0.0 Kardlologlya

Camiyyati

ayca
hiyya Na

m Umummilli Lider Heydar dliyevin anadan olmasinin
4~ 100 illiyina hasr edilmig

NAXGIVAN MUXTAR RESPUBLIKASI

KARDIOLOGIYA KONQRESI

23 Sentyabr 2023
Nax¢ivan Dovulat Universiteti Konfrans Zali

U MOvVZU. foneat
KREDIT
e
e KOSKIN KORONAR SINDROMDA
ILKIN DOYORLONDIRILMO VO MUALICO

asL
rli

QR kodla programa daxil olar bilarsiniz

+994 50 207 09 45 “ ,06“

+994 99 885 23 07

CBAKU :
info@micebaku.com 8 Roahimo Qabulova




KOSKIN KORONAR SINDROM
ZAMANI
PASIYENTLORIN ILKIN
DOYORLONDIRMASI V8
IDARSOLUNMASI



2017 ESC Guidelines for the management of
acute myocardial infarction in patients
presenting with ST-segment elevation

2020 ESC Guidelines for the management of
acute coronary syndromes in patients
presenting without persistent ST-segment
elevation

2023 ESC Guidelines for the management
of acute coronary syndromes

Unstable angina

ACS encompasses a spectrum

MNSTEMI

STEMI

Diagnostic tests, invasive management, hospital care, long-term management,...
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EPIDEMIOLOGIYA

« Urak-damar xastaliklari (UDX) diinyada 6liim va xastalonmanin an ¢ox
yayllmis sababidir, bu yukin ahamiyyatli bir hissasi asagi va orta

galirli olkalarin uzarina dusur.

« Koronar arteriya xastaliyi gadinlar arasinda UD o6limlarinin 38% - ni,

kigilardea isa 44% - ni togkil edir.

« Oksar hallarda UDX-nin ilk klinik tezahiirii kaskin koronar sindromdur.

European Heart Journal, ehad191, https://doi.org/10.1093/eurheartj/ehad191
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Kaskin koronar sindrom va miokard infarktinin torifi

Kaskin koronar sindrom (ACS):

e klinik simptom va ya alamatlarinda yeni dayisikliklori
olan,

12 aparmali EKQ-da dayisikliklari olan va ya olmayan;

o urak troponininin (cTn) konsentrasiyasinda kaskin artim
olan va ya olmayan xastalori ahata edan bir sira
vaziyyatlarin spektrini 6zuinda ehtiva edir.

» ACS- subhasi olan xastalara naticada kaskin miokard
infarkti (Mi) ve ya geyri-sabit stenokardiya (UA)
diagnozu goyula bilar.

> Mi diagnozu cTn-nin azad olunmasi ile alagadardir

» UA, kardiomiositlarin kaskin zadalanmasi/nekrozu
olmadigi taqdirda istirahatda ve ya minimal fiziki
gorginlik zamani miokardin isemiyasi kimi muayyan
edilir.

European Heart Journal,
ehad191, https://doi.org/10.1093/eurheartj/ehad191
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Graphical Abstract Many mechanisms may cause myocardial ischaemia other than epicardial coronary @ ESC
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Eur Heart J, Volume 44, Issue 19, 14 May 2023, Pages 1684-1686, https://doi.org/10.1093/eurheartj/ehac643
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Выступающий
Заметки для презентации
Graphical Abstract Many mechanisms may cause myocardial ischaemia other than epicardial coronary artery obstruction. CAD, coronary artery disease; CMD, coronary microvascular dysfunction.


Unless provided in the caption above, the following copyright applies to the content of this slide: Published by Oxford University Press on behalf of the European Society of Cardiology 2022.This work is written by (a) US Government employee(s) and is in the public domain in the US.
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ACS-nin klinik sakli,
EKQ-miuayinanin
naticalari,

yiuksak hassas uirak
troponini (hsTc)
saviyyasinin spektri

www.escardio.org/guidelines
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2023 ESC Guidelines for the management of acute coronary syndrome

(European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad19:


Выступающий
Заметки для презентации
Pa­tients pre­sent­ing with sus­pect­ed ACS are typ­i­cal­ly clas­si­fied based on ECG at pre­sen­ta­tion for the pur­pos­es of ini­tial man­age­ment. Af­ter this, pa­tients can be fur­ther clas­si­fied based on the pres­ence or ab­sence of cTn el­e­va­tion (once these re­sults are avail­able), as demon­strat­ed in Fig­ure 2 and Fig­ure 3.


William Heberden, MD (1710-1801)

Stenokardiyanin “klassik” klinik sakli: sol qola (boyun va ya
¢onayd) yayilan, intensiv, dos gafasinin markazinds
lokalizasiya edan bogulma va hayacanla miisaiyat olunan,
fiziki goarginlikda meydana cixan, fiziki garginliyi
dayandirdiqda kecan agri va ya diskomfortun olmasidir.

Eur Heart J, Volume 44, Issue 19, 14 May 2023, Pages 1684-1686,
https:/doi.org/10.1093/rheumatology/kego07 ~ MtPs://doi.ora/10.1093/eurheartj/ehac6ds

The content of this slide may be subject to copyright: please see the slide notes for details.
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Заметки для презентации
Figure 1 Portrait of William Heberden, MD.


