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Medicina Basada en Evidencia: Inicios

“Siun hombre te dice que él ha encontrado hechos
gue ha observado y ha confirmado con su propia
experiencia..., debes tener precaucion en aceptar

lo que te dice.

Por el contrario, investiga y sopesa esta opinion o
hipotesis de acuerdo a los requerimientos de la
l0gica pura, sin prestar atencion al contenido de lo
gue él afirma empiricamente.”

Moses Maimonides, dC. 1195
e
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Utilidad de MBE y Guidelines

Lograr balance:
“objetivismo” vs. “empirismo”

Herramienta:

Integrar la experiencia clinica individual,
con la mejor evidencia clinica externa
disponible a partir de una investigacion
sistematica



Guijas de Practica Clinjica

¢, Qué es una Guia de Practica Clinica?

Las Guias de Practica Clinica (GPC) son un conjunto de
“recomendaciones desarrolladas de forma sistematica
para ayudar a profesionales y pacientes a tomar decisiones
sobre la atencion sanitaria mas apropiada, y a seleccionar
las opciones diagnosticas o terapeéuticas mas adecuadas
a la hora de abordar un problema de salud
0 una condicion clinica especifica”.




x*¥*yx HEALTHGRADES

* . / HealthGrades Hospital Quality

and Clinical Excellence Study
De =5.000 hospitales en U.S. evaluados
Solo 268 hospitales (5%) tuvieron un riesgo ajustado de
mortalidad y de complicaciones lo suficientemente bajo
como para ser designados como
Health Grades Hospital Distinguido por
Excelencia Clinica

Desde 2007 hasta 2009, si todos los hospitales hubiesen realizado
nivelacion Health Grades Hospital Distinguido por Excelencia Clinica:
Podrian haberse evitado:

158,684 muertes Medicare
d 3,511 complicaciones hospitalarias Medicare




* %y HEALTHGRADES
HealthGrades Hospital Quality
and Clinical Excellence Study
January 2011

[%Year Aggregate Relative Risk-Adjusted Inhospital Mortaliy Performance: 2007-20049)
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ACCF/SCAI/STS/AATS/AHA/ASNC 2009 Appropriateness
Criteria for Coronary Revascularzation

Multicenter, prospective study of patients
National Cardiovascular Data Registry undergoing PCI
Between July 2009- September 30, 2010
1.091 U.S. hospitals

n=500.154 PCls
355 417 (71.1%) for SCA
98.6% appropriate, 0.3% unceriain, 1.1% inappropriate.

144.737 (28.9%) for nonacute indications
50.4% appropriate, 38.0% unceriain, 11.6% inappropriate.

Chan PS,et al. JAMA. 2011;306(1):53-61



Appropriateness of Coronary Revascularization
for Patients Without Acute Coronary Syndromes

Edward L. Hannan, PuD,* Kimberly Cozzens, MA,* Zaza Samadashvili, MD,* Gary Walford, MD,
Alice K. Jacobs, MD,# David R. Holmes, Jr, MD,§ Nicholas J. Stamato, MD,|| Samin Sharma, MD,
Ferdinand ]. Venditti, MD,# Icilma Fergus, MD,* Spencer B. King III, MD+

Albany, Binghamton, and New York, New York; Baltimore, Maryland; Boston, Massachusetts;

Rochester, Minnesota; Toledo, Obio; and Atlanta, Georgia

Datos de pacientes sometidos a CABG y PCI

NO SCA o CABG previa

En New York: 2009 y 2010

Criterios para considerar:

Apropiados — Inciertos o Inapropiados los criterios de RVC

Hannan EL, et al. 3 Am Coll Cardiol. 2012;59:1870-6
e



Rating Cases as Appropriate
ik 38 for Revascularization According to
ACC/AHA Appropriate Use Criteria Patients™*

