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Clinical Scenarios
Six common scenarios autpatient clinics

Suspected CAD and New onset of Asymptomatic and Asymptomatic and Angina and Asymptomatic
‘stable’ anginal heart failure (HF) | symptomatic patients | symptomatic patients >1 suspected subjects in whom
symptoms, and/or or left ventricular | with stabilized year after initial diagnosi$ vasospastic or | CAD is detected at
dyspnoea. (LV) dysfunction symptoms <1 year or revascularization. microvascular Screening.

and suspected after an ACS, or disease.

CAD. patients with recent

revascularization.

2019 ESC Guidelines. European Heart Journal (2019) 00, 171



Sintomas

Figura 3. Adaptado de
"2024 ESC Guidelines
for the management of
chronic coronary
syndromes," por
Christiaan Vrints, Felicita
Andreotti, Konstantinos
C. Koskinas, et al., 2024,
European Heart Journal,
45(36), 3415-3537.
https: i.org/10.1
urheartj/ehae177.
Copyright 2024 por la
European Society of
Cardiology.
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eo°
Decreasing likelihood of CCS ,51 Increasing likelihood of CCS
* Burning + Strangling
* Sharp + Constricting
Quality » Tearing - Ripping - Squeezing
* Pleuritic * Pressure
+ Aching + Heaviness
. Right * Retrosternal
Location . Shifting + Extending to left arm, or to jugular
and size - Large aréa or fine spot or m.t':ra.scapular region
+ “Fist"-size
- st * Short: up to 5-10 min if triggered by
Duration ng physical exertion or emotion
Chest SUAE Vast
discomfort + On deep inspiration or when :
Trigger coughing or after a heavy meal
* When pressing on ribs or sternum + Emotional distress (anxiety, anger,
* Subsiding within |-5 min after
Relief + By antacids, drinking milk o

* Relief accelerated by sublingual
nitroglycerin
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Symptom score (0-3 points)

Riesgo

Constricting discomfort located retrosternally
Typaed ackdion or in neck, jaw, shoulder or arm (I point) I Gy mprom aihec
Aggrvatedby  Physical or emotional stress (| point) (:'_‘;“po;."‘f‘)
Relieved by Rest or nitrates within 5 min (I point) =
@ )
Shortness of breath and/or trouble catching breath polnts
aggravated by physical exertion (2 points) Estimate the Risk Factor-weighted Clinical Likelihood (RF-CL)
of obstructive CAD
e Number of risk factors for CAD (0-5): Symptom score
Family history, smoking, dyslipidaemia, hypertension and diabetes 0-1 point 2 points 3 points
it iMen 6Women iMen iWomen iMen
u
Figura 4 y 5. Adaptado de "2024 ESC Guidelines for the risk factors SSEAA)  (CliRdn) [SRESES) [OHASAN (970484
management of chronic coronary syndromes," por Christiaan Vrints, 30-39
Felicita Andreotti, Konstantinos C. Koskinas, et al., 2024, European e ' . ’ ‘ . . . ‘ . . ‘ ‘
Heart Journal, 45(36), 3415-3537. Age 4049 200 0060 0600 ®00 O0n~
https://doi.org/10. rheartj/ehae177. Copyright 2024 por la Age 50-59 400 200 OB OSOB 223
European Society of Cardiology. Age 60-69 " 17 ." . 17 25 .. 19 323539
Age 70-80 Bru @OMic 22734 161923 444

Clinical likelihood: @ Verylow @ Low Moderate @ ESC



'y Adjust clinical likelihood based on abnormal clinical findings

Resting ECG changes (Q-wave or ST-segment/T-wave changes)

CXCT | - VILL DO 1Idl TG IES

Figura 6. Adaptado
de "2024 ESC
Guidelines for the :
management of

chronic coronary Coronary calcification on pre-existing chest CT
syndromes," por

Christiaan Vrints,

Felicita Andreotti,

Konstantinos C.

