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KbCHO J1a C€ UHTEPBEHUPA

Bacun BenyeB aoH
YMBAIT “CeeTta AHHa” Codoung



IBbpae xbcHO 3a 11KH

* [ledbmnHnums 3a “TBbpae KbCHO™ . BpeMe
cnen koeTto 1K He HOCU KNMMHNYHX Non3un
N UMa noTeHuman 3a Bpeaa;

* 1K/ He e “nbpBUYHA’

* 3aBUCU OT KNUHNYHATA Nnpe3eHTauuna "
KOJINYEeCTBOTO Ha BUTaAJIEH MNOKaAp4 B
MOMEHTAa Ha lNnpe3eHTauundTa,



YcTaHOBEHU JaHHU

KbcHaTa npe3eHtaumna npn STEMI e
OTHOCUTESTHO YecTa U e acounpaHa C YCroXXHEH
X0oa Ha bornecTTa

ACHW gaHHM B nogKkpena Ha MbpBUYHA
aHrmonnacTuka go 12-tm 4ac

[1To manko nonsu m/y 12 n 24 vac cneg
dumnbpuHonnza (GRACIA )

[Ton3aTa oT KbCHa NbpPBUYHA
aHruonnactuka(cnen 24-t1 4ac) npu ctadbunHu
nauueHTn - He e gokasaHa (OAT)



Reperfusion therapy

Recommendations

Reperfusion therapy is indicated in all patients with symptoms of <12 h
duration and persistent ST-segment elevation or (presumed) new LBBB.

Reperfusion therapy (preferably primary PCI) is indicated if there is
evidence of ongoing ischaemia, even if symptoms may have started
> 12 h beforehand or if pain and ECG changes have been stuttering.

Reperfusion therapy with primary PCI| may be considered in stable
patients presenting 12-24 h after symptom onset.

Routine PCI of a totally occluded artery > 24 h after symptom onset in
stable patients without signs of ischaemia (regardless of whether
fibrinolysis was given or not) is not recommended.

ECG =electrocardiogram; iv. = intravenous; LBBB = left bundle branch block; PCl = percutaneous coronary intervention.

oumal (2012) 33, 2569-2619 @
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Summary of novel aspects

Importance of recognizing atypical ECG presentations.

Immediate angiography with a view to PCI in survivors of cardiac arrest and
STEMI or high suspicion of AMI.

A delay of < 90 min from FMC to P-PCI is the target but a maximum of 120 min
Is acceptable for primary PCI rather than fibrinolysis.

Delays must be recorded and monitored:
— FMCto ECG: =10 min;
— FMC to lysis: = 30 min;
— FMC to PPCI: = 90 min (60 min in PCI| hospitals or for early presenters).

Primary PCI is indicated if there is evidence of ongoing ischaemia, even if
symptoms may have started > 12 h.

After fibrinolysis:
— Transfer to a PCl-capable center is indicated in all patients;

— Angio with a view to revascularization indicated after successful lysis (optimal
timing 3-24 h).

rt Jounal (2012) 33, 2569-2619 @
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Bansane Ha OAT B/y mpakTukara Ha

HHTCPBCHIIMOHAJIMCTA  Arch Int Med 2011

STEMI

OR (95% CI)

Overall study population —f—

Hospital reporting a ratic  ——4—
for diagnostic to PCI
procedures of =3:1

1.01 (0.99-1.02)

0.96 (0.93-1.00)

CHF symptoms at — 0.98 (0.95-1.02)
presentation
STEMI — 1.00 (0.95-1.05)
Insurance payor
Government —— 1.01 (0.99-1.03)
Commercial —— 0.99 (0.96-1.02)
HMO —_—— 1.03 (0.99-1.08)
Hospital type
Government - + 1.05 (0.91-1.20)
Private/community [ 1.01 {0.99-1.03)
University —— 0.98 (0.94-1.02)
Region
West region — 1.00 (0.96-1.04)
Mortheast region —— 1.01 (0.97-1.05)
Midwest region —— 1.01 (0.98-1.03)
South region —— 1.01 (0.99-1.04)

I T T T T T T 1
0.90 095 1.00 105 1.10 1.15 1.20 1.25
-<—— Declining Increasing ——
Rate of PCI




Kou ca te (“cradunaure” STEMI) -
nomynanusaTa Ha OAT

MW mly 3-Tn n 28 geH
TIMI - 0-1
[MpokcumanHa okny3sus

N3kno4yeHnu:

- NYHA Il /1V CH

- LIOK

- BUCOK KpeaTuHUH >221 umol/l
- CTBOJIOBaA CTEHO3a

- 3 knoHoBa b6onecTt

- aHIMHa B MOKOW

- TeXKa ncxemma B ctpec tecta ( ST enesauus, genpecuda Hag 2MMm,
XUNOTOHMUA)



?

