Post operative Myocardial Infarctions:
What are the new options for diagnosis,
prevention and treatment?
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Retrospective review of state-wide
collaborative data (Ml) from Jan 2011 to

= June 2018.
Procedures captured:
Carotid endarterectomy (CEA)
S Carotid stenting (CAS)
Open peripheral bypass

Open abdominal aortic aneurysm repair (0AAA)
EVAR

Patient demographics and hospital level
characteristics captured.

N = 26,231 patients
poMI: 410
No poMI: 25,821
Overall POMI rate: 1.6%

Beaulieu R, etal. JAMA-Surg 2020

Impact of POMI

These patients had high compliance with evidenced
based poM| guidelines.

AHA/ACC guidelines for NSTEMI medical

management:
Statin therapy: Preop 83.6%, Discharge 89.7%
Beta-blockade: Preop 70%, Discharge 84.0%
Antiplatelet: Preop 84%, Discharge 95%




Impact of POMI

One year mortality rate was significantly higher among
patients experiencing a POMI (37.4 vs 5.1%, p<0.001).

Open AAA and peripheral bypass are the “highest” of the
high risk procedures.

AAA: 3.75% 41.2%
Peripheral bypass: 2.56% 45.3%

POMI strongly associated with all-cause one year
mortality.
OR 5.62 (Cl 4.04-7.84, p<0.001)
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The Vascular Quality Initiative Cardiac Risk Index
for prediction of myocardial infarction after vascular
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Is there additional biomarker
information to be gained to help
stratify patients?
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Biomarkers

Incremental value of high-sensitive troponin T in
addition to the revised cardiac index for peri-
operative risk stratification in non-cardiac surgery
Michael Weber'2*, Andreas Luchner?, Seeberger Manfred*, Christian Mueller?,
Christoph Liebetrau', Axel Schlitt’, Svetlana Apostolovicé, Radmilo Jankovic®,

Dragic Bankovic’, Marina Jovic’, Veselin Mitrovic', Holger Nef!, Helge Molimann',
and Christian W. Hamm'
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European Heart Journal (2013) 34, 853-862

Preoperative N-Terminal Pro-B-Type Natriuretic Peptide

and Cardiovascular Events After Noncardiac Surgery
A Cohort Study

Table 2. Incidence of 30-Day Outcomes, by Preoperative NT-proBNP Values*

Variable Al Patients Preoperative NT-proBNP Threshold
(n=10402)
<100pg/mL  100to <200 pg/mL 200 to <1500 pg/mL =150 pg/mlL
(n=5356) (n=1843) (n = 2608) (n=595)
Composite of vascular death
or MINS.
Events, n (incidenca [95% CI, %1t 1269 (122[11.6-128) 278(52(4.6-58)) 226(123[108-138]) 542(20.8[19.2-22.3) 223 (37.5(33.5-413))
Adjusted HR (95% C1) - 100 227(1.902.70) 363(3.13-421) 5.82(4.81-7.05)
Composite of all-cause mortality
Evonts, n (incidence [95% CIl, %)t 446(4.3(39-4.7)) 92(17[1421])  55(30[22-38)  205(7.9[68-89) 94(15.8(12.8-18.7))

MINS
Events, n (incidence [95% CIL %)t 1237(119(113-125) 272(5.1 (45-57)) 223(121[10.6-136]) 529(203(187-218)) 213(35.8(31.9-39.6))
Adjusted HR (95% C1) - 100 229(1.91-2.73) 362(3.12-421) 570(4.69-692)

Events, n (incidence [95% CIl, %)t 378(3.6[3.3-4.0)) 82(15[1219) 46(2511832)  175(67(57-77) 75(126[9.9-153)
Adjusted HR (95% C1) - 1.00 147 (1.02-210 3.46(2.64-4.53) 468(3.32-6.60)
All-cause mortality
Events, n (incidence [95% CI, %1t 88(08(0.7-10)) 14(03[0.1-04) 13(0.7(03-1.1) 37(1.4[10-1.9) 24(4.0(2.4-5.6])
Adjustad HR (95% CI) - 100 2.41(1.13.5.14) 412(220-7.73) 8.40(4.1017.23)