Koskinas, et al., g Consider reclassification of low RF-CL (>5-15%) using

2024, European
Heart Journal, 45(36), CACS to identify very low (<5%) CACS-CL

3415-3537.
https://doi.org/10.109
3/eurheartj/ehael77.
Copyright 2024 por la
European Society of
Cardiology.

hypotension during exercise

(Class Ila)

- CACS 21000
== CACS 400-999
.~ CACS 100-399
.~ CACS 10-99
CACS 1-9
CACS 0

Coronary artery calcium
score (CACS)-weighted clinical
likelihood of obstructive CAD (%)

0
0 10 20 30 40 50 60 70 80
Risk Factor-Weighted Clinical Likelihood of obstructive CAD (%)
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Risk factor-weighted clinical likelihood Appropriate first-line test for

of obstructive CAD suspected

Angina minimos esfuerzos Invasive coronary angiography
Angina refractaria a tratamiento médico

Arritmias ventriculares

Hipotensidon durante actividad fisica

Figura 7. Adaptado de >50-85%
"'2024 ESC Guidelines ‘ CMR  Stress ECHO
for the management of
chronic coronary
syndromes," por
Christiaan Vrints, Felicita
Andreotti, Konstantinos
C. Koskinas, et al., 2024,
European Heart Journal,
45(36), 3415—-3537.
https://doi.org/10.1093/e
urheartj/ehae177.
Copyright 2024 por la
European Society of
Cardiology.

Functional imaging

PET/SPECT CMR  Stress ECHO

Adjust the clinical likelihood
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Recommendations for definition of high risk of adverse events

An initial stratification of risk of adverse events is recommended based on basic clinical assessment (e.g. age, ECG, anginal threshold,
diabetes, CKD, LVEF).

o left main disease with >50% stenosis, three-vessel disease with >70 stenosis, or two-vessel disease with >70% stenosis, including the
proximal LAD or one-vessel disease of the proximal LAD with >70% stenosis and FFR-CT <0.8.

In individuals at high risk of adverse events (regardless of symptoms), ICA—complemented by invasive functional measures (FFR/iFR) when
appropriate—is recommended, with the aim of refining risk stratification and improving symptoms and cardiovascular outcomes by

revascularization.

e Use : e of the following test results is recommended to identify individuals at high risk of adverse events:
o i i % e LV myocardium;
o >3 of 16 segments with stress-induced hypokinesia or akinesia;
o >2 of 16 segments with stress perfusion defects or >3 dobutamine-induced dysfunctional segments;

Figura 8. Adaptado de "2024 ESC Guidelines for the management of chronic coronary syndromes," por Christiaan Vrints, Felicita Andreotti,
Konstantinos C. Koskinas, et al., 2024, European Heart Journal, 45(36), 3415-3537. https://doi.org/10.1093/eurheartj/ehae177. Copyright 2024 por
la European Society of Cardiology.



Tratamiento holistico 3 — ﬂ‘
A- P _

Step4 Treatment Good communication, Multidisciplinary
structured tools and behavioural

Lifestyle and risk factor visual images Cardiovascular risk reduction interventions

* To improve prognosis

Figura 9 y 10. Adaptado de

"2024 ESC Guidelines for

the management of chronic _ ) )

coronary syndromes," por Tratamiento sintomatico

Christiaan Vrints, Felicita * Antia nginoso

Andreotti, Konstantinos C. o Gt .

Koskinas. et al.. 2024, Revascularizacién coronaria

European Heart Journal,

45(36), 3415-3537. Tratamiento prondstico

mmmm&lm . Antitrombético

sarienge 177, Copynght * Hipolipemiante

2024 por la European ) po. P e mHealth Fixed dose

Society of Cardiology. * “Anti-obesidad and telehealth combination pills
* Antiinflamatorio ed':::imf’“ﬁed
* Revascularizacion sl
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Tratamiento antianginoso

COPD
Obstructive CAD
Microvascular dysfunction Peripheral artertal disease

General strategy
It is recommended to tailor the selection of

antianginaldru to the patient’s characteristics, oL ive CAD
d und : 0l0 T Arterial hypertension
also considemg local drug availabnlity and cost. HFrEF
Selection of antianginal medication
Short-acting nitrates are recommended for o CAD
immediate relief of angina.>?*%’ Vasospastic angina
Initial treatment Atrtal fbriflstion
control heart rate symptoms is recomme Sick sinus syndrome
for most patients with CCS.* *'85% HFrEF e uine
Figura 11 y 12. Adaptado de "2024 ESC Guidelines for the Obstructive CAD Obstructive CAD
management of chronic coronary syndromes," por Christiaan Microvascular dysfunction Microvascular dysfunction
Vrints, Felicita Andreotti, Konstantinos C. Koskinas, et al.,
2024, European Heart Journal, 45(36), 3415-3537.
https://doi.org/10.1093/eurheartj/ehae177. Copyright 2024 st St s R
por la European Society of Cardiology. specific M :Zdﬁg situations Contraindicated
wes Useful combinations = Possible combinations
=== Not recommended w = Drugs with similar effects