Procedure Performed

Case Description CABG PCI
Total cases reported 14,519 81,407
Eligible cases—no ACS, no previous CABG 10,460 (72.04) 33,970(41.73)
(% of all cases reported that are eligible)
Eligible cases where rating cannot be 2,292 9,425
determined
Cases rated for appropriateness of 8,168 24,545

revascularization
Revascularization (CABG or PCI) is
Appropriate

Inappropriate

Uncertain

Hannan ELMou;sg:m?o—a




SCATVAATS/ACCE/STS Multisociety Expert Consensus Statement: Operator &
Institutional Requirements for Transca_}h:{g& Valve Repair and Replacement; Part 1
Carl L. Tommaso, R. Morton Bolman, ITI, Ted Feldman Joseph Bavana. Michael A. Acker,
Gabriel Aldea. Duke E. Cameron, Larry S. Dean. David Fullerton. Zivad M. Hijazi, Eric
Horlick. D. Craig Miller, Marc R. Moon, Richard Ringel. Carlos E. Ruiz, Alfredo Trento,
Bonnie H Weiner, and Evan M. Zahn
J. Am._ Coll. Cardiol. published online Mar 1. 2012;
do1:10.1016/).jacc.2012.02.016

This information is current as of March 4, 2012

The online version of this article. along with ted information and services. 1s located on
the World Wide Web at-
http://content onlinejacc.org




Reparacion de Valvula Aortica Transcatéter

Esfuerzo conjunto: Heart Tream

Aptitudes y Destrezas:

« Dispositivos de asistencia ventricular
« Reparacion endovascular de aneurismas

Facilidades Institucionales:

« Salas Hibridas
« Laboratorio de Eco (TT-TE-3D)

Tommaso CL, et al. JACC. 2012;:March 4,



Reparacion de Valvula Aortica Transcatéter

Espacio Fisico:

« Areaminimade 74m2

« Ventilacidn-aire acondicionado-difusores de flujo laminar
« Lamparas cieliticas

Programa Institucional:

 Transplante — Dispositivos asistencia ventricular

Programa de Evaluacion Institucional:

« Minimo de casos por ano
 Desenlaces peri procedimientoy a1l ano
 Reporte obligatorio en una base de datos reconocida:
— Sobrevida
— Complicaciones
— Reintervenciones
— Calidad de vida del paciente Tommaso CL, et al. JACC. 2012;March 4,



Reparacion de Valvula Aortica Transcatéter

Cardidlogo
Intervencionista

« Board Certified

« 100 procedimientos
estructurales

Programa Institucional
Intervencidn

« 1.000 cateterismos / afio * 30 procedimientos
_ estructurales izquierdos /
* 400 PCI/anho afio: 60% valvuloplastias
aortica
— EVAR
— TEVAR

— Valvuloplastia Ao con baldn

— Cierre fugas paravalvulares

— Cierre CIV dispositivo
Tommaso CL, et al. JACC. 2012;March 4, — No se incluye CIA-FOP



Reparacion de Valvula Aortica Transcatéter

Programa Institucional

Cirugia

« 50 AVR por ano

* (10 AVR de alto riesgo
STS26)

 Minimo 2 cirujanos
experimentados

Tommaso CL, et al. JACC. 2012;:March 4,

Cirujano
Cardiovascular

Board Certified

100 AVR en su carrera

Al menos 10 de alto riesgo
25 AVR / aio 0 50/ 2 aios

20 AVR en el ultimo afo
antes de iniciar programa
TAVI

Experiencia Bypass

Experiencia en exposicion e
intervencion retroperitoneal
de las arterias iliacas



Journal of the American College of Cardiology Vaol. 59, No. 13, 2012
© 2012 by the American College oandnology Foundation, the American Association for Thoracic Surgery, ISSN 0735-1097/12/836.00

the Society for Cardiovascular Angiography and Interventions, and the Sodety of Thoracic Surgeons doi:10.1016/}.jacc.2012.01.001
Published by Elsevier Inc.

