Koroner anjiografide karar
algoritmasi

Dr. Ekrem Taha Sert




Hastane disi kardiyak arrest (HDKA)

» Gelismekte olan tilkelerde total mortalitenin yaklasik %10
kadarini olusturmaktadir.

Ani kardiyak 6liimle sonug¢lanan hastalarin

» Yaklasik %60’inda daha onceden bilinen koroner kalp hastaligi
bulunmaktadir.

» Yaklasik %15’inde koroner kalp hastaliginin ilk basvuru sekli
ani kardiyak arrest olarak saptanmaktadir.




Post-resusitatif bakim
» Terapotik Hipotermi
» Ekstrakorporeal Yasam Destegi

»Post Resusitatif Koroner Anjiografi




Kimi ne zaman anjiyoya gonderelim?

HDKA sonrasi

» ST-elevasyonlu myokard infarktiisu (MI) veya
supheli MI varhiginda (Sinif I), veya

»Kardiyojenik sok veya

»Rekirren ventrikiiler aritmilerin eslik ettigi
hemodinamik veya elektriksel instabilite varhiginda
(Sinif [1a)




Kimi ne zaman anjiyoya gonderelim?

STEMI ve supheli akut MI varhgi

Kardiyojenik sok

Rekurren kardiyak arrest durumlari acil koroner anjiyografi (<90 dk)
icin kabul edilmis endikasyonlardir.

Baslangic ritminin VT /VF olmasi

Iskemik EKG degisiklikleri (ST segment depresyonu, QRS’de uzama)
Ciddi sol ventrikiil disfonksiyonu

Serum troponininde anlamli diizeyde artis

Akut koroner okliizyon (AKO) belirteclerinin varhigi ise erken donem
(2 - 24 sa) koroner anjiyografi i¢in énerilen endikasyonlardir.




TABLE 4 Early Predictors of Adverse Outcomes After Cardiac
Arrest (30,50-52)

FPatient characteristics
o Advanced age

« End-stage organ failure

Arrest circumstances
» Unwitnessed arrest

» Lack of bystander CPR

o No-flow duration =10 min before initiation of CPR

= Prolonged CPR (=320 min)
=« Ongoing CPR at hospital arrival

o Non-VT/WVF arrest rhythm, especially asystole
=« Moncardiac cause of arrest (e.qg., traumatic)

= MNeed for =3 doses of epinephrine before ROSC

Clinical assessment
e Severe lactic acidosis (pH <7.2 and/for lactate value =7 mmol/L)

« Unresponsive to pain, with missing brainstem reflexes
=« Brain edema on head CT

« Myoclonus on examination

£ 2018 BY THE AMERICAN COLLEGE OF CARDIOLOGY FOUNDATION
uuuuuuuuuuuuuuuuu

STATE-OF-THE-ART REVIEW

Utility and Challenges of an Early Invasive k)
Strategy in Patients Resuscitated From '
Out-of-Hospital Cardiac Arrest

Jacob C. Jentzer, MD,”" Joerg H ™MD, A Prasad, MD," Gregory W. Barsness, MD,"*
Malcolm R. Bell, MD*




I OHCA Without Evident Noncardiac Cause l

v

Successfully resuscitated 'i Gl +

d
+  VES )= |

Refractory cardiac arrest

Determine candidacy for Mechanical CPR
coronary angiography Determine candidacy for
ECLS initiation if available
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Established indications for L. Assess exclusion criteria for ECLS:
immediate coronary angiography: Adverse prognostic signs that reduce
benefit of coronary angiocgraphiy: = Advanced age/fcomorbid
= STEMI or suspected AMI conditions

= Advanced agefcomorbid
conditions
- Prolonged no flow time

= Urnwitnessed arrest
MNo-flow time > 10 min
Initial rlwythm of asystole
= Sewere lactic acidosis

= Low ETCO, (<10 mm Hg)
Unfavorable amatomy
Refractory hypoxemia
Collapse-to-ECLS >&0 min

= Cardiogenic shock
= Recurrent cardiac arrest =

Proposed indications for early Prolonged resuscitation
coronary angiography: Initial rhythm of asystole
= Initial rhythm of WVT/VF = Severe lactic acidosis
= Ischemic ECG changes Missing brainstem reflexes
= Severs LV dysfunction Myoclonus or brain edema
= Predictors of CAD/ACO
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Coronary angiography
Culprit vessel-only PCI Intt ECLS i ilable
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Avoid routine IABP use

MULTIPLE

ICU admission NEUROLOGIC Delayed PCI for complete
Continue TTHM RECOVERY revascularization
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