Vascular death
Events, n (incidence [95% CIl, %t 54(05(04-07)) 11(02(01-03)  8(04[01-0.7) 18(0.7[04-1.0)
Adjusted HR (95% C1) - 1.00 1.84(0.74-4.59 241(1.11-521)

17(29(1.542)
675(2.90-15.70)
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Existing Nongated CT Coronary Calcium CCTA and CACS for preoperative cardiovascular risk stratification in

Predicts Operative Risk in Patients Undergoing patients undergoing noncardiac surgery: A systematic review and
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CCTA and CACS for preoperative cardiovascular risk stratification in 2024 AHA/ACC/ACS/ASNC/HRS/SCA/

. . . . . : SCCT/SCMR/SVM Guideline for Perioperative
patients undergoing noncardiac surgery: A systematic review and Cardiovascular Management for Noncardiac

meta-analysis Surgery: A Report of the American College of
Cardiology/American Heart Association Joint
Committee on Clinical Practice Guidelines
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2024 AHA/ACC/ACS/ASNC/HRS/SCA/

SCCT/SCMR/SVM Guideline for Perioperative]

Cardiovascular Management for Noncardiac

. . Surgery: A Report of the American College of

What if a post Operatlve MI occurs? Cardiology/American Heart Association Joint
: Committee on Clinical Practice Guidelines

Recommendations for Myocardial Inury After Noncardiac Surgery
)

MINS Management

I pationts who develop MINS, anfthromboic ther
y be considered o reduce thrombosmbol

1. Patients who develop STEMIafter NCS shou be
including consideration o ICA,

balancing biacing and thombotic risks wit the
severty ofthe clical pesentation

Circulation. 2024;150:200-£00.
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2024 AHA/ACC/ACS/ASNC/HRS/SCA/
SCCT/SCMR/SVM Guideline for Perioperative]
Cardiovascular Management for Noncardiac

Surgery: A Report of the American College of
Cardiology/American Heart Association Joint

2a

Committee on Clinical Practice Guidelines

2

Patients who develop NSTEMI after NCS should
receive medical therapy as recommended for
patients with spontaneous MI but after consideration
of postoperative bleeding risks and hemodynamic
status.

©

Patients who develop NSTEMI after NCS can be
considered for ICA, balancing bleeding and throm-
botic risks with the severity of clinical presentation2?

Circulation. 2024;150:600-€00.

Dabigatran in patients with myocardial injury after
non-cardiac surgery (MANAGE): an international,
randomised, placebo-controlled trial

* RCT of po Ml patients, to
placebo or Dabigitran by POD 2
* N =877 perarm
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Restrictive or Liberal Transfusion Strategy
in Myocardial Infarction and Anemia

J.L. Carson, M.M. Brooks, P.C. Hébert, S.G. Goodman, M. Bertolet, S.A. Glynn,

B.R. Chaitman, T. Simon, R.D. Lopes, A.M. Goldsweig, A.P. DeFilippis,
J.D. Abbott, B.J. Potter, F.M. Carrier, S.V. Rao, H.A. Cooper, S. Ghafghazi,
D.A. Fergusson, W.). Kostis, H. Noveck, S. Kim, M. Tessalee, G. Ducrocq,
P. Gabriel Melo de Barros e Silva, D.J. Triulzi, C. Alsweiler, M.A. Menegus,

J.D. Neary, L. Uhl, J.B. Strom, C.B. Fordyce, E. Ferrari, J. Silvain, F.O. Wood,
B. Daneault, T.S. Polonsky, M. Senaratne, E. Puymirat, C. Bouleti, B. Lattuca,
H.D. White, S.F. Kelsey, P.G. Steg, and J.H. Alexander,
for the MINT Investigators*

Take away — probably transfuse
to ~ 10 gm/dL in those with Ml

Questions?
@henke1965
henke@umich.edu

Cardiovascular Center, University of Michigan, Ann Arbor
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