EXPERT CONSENSUS DOCUMENT

2012 ACCF/AATS/SCAI/STS Expert Consensus
Document on Transcatheter Aortic Valve Replacement

Developed in collaboration with the American Heart Association, American Society of Echocardiography,
European Association for Cardio-Thoracic Surgery, Heart Failure Society of America, Mended Hearts,

Society of Cardiovascular Anesthesiologists, Society of Cardiovascular Computed Tomography, and
Society for Cardiovascular Magnetic Resonance

Writing David R. Holmes, Jr., MD, FACC, Chair* Debabrata Mukherjee, MD, FACC*
Committee Michael J. Mack, MD, FACC, Vice Chairt Catherine M. Otto, MD, FACC*
.. Sanjay Kaul, MBBS, FACC, Vice Chair* Carlos E. Ruiz, MD, PuD, FACC, FSCAI§
Ralph L. Sacco, MD, MS, FAHA++
Arvind Agnihotri, MD# Donnette Smith§§
Karen P. Alexander, MD, FACC* James D. Thomas, MD, FACC]/|

Steven R. Bailey, MD, FACC, FSCAI§

Holmes DR. Jr. et al. JACC.2012; 59(13):1200-54
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7.2 Lower-Risk Popalations

Data from the STS Regisoy indicate that a
1096 of patients undecgoing AVE have an EEE score ="E=

and therebore would ke potential candidaees for TAVR
using current selection criteria. Thers has been inoterest in
expanding the potential group of candidates tor TAVE to
inchude patients with an 5T5 score 2= 4. This would breaden
to 259 the nurnber of patienes who mighe ke treared with
TAVE rather than AVE. There has been concern about the
P-D-tenl:i:lﬁ:vr'-sd-b:ti.nn n:n&ep," with more lower-risk Il:timt.-
treared with TAWVE. This should be svoided untl mors
evidence-based data become svailable on the outcome of
TAVE wversus AVE in these patients. The lPLi.DDbCI. and
ongeing trials evihuaticg both the Sapien and the Core¥ales
in kwer-risk populations will be of central importance in
identifying subsequent wiilization of this techoology
-u.]:lmd.ﬂd pati=nt groups.

B US. Perspacdive
The= T1.5. p:rip:cr.m: reBects the :I'a:t that TAVER :ppmnl

Fe n
'\“’IJ"«'H- e ﬂmd.} in rd:m'd" md.ﬂs?.rﬂ.d |:|.LI1.I.-C2|. useE.
Accordingly, from the 115 ﬁmpecmg the rolloue of this

technology is a key issue. This rollout is inBuenced by che
societal belisfz in 2 fre= marlest; convenisrnt and I:i.rnel}'
acos=ss bo medical care; pa]:i.-ant-:.ndph}lsi.-:i:n scemticns: az
well as return on irvestment by companies and institatons
alilee. These latter issues have led to the El.m-li.Eml:im of
advanced cardicvascular facilities, which could complicats
the rollour of new-device strategies such as TAVE For
lEl'L'I.I:I'I.ElJE, the stare of Califormia alons has 125 facilities that
perforen peroutanecus cororary intervention, the couney/city
of Les Angeles has 33 cardicvascular surgical and pri r
ET-dewation myocardial infarction centers. The ﬁ:un:i
Feort Warth Metropelitan region alse has 33 ball-servies
cardicvascular surgical centers. To plan for each of thess
cenbers in sither Los Angeles or the Dallas—Foere Waorth
region to offer TAVE would result in the dilution of
concentrated sxperience. Thus, for a complicated procedurs
such as TAVER, which is applizd in some of the highesc-risk
Pa]:i.:nt-: treated for cardicwascular d.i.-sﬂs-e. such as thos=
enrclled in the PARTNER and CoreVahe wials, setring up
specialized centers of excellence should be a top consider-
ation bor optimizing patient care and curcomes.