m-nn



Patients with CCS without indication for OAC undergoing PCI

I

{— Assess bleeding risk

Non-high bleeding risk

months i recommended as the default antthrombotic strategy ater PClstenting '™ **¢
" In patients at high bleeding rsk’ but not at high ischaemic risk i recommended to discontinue DAPT 1-3 months after PCl and to
Continue with single antipatelet therapy "~

No IAM o revascularizacion pero
I l 1 I ateroesclerosis significativa: AAS

Default - Non»}rﬂgh- High ischaemic risk
ischaemic risk

Tras CABG: AAS
@ Aspirin 100 mg o.d.

Clopidogrel 75 mg o.d.

Figura 13-16. Adaptado de
"2024 ESC Guidelines for  (B)  prasugrel 10 mg 0
the management of chronic
coronary syndromes," por ® Rivaroxaban 2.5 mg biid.
Christiaan Vrints, Felicita
Andreotti, Konstantinos C. ;
Koskinas, et al., 2024, L

' ‘ European Heart Journal, T swbid
- © - 45(36), 3415-3537. O L
https://doi.org/10.1093/eurh
eartj/ehae177. Copyright
2024 por la European

\/ Society of Cardiology.

Long term



Colchicina

revascularization.”'*7'¢

In CCS patients with atherosclerotic CAD,

reduce myocardlal infarction, stroke, and need for

-dose

Figura 22. Adaptado de "2024 ESC Guidelines for the management of chronic coronary
syndromes," por Christiaan Vrints, Felicita Andreotti, Konstantinos C. Koskinas, et al.,
2024, European Heart Journal, 45(36), 3415-3537.

https://doi.org/10.1093/eurheartj/ehae177. Copyright 2024 por la European Society of

LoDoCo2  Cardiology.
5,522 pacientes. Enfermedad coronaria estable

COLCOT
4,745 pacientes. 1 mes tras ICP

IC NYHA l/1V, enfermedad valvular severa ; 100 ¥ 0
/ A 0.5 mg colchicina 1 ICNYHAJ/IY, EEVE 538%c, 0.61-0.9¢)
90~ Hazard ratio, 0.69 (95% C1, 0.57-0.83) - 90+ P=0.02
g 80 15+ e Placebo % 82-‘ 10- .- Placebo
704 po-
704 £ _ g
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g 1 2 404 :
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0 . - . ’ 0 T T T T T 1
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Months since Randomization Months since Ra tion

aleatorizado, doble ciego, controlado con placebo
Figura 23. Adaptado de "Low-dose colchicine in patients with stable

coronary disease," por Nidorf, S. M., Fiolet, A. T., Mosterd, A., et al., 2020,

The New England Journal of Medicine, 383(19), 1838-1847.
https://doi.org/10.1056/NEJM0a2021372. Copyright 2020 por

AMacoearnhiicatte Madinal QaAniah:

aleatorizado, doble ciego, contro ado con placebo
Figura 24. Adaptado de "Colchicine in patients with chronic coronary
disease," por Tardif, J. C., Kouz, S., Waters, D. D., etal., 2019, The New
England Journal of Medicine, 381(26), 2497-2505.
https://doi.org/10.1056/NEJMoa1912388. Copyright 2019 por

AMacoarnhiicatieo Madinal QaAniahgs



Figura 28: Adaptado de "2024 ESC Guidelines for the
management of chronic coronary syndromes," por

Revascu | a rlzaC|O' n corona rla Christiaan Vrints, Felicita Andreotti, Konstantinos C.
Koskinas, et al., 2024, European Heart Journal, 45(36),
3415-3537. mmmﬂgammﬂmmmmu
In CCS patients with LVEF <35%, it is recommended to choose between revascularization or medical therapy alone, after careful evaluation,
preferably by the Heart Team, of coronary anatomy, correlation between coronary artery disease and LV dysfunction, comorbidities, life
expectancy, individual risk-to-benefit ratio, and patient perspectives.

