quality of Care, and Short-Term outcomes
of Young Patients Presenting with ST-Segment Elevation
Myocardial Infarction: Insight from the Get With the Guidelines
CAD Registry

Sripal Bangalore, MD, MHA, Gregg C Fonarow, MD, Eric Peterson, MD, MPH, AnneS
Hellkamp, MS, Adrian F Hernandez, MD, Warren Laskey, MD, Frank Peacock, MD,
Christopher PCannon, MD, Lee Schwamm, MD, Deepak L. Bhatt, MD, MPH; for the Get
With the Guidelines Steering Committee and Investigators

MNew York University Medical Center, New York, NY [58]; Ahmaonson-UCLA Cordiomyopathy Center, Los Angeles, CA [GCF]; Duke Ciinical Ressarch [nstitute,
Durham, NCJEF, ASH, AFH]; Univ of New Mexico, Albuguergue, N (WL]; Cleveland Clinic, Cleveland, OH [FP]; TINI Study Group, Boston, MA [CPCT;
Mossochusstts General Hospitol, Boston, MA [L5]; VA Boston Healthcare System, Brighom and Women s Hospital, ond Harvard Medicol School, Boston, MA
DLB]
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Results: Very Young Subgroup

VELEL1 s >35—45years | P-Value | Multivariable OR | Multivariabl
(N =3022) (95% Cl)

Treatment

Door-to-balloon time {min) 90 (64-133) 82(58—114) 0.0007  1.10(0.96, 1.26) 0.18
Door-to-thrombolytic time (min) 45(22-87) 39.5(225-71)  1.00 1.26 (0.83, 1.91) 0.28

PCl with stent b5.5 76.3 <0.0001 0.62 (0.51, 0.76) <0.0001
Qutcomes

In-hospital death 2.69 1.34 0.02 1.86(0.91, 3.81) 0.09

Performance measures

Composite Performance (100% 82.3 86.8 0.01 0.69 (0.53, 0.91) 0.01

compliance)
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Event Rate
Women Men In-hospital Death Adj OR (95% CI) Pinteract
Age:
<45 Years 32% 1.1% __J_. 232(1.16-463)
0.012

>45 Years 8.8% 5 5% - i- 1.29(1.16-1.43)

I I I I

0.0 0.5 1.0 2.0 25

OR (95% CI)

Favors Women Favors Men
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