The con af dﬂ'd.op.mﬂ:-t of these specialized heart
cembers is Jﬁt}' to be somewhat cnn]:mnpr:i.i], given the
expectation in the United States char cach hospital with
experienced persennel should ke able to performm amy and all
indicared procsdures. However, results of TAVE are Lilesdy
to be cptimal when performed by 2 beart team of experi-

Halmes, Ir. ot 3l
Tramsoakheber Aot Wabse Feplacsnont

12zF

enced surgeons, structural imbervertiomal cardiclegises, and
CV imaging -:P-en:i:li.-ﬂ:-: warking together in high-volame
tertiary care centers with ancillary support servicss capable
of dealicg with very complex patisnes with advanced comor-
bid conditicns. For detailed recommendations, please refer
to the Mul‘h.-sm:l:bi] Position Statement on DFEH'I:GI.’ and
Instinrtional = tor TWRE (218). The specific
details of the TINS5, rollour and reimbursement for this

procedurs ars as yet to ke bally determined. The criteria for
n!gu]:tﬂ-q.r approval and reitnbursement by appropriats fad-
eral agencies should be bassd upon expertise; high, adjudi-
cated procedurs volumes; and decumentation of a bealthcare
bﬂmipp.r\arﬂ.dLIn a:lﬂ.‘h.nn. rm.nd:'h:uj-m.m\ﬂrnentjn stnac—-

o evolving data.
8.2. Eurcpean Perspaciive

ion of TAVE has been rapid, and the changi
g biare =scalared; midb:t:d. [
Tall AVEs. For example, 1
single center has an experiencs q:hfrn-n-re 'H:.:.n. 15300 TAVERs
and has tained more than 360 doctors in over 32 centers
from more than 30 countries. Gern'l.-n.n}rjl::-eL‘F I:r:.-: 'I.PP\.I'\D:CI—
mat=hyr 87 centers performin 70T T
of the applicator device, the
from di ot manufacurer:
intracperarive imaging ars |
high costs inveheed with the
varies in diffsrent countrie
Lnsurance Pm'ri.d.:r:- im Eure
invohed in these operanve |
ticned in the future, unless o
survival are available, The 17
der:lopm.mt of actiwve TA
described and can ssrve as o madel far other countries. This
relloar incladed 2 specific techoologies (ie., Medtronic
CaoreValve and Edwards Eﬂ.El.iED:l. Th= der\d.opm.mt of this
program consisted of didactic sessicn, simmularcr training,
chrervation of cases ar experienced centers, and proctoring
at pew cenbzrs, Core essendals of the program incloded a
multidisciplinary team process for patient selection and for
procsdural performance. All patienes undergeing TAVER
were entered into a Central Cardiac Andit Databass, which
inchided climical as well a5 administrative data using stan-
dardized data slemenes and definitions. This approach bas
the advantage of inclading all parienes with sither of the 2
devices, monitoring the pa-h-_nti.-nl of changing patient selec-
tiom criteria, the ability to document Learming curve and the
cpportunity to svaluate the cutcome of patiznes treated wich
each of the devices. Particularly relevant Andings include the
chservation that: 1) 30-day and mid-rerm mortality was
eqlui.'n]grl.t Lrl.pm-:ta.r\ed and nnnpmmrﬂd. casex and 2) the
fact that cutcomes in the first 20 cases were similar 1o
subs-eq.umt cases in each of the 25 centers inwolwed.

Latinoamerican Perspective?

Holmes DR. Jr. et al. JACC.2012; 59(13):1200-54
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7.2 LowerRisk Popaladions
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such as TAVE, wh
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enrclled in the PHRTNER#D:I. Cm‘i’dmm.'h ::etl:lng up
specialized centers of excellence shiould ke o top consider-
ation for optimizing patient care and cutcomes.