C

1. 53.54.749 861

medical therapy alone to improve long-term surviva

n selected CLS patients with functionally significant MVD and LVEF <35% who are at high surgical risk or not operable, PLI may be
considered as an alternative to CABG.>?%7%? FEV <35
" ; i :
Qx + tto médico mejor que tto médico solo O IRRERD Figura 30: Adaptado
FEVI <35% coronaria extensa de "Colchicine in
‘igura 29. Adaptado STICH (Clﬁ‘ TCl critico, Shock cardiogénico, IAM /.o o REVIVED (PCI patients with chronic
le fSurgicrgI treatment reciente ) coronary disease,"
Or iISChemIC heArtA peath frot Any Cause (Primary Outcome) IAM reciente, . 0s por Tardif, J. C.,
ailure,” por Velazquez, oy . , Descompensacion 1C M ] ect 125 evens (in 1725 of patents Kouz, S., Waters, D.
L), Lee, K.L, Jones, %] roabyiopanren i 4 90 Optimal mcial thrapy: 134 evets (n 380% o i, et all., 2019, The
.H., etal., 2016, The _ ﬁ: Medical therapy gue requiera e ) & 3% yzard ratio, 0.99 (95% 1, 0.78-127) New England Journai
Jew England Journal £ ol : |n0tr0pos, venti IaCiOf'\? :: P=0.96 of Medicine, 381(26).
'g necqggg 374(16), % | “*  asistencia mecanica, ¥ . e m“"?':ﬂ’r—ﬁagplﬁqu' 4/10.105
-1520. ) ps://doi.org/10.
[l 4 40 PC
ttps://doi.org/10.1056/ . TVMS, FV. % o // ' 6/NEJMoa1912388.
{EJMoa 1602001. "y Enf?rmedad valvular | Copyright 2019 por
opyight2016por =~ ST T T T 5 7 59 % o e 9 / Messachusets
Aassachusetts Medlcal Years since Randomization Fi'trado <25% ° 6 { ; ; ; ; 6 ; ica OCIth

society. i e N



2023 AHA/ACC/ACCP/ASPC/NLA/PCNA
Guideline for the Management

of Patients With
Chronic Coronary Disease

Goals of Revascularization

. In patients with CCD and lifestyle-limiting angina despite GDMT and with significant coronary artery

stenoses amenable to revascularization, revascularization is recommended to improve symptoms.*'’

. In patients with CCD who have significant left main disease or multivessel disease with severe LV

dysfunction (LVEF < 35%), CABG in addition to medical therapy is recommended over medical therapy
alone to improve survival.**"

revascularization to that possible with CABG, PCl is reasonable to improve survival.*?'

Cost Value . In patients with CCD and multivessel disease with severe LV dysfunction, CABG added to optimal medical
|§:::ﬁ$§gtte therapy is of intermediate economic value compared with medical therapy alone.'
Value
. In patients with CCD and multivessel CAD appropriate for either CABG or PCI, revascularization in
2a addition to GDMT is reasonable to lower the risk of cardiovascular events such as spontaneous Ml,
unplanned urgent revascularizations, or cardiac death.*'*-2°
- . In selected patients with CCD and significant left main stenosis for whom PCI can provide equivalent
2a

Recommendations for Revascularization

Referenced studies that support the recommendations are summarized in the
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Esquema revascularizacion

SCCelC

Figura 31:

Adaptado de "2024

ESC Guidelines for

the management of = . 3 .

chronic coronary
syndromes," por FEVI <35% FEVI >35%

Christiaan Vrints, / \

Felicita Andreotti, | '

Konstantinos C.

Koskinas, et al.,

2024, European

Heart Journal, _ |
45(36), 3415-3537. I Alto riesgo Qx I | No alto riesgo Qx l | 3 Vasos I I 1-2 Vasos + DAp l
https://doi.org/10.1 —_— = e ; . : . .
177. Copyright
2024 por la ICP CABG
European Society

093/eurheartj/ehae
of Cardiology. CABG

ICP
Il



XIll CONGRESO INTERNACIONAL DE CARDIOLOGIA
CARDIOLOGIA INTERVENCIONISTA - LIl JORNADA ACCI-SOLACI

DE LA PREVENCION A LA INTERVENCION

Revascularizacion Coronaria:
De la Anatomia a l'a Fisiologia

e La angiografia convencional ya no es el Gold Standard de la enfermedad
coronaria

* Tenemos fuertes evidencias g soportan el uso de la fisiologia

* La utilizacion de la fisiologia nos permite reclasificar a muchos enfermos
(~40%).