Unless provided in the caption above, the following copyright applies to the content of this slide: Published by Oxford University Press on behalf of the European Society of Cardiology 2022.This work is written by (a) US Government employee(s) and is in the public domain in the US.
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Выступающий
Заметки для презентации
Pictographic for each ethnic group. The colour gradient (white/purple to red) indicates no/few participants to most (>65%) of participants identified pain/discomfort in that location.

 Successful treatment of acute coronary syndrome (ACS) relies on its rapid recognition. It is unclear whether the accepted presentation of chest pain applies to different ethnic groups. We thus examined potential ethnic variations in ACS symptoms and clinical care outcomes in white, South Asian and Chinese patients.
 The ‘classic’ ACS presentation, based on the presentation of men of European descent, includes moderate to severe intensity central chest with or without left arm, neck or jaw radiating pain or discomfort.4 5 This description has been adopted internationally, though some studies suggest that ACS symptoms may differ by ethnicity


“Dos qafasinda agri”nin ekvivalentlari

Dos sumilyliniin arxasinda,
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sixilma va ya narahatlq,
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basgicallanms,
urakbulanma, qusma
stenokardiyanin ekvivalenti

kimi gabul edilmalidir.
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Xastoalar ilkin tamas
zamani EKQ
asasinda tasnif edilir.
Yekun diagnozun
tasdiqglanmasi liclin
xastalar ganda
yuksak hassas cTn
saViyyasina asasan
alava olaraq tasnif
edils bilsr.
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Kaskin koronar sindrom subhasi olan xastalarin tasnifati: islek diagnozdan
yekun diagnoza gadar
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Выступающий
Заметки для презентации
Pa­tients pre­sent­ing with sus­pect­ed ACS are typ­i­cal­ly clas­si­fied based on ECG at pre­sen­ta­tion for the pur­pos­es of ini­tial man­age­ment. Af­ter this, pa­tients can be fur­ther clas­si­fied based on the pres­ence or ab­sence of cTn el­e­va­tion (once these re­sults are avail­able), as demon­strat­ed in Fig­ure 2 and Fig­ure 3.
Ürək troponinlərinin HS metodu ilə ölçülməsi üsullarının inkişafından sonra baş verən əsas irəliləyiş, qeyri-sabit anginanın yox olması ilə işemik miokard zədələnməsinin qlobal yenidən düşünülməsi idi. Qeyri-sabit angina pektorisinin bir çox əvvəlki diaqnozları əslində "həqiqi" olaraq yenidən təsnif edildi, HS ferment immunoassay analizlərinin təkmilləşdirilmiş analitik həssaslığı serum və ya plazmada aşağı, lakin klinik cəhətdən əhəmiyyətli miqdarda ürək troponinlərinin müəyyənləşdirilməsinə imkan verdi və nəticədə qalıcı ürək zədələnməsinin mövcudluğunu əks etdirdi
ACS, acute coro­nary syndrome; ECG, electrocardiogram; FMC, first med­i­cal contact; hs-​cTn, high-​sen­si­tiv­i­ty car­diac troponin; MI, my­ocar­dial in­farc­tion; NSTE-​ACS, non-​ST-​el­e­va­tion acute coro­nary syndrome; NSTE­MI, non-​ST-​el­e­va­tion my­ocar­dial infarction: STE­MI, ST-​el­e­va­tion my­ocar­dial in­farc­tion.
aThe work­ing ACS di­ag­no­sis can be clas­si­fied as STE­MI or NSTE-​ACS on the ba­sis of avail­able clin­i­cal in­for­ma­tion and ECG find­ings. This al­lows for ini­tial triage and assessment.�bThe fi­nal di­ag­no­sis is based on symptoms, ECG and tro­ponin for the di­ag­no­sis of MI as well as the re­sults of oth­er tests (i.e. imag­ing and/​or an­giog­ra­phy) to fa­cil­i­tate un­der­stand­ing of the mech­a­nism and sub­clas­si­fi­ca­tion of the MI type. Pa­tients ini­tial­ly as­signed a work­ing di­ag­no­sis of STE­MI or NSTE-​ACS may even­tu­al­ly re­ceive a fi­nal non-​ACS di­ag­no­sis.
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Выступающий
Заметки для презентации
Chest pain-​equiv­a­lent symp­toms in­clude dys­p­noea, epi­gas­tric pain, and pain in the left/​right arm or neck/​jaw.
Prompt as­sess­ment of vi­tal signs is rec­om­mend­ed at first med­i­cal con­tact (FMC), at the same time as ac­qui­si­tion of an ini­tial ECG (Fig­ure 5).
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Выступающий
Заметки для презентации
Acute chest dis­com­fort is the lead­ing pre­sent­ing symp­tom prompt­ing con­sid­er­a­tion of the clin­i­cal di­ag­no­sis of ACS and the ini­ti­a­tion of test­ing aligned with spe­cif­ic di­ag­nos­tic al­go­rithms (Fig­ure 4).

