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* 6-15% de los pacientes con IAM
e Jovenes, mujeres, sin FRCV
* Menor supervivencia y mayor riesgo de eventos adversos.
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The diagnosis of MINOCA is made in patients with AMI fulfilling the following criteria:
1. AMI| (modified from the ‘Fourth Universal Definition of Myocardial Infarction’ criteria):

e Detection of a rise or fall in cardiac troponin with at least one value above the 99" percentile uppag reference limit an

e Corroborative clinical evidence of infarction as shown by at least one of the following:
a. Symptoms of myocardial ischaemia

b. New ischaemic electrocardiographic changes

Development of pathological Q waves CAUSAS S

o n

Imaging evidence of new loss of viable myocardium or new regional wall motion abnormality in a pattern consistent with an ischae-

mic cause

e. ldentification of a coronary thrombus by angiography or autopsy

2. Non-obstructive coronary arteries on angiography:

e Defined as the absence of obstructive disease on angiography (i.e. no coronary artery stenosis >50%) in any major epicardial vessel®
This includes patients with:

® MNormal coronary arteries (no angiographic stenosis)

e Mild luminal irregularities (angiographic stenosis <30% stenoses)

e Moderate coronary atherosclerotic lesions (stenoses >30% but <50%)

3. No specific alternate diagnosis for the clinical presentation:

e Alternate diagnoses include, but are not limited to, non-ischaemic causes such as sepsis, pulmonary embolism, and myocarditis
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MINOCA: Diagnostico

+
Ischaemic signs/symptoms
+
MNon-obstructive CAD
(<50% lesion)

. Working Diagnoses

E Rise and/or fall of cardiac Exclude: MINOCA

a troponin with one value * Missed obstruction (ischaemic reasons) (lschaemic reasons)
g =00 percentile ULN » Myocardial injury (non-ischaemic reasons)
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LV Functional Assessment (LV Angiogram, Echo)

L 4 v
Consider clinical context Review | CMR Imaging | Intravascular Intracoronary
s (clinical alternative overt angiography : : . Imaging functional testing
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True M Specific Non-MINOCA
- Sepsis * Obstructive| |- Takotsubo | |- Other cardio- | |- Myl:rcardrtis| « Unclassified ||+ Plague
@ * Pulmonary embolism CAD syndrome myopathies MINOCA rupture
| + Cardiac contusion + SCAD * Plague
Y * Aortic dissection erosion
a » Other non-cardiac « Coronary vascular

embaolif disease
thrombus
« SCAD

troponin rise




MINOCA: Diagndstico

WORKING DIAGNOSIS

Side branch occlusion or
missed obstructive CAD

Takotsubo syndrome

Preference based on clinical/angiographic
presentation and local availability/expertise

NONINVASIVE PATHWAY INVASIVE PATHWAY

CMR ocT

No abnormalitles | Subepicardial or transmural | - Edema in mid and apical Eplcardial and/or Other edema

edema and LGE in a specific | segments not related to a midwall edema Rupture, erosion,

calcified nodule Intimal tear, IMH

Intimal bumping

detected coronary territory spucific coranary tarritory and LGE distribution, LGE

Acute myocardial

Infarction

Follow invash o Takotsubo Acute Other Follow nonlnvasive | . . Plaque-Induced
ollowInvasive patiiway syndrome myocarditis cardiomyopathles pathway P i event

Eur Heart J Acute Cardiovasc Care, Volume 10, Issue 7, September 2021, Pages 813-822
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Underlying Mechanism/Clinical Disorder Selective/Empirical Therapiest
Ischemic presentation (MINOCA)

Plague disruption Aspirin

High-intensity statin

B-blockers (in presence of left ventricular dysfunction,
and possibly with preserved EF)

ACE inhibitors/ARBs (in presence of left ventricular
dysfunction, and possibly with preserved EF)
Consider clopidogrelticagrelor

Coronary artery spasm Calcium channel blockers

Other antispastic agents (nitrates, nicorandil,
cilostazol)

Consider statin

Coronary microvascular dysfunction Conventional antianginal therapies (eqg, calcium
channel blocker, B-blocker)

Unconventional antianginal therapies (eg. L-arginine,
ranolazine, dipyridamole, aminophyllineg, imipramine,
a-blockers)

Coronary embolism/thrombus Antiplatelet or anticoagulant therapy

Other targeted therapies for hypercoagulable
condition

Spontaneous coronary artery dissection Aspirin
B-blocker
Consider clopidogrel

Supply-demand mismatch Treatment for underlying condition

MINOCA DE CAUSA DESCONOCIDA: AAS, estatinas y bloqgueantes canales de calcio
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