AKUT KORONER SENDROM (AKS)

s |@AWR Atk [ €I

Adl Tip Uzmanlan Dernegi Acil Tip Okulu

8 KASIM 2014 KEY HOTEL - iZMIR

AKS Tanisinda Tuzaklar, Gozumiuzden

Kacanlar ve Dikkat Edilmesi Gerekenler

Do¢. Dr. Sedat YANTURALI
Dokuz Eylul Universitesi Tip Fakiiltesi

Acil Tip Anabilim Dali - Izmir
sedat.yanturali@deu.edu.tr







En buytik yanlishk, yanlislarin farkinda olmamaktir.

Caryle




e
L el . f

i s Tibta (R0

Kaynaklar

pTo Date

. PROVIDING ANSWERS TO
CLINICAL QUESTIONS

American Heart
Association

nature |-

Related Links




Sunu Plant

Atlanmis AKS'ler: Genel bakis, ozellikleri vb..
Klinik tuzaklari, risk belirleme

EKG prensipler, Tuzak érnekleri
Testler ne zaman yetersiz kaliyor
Nerelerde hata yapabiliriz

Hata ornekler:i

Hata yapmamamiz igin temel kurallar

Ozet



Isimiz Zor
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AKS olimcdl bir neden / En sik olim

Atlarsak --- Mort & Morb & Vicdani & Legal
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ceoe\Seoo
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Atlanmis AKS'ler - Genel Bakis

= AKS'li hastalarin yaklasik % 1.9 - 4 acilden taburcu
= Artmis bir mortalite

= Atlanmis vakalarin ¢ogu atipik presentasyon

= Nefes darligi ana semptom (750)
= Terleme (7%26), Bulanti/Kusma (7%24), Presenkop/senkop (7:19)
= 1/3 - 1/4 hasta Sessiz MI veya atipik

ee\Soo

semptomlar

= Dispepsi, halsizlik vb...



AKS'ler atipik semptomlarla bagsvurabilirler.

= National Registry of Myocardial Infarction, 2000.
= 430,000 patients with confirmed acute myocardial infarction (MI)

Display Settings: [~ Ahstract Send to:
Full text links
JAMA . 2000 Jun 28283024 3223-9.

Prevalence, clinical characteristics, and mortality among patients with myocardial infarction presenting without % JAMA
chest pain.

Canto ._IG1, Shlipak MG, Eogers Wi, Malmagren A, Frederick PD, Lambrew CT, Crnato JP, Barron HY, Kiefe Cl.

+ Author information

Abstract
CONTEXT: Although chest pain 15 widely considered a key symptorn in the diagnosis of myocardial infarction (MI), not all patients with M| present
with chest pain. The extent to which this phenomenon occurs is largely unknown.

OBJECTIVES: To determine the frequency with which patients with M| present without chest pain and to examine their subseguent management and
outcome.

DESIGN: Fraospective observational study.

SETTING AND PATIENTS: A total of 434 377 patients with confirrned Ml enralled June 1934 to March 19958 in the Mational Registry of Myocardial
Infarction 2, which includes 1674 hospitals in the United States.

MAIN OUTCOME MEASURES: Prevalence of presentation without chest pain; clinical characteristics, treatrment, and mortality among M| patients
without chest pain vs those with chest pain.

RESULTS: Of all patients diagnosed as having M, 142 445 (33%) did not have chest pain on presentation to the hospital. This group of Ml patients
was, on average, 7 years older than those with chest pain (74.2 vs B5.9 years), with a higher proportion of women (49.0% vs 38.0%) and patients with
diabetes mellitus (32.6% ws 25, 4%) or prior heart failure (26.4% vs 12.3%). Also, M| patients without chest pain had a longer delay before hospital
presentation (mean, 7.9 vs 5.3 hours), were less likely to be diagnosed as having confirmed Ml at the time of admission (22.2% vs 50.3%), and were
less likely to receive thrombalysis or primary angioplasty (25.3% vs 74.0%), aspirin (50.4% vs 84.5%), beta-blockers (28.0% vs 45.0%), ar heparin
153.4% vs 83.2%). Myocardial infarction patients without chest pain had a 23.3% in-hospital mortality rate compared with 9.3% among patients with
chest pain (adjusted odds ratio for mortality, 2. 21 [95% confidence interval, 2.17-2.26]).