ACS, acute coro­nary syndrome; ATT, an­tithrom­bot­ic therapy; CABG, coro­nary artery by­pass grafting; ECG, electrocardiogram; hs-​cTn, high-​sen­si­tiv­i­ty car­diac tro­ponin; NSTE-​ACS, non-​ST-​el­e­va­tion acute coro­nary syndrome; PPCI, pri­ma­ry per­cu­ta­neous coro­nary intervention; STE­MI, ST-​el­e­va­tion my­ocar­dial in­farc­tion.
The ‘A.C.S.’ as­sess­ment is de­tailed in Fig­ure 5.
aRe­sults of hs-​cTn mea­sure­ments are not re­quired for the ini­tial strat­i­fi­ca­tion of ACS and the ini­tial emer­gen­cy man­age­ment (i.e. for pa­tients with a work­ing di­ag­no­sis of STE­MI or very high-​risk NSTE-​ACS) should not be de­layed based on this. bFor pa­tients with NSTE-​ACS with very high-​risk fea­tures, im­me­di­ate an­giog­ra­phy is rec­om­mend­ed. For pa­tients with NSTE-​ACS with high-​risk fea­tures, ear­ly in­va­sive an­giog­ra­phy (i.e. <24 h) should be con­sid­ered and in­pa­tient in­va­sive an­giog­ra­phy is rec­om­mend­ed.



ACS SUBHOSI OLAN PASIYENTLORD® TOVSIY® OLUNAN KLINIK VO DIAQNOSTIK VASITOLOR
Tovsiyalar Sinif Saviyya
ACS diagnozu va ilkin qisamiiddatli risk giymatlandirilmasinds anamnez,

simptomlar, hayati alamatlar, digar fiziki miiayina naticalari, EKQ va hs-
cTn kombinasiyasina asaslanmagq tovsiya olunur.

EKQ
ilkin tibbi tamas zamani miimkiin qadar tez, toxminan 10 daq-dan az
miiddatda EKQ-nin 12 aparmada qeyda alinmasi va tafsiri tovsiya olunur.

STEMi-na, digar EKQ doyisikliklsri va ya davam edan sina agrisi ilo ACS-
ya siibhasi olan va Mi diaqnozu qoyulan pasiyentlarin miimkiin gador tez
davamh EKQ monitorinqina baslanilmasi va defibrilyatorla tamin
olunmasi tovsiys olunur.

Olava EKQ aparmalan (V3R, V4R, and V7-V9) asagi STEMI zamani va ya
damarin tam tutulmasindan siibhalandikda va standart aparmalar
informativ olmadiqgda tovsiya olunur.

Simptomlar takaralandiqda va geyri-miiayyan diagnoz zamani 12
aparmali EKQ-nin alava qeyda alinmasi tovsiya olunur.



Выступающий
Заметки для презентации
Sakitlikd’ 12 aparmalı EKQ  ACS şübhəsi olan xəstələrin qiymətləndirilməsində birinci dərəcəli diaqnostika vasitəsidir. 
İlk tibbi təmasda dərhal EKQ-nin qeydə alınması və 10 dəqiqə ərzində ixtisaslı tibbi personal tərəfindən şərh edilməsi tövsiyə olunur.
İlkin EKQ-yə əsasən, ACS şübhəsi olan xəstələri iki işlək diaqnoza ayırmaq olar: 
EKQ-də kəskin sinə ağrısı (və ya döş qəfəsində ağrı ekvivalent əlamətləri/simptomları) və EKQ-də davamlı ST seqment yüksəlişi (və ya ST seqmentinin yüksəlməsi ekvivalentləri) olan xəstələr (işləyən diaqnoz: ST seqmentinin yüksəlməsi MI: STEMI).Kəskin sinə ağrısı (və ya döş qəfəsində ağrı ekvivalent əlamətləri/simptomları) olan, lakin EKQ-də davamlı ST seqment yüksəlişi (və ya ST seqmentinin yüksəlməsi ekvivalentləri) olmayan xəstələr (işləyən diaqnoz: qeyri-ST-yüksəklik (NSTE)) -ACS).
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(European Heart Journal: 2023 —doi:10.1093/eurheartj/ehad191’



NSTE ACS olan
pasiyentlards

EKQ dayisikliklar

www.escardio.org/guidelines

p
L ECG pattern ) L Criteria

DT s Fgire y, \

a

Isolated T-wave
inversion

b

ST-segment
depression

c

Transient
ST-segment
elevation

d

De Winter ST-T

e

Wellens sign

T-wave inversion =| mm in 25
leads including I, Il, avL,
and V2-V6

] point depressed by
20.05 mm in leads ¥2 and V3 or
z| mm in all other leads

followed by a horizontal or
downsloping ST-segment for
20.08 s in z| leads (except a¥R)

ST segment elevation in 22
contiguous leads of 22.5 mm in
men <40 years, 22 mm in men =
40 years, or 21.5 mm in women
regardless of age in leads V2-V3
and/or 21 mm in the other leads
lasting <20 min

1=3 mm upsloping ST-segment
depression at the | point in leads
V1-Vé that continue into tall,
positive, and symmetrical T waves

Iscelectric or minimally elevated
] point (<l mm)
+

biphasic T wave in leads V2 and V3

(type A)

or

symmetric and deeply inverted T
waves in leads V2 and V3,

occasionally in leads VI, V4, V5, and

Vé (type B)

Only mildly impaired prognosis
I, I, a¥L,or V2 to V6

z | leads
More severe ischaemia B

Only mildly impaired prognosis

Al
/1
Proximal LAD occlusion/ [ L/ N
severe stenosis I
Vi-vé
type A
I +1
~ \ s
~
Proximal LAD occlusion/ (VI)V2-V3(-v4)
severe stenosis type B
— ~ o

(VI-)V2-V3(-V4)

@ESC

2023 ESC Guidelines for the management of acute coronary synd
(Eiriranaan Haart latirnal: 90292 — AAaic10 1N02//a1irbeaarti/ah-



QANIN ANALizi

Tovsiyalar Sinif Saviyyd

Urak troponinlarini miiracistdsan darhal sonra yiiksak hassas testlarlo
olgmak va gan numunasi gotiirlildiikdan 60 daqiqga arzinda natica
almaq tovsiys olunur.