* El uso de iFR/FFR han mejorado los resultados de la revascularizacion por
angioplastia y hay alguna evidencia preliminar sobre la cirugia.

* Le introduccion de iFR lo hace mas facil y aplicable a mas pacientes
* La modalidades NO invasivas expandiran su uso a limites desconocidos.
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Anatomic complete revascularization: successful treatment
of all lesions with a diameter stenosis 250% or 270% in
vessels with a reference diameter 21.5/2.0 mm.

Visual or QCA?
Functional complete revascularization: successful treatment

of all flow-limiting lesions, responsible for either resting or

stress-induced ischemia or pathological fractional flow
reserve values

Angio or Pressure Wire Derived Functional Index ?

~




Que es revascularizacion completa en este caso?

De Bruyne et al, example from FAME 2, NEJM 2014



Physiology Gray Zone

Almost Maybe som aemia  Almost

certainly certainly
ischaemia Severe arateo ischaemia

@ )

GRAY ZONE—(0.75 vs 0.85 FFR; 0.87-0.92 iFR)
EFR <0.7 * Qutcomes are likely not very different >0.90
iIFR <0.8 . It is safe to DEFER and reassess AND it is safe to >0.95
TREAT
* Final decision should consider other
information

\_ J

Modified from Justin Davies, the inventor of iFR
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Valoracion funcional invasiva

Intracoronary pressure measurement (FFR or iFR) or computation (QFR) :

308,826,866,867

* is recommended to guide lesion selection for intervention in patients with multivessel disease;
» should be considered at the end of the procedure to identify patients at high risk of persistent angina and subsequent clinical

,828,830,831,868 lla

events;

« may be considered at the end of the procedure to identify lesions potentially amenable to treatment with additional PCJ.**%82%831

En lesiones intermedias coronarias:

* FFR/iFR (0.8 0 =0.89) -
* QFR (=0.8)
* CFR (obtenible por pruebas deteccién isquemia). VPN  la

Figura 32: Adaptado de "2024 ESC Guidelines for the management of chronic coronary syndromes," por Christiaan Vrints, Felicita Andreotti,

Konstantinos C. Koskinas, et al., 2024, European Heart Journal, 45(36), 3415-3537. https://doi.org/10,1093/eurheartj/ehae177. Copyright 2024 por
la European Society of Cardlology
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Intervencion por cateterismo y cirugia de revascularizacion miocardica

* Es un complemento de la terapia médica , sin reemplazarla.

» Objetivos alivio de los sintomas
* Mejora del pronostico

Pero... ;qué dice la evidencia?

ATC vs. terapia médica entre: beneficio modesto, en términos de
sobrevida o IM.
¢ Cuadl es el beneficio real de la revascularizacion miocardica?
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Cirugia de revascularizacion miocardica
En comparacion con los registros anteriores, el Registro CONAREC XVI muestra que los pacientes sometidos a
CRM actualmente son algo mas afiosos (CONAREC lll: 60,9 afios; ESMUCICA: 62 afios; CONAREC XVI: 63 afios),
con mas antecedentes de hipertension, diabetes y comorbilidades, pero con mejor funcion ventricular izquierda y
menos historia de infarto de miocardio recienteEs claro el predominio de la cirugia con puente mamario asociado
con puentes venosos. Ello contrasta con la escasa utilizacion de la arteria radial.
La mortalidad a través de los diferentes estudios ha disminuido, posiblemente por la mejora en las técnicas
quirargicas, el perfeccionamiento de la recuperacion cardiovascular y el advenimiento de nuevos farmacos.

En CONAREC lll, la mortalidad hospitalaria fue del 11,8% y en ESMUCICA del 5,1%.