CONCLUSIONS: Our results suggest that patients without chest pain on presentation represent a large segment of the M| population and are at
increased risk for delays in seeking medical attention, less aggressive treatments, and in-hospital mortality. JAMA, 2000;283:3223-3229




Atipik Presentasyon

= Yaslilar (yas > 70)

= Diabetikler

= Kadinlar

= Beyaz olmayanlar

= Major basvuru semptomu nefes darligi olanlar

= Normal veya tanisal olmayan EKG



.. AKS'ler ATIPIK semptomlarla basvurabilirler...

Tum hastalarin 1/3 4 gogus agrisi disi nhedenlerle basvurmus

= Nefes dar'llgl = Carpinti

= Glgsizlik = Senkop

= Bulant1 / Kusma = Kardiyak arrest

o yOrigunluk and left arm. Some patients may present with symptoms

other than chest discomfort; such “anginal equivalent™




.. ATIPIK semptomlarla basvuranlarin sonucu...

= Daha geg tani
= Daha az uygun tedavi

= Litik ve PCI daha az

Dogal sonug:

Artmis komplikasyon: Yetm, disritmi, sok vb.

Artmis hastane ici mortalite (% 23.3 - % 9.3)
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Treatment Delayed is Treatment Denied

Symptom Call to PreHospital
Recognition Medical System

Increasing Loss of Myocytes

Delay in Initiation of Reperfusion Therapy




Zor hasta grubu - Kadin hastalar & Anksiyete

co\Seoo

= Daha az tedavi aliyorlar
= Kadin hastalar MT gegirince erkeklere gore daha fazla atipik

semptom
= Daha fazla kusma
= Daha fazla bas donmesi

= Daha fazla ankisiyete

= 65 yas alt1 kadinlarda daha mortal seyrediyor



Zor hasta grubu - Anksiyeteliler
= Emosyonel stresslerin AKS tetikleyebilir.
= Trafik, mag seyretme, savas, deprem vb..

s Takotsubo Sendromu:

ce\Seoo

= Litik aliyorlar.

= Eko: Duvar, hipokinezi, Enzimler yiksek. Anjio da bariz lezyon yok

= Sadec anksiyolitik degil, tam degerlendirme.
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CARDIOVASCULAR




AKS Klasik Risk Faktorleri ...

COMMON RISK FACTORS
FOR HEART DISEASE

INCLUDE:
. . . High blood
= Hipertansiyon pomoking  préssue

= DM

cholesterol

= Yas

; 1.\ Diabetes

= Hiperlipidemi
= Aile hikayesi

= Sigara

Physical inactivity Obesity
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Artmis Risk ..

= KBY = Kronik Kortikostreoid Kull

*HT, Ateroskleroz, LVH, sHT
kardiyomyopati sikligi yiksek

=Klasik risk faktorleri daha
ylksek

=Tnsiilin Direnci
=Obesite

3 =Hiperlipidemi
=Olim nedenleri CVS : ) :
=hiperkoagtlapati

=« HIV_ & AIDS
= Antiretroviral tedavi
= SLE

= Geng kadin riski artiyor
= Premat terosekl

remartire arerosexieroz Perikardit, plorit, antifosfolipid AB
= Kronik enflamasyon

= Kronik Kortizon kullanimi 17



Semptom ve belirtilerin AKS bagli olma olasiligi

ACUTE CORONARY SYNDROMES

TAELE 2. Likelihood That Signs and Symptoms Indicate an ACS Secondary to CAD

Intermediate likelihood Low likelihood
High likelihood Absence of high-likelihood features Absence of high- or intermediate-
Feature Any of the following: and presence of any of the following: likelthood features but may have:

History Chest or left arm pain or discomfort as Chest or left arm pain or discomfort Probable ischemic symptoms in
chief symptom reproducing previously as chief symptom absence of any of the intermediate-
documented angina Age 270y likelihood characteristics

Enown history of CAD, including MI Male sex Recent cocaine use
Diabetes mellitus

Examination Transient ME. murmur, hypotension, Extracardiac vascular disease Chest discomfort reproduced by
diaphoresis, pulmonary edema, or rales palpation

ECG New, or presumably new, transient Fixed Q) waves T-wave flattening or inversion <l mm
ST-segment deviation (=] mm) or T-wave ST depression of 0.5-1.0 mm or in leads with dominant R waves
inversion in multiple precordial leads T-wave inversion >1.0 mm Normal ECG tracing

Cardiac markers Elevated cardiac Tnl, TnT, or CK-MB levels MNormal Normal
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Erken donemde Risk Belirleme:

Hikaye, Muayene, EKG, Enzim.

TABLE 3. Short-term Risk of Death or Nonfatal Ml in Patients with UA/NSTEMI®

Low nsk

High risk Intermediate risk Ne high- or intermediate-
At [east 1 of the following features Ne high-risk feature, risk feature but may have any
Feature must be present: but must have 1 of the following: of the following:
History Accelerating tempo of ischemic Previous MI, peripheral or cerebrovascular

Character of pain

Clinical findings

Cardiac markers

symptoms in preceding 48 h

Prolonged ongoing (=20 min) resting
pain

Pulmonary edema, most likely because
of ischemia

New or worsening MR murmur

5., or new/worsening rales

I—fypotension, bradycardia, tachycardia

Age =75y

Angina at rest with transient ST-segment
changes >0.5 mm

Bundle branch block, new or presumed
new

Sustained ventricular tachycardia

Elevated cardiac TnT, Tnl, or CK-MB
(eg, TnT or Tnl >0.1 ng/mL)

disease, or CABG; previous aspirin use

Prolonged (=20 min) rest angina, now resolved,

with moderate or high likelihood of CAD

Rest angina (=20 min) or relieved with rest or
sublingual nitroglycerin

Nocturnal angina

MNew-onset or progressive CCS class I or IV
angina in the past 2 wk without prolonged
(=20 min) rest pain but with intermediate or
high likelihood of CADP

Age 270y

T-wave changes

Pathologic () waves or resting ST-depression
<1 mm in multiple lead groups (anterior,
inferior, lateral)

Slightly elevated cardiac TnT, Tnl, or CK-MB
(eg, TnT >0.01 but <0.1 ng/mL)

Increased angina frequency,
severity, or duration

Angina provoked at a lower
threshold

New-onset angina with onset
2 wk to 2 mo before
presentation

MNormal or unchanged findings

on ECG

Mormal




Non - Kardiyak Gogiis Agrisi

Iskemik olmayan agri tipleri (2 sistematik derleme)

» Solunumla veya ckstrtkle iliskili bicak saplanir tarzda keskin
karakterli ploretik agri (7 13 - 22 iskemiye bagl)

* Primer ve tek lokalizasyonu orta veya alt karin olan agr:
* Bir parmakla gosterilebilen agri

* Palpasyon veya hareketle ortaya ¢ikarilan agri

- Glinlerden beri olan agri

- Saniyelerle ifade edilen agri

* Alt ekstremite veya mandibulanin Gst kismina yansiyan agr!




EKG bize neler verir, neler vermez ?

= EKG kalbin elektriksel bir fotograf karesi
= AKS ise bir film - Dinamik bir siirec
= AHA Onerisi --- Acilde geliginin ilk 10 dakikasinda

= Gelis EKG siklikla tanisal degildir .

= Tek gelis EKG si, AMI hastalarin 7% 50 sinde tani koydurur.