NSTEMI-ni muayyanlasdirmak va istisna etmak tigiin ardicil hs-cTn
olgmalari (Oh/1h va ya Oh/2h) ile ESC alqoritmik yanasmasindan
istifado etmak tovsiya olunur.

hs cTn-nin ilk iki 0h/1h algoritm olgmalari naticasiz va vaziyyati izah
etmak liclin alternativ diagnoz qoyulmayibsa, 3 saat sonra alave
testlorin aparilmasi tovsiya olunur.

Prognozu giymatlandirmak liciin muayyan edilmis risk olclilarindan
(masalon, GRACE risk score) istifada edilmalidir.




ACS SUBHOSI OLAN PASIYENTLORD® TOVSIY® OLUNAN KLINIK VO
DIAQNOSTIK VASITOLOR

Tacili reperfuziya liciin cesidloma

Tovsiyalar Sinif Saviyya

« STEMI siibhasi olan pasiyentlarin darhal tacili
reperfuziya liclin secilmasi tovsiya olunur.




NSTEMI siibhasi olan vo
tacili invaziv
angioqrafiyaya gostorisi
olmayan pasiyentlorin
daxiledilma va
xaricolunma 0 h/1 h (en
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va ya 0 h/2 h algoritmlari
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Patient presents with a suspected NSTEMI and
without an indication for immediate invasive angiography
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Appropriate management can be determined
' based on the hs-cTn levels and clinical situation

v v v
Rule-out pathway Observe pathway Rule-in pathway
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Выступающий
Заметки для презентации
 
High-​sen­si­tiv­i­ty car­diac tro­ponins
Af­ter ex­clud­ing clin­i­cal and ECG signs sug­ges­tive of STE­MI or very high-​risk NSTE-​ACS, biomark­ers play a com­ple­men­tary role in the di­ag­no­sis, risk strat­i­fi­ca­tion and man­age­ment of pa­tients with sus­pect­ed ACS. Mea­sure­ment of a biomark­er of car­diomy­ocyte in­jury, prefer­ably high-​sen­si­tiv­i­ty car­diac tro­ponin (hs-​cTn), is rec­om­mend­ed in all pa­tients with sus­pect­ed ACS. If the clin­i­cal pre­sen­ta­tion is com­pat­i­ble with my­ocar­dial is­chaemia, then a rise and/​or fall in cTn above the 99th per­centile of healthy in­di­vid­u­als points to a di­ag­no­sis of MI. It is rec­om­mend­ed to use the 0 h/​1 h al­go­rithm (best op­tion) or the 0 h/​2 h al­go­rithm (sec­ond-​best op­tion) (Fig­ure 6).

hs-​cTn, high-​sen­si­tiv­i­ty car­diac troponin; NSTE­MI, non-​ST-​el­e­va­tion my­ocar­dial in­farc­tion.
Po­ten­tial man­age­ment and test­ing op­tions for each of the three strate­gies are pro­vid­ed in the rel­e­vant sec­tions of the full guide­lines avail­able at www.es­car­dio.org/​guide­lines.
aOnly ap­pli­ca­ble if the chest pain on­set was >3 h pri­or to the 0 h hs-​cTn mea­sure­ment.



Yiiksak hassas uirak troponin testlarinin klinik shamiyyati

Standart lirak troponin testlari ilo miigayisada hs-cTn testlori:

« Xususila erkan muraciat edan kaskin MI —li xastalerda daha ytksak NPV - manfi-prognostik
ahamiyyati var (haqigi manfi natica)

* "Troponin “kor" intervalini gisaldir, bu da MI-nin daha erkan askarlanmasina sabab olur.

 MIi askarlanmasi hallarinin artmasina ve geyri-sabit stenokardiya diagnozunun mivafiq azalmasina
sabab olur.

« Ml askarlanma tezliyinin ikigat artmasi ils slagalendirilir.

hs-cTn saviyyasi kardiomiosit zadaloanmasinin kamiyyat gostarici kimi yozulmalidir (yani saviyya

na gadar yiiksakdirsa, Mi ehtimali o gadar yiiksakdir

« Yuxari haddini bes dafa asarsa, kaskin Ml tip1 -in yikssk (>90%) PPV (haqgigi miisbat naticani
gostarir).

 Ucgat yuxari haddinin yiksslmasi yalniz mahdud (50-60%) PPV-ya malikdir va genis bir sira
vaziyyatlarle alagalandirila bilsr.

» Saglam insanlarda aksaran ddvran edan cTn saviyyalari askar edilir.

* Yuksak hassasliglarina gérs, Mi-dan fargli kaskin va xroniki xastaliklar sababindan cTn saviyyslari
yuksala bilsr.

Hs-cTn saviyyasinin artmasi va/va ya azalmasi kaskin Mi-n1 miokardin kaskin zadalanmasindan

deyil, xronik zadalanmasindan farglandirir.