En CONAREC XVI lajmortalidad hospitalaria fue al 4,3%

En comparacion con registros internacionales, el analisis de casi 6,9 millones de cirugias en casi 20 afios (4-23)
permite ver que el perfil de riesgo prequirdrgico es muy similar al presentado en nuestro trabajo y que la mortalidad
intrahospitalaria es menor: 2,8% versus 4,3% en CONAREC XVI (Tabla 5).

La informacion de registros latinoamericanos es escasa.

En Chile, entre 1971 y 1978, sobre 5.000 CRM se informo6 una mortalidad del 1,6%, mientras que en Brasil, entre
1996 y 1998, sobre 42.000 CRM la mortalidad fue del 7,2%. (24)


http://www.scielo.org.ar/scielo.php?script=sci_arttext&pid=S1850-37482010000300008#tab5
http://www.scielo.org.ar/scielo.php?script=sci_arttext&pid=S1850-37482010000300008#ref
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Articulo Original

Registro Argentino de Angioplastia Coronaria 2 (RAdAC 2). Resultados iniciales

Ernesto M Torresani, Arturo Fernandez Murga, Alejandro Moguilner, Miguel A Larribau, Juan H Guiroy, German L Cafaro, Nicolas A Nitti,
Alejandro Cherro, Martin F Cisneros Soria, Guillermo R Martino

Revista Argentina de Cardioangiologia Intervencionista 2022;(03): 0123-0129 | Doi: 10.30567/RACI/202203/0123-0129

Se utilizaron dispositivos distintos del balon convencional para la preparacion de placa en solo 1,77% (Rotablator®: 0,45%;
Balon de corte: 1,32%). Los pacientes fueron tratados con DES (drug eluting stent) en 93,69%, BMS (bare metal stent): 5,9% y
DEB (drug eluting balloon): 0,4%. Se registraron como complicaciones periprocedimiento; IAM tipo 4a: 0,53%; |IAM tipo 4b:
0,04%; AIT: 0,08%; sangrado TIMI mayor: 0,35% (digestivo 3 pacientes, puncion femoral 2, puncién radial 2, urinario 1),

trombosis del stent. 0,35% (aguda y definida en 6 pacientes, subaguda en 2, siendo posible en 1 y probable en 1). Ninguno

debi6 ser derivado a CRM durante la internacion que motivo la ATC de ingreso al registrof La mortalidad global fue de 1,37%:
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CONCLUSIONES

El manejo de los pacientes con CCD y angina estable es triple:
 alivio de los sintomas,

* prevencion de eventos no fatales como infarto de miocardio y
* mejora de la supervivencia a largo plazo.

La revascularizacion da como resultado una mejoria mayor en la angina y la
calidad de vida que la terapia médica sola. De manera similar, la
revascularizacion entre pacientes apropiados con CCD reduce el riesgo de
muerte cardiovascular, infarto de miocardio y revascularizacion urgente,
particularmente entre pacientes con enfermedad multiples vasos.
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Conclusiones

Nueva definicion

Score clinico nuevo.

Indicacién PPCC segtn riesgo de score

Mayor protagonismo TC coronario e imagen funcional vs prueba esfuerzo convencional

Tratamiento antitrombotico

e clopidogrel monoterapia tras 6 meses PCI
* AAS en paciente con enfermedad coronaria obstructiva

Nuevas individualizaciones riesgo isquémico hemorragico tiempo tratamiento.
Prevencion eventos con aGlp-1, colchicina, bempedoico

Revascularizacidon para mejorar sintomas y pronostico concomitante a tto medico
Imagen intracoronaria asi como valoracion lesiones intermedias

ANOCA/INOCA
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ANOCA/INOCA sacemi _ s

1.Disfuncién Endotelial
1. Alteraciones en regulacion flujo y vasodilatacion.
2.Vasodilatacion Alterada (CFR <2.5)
1. Baja Reserva de Flujo Coronario: Incapacidad aumentar flujo w4 _ '
durante actividad. o | | |
2. Alta Resistencia Microvascular: Resistencia aumentada en : R o ¥
vasos pequefios que limita flujo. ANOCA. > e
3.Angina Vasoespastica Epicardica 6
1. Espasmos en las arterias epicardicas que causan episodios de e e
angina, generalmente relacionados con factores
desencadenantes como el estrés o el frio.
4.Angina Vasoespastica Microvascular
1. Espasmos en las pequefas arterias y arteriolas que
comprometen el flujo sanguineo, causando sintomas similares
a los de la angina clasica.
5.Combinaciones de Endotipos Figura 33: Adaptado de "2024 ESC
1. Presentaciones clinicas que incluyen caracteristicas de mas de Guidelines for the management of chronic™

un endotipo, lo que complica el diagnéstico y el tratamiento. \?ir:gage?imgrznm;;go 'kg;‘gtsat:‘?ﬁgs c
6.Respuesta Equivoca : '