The con af d:\\:lopm-:nt of these specializved heart
cenbers is JE}' to be somewhat cnn]:mnpr:i.i], given the
expectation in the [nited Stares thar each hospital with
experienced personnel should be able o perform any and all
indicared procedurss, Hewever, results of TAVE are liksly
to be optimal when performed by 2 beare team of experi-

Tramsoatheber Ao Wabee Replacenont

enced surgeons, strucrural interventiomal cardiclogises, and
I:"f'i imaging ip-a:i:li.ﬂ:l nﬂc-rkj:l.g together in hrig:h—\ulu.!'n_:

4.3.2.5. MEDTRONIC COREVALVE U.5. PIVOTAL TRIAL

The U.S. pivotal trial with the Medtronic CoreValve
self-expanding valve is currently enrolling patients at 40
sites (NCT # 01240902). Patients are allocated into either
an Extreme Risk cohort, similar to Cohort B inoperable
patients in the PARTNER trial or a High Risk cohort
analogous to PARTNER Cohort A. There will be 487

patients enrolled in the extreme-risk group with an addi-
tional 100 patients with inadequate iliotemoral access placed
in a nested registry of alternative access with either subcla-

vian or direct aortic approaches. The High Risk cohort will
enroll 790 patients in a 1:1 randomization between TAVR
and surgical AVR.

the advantage of inclading all patients with sither of the 2
devices, meonitoring the potential of changing patient s=lec-
tion cries=ria, the ability to decument learming curve and the
oppormunity to svaluace the cutcome of patienes ereated with
each of the devices. Pardcularly relevant Andings inclade the
cheservation that: 1) 20-day and mid-term onortality was
:q.ui.'n]mt i.l'l.Fn:\-th\.l’Ed and nnnpmch:\-rﬂ:l cases, and 2} the
fact that cutcomes in the first 30 cases were similar to
subsequent cases in sach of the 25 centers invelved.

Holmes DR. Jr. et al. JACC.2012; 59(13):1200-54
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CoreValve™ en Latinoameérica

Global: Edwards™: > 30.000 - CoreValve™: > 25.000
LA -Total > 1.000

México
Panama
Colombia (131)
Venezuela
Peru

Brasil
Uruguay

Chile
Argentina
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ESTADISTICAS

SANITARIAS MUNDIALES

o

¢ZDRN
(1 y, Organizacion
&%~ Mundial de la Salud

OMS :http://lwww.who.int/about/ licensing/copyright_form/en/index.html




Grupos de Paises Segun los Ingresos

Ingresos bajos: Afganistan, Bangladesh, Benin, Burkina Faso, Burundi, Gamboya, Chad,
Comoras, Eritrea, Etiopia, Gambia, Guinea, Guinea-Bissau, Haiti, Kenya, Kirguistan, Liberia,
Madagascar, Malawi, Mali, Mozambique, Myanmar, Nepal, Niger, Republica Gentroafricana,

Reptblica Democratica del Congo, Republica Popular Democratica de Corea, Republica Unida
de Tanzania, Rwanda, Sierra Leona, Somalia, Tayikistan, Togo, Uganda, Zimbabwe.

World Bank list of economies (noviembre de 2011), Washington, DC, Banco Mundial, 2011 (http://sitere-
sources.worldbank.org/DATASTATISTICS/Resources/CLASS.XLS)



Grupos de Paises Segun los Ingresos

Ingresos medianos bajos: Angola, Armenia, Belice, Bhutan, Bolivia (Estado Plurinacional de),
Cabo Verde, Camerun, Congo, Cote d'lvoire, Djiboutl, Egipto, El Salvador, Fiji, Filipinas, Geor-
gia, Ghana, Guatemala, Guyana, Honduras, India, Indonesia, Irag, Islas Marshall, Islas Salomaén,
Kiribati, Lesotho, Marruecos, Mauritania, Micronesia (Estados Federados de), Mongolia, Nica-
ragua, Nigeria, Pakistan, Papua Nueva Guinea, Paraguay, Republica Arabe Siria, Republica de
Maoldova, Republica Democratica Popular Lao, Samoa, Santo Tomé y Principe, Senegal, Sti
Lanka, Sudan, Swazilandia, Timor-Leste, Tonga, Turkmenistan, Tuvalu, Ucrania, Uzbekistan,
Vanuatu, Viet Nam, Yemen, Zambia.