* CtabunHu nauneHTn cnen 244ac ¢
OTBOpPEHA apTepua? — noTeHuman 3a
XnbepHupaH Mmokapa 1 octaTb4Ha
NcXemMmus.

* KakBa TeXXecT Ha ucxemmara e npar 3a
MHTEPBEHLINA"?

* [1pobnem Ha TEXHMKA N HOBO NOKOJSIEHUE
ycTpouctea?



@ e JAMA Network

From: Effects of Percutaneous Coronary Interventions in Silent Ischemia After Myocardial Infarction: The
SWISSI Il Randomized Controlled Trial

JAMA. 2007;297(18):1985-1991. doi:10.1001/jama.297.18.1985
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Log-Rank P<.001
D T 1
0 5 10 15
Time From Randomization, y
No. at Risk
Percutaneous Coronary Intervention 96 77 54
Anti-ischemic Drug Therapy 105 64 37

Tnxa ncxemma npegmktop 3a nonsa ot MNKU
Kputepumn- 1 mm genpecus B EKIN n nepdy3noHeH aed ekt B cTpecC TecTa
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Enrolied in TOSCA-2
N=381 OTtBopeHaTta aptepus n JIK doyHKUMS
TOSCA 2 Circulation 2006

Randomized 1o Randomized 1o
PCI MED
N=185 N=186
Lost to follow-up
N=2
Lost to follow-up

N=2
Died
N=6

Died

N=6

Fatient refusal
N=1T7
Patient refusal
N=14
Physician refusal
N=2
Foliow-up cath for Follow-up cath for
|patency 1° endpoint patency 1° endpoint|
N=173 N=159

: Paired analyzable Paired analyzable
fi
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LV angiograms for o .
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A LVEF - primary endpoint
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VIAMI 20 1 2- CpaBHEHHE HAa MHBA3MBHA /

KOHCCPBATHUBHA CTPATCI'UA IIPHU JOKA3daH BUTAJICH MHUOKAP/

OeduHnumna 3a ButanurteT

* EXo cTpec TecT:
[TogobpeHne Ha
KOHTPAaKTeNuUTeTa B 2 nnu
noBeYye cermeHTa oT
NHapKTHATa 3aHa

BKnro4yeHu

. > 48Y

 CtabunHu naymneHTn 6e3
npu3HaLKn Ha UCXeMUSA OT
EKI nnn 6onka B nokowu



Anterior
infarction

Ejection
Fraction
(EF%)

Occluded
IRA (%)

Absence
of
collaterals
(%)

VIAMI 2012

But-mHB But- koHC He But

31% 33% 47%
52.7 54.7 53.5
19.8
63.2

0.88

0.32

Table 1
Baseline characteristics of the patients

Viable Non-viable
Invasive Conservative E;Iua"’
Characteristic g"u;] (n=110) (T"s;
Male 75% 81% 66% 041
Age (yrs) 60 59 64 052
Clinical history (%)
gina 41% 44% 54% 068
yocardial infarction 6% 4% 9% 053
ercutaneous coronary intervention 2% 3% 9% 1.0
oronary- artery bypass grafting 0% 1% 1% 10
Risk factors (%)
Dabetes mellitus 8% 13% 12% 026




VIAMI: Cs0utusa - cmupt, MU,
HeCcTaOMJIHA aHTHHA
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VIAMI: Cs0utusa - cmupt, MU,
HecTaOMIHA AaHTHUHA
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VIAMI: Cs0utusa - cmupt, MU,
HecTaOMIHA AaHTHUHA



MHTEpBECHIIMHY IIPU TPy HEOOXBAHATH OT
Ne(O)MHUTUBHU NPOYYBAHUS?

DN <30%
LM/ 3VD

ButanHocT Ha Mnokapaa — nparose
cnopep nsrnoni3saHaTta metoaa?

CTabunHu naymeHTn ¢ OTBOPEHA
MHQPAPKTHA apTepud

“INMpocTn “ npegnKTopn Ha BUTANHOCT-
nebenunHa Ha cteHTaTta, EKI, aHrnHa



Ilocmagusa

MKW e nHanumnpaHa v cnen 12 yac npu
OAHHW 3a NpoabJrKaBalla MCXEMUS

AHrmonnacTtmkaTta He Hocu nonsa v Bpega
npu ctabunHu(nogobHu Ha OAT) nauneHTu
KbCHO cnean MW npu 3anyweHa BMHOBHA
apTepus

[laumeHTuTe C Texka aHaTtoMmua n HUcka U
TpAOBa ga ObaaTt peBacKynapusnpaHm

[1a ce Tbpcu TXa ucxemuga/ButaneH mmokapa
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