Koskinas, et al., 2024, European Heart ‘ --
1. Angina presente sin cumplir con ningun criterio de endotipo  Joumnal, 45(36), 3415-3537.

especifico, lo que dificulta la clasificacion del tipo de angina. https:/doi.org/10.1093/eurheartj/ehae177.
Copyright 2024 por |la European Society of
Cardiology.
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Sequential testing (in any order):
Coronary microvascular
dysfunction and/or
Myocardial ischaemia

* Functional imaging
(PET, MRI, stress echo, SPECT)

e >

and
No apparent or
* Anatomical imaging (CCTA) . O atrcasui s om i o
g 4 b4

; !

[Obstructive CAD » GDMT % ICA]

Treat for ANOCA-INOCA and evaluate symptoms

Invasive corona if toms

functional testing ersisting sym

FFR, iFR: distal pressure drop ~ focal or diffuse epicardial atherosclerosis?

Abnormal vasoconstriction?

Abnormal vasodilation?

Endothelium- Endothelium-

independent dependent Epicardial Microvascular
cm?z'."; Ach Ach Ach
IMR >25 Low dose High dose High dose
2-20 ug i.c. 100-200 pg i.c. 100-200 pg i.c.

HMR >2.5

Figura 34 y 35: Adaptado de "2024 ESC Guidelines for the management of chronic coronary
syndromes,” por Christiaan Vrints, Felicita Andreotti, Konstantinos C. Koskinas, et al., 2024,
European Heart Jounal, 45(36), 3415-3537. https://doi.org/10.1093/eurheartj/ehae177.
Copyright 2024 por la European Society of Cardiology.

ANOCA/INOCA

Endothelial dysfunction and
co-existing atherosclerosis

!

Consider statins and ACEi

\ Abnormal vasodilation

!
Microvascular
« Beta-blocker
« CCB
« Ranolazine

Abnormal vasoconstriction
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A Stress-induced angina, or equivalent,
with obstructive CAD

Angina or equivalent Stabilized phase
with no obstructive CAD after ACS, PCl, or CABG
(ANOCA/INOCA)
®
Clinical spectrum
of suspected, or
confirmed,
chronic coronary
syndromes
Asymptomatic with abnormal LV dysfunction or heart
coronary anatomical failure of ischaemic origin

or functional test

Figura 2. Adaptado de "2024 ESC Guidelines for the management of chronic coronary syndromes," por Christiaan Vrints, Felicita Andreotti,
Konstantinos C. Koskinas, et al., 2024, European Heart Journal, 45(36), 3415-3537. https://doi.org/10.1093/eurheartj/ehae177. Copyright 2024 por la
European Society of Cardiology.



Figura 17 y 18. Adaptado de "2024 ESC Guidelines
for the management of chronic coronary
Pacientes con indicaciones AC e koskne,eta. 24, urpoan
onstantinos C. Koskinas, et al., , European
a C I e n Heart Journal, 45(36), 3415-3537.
https://doi.org/10.1093/eurheartj/ehae177. Copyright

2024 por la European Society of Cardiology.

AC + Clopidogrel
(6 meses si no alto riesgo isquémico)

AAS+ AC+ Clopidogrel

1 semana w M AC indefinida
AC + Clopidogrel -
(12 meses si alto riesgo isquémico)

2019 2024

Aspirin 75100 mg daily (or clopidogrel 75 mg daily) In CCS patients with a long-term indication for OAC, an
AF-therapeutic-dose of VKA alone or, preferably, of
DOAC alone (unless contraindicated) is recommended
lifelong.

AAS+AC+Clopidogrel
(1 mes si alto riesgo isquémico)

may be considered in addition to long-term OAC
therapy in patients with AF, history of MI, and at high
risk of recurrent ischaemic events who do not have a
high bleeding risk.