= AMTI hastalarin gelis EKG % 45 non- diagnostik, % 20 si normaldir.

21



Am Heart J. 2012 Mar;163(3):372-82. doi: 10.1016/.ahj.2011.10.021.

Development and validation of a prioritization rule for obtaining an immediate 12-lead electrocardiogram in the | =
emergency department to identify ST-elevation myocardial infarction.

Kime EKG ?

* 30 yas usti gogus agrisi olan tim hastalar

» 50 yas Usti, nefes darligi, degisen mental durum, st

ekstremite agrisi, senkop ve gigstizligi olan tim hastalar.

- 80 yas usti karin agrisi, bulanti ve kusmasi olan tim

hastalar.

[1k 10 dakika

22



Am Heart J. 2012 Mar;163(3):372-82. doi: 10.10164.ahj.2011.10.021.
Development and validation of a prioritization rule for obtaining an immediate 12-lead electrocardiogram inthe | = =

emergency department to identify ST-elevation myocardial infarction.

Kime EKG ? Kurallar

Klinik kaniya ustin degil ? Bazen esik diisebilir | Artabilir

DM (25 yasinda)

» Geng hasta zona (32 yasinda)

23



Normal EKG'ye ¢ok giivenme |

= AMI erken saatlerinde tek anormallik T sivrilmesi veya
hiperakut T dalgalar

= T negatifliklerinin pseudonormalizasyonu.

= Eksersiz EKG'sinin normal olmasi AKS yi dislamaz.

24



Normal —\A—/—\— HipeerUT T dalgﬂlaf'l

Peaked T wave

AMI ilk dakikalar:
h A ﬂ

uf
|




T negatifliklerinin pseudonormaliyazsyonu




EKG Bizi aldatmasin

7
N

Tekrar EKG

Eski EKG
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Kontrol EKG (Seri EKG) - Daha giivenilir.

= TIk EKG tanisal degil, siiphe/semptom devam ediyorsa

mutlaka 5 - 10 dk EKG tekrar:.

= Duyarhlik % 85

28



Eski EKG'ler ile karsilastirma - Mantikli

= Var olan patolojiler eski mi ?

= Yeniolugan ST, T degisikleri AKS tanisina yaklastirir.
= Yeni baslangigl sol dal ... AMI
= Eski sol dal blogu ... reperfiizyon tedavisinden uzakl

m Gereksiz yatisi azaltabilir

AS



EKG - Resiprokal degisiklikler

"Resiprokal degisiklikler” zaman iginde gelisebilir.
= Tani igin sart degil. (> 1 mm ST segment elevasyonu)

= Olmasi gliglii bir sekilde STEMT dusindirdr

30



EKG de her Iskemik pattern AKS degildir

- ST segment elevasyonu da dahil olmak lzere, iskemi ve

infark bulgular:

- 7 62 anormal EKG
En sik non-spesifik ST/T degisiklikleri (7% 41)
- LVH (% 26)
- Iskemi (% 15)
- Infarkt (% 11)

Akut Aort Disseksiyonu

31



Akut Aort Disseksiyonu

Anormal EKG

- Koroner arter disekksiyonu / hematom
- Sok / tamponad

- Eslik eden koroner arter hastalig:

32



- Aspirin
- Heparin

- Litik

mmm) Sonuc - Felaket

Litik vermeden Akc cekelim mi ?

33



Non-anjinal agri da tehlikeli olabilir

- Akut aort disseksiyonu
= Pulmoner emboli

- Tansiyon Pnomotoraks
- Myokardit

- Perfore Peptik Ulcus

. Ozefagus riiptird

34



Sol Ventrikil Hipertrofisi mi & MI mi ?