Table S4 Assay specific cut-off levels in ng/L within the 0 h/1 h and 0 h/2 h algorithms

0 h/1 h algorithm

hs-cTnT (Elecsys; Roche)

hs-cTnl (Architect; Abbott)

hs-cTnl (Centaur; Siemens)

hs-cTnl (Access; Beckman Coulter)
hs-cTnl (Clarity; Singulex)

hs-cTnl (Vitros, Clinical Diagnostics)
hs-cTnl (Pathfast; LSI Medience)
hs-cTnl (Triage True; Quidel)
hs-cTnl {Dimension EXL; Siemens)
0 h/2 h algorithm

hs-cTnT (Elecsys; Roche)

hs-cTnl (Architect; Abbott)

hs-cTnl (Centaur; Siemens)

hs-cTnl (Access; Beckman Coulter)
hs-cTnl (Clarity; Singulex)

hs-cTnl (Vitros, Clinical Diagnostics)
hs-cTnl (Pathfast; LS| Medience)
hs-cTnl (Triage True; Quidel)

Very low

<5
<4
<3
<4
<1
<1
<3
<4
<9
Very low
<5
<4
<3
<4
<1
<1
<3
<4

Low

<12
<5
<6
<5
<2
<2
<4
<5
<9
Low
<14
<6
<8
<5
TBD
TBD
TBD
TBD

No 1 hA

<3
<2
<3
<4
<1
<1
<3
<3
<5
No 2 hA
<4
<2
<7
<5
TBD
TBD
TBD
TBD

High

VoIV IV IV IV IV
bt L7 = (W]
S SR RN

vV IV IV
3833

v
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TBD
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TBD
TBD
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QEYRI-INVAZIV MUAYIND
ACS SUBHOSI OLAN XOSTOLORIN ILKIN MUAYINSSIND® QEYRI-INVAZIV GORUNTULOM®S UCUN TOVSIYSLOR

Tovsiyaler Sinif Saviyyd
Kardiogen sok va ya mexaniki agirlasmalarla miisayiat
olunan ACS slibhasi olan xastalar liglin tacili TTE tovsiya
olunur.
ACS siibhasi olan xastalards, hs-cTn-nin asagi (vo ya geyri-
muayyan) saviyyasinda, EKQ-da doayisiklik olmadiqda va agri
tokrarlandiqda, ilkin muiayinanin bir hissasi olaraq CT
angioqrafiya va ya qeyri-invaziv stress goriintiiloma testi
nazardan kecirilmalidir.

C

Diagnostik geyri-miiayyanlik hallarinda ¢esidlama zamani
tacili TTE nazardan kecirilmalidir, lakin kaskin koronar
arteriya okklyuziyasina siibha olduqda bu, pasiyentin
kateterizasiya laboratoriyasina kociirtilmasinda gecikmalara
sabab olmamalidir.

lla C



Выступающий
Заметки для презентации
In the latter study, a default approach using early non-invasive CCTA in patients with suspected NSTE-ACS did not improve clinical outcomes at 1 year and was associated with a modest increase in the duration and cost of the hospital stay. A default approach using CCTA as the first-line imaging investigation in patients with suspected NSTE-ACS is therefore not recommended. However, CCTA may provide added value in certain clinical settings (i.e. for patients in the observe zone in whom cTn and ECG results remain inconclusive). A normal CCTA (ruling out both obstructive and non-obstructive plaque) has a high NPV to exclude ACS and is associated with excellent clinical outcomes


Tibbi yardimin hospitalizasiyaonu
logistikasi



STEMI ila pasiyentlarin
muraciat modellari,
invaziv idaraolunma va
revaskulyarizasiyaya
kecid

Total isemiya zamani voa reperfuziyanin gecikdirilmasi sabablari

7

\

X

Onset of
symptoms

Determine
therapeutic
strategy

Patient self presents
to hospital

PCl centre

B

M

Aim:
<60 min to

wire cri

ossing

Total ischaemic time and
sources of delay to reperfusion

P

Patient with symptoms of ACS and
ECG consistent with STEMI

or

MNon-PCl centre

Aim:
<90 min to
wire crossing

Immediate transfer
to PCl centre
for primary PCI

Patient calls

EMS

Ambulance

Fibrinolysis
strategy

Aim:
<10 min to
lytic bolus

Immediate transfer
to PCl centre
after fibrinolysis

Total Patient Patient
ischaemic self calls
time presents EMS

== Patient delay

w= EMS delay

== System delay

@= Total ischaemic time

@ ccr_

@

ACS, acute coronary syndrome; ECG, electrocardiogram; EMS, emergency medical services; FMC, first medical contact; PCI, percutaneous coronary
intervention; PPCI, primary percutaneous coronary intervention; STEMI, ST-segment elevation myocardial infarction.