World Bank list of economies (noviembre de 2011), Washington, DC, Banco Mundial, 2011 (http://sitere-
sources.worldbank.org/DATASTATISTICS/Resources/CLASS.XLS)



Grupos de Paises Segun los Ingresos

Ingresos medianos altos: Albania, Argelia, Antigua y Barbuda, Argentina, Azerbaiyan, Be-

lartis, Bosnia y Herzegovina, Botswana, Brasil, Bulgaria, Chile, China, Colombia, Costa Rica,
Cuba, Dominica, Ecuador, Ex Repiblica Yugoslava de Macedonia, Federacion de Rusia, Gabén,
Granada, Iran (Republica Islamica del), Islas Cook,™ Jamaica, Jordania, Kazajstan, Letonia,
Libano, Libia, Lituania, Malasia, Maldivas, Mauricio, México, Montenegro, Namibia, Nauru™,
Niue,™ Palau, Panama, Peru, Republica Dominicana, Rumania, Saint Kitts y Nevis, San Vi-
cente y las Granadinas, Santa Lucia, Serbia, Seychelles, Sudéafrica, Suriname, Tailandia, Tunez,
Turguia, Uruguay, Venezuela (Republica Bolivariana de).

World Bank list of economies (noviembre de 2011), Washington, DC, Banco Mundial, 2011 (http://sitere-
sources.worldbank.org/DATASTATISTICS/Resources/CLASS.XLS)



Grupos de Paises Segun los Ingresos

Ingresos altos: Alemania, Andorra, Arabia Saudita, Australia, Austria, Bahamas, Bahrein, Bar-
hados, Bélgica, Brunei Darussalam, Canadd, Chipre, Croacia, Dinamarca, Emiratos Arabes
Unidos, Eslovaquia, Eslovenia, Espafia, Estados Unidos de América, Estonia, Finlandia, Francia,
Grecia, Guinea Ecuatorial, Hungria, Irlanda, lslandia, lsrael, ltalia, Japdn, Kuwait, Luxemburgo,
Malta, Ménaco, Noruega, Nueva Zelandia, Oman, Paises Bajos, Polonia, Portugal, Qatar, Heino
Unido de Gran Bretafa e Ianda del Norte, Republica Checa, Republica de Corea, San Maring,

Singapur, Suecia, Suiza, Trinidad y Tabago,

World Bank list of economies (noviembre de 2011), Washington, DC, Banco Mundial, 2011 (http://sitere-
sources.worldbank.org/DATASTATISTICS/Resources/CLASS.XLS)
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Gastos en salud y cobertura universal

Gasto Total en Salud per Capita - 2009 (US$)

Estados 7960 Argentina 787
Unidos
Canada 4519 Brasil 734
Suiza 7185 Colombia 392
Francia 4840 Chile 802
Alemania 4723 Mexico 525
ltalia 3323 Peru 236
Espafna 3032 Honduras 134
Haiti 40
Uruguay 787
Venezuela 688

OMS :http://lwww.who.int/about/ licensing/copyright_form/en/index.html
e
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Gastos en salud y cobertura universal

Gasto Total en Salud % PIB (US$)

Alemania 11.7 % Argentina 9.5 %
Australia 8.7 % Bolivia 5.1%
Bélgica 10.8 % Brasil 8.8 %
Canada 11.4 % Chile 8.4 %
China 5.1% Colombia 7.6 %
Dinamarca 11.5 % Ecuador 8.8 %
Espaia 9.6 % México 6.5
Francia 11.9 % Uruguay 8.4 %
Estados 16.9 %

