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Catéteres para coronariografia y arteriografia. Balones de contrapulsacidn. Catéteres intervencionistas sobre arterias coronarias, viscerales, cerebrales o de miembros.
Guias metdlicas. Catéteres de Swanz-Ganz con punta dptica. Catéteres para estudios electrofisiolégicos. Shunts carotideo. Canulas de retroplegia.

e Retribucion econdmica.
e Costos.

* Multitareas: Cansancio y Agotamiento Laboral.
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30% de la poblacion duerme mal y redunda en una caida de productividad del 1,27 % del PBI.
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Patient-dependent risk factors include:
- advanced age;

“High-risk” PTCA. Definition, Results, and — poor LV function;

Recommendations — prior bypass-surgery.
G. O. Hartzler Procedural risk factors include:

- PTCA of left main coronary artery;
Kansas City, Missouri, USA 1970 - PTCA in acute myocardial infarction;

- multilesion PTCA.
For this paper, 8000 PTCA procedures were evaluated. All risk factors mentioned above
were found in a considerable number of cases. The exact figures are shown in Table 1.
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Actualmente, no existe una defin
PCl de alto riesgo.
Los criterios clinicos son insufici

n 0.6%
Insu fl ciencCia rena I cronica. ; Unprotected left main Last patent vessel Ejection fraction <35%  Multivessel coronary Severe aortic atenosis Severe mitral
L tomi lejidad de la enfermedad coronaria e e o
a anatomia y complejida Patients meeting American College of Cardiology high-risk PCI criteria

El estado hemodinamico ej. disfuncion sistélica ventricular izquierda. (n=1680)

Varias sociedades cardiovasculares han desarrollado protocolos
y guias individualizadas basados en el paciente para intervenciones
de alto riesgo, y los criterios de inclusion demuestran una variabilidad significativa.
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PCl de alto riesgo:
un dispositivo
no puede arreglarlo todo

High-risk PCI: one device cannot fix it all

Alaide Chieffo'?, MD; Mario lannaccone**, MD
*Corresponding author: Cardiology Division, San Giovanni Bosco, ASL Citta di Torino, Turin, Italy.
E-mail: mario.iannaccone@hotmail.it

The authors’ affiliations can be found at the end of this article.

On the other hand, it’s essential to acknowledge the pri- mary limitation of this study, as
recognised by the authors. This analysis is a post hoc evaluation, and the investiga- tors did not
gather specific data elucidating the rationale or pathology underlying the operator’s decision to
retain the MCS device post-procedure. Therefore, it is not possible to exclude potential operator
bias attributable to experience or preference, which could have influenced the outcomes. Thus,
further studies are imperative to elucidate the appropriate postprocedural management of MCS
devices and guide physi- cian decision-making. PROTEC III STUDY

Es esencial reconocer la limitacidn principal de este estudio, como lo
reconocen los autores. Este analisis es una evaluacién post hoc, y los
investigadores no recopilaron datos especificos que dilucidan la
justificacion o patologia subyacente a la decisidén del operador de retener
el dispositivo MCS después del procedimiento. Por lo tanto, no es posible
excluir el posible sesgo del operador atribuible a la experiencia o
preferencia, que podria haber influido en los resultados. Por lo tanto, los
estudios adicionales son imperativos para dilucidar la gestion post
procedimiento adecuada de los dispositivos MCS y guiar la toma de
decisiones del médico.

European Heart Journal (2010) 31, 18281835 REVIEW
rumorean  doi10.1093/eurheartj/ehq220
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Controversies in cardiovascular medicine

Shock in acute myocardial infarction: the Cape
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Figure | Current concept of CS pathophysiology. The classic shock spiral (bold spiral), induced by left ventricular (LV) dysfunction leading to
death by further promotion of ischaemia and progressive LV dysfunction if not interrupted by treatment, is shown. The shock spiral is further
negatively influenced by (i) systolic dysfunction with decreased cardiac output and stroke volume leading to peripheral impaired perfusion and
hypotension; (i) diastolic dysfunction leading to hypoxaemia owing to pulmonary congestion; and (iif) promotion of the systemic inflammation
response syndrome (SIRS) by endothelial and inducible nitric oxide synthase (eNOS and iNOS), interleukin-6 (IL-6), tumour necrosis factor-a
(TNF-a) leading to paradoxical reduced systemic vascular resistance (SVR). Adapted according to Reynolds & Hochman (2008)."* The patho-
physiological concept is expanded by bleeding complications and subsequent transfusions, which both also negatively contribute to inflam-
mation and subsequently the shock spiral. Treatment options such as (i) reperfusion by percutaneous coronary intervention (PCl) or
coronary artery bypass grafting (CABG); (ii) mechanical support by intra-aortic balloon pumping (IABP) or left ventricular assist devices
(LVADs); and (jii) inotropes or vasopressors to reverse the shock spiral are shown in green. Potential drawbacks of therapeutic interventions
including bleeding complications and influence on SIRS are shown in red.



Intra-Aortic Balloon Pump for High-Risk
Percutaneous Coronary Intervention
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Circ Cardiovasc Interv is available at http://circinterventions.ahajournals.org
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Figure 1. Coronary perfusion. Coronary flow is predominantly
diastolic and further enhanced by counterpulsation, which aug-
ments diastolic blood flow and thus coronary perfusion. In addi-
tion, aortic recoil during diastole further improves efficiency of

the left ventricle.
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Figure 2. Systemic arterial pressure waveform on introduction of
intra-aortic balloon pump-assisted diastolic augmentation. The
intra-aortic balloon pump inflates at the dicrotic notch, leading

to peak-augmented diastolic pressure. As the balloon deflates,
assisted end diastolic pressure is seen to be lower than unassisted
end diastolic pressure and assisted systolic pressure is lower than
unassisted systolic pressure. Peak diastolic augmentation should
be greater than the unassisted systolic pressure and both assisted
pressures should be less than the unassisted pressures.