Выступающий
Заметки для презентации
Individuals experiencing acute chest pain in the community represent an undifferentiated population, often presenting ad hoc to first medical responders in the pre-hospital setting. These patients should undergo immediate risk assessment and triage following local protocols established within the emergency medical service (EMS) (Figures 7 and 8).
If the first responding medical professional suspects ACS, a 12-lead ECG should be acquired and analysed as soon as possible. It is recommended that all medical and paramedical personnel caring for ACS patients within the EMS setting have access to defibrillation equipment and are trained in basic cardiac life support. Patients with suspected ACS are initially categorized on the basis of the 12-lead ECG and triaged into two initial treatment pathways: (i) one for patients with an ECG consistent with STEMI (persistent ST-segment elevation or equivalent ECG patterns) (Figure 7); and (ii) one for patients without ST-segment elevation or equivalent ECG patterns (suspected NSTE-ACS) (Figure 8). The initial ECG-guided risk stratification should also trigger treatment decisions in the pre-hospital setting, including the choice of target hospital, and serve to determine the sequence of initial investigations and interventions (including pharmacological), in particular, the timing of ICA.
An initial diagnosis of suspected STEMI portends a higher risk of immediate, life-threatening complications (e.g. ventricular fibrillation [VF]). Accordingly, there is an indication for initiating an emergency reperfusion strategy and direct transfer to a centre with 24/7 PCI capabilities. Patients who present with an ECG without ST-segment elevation (or equivalent ECG patterns) but have ongoing ischaemic symptoms should undergo pre-hospital triage in accordance with protocols for patients in the STEMI pathway, since they also face immediate risks, including ventricular arrhythmias.



NSTE-ACS ile
pasiyentlarda invaziv
strategiya va
reperfuziya
terapiyasinin secilmasi

https://www.mdcalc.co
m/calc/1099/grace-acs-
risk-mortality-calculator

www.escardio.org/guidelines

location

A
Lo

Risk stratify
and determine
therapeutic
strategy

)

Non-PCl centre Ambulance

Immediate transfer Very high
Very high

A ”1f “ @ESC

Patient with symptoms of ACS and ECG consistent with NSTE-ACS

PCI centre

risk

* Haemodynamic instability or cardiogenic shock

* Mechanical complications

*Recurrent or ongoing chest pain refractory to medical treatment
* Acute heart failure presumed secondary to ongoing myocardial ischaemia
» Life-threatening arrhythmias or cardiac arrest after presentation

+Recurrent dynamic ECG changes suggestive of ischaemia

Early/inpatient transfer
High risk?

High risk

* Confirmed diagnosis of NSTEMI based on ESC algorithms

* GRACE risk score =140
*Transient 5T-segment elevation
* Dynamic ST-segment or T wave changes

Non- hlgh Inpauenl: transfer Non- hlgh
risk {,f required) risk

In tients without very-high or
H h1£nsk features and a low index
+ of suspicion for unstable angina

v

Early (<24 h)
invasive

strategy
(Class Ila)
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Выступающий
Заметки для презентации
CS, acute coro­nary syndrome; CS, car­dio­genic shock; ECG, electrocardiogram; FMC, first med­i­cal contact; GRACE, Glob­al Reg­istry of Acute Coro­nary Events; hs-​cTn, high-​sen­si­tiv­i­ty car­diac tro­ponin; NSTE-​ACS, non-​ST-​el­e­va­tion acute coro­nary syndrome; NSTE­MI, non-​ST-​el­e­va­tion my­ocar­dial infarction; PCI, per­cu­ta­neous coro­nary intervention; UA, un­sta­ble angi­na.
aRisk cri­te­ria: Pa­tients who meet any one of the ‘very high-​risk’ NSTE-​ACS cri­te­ria should un­der­go an im­me­di­ate in­va­sive strat­e­gy; these very high-​risk cri­te­ria in­clude haemo­dy­nam­ic in­sta­bil­i­ty or CS, re­cur­rent or re­frac­to­ry chest pain de­spite med­i­cal treat­ment, life-​threat­en­ing ar­rhyth­mias, me­chan­i­cal com­pli­ca­tions of MI, HF clear­ly re­lat­ed to ACS, and re­cur­rent dy­nam­ic ST-​seg­ment or T wave changes, par­tic­u­lar­ly with in­ter­mit­tent ST-​seg­ment el­e­va­tion. Pa­tients with NSTE-​ACS who meet any of the ‘high-​risk’ cri­te­ria (con­firmed NSTE­MI as per the hs-​cTn-​based ESC al­go­rithm, NSTE-​ACS with GRACE score >140, dy­nam­ic ST-​seg­ment or T wave changes, or tran­sient ST-​seg­ment el­e­va­tion) should be con­sid­ered for ear­ly in­va­sive an­giog­ra­phy (i.e. with­in 24 h) and should un­der­go an in­pa­tient in­va­sive strat­e­gy. An in­va­sive strat­e­gy dur­ing hos­pi­tal ad­mis­sion is rec­om­mend­ed in NSTE-​ACS pa­tients with high-​risk cri­te­ria or with a high in­dex of sus­pi­cion for UA. In se­lect­ed pa­tients, a se­lec­tive in­va­sive strat­e­gy can also be an op­tion.



KOSKIN KORONAR SINDROMLU XOSTOLORIN ILKIN IDARD OLUNMASI UZRD
TOVSIYSLOR

Tovsiyalar Sinif Saviyyd
Hipoksyia
Oksigen hipoksemiya (5a0, <90%) olan pasiyentlars tovsiys olunur _ C

Rutin oksigen hypoksemiyasi olmayan (SaO, >90%) pasiyentlars
tovsiys olunmur.