Unidos

Italia 9.7 %

OMS :http://lwww.who.int/about/ licensing/copyright_form/en/index.html
e



Gastos en salud y cobertura universal

Tasa Bruta Mortalidad / 1.000 Hbs /\

Alemania 10.1 %
Australia 6.5 %
Canada 7.1 %
Dinamarca 9.8 %
Espana 8.3 %
Estados 8.1%
Unidos

Francia 8.4 %
Italia 9.5 %
Suiza 8.0 %

OMS :http://lwww.who.int/about/ licensing/copyright_form/en/index.html
e

Argentina
Brasil
Colombia
Ecuador
Guatemala
México

Peru
Uruguay

7.9 %
6.3 %
4.4 %
4.9 %
5.8 %
5.0 %

4.7 %
9.9 %




Ejercicio Profesional en LA

Hay una gran brecha entre:

Lo que sabemos que hay que hacer, y..

Lo que hacemos en la préactica




';Eint Commission

International

Hospitales Acreditacion y Certificacion
En Latinoamerica

Brasil 21
Chile
Colombia
Costa Rica
Ecuador
Meéxico
Nicaragua 1

http://es.jointcommissioninternational.org/enes/JCI-Accredited-Organizations/
e
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RENASICA 1T
Mexican Registry of Acute Corvonary Syndromes

Armando Garcia-Castillo,” Carlos Jerjes-Sanchez * Pedro Martinez Bermidez * Jose
Raman Azpiri-Lopez,™ Alonso Autrey Caballero, ™™ Carlos Martinez Sanchez "™ Marco
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On behalf of REMASICA Il investigators:

Tablel. Demographic characteristics in patients with ACS.

All patients  UAMSTEMI STEMI
Characteristic Mo 8,048 Mo 3,543 Mod 655
(%) (%) (%)
Ade fr, £ 500 F2+12 G4 +12 G2+12
hlale 72 3] T
Wirgight (ko, £+ 500 T3+13 T4+13 T3+13
Medical history
Smoking f4 f1 3]
Digheates 42 41 43
Hy pertension a5 B0 a0
Hy percholesterolemia 27 28 26
History
[nfarction 20 32 23
Angina af 4f a3
Heart failure a T 3
Stroke 2 2 2
PTCA g 12 B
CABG 3 al 2
Fenal failure 3 3 2
FAD 3 4 2
Clinical characteristics
Chest pain an admission
Ty pical a0 Fi 84
Atypical 11 13 g
2BP {mm Hg, £ 50 128+ 27 132 £ 16 126 + 27

High risk UA/NSTEMI — 36 —
STEMI
Anterior — — i
Inferioriposterior — — 41
Other 4
In-hospital treatment
A spirin a4 a0 ad
Mitrates f2 a8 B
ACE inhibitors a4 a4 E4
LIFH b2 a0 54
Oral beta blockers a1 a0 a1
LhH 45 45 44
Clopidagrel 44 a0 as
CChe 149 25 12
Buoth heparing 17 16 18
bz inhibitors 16 16 16
Statins 13 11 14
Angiotensin || inhibitors 7 7 7
Ticlopidine 3 2 3
Cral anticoagulation 0.z 00z 0.4
Fibrinobtic therapm 23 4 ar
Pl 28 M 25
CABG B 8 4
PAD: peripheral artery diseaze; SBP: systolic blood pressure; OBP : diastalic blood pressure; UHF:
unfactionated hepann; UAWH: low malecular weight hepann; CChE: caldum channel blodiers;
ACE: angiotensin- conmerting enzyme; PCL percotneous coronany intervention.

Arch Mex Cardiol. 2005;75(Supl.1):S20-S32



Initial diagnosis

(8,600)
Unspecified Chest Pain LA T NSTEM STEMI
n= 028 {7%) n= 3445 (40%) n=4 530 (53%)

| | |

Final diagnosis

N AN N

UANSTEMI STEMI  Cther  UAMNSTEMI STEMI  Other  UANSTEMI  STEMI  Other
102 13 210 7835 435 175 199 4,014 118
(16%)  (30%)  (34%) (82%)  (13%) (5%) (3%) (39%) (2%)

Correlation between initial and final diagnosis of 8,600 patients enrolled in RENASICA |1 UAMNSTEMI:
unstable angina/non ST elevation myocardial infarction; STEMI ST elevation myocardial infarction.