(@3] 98 ms P ms HA o .
PR 236ms QT 406ms QTc 425 ms Unconfirmed EC
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Bas agrisi. 53 yasinda, hipertansif hasta

) 98 ms P ms
R 236ms QT 406 ms QTc 425 ms

CHANGES )

T symen’r yuksekligi

Vs - V¢ da --- Asimetrik T negatifligi

36



Dikkat - V1 - V2 de yilksek R, ST depresyonu




Posterior MI
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CHEST LEAD PLACEMENTS

Posterior M1
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aVR - Unutulmus Derivasyon

aVR'de ST elevasyonu

40



ST-segment elevation in aVR with other
ischemic findings is BAD!

41



ST-segment elevation in aVR

= Sol ana koroner tikanikligi CABG gerektirebilir.

= Litik de dahil olmak tizere medikal tedavi mortaliteyi
disirmez.

= Hemen PCT yapilmaz ise mortalite % 70.
= Acil PCI, mortaliteyi % 40 a distrdr.

= Yasam ana belirleyicisi PCI'ya varma zamani.

42



Tek negatif Troponinine gok giivenme !

ce\Seoo

* Hekim gérmeden / Triaj protokol

* Hem tani, hem prognostik, hem risk belirleme

Troponin

* Klasik bilgi --- 2-4 saat yiikselmeye baslar, 2 hafta

» Unutma --- 6-9 saat bulabilir, 12 saat gegse bile % 100 sens
degil.
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TEST CHARACTERISTICS OF TROPONIN T AND |

TABLE 56.1 ON INITIAL PRESENTATION OF CP AND WITH
SERIAL MEASUREMENTS
AT PRESENTATION SERIAL
TEST SENSITIVITY SPECIFICITY SENSITIVITY SPECIFICITY

:

!
]

- Troponin I

Troponin T 44 (32-56)
!

93 (88-97)
92 (88-95)

39 (10-78)

90—100 83-96
93 (85-97) 85 (76-91




Tek negatif Troponinine gok giivenme !

* Erken negatif troponin (< 6 saat) --- Tekrar

ce\Jeoo

* Ne zaman tekrar --- Tartismali

* Genel gorus --- Geliste ve 3-6 saat sonra
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Hatalarin azaltilmasi - Konsiiltasyon

A 4

KEEP
CALM
STUDY

CARDIOLOGY

46



Hatalarin azaltilmasi - Konsiiltasyon

v' Multidisipliner yaklasim
v’ Eksiklik / yetersizlik gostergesi degil
v’ Ikinci bir g6z

v’ Riskin / basarinin paylasiimasi

a7



Q
Ne zaman konsiiltasyon ? -

CALM

STUDY
CARDIOLOGY

v AKS tanisi kesinse

es\Joo L

v Yetmezlik veya hemodinamik ustabil gégiis agrisi varsa
v' ST segment degisiklerinin degerlendirilmesi zor ise

v’ Sol dal blogu & pace ritmi

v/ Taburculuk karari icin destek

v Komplike kardiyak hikaye (gok sayida stent, CABG)
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Taburculuk esnasinda;

= Olasi agri nedeni igin uygun poliklinik énerisi

= Muhtemel tani hakkinda hastay: bilgilendirin ve son / kesin

tani olmadigini séyleyin.
= Hastaya takip plani yapin, (72 saat iginde)
m Tekrar degerlendirmenin nedenini, yerini ve zaman

gelecegini tarif eden net bir yazili agiklama verin.
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Ozetle

Plak yirtilmasi --- Nekroz (Bir film seyrediyoruz)
Semptomlar atipik
Ilk EKG normal olabilir (yazi tura)
Atlanmis & ge¢ tani --- artmis mortalite
= Time is a muscle.

Hastay: bir butin olarak degerlendir
= Klinik, EKG, enzim, hikaye, lab ...

Kayit ... Higbir zaman 7% 100 olmayacak.. Tim bilgileri
kullanip hasta igin gereken ozenin gosterildigini YAZ...

50



Yanildigini asla kabul etmeyenler, en cok

yanilanlardir. La Rochefaucauld

Tesekkur ederim........
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