Simptomlar
Intravenoz opioidlar agrini azaltmagq uig¢iin nazardan kecirilmalidir. lla C

Cox hayacanh xastalarda zaif trankvilizatordan istifads olunmasi
nazardan kecirilmalidir.

lla C

Intravenoz beta-blokatorlar
Intravenoz beta-blokatorlar (yaxsi olar ki, metoprolol) kaskin tirak
catismazlhigi alamatlari olmayan ilkin PKM-a gedan xastalarda
miiraciat zaman SAT >120 mmHg, kaskin UC alamatlari ve digar
aks gostarislor olmadiqda nazardan kegirilmalidir



https://guidelines.escardio.org/media/data/EN/Html/GL99/abbr_SaO2
https://guidelines.escardio.org/media/data/EN/Html/GL99/abbr_SaO2

Nitratlar

Sublinqval nitrat gabulu isemiya simptomlarini
azaltmagq li¢iin faydalidir.

Lakin nitrogliserin gabulundan sonra agrinin
azalmasi diagnostika licuin istifada olunmamalidir.

Belaki, bu, yanilis naticalara gatirib ¢ixara bilar.

STEMI- olan xastalarda nitrat gabulundan sonra
agrinin azalmasi varsa, tokrari EKQ ¢akilmalidir.
Agrinin azalmasi ST-nin tam normallasmasi il
miisaiyat olunursa, bu, Mi ila naticalanan va
naticalanmayan koronar spazmi gostarir.




XOSTOXANAONU MORHOLOD® TIBBI YARDIMIN GOSTORILMSSI (LOGISTIKA)

« STEMI diaqnozu qoyulmus xastalarin xastaxanaya qadar idara
edilmasinin, ilkin PKM-ni miimkiin gadar ¢ox xastaya alcatan
olmasina calisan, reperfuziya terapiyasini operativ va effektiv
sakilda hayata kecirmak uiciin hazirlanmis regional sabakalara
asaslanmasi tovsiya olunur.

 ilkin PKM-ni dastaklayan markazlarin 24/7 xidmat gostarmasi va
ilkin PKM-ni gecikmadan yerina yetira bilmasi tovsiya olunur.

e ilkin PKM iigiin kociiriilmiis xastalarin toxiresalinmaz yardim va
intensiv terapiya sobasini atlayaraq kateterizasiya laboratoriyasina
gondarilmasi tovsiya olunur.




XOSTOXANAONU MORHOLODD TIBBI YARDIMIN GOSTORILMSSI
(LOGISTIKA)

e Tacili tibbi yardim xidmatinin STEMI siibhasi olan xastalari qeyri-
PKM markazlari atlayaraq PKM markaza koglirmasi tovsiys
olunur.

« Tacili yardim brigadalarinin kaskin koronar okklyuziyasini
gostaran EKQ sablonunu askar etmak va lazim olduqda
defibrilasiya va fibrinoliz da daxil olmagla ilkin miialico aparmaq
uclin oyradilmasi va tachiz edilmasi tovsiys olunur.

« STEMI siibhasi olan pasiyentlara yardim géstaran biitiin
xastaxanalar va tacili yardim xidmatlarinin gecikma vaxtlarini
geydiyyata almalarn ve yoxlamalari, keyfiyyat hadaflarina nail
olmaq va onlarn qoruyub saxlamagq liciin birga calismalan
tovsiya olunur.




“TIME IS MUSCLE” “VAXT ©Z9LODIR!” (E.Braunwald)
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IN A HEART ATTACK, EVERY SECOND COUNTS

Maroko PR, Kjekshus JK, Sobel BE, Watanabe T, Covell JW, Ross Jr ], et al. Factors influencing infarct size following experimental coronary artery occlusions. Circulation. 1971;43(1):67-82. [


Выступающий
Заметки для презентации
Təxminən 50 il əvvəl Eugene Braunwald inqilabi bir fərziyyə irəli sürdü: vaxt əzələdir. Göstərilmişdir ki, koronar tıxanma nəticəsində yaranan miokardın işemik zədələnməsinin şiddəti və dərəcəsi koronar tıxanmadan 3 saat sonra adekvat müdaxilə ilə köklü şəkildə dəyişdirilə bilər.
About 50 years ago, Eugene Braunwald proposed a revolutionary hypothesis: time is muscle. It was demonstrated that the severity and extent of myocardial ischemic injury resulting from coronary occlusion could be radically altered by an adequate intervention as late as 3 hours after the coronary occlusion.
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Recommendations for antiplatelet and anticoagulant therapy in acute @ESC
coronary syndrome (1)

Recommendations Class Level
Antiplatelet therapy

Aspirin is recommended for all patients without contraindications at an initial oral LD
of 150-300 mg (or 75-250 mgi.v.) and an MD of 75-100 mg o.d. for long-term
treatment.

In all ACS patients, a P2Y,, receptor inhibitor is recommended in addition to aspirin,
given as an initial oral LD followed by an MD for 12 months unless there is HBR.

A proton pump inhibitor in combination with DAPT is recommended in patients at
high risk of gastrointestinal bleeding.

Prasugrel is recommended in P2Y,, receptor inhibitor-naive patients proceeding to
PCI (60 mg LD, 10 mg o.d. MD, 5 mg o.d. MD for patients aged >75 years or with a I B
body weight <60 kg).

Ticagrelor is recommended irrespective of the treatment strategy (invasive or
conservative) (180 mg LD, 90 mg b.i.d. MD).