Arch Mex Cardiol. 2005;75(Supl.1):S520-S32
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SPECIAL ARTICLE

The production of articles on cardiology from Latin America in
Medline indexed journals

Raul A. Borracci,' Maria M. Di Stéfano,' Marcel G. Voos Budal Arins,"' José G.E.
Calderén,’ Diego Manente,’ Mariano A. Giorgi,' Daniel J. Pifieiro,’ Wistremundo
Dones.'

'Area de Investigacion de la Sociedad Argentina de Cardiologia.

Objetivo: Analizar la produccion de articulos de investigacion cardiologica publicados
por los paises latinoamericanos en revistas internacionales.

Métodos: Busqueda bibliografica en PubMed de articulos biomédicos y cardiologicos.
Correspondientes al periodo de 1987 a 2006.

Resultados: 106 871 articulos biomédicos y 11 416 cardioldgicos (10.6%)

Brasil, México y Argentina contribuyeron con 80% de las publicaciones.

Factor de impacto de las revistas superior en las publicaciones de Chile y Argentina
Conclusiones: La produccion cientifica cardiologica de América Latina tiene marcadas
diferencias entre los paises,....
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Dificultades Para Actuar en
MBE y Guias de Practica Clinica

= Serequiere gran numero de pacientes, dinero y tiempo
para lograr “evidencia”

= Tecnologia nos llega mas rapido que la evidencia

= Disponemos de métodos diagnosticos no invasivos con
sensibilidad y especificidad desconocida en nuestro medio

= No hay control de calidad — auditoria

= E|luso de MBE: “cuando nos conviene”




Dificultades Para Actuar en
MBE y Guias de Practica Clinica

= Presiones administrativas institucionales

= |nfluencia de la industriay casas farmacéuticas

= Sistema de Salud: busca mas atencion rapida que calidad
= Variabilidad en la idoneidad médica

= Variabilidad en tecnologia hospitalaria disponible

= Lagran mayoria de las decisiones de RVC, no son
tomadas en Consenso

= TMO: Frecuentemente incompleto
= PCI: Frecuentemente es incompleta (ej: DES, DTA)
= CABG: Frecuentemente es incompleta (ej: LIMA-DA)




Formula Para La Mejor Practica en LA

= Se hace necesario conocer nuestros
resultados:

Bases de datos
Registros
Estudios clinicos
etc




Formula Para La Mejor Practica en LA

= Conocimiento cientifico
= Conocimiento y aplicacion de Guidelines
= Experiencia/ Responsabllldad / Etlca

= Sentido comun
= Trabaj
= Tecnologia

= Juntas MD-QX

0 en equipo




Formula Para La Mejor Practica en LA

= Conocimiento cientifico e“\«P‘
= Conocimiento y aplicacior \‘(‘9\“ &S
= Experiencia/ Respor dec“ —tca

= Sentido comur \i’\c\\es
= Trabajo e~ “eso
= Tecr




REGIONAL CONSULTATION

Priorities for
cardmvascular health
in the Americas @




Aplicar guias de practica clinica adaptadas a
las necesidades, recursos y cultura local y definir y
armonizar las funciones y responsabilidades de
todos los niveles de lared de servicio.

Aplicacion adecuaday la observancia de las pautas de
practica clinica adecuadamente diseiadas y fuertemente
basada en evidencias, es un prerrequisito para ofrecer una
atencion de calidad, reducir la variabilidad injustificada y

finalmente reducir prevenible morbilidad y mortalidad, asi
como los costos.




Que Tanto Nos adherinmos a las
“Guidelines”?

Con Exactitud: No se

Pienso que muy poco e irregular