Augmentation of Coronary Blood Flow by
Intra-aortic Balloon Pumping in Patients
After Coronary Angioplasty

Circulation 1993;87:500-511

Morton J. Kern, MD, FACC; Frank Aguirre, MD, FACC; Richard Bach, MD;
Thomas Donohue, MD; Robert Siegel, MD; and Jerome Segal, MD, FACC
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FIGURE 5. Bar graph of percent change ( %A) during
intra-aortic balloon pumping (IABP) in the proximal and
distal arterial segments in both postangioplasty (PTCA) and
angiographically normal reference arteries. D;, diastolic flow
velocity integral; D,, peak diastolic velocity; MV, mean
velocity; S;, systolic flow velocity integral; S,, peak systolic
velocity. Only the proximal S; and S, were statistically different
from distal values (p<0.05, Table 3).

de las velocidades de flujo sanguineo proximal y distal después de la
mejora de las obstrucciones coronarias graves en pacientes después de una
angioplastia coronaria exitosa.
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characteristics and predictors of in-hospital mortality
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95 pacientes (edad media 58,8 (+ 10,4) afios; 78,9 %
de hombres) que se sometieron a IABP entre 2000 y
2002. Se utilizo la regresion logistica para determinar
los predictores uni y multivariables de mortalidad en
el hospital.

La tasa general de mortalidad hospitalaria fue del
34,7%.

Conclusion: Los pacientes que requieren IABC
representan un grupo de alto riesgo con mortalidad
hospitalaria importante.

A pesar de esta alta mortalidad, mas de dos tercios
de los pacientes salen vivos del hospital, lo que
sugiere que el IABC es un dispositivo terapéutico
factible, incluso en un pais en desarrollo.

Table 2: Indications for Intra-aortic balloon counterpulsation

Indication N (%)
Cardiogenic shock 22 (23.2)
Cardiogenic shock with mechanical complication 24 (25.3)
Left Main disease, no chest pain 9 (9.5)
Left Main disease, chest pain in laboratory 6 (6.3)
Refractory heart failure 8 (8.4)
Refractory Ischemia 23 (24.2)
Complication during PCI 2 (2.1)

PCl = percutaneous coronary intervention (includes abrupt closure,
severe "no-reflow")

Table 3: Univariate Predictors of In-Hospital Mortality

Survived (%) (n = 62) Died (%) (n = 33) Unadjusted OR (95% CI)

Age (SD) 56.9 (10.1) 62.5(10.3) 1.06 (1.01-1.11) *
Male Gender 51 (82.3) 24 (72.7) 0.58 (0.21-1.57)
Diabetes 20 (32.3) 21 (63.6) 3.68 (1.51-8.92)
Hypertension 32 (51.6) 21 (63.6) 1.64 (0.69-3.93)
Smoking 25 (40.3) 11 (33.3) 1.35 (0.56-3.27)
Previous PCI 20 (32.3) 9 (27.3) 0.79 (0.31-2.0)
Previous CABG 40 (64.5) 6 (18.2) 0.12 (0.04-0.34)
Cardiogenic Shock 22 (35.5) 24 (72.7) 4.85 (1.92-12.2)
3-vessel disease™ 44 (72.1) 28 (87.5) 2.70 (0.83-8.89)
LV dysfunction ** 30 (48.4) 20 (60.6) 1.64 (0.70-3.87)
Revascularized 58 (95.1) 16 (48.5) 0.05 (0.01-0.19)

SD = standard deviation. PCl = percutaneous coronary intervention. CABG = coronary artery bypass graft. LV = left ventricular
* for every | year increase in age

** vs. no 3-vessel disease

** moderate/severely impaired LV function vs. normal/mildly impaired

p value

0.016
0.281
0.004
0.263
0.504
0.616
<0.001
0.001
o.101
0.258
<0.001
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The cost-effectiveness of a new percutaneous
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patients: mid-stage evaluation from the
European perspective
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Conclusiones:

Mortality (1-year)
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Table 2. Incremental cost-effectiveness ratio base case values.
Intervention Costs (€) QALY ICER/QALY LYG ICER/LYG
Euro registry'®
ECMO 23,246 2.79 4.11
IABP 27,792 3.84 4326 5.63 3003
pVAD 36,169 4.06 38,069 5.93 27,193
US registry"
ECMO 23,246 2.79 4.11
IABP 27,792 3.84 4326 5.63 3003
pVAD 36,391 411 31,727 6.01 22,694

ECMO, Extracorporeal membrane oxygenation; IABP, Intra-aortic balloon pump; ICER, Incremental cost-effectiveness
ratio; LYG, Life-years gained; QALY, Quality-adjusted life-years; pVAD, percutaneous ventricular assist device.

En comparacion con el IABP, el pVAD es una intervencidn rentable para pacientes con ATC de alto riesgo,
con ICER ( Relacion Incremental Costo Beneficio), muy por debajo del umbral de rentabilidad convencional.
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CONCLUSIONES

* ANGIOPLASTIA EN RIESGO EN ARGENTINA.

* ANGIOPLASTIA DE PACIENTES DE ALTO RIESGO EN
ARGENTINA.

*BALON DE CONTRAPULSACION.
*SITEMAS PERCUTANEOS DE ASISTENCIA VENTRICULAR.