©ESC
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Recommendations for antiplatelet and anticoagulant therapy in acute @ESC
coronary syndrome (2)

Recommendations Class Level
Antiplatelet therapy (continued)
Clopidogrel (300—-600 mg LD, 75 mg o.d. MD) is recommended when prasugrel or

ticagrelor are not available, cannot be tolerated, or are contraindicated. I <

If patients presenting with ACS stop DAPT to undergo CABG, it is recommended they I c
resume DAPT after surgery for at least 12 months.

Prasugrel should be considered in preference to ticagrelor for ACS patients who lla B
proceed to PCI.

GP lIb/llla receptor antagonists should be considered if there is evidence of no- lla c
reflow or a thrombotic complication during PCI.

In P2Y,, receptor inhibitor-naive patients undergoing PCl, cangrelor may be b .
considered.

In older ACS patients, especially if HBR, clopidogrel as the P2Y_, receptor inhibitor b B

may be considered.

©ESC
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Recommendations for antiplatelet and anticoagulant therapy in acute @ESC
coronary syndrome (3)

Recommendations Class Level
Antiplatelet therapy (continued)

Pretreatment with a P2Y,, receptor inhibitor may be considered in patients
undergoing a primary PCl strategy.

Pretreatment with a P2Y_, receptor inhibitor may be considered in NSTE-ACS
patients who are not expected to undergo an early invasive strategy (<24 h) and do llb C
not have HBR.

Pretreatment with a GP llb/Illa receptor antagonist is not recommended. m A
Routine pretreatment with a P2Y,, receptor inhibitor in NSTE-ACS patients in whom
coronary anatomy is not known and early invasive management (<24 h) is planned is
not recommended.

Ilb B
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Recommendations for antiplatelet and anticoagulant therapy in acute @ESC
coronary syndrome (4)

Recommendations Class Level
Anticoagulant therapy
Parenteral anticoagulation is recommended for all patients with ACS at the time of I .
diagnosis.
Routine use of a UFH bolus (weight-adjusted i.v. bolus during PCl of 70—-100 1U/kg) is I c
recommended in patients undergoing PCI.
Intravenous enoxaparin at the time of PCl should be considered in patients lla B
pretreated with subcutaneous enoxaparin.
Discontinuation of parenteral anticoagulation should be considered immediately lla c
after an invasive procedure.

@
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Recommendations for antiplatelet and anticoagulant therapy in acute @ESC
coronary syndrome (5)

Recommendations Class Level
Patients with STEMI

Enoxaparin should be considered as an alternative to UFH in patients with STEMI lla .
undergoing PPCI.

Bivalirudin with a full-dose post PCI infusion should be considered as an alternative to lla .
UFH in patients with STEMI undergoing PPCI.

Fondaparinux is not recommended in patients with STEMI undergoing PPCI. - B
Patients with NSTE-ACS

For patients with NSTE-ACS in whom early invasive angiography (i.e. within 24 h) is
not anticipated, fondaparinux is recommended.

For patients with NSTE-ACS in whom early invasive angiography (i.e. within 24 h) is
anticipated, enoxaparin should be considered as an alternative to UFH.

lla B
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Recommendations for antiplatelet and anticoagulant therapy in acute @ESC
coronary syndrome (6)

Recommendations Class Level
Combining antiplatelets and OAC

As the default strategy for patients with atrial fibrillation and CHA,DS,-VASc score 21

in men and >2 in women, after up to 1 week of triple antithrombotic therapy

following the ACS event, dual antithrombotic therapy using a NOAC at the I
recommended dose for stroke prevention and a single oral antiplatelet agent

(preferably clopidogrel) for up to 12 months is recommended.

During PCI, a UFH bolus is recommended in any of the following circumstances:

- if the patient is on a NOAC I C
- if the INR is <2.5 in VKA-treated patients.

In patients with an indication for OAC with VKA in combination with aspirin and/or

clopidogrel, careful regulation of the dose intensity of VKA with a target INR of lla B
2.0-2.5 and a time in the therapeutic range >70% should be considered.

©ESC
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Recommendations for antiplatelet and anticoagulant therapy in acute @ESC
coronary syndrome (7)

Recommendations Class Level
Combining antiplatelets and OAC (continued)

When rivaroxaban is used and concerns about HBR prevail over ischaemic stroke,

rivaroxaban 15 mg o.d. should be considered in preference to rivaroxaban 20 mg o.d. lla B
for the duration of concomitant SAPT or DAPT.

In patients at HBR, dabigatran 110 mg b.i.d. should be considered in preference to

dabigatran 150 mg b.i.d. for the duration of concomitant SAPT or DAPT, to mitigate lla B
bleeding risk.

In patients requiring anticoagulation and treated medically, a single antiplatelet agent
in addition to an OAC should be considered for up to 1 year.

In patients treated with an OAC, aspirin plus clopidogrel for longer than 1 week and
up to 1 month should be considered in those with high ischaemic risk or with other lla C
anatomical/procedural characteristics that are judged to outweigh the bleeding risk.

lla B
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Recommendations for antiplatelet and anticoagulant therapy in acute @ESC
coronary syndrome (8)

Recommendations Class Level
Combining antiplatelets and OAC (continued)

In patients requiring OAC, withdrawing antiplatelet therapy at 6 months while
continuing OAC may be considered.

The use of ticagrelor or prasugrel as part of triple antithrombotic therapy is not
recommended.

Iib B

_ K
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