& TURK

& /\TUDER KARDIYOLOVJi

p:Usmanian Derrieg DERNEGI




Uzamis iskemiye
bagl gelisen
miyokardiyal hiicre
oliimii

Eurcpean Heart Jownnal (2007) 28, 2525 2538
doiz 101093/ curheart] fehm 355 EHFIE-"l"t consensus dDGUI’I’IE"I’It

@97 Universal definition of myocardial infarction

Kristian Thygesen, Joseph S. Alpert and Harvey D. White on behalf
of the Joint ESC/ACCF/AHA/WHF Task Force for the Redefinition

of Myocardial Infarction




ﬂutMiyokartEniarktﬁsﬁnﬁW/
Tanimi

. Kardiyak biyobelirteclerde (tercihen troponin), st
referans sinirinin 99. persantilini asacak sekilde ylikselme
ile birlikte asagidakilerden en az birinin bulunmasi:

[skemi belirtileri:

Yeni veya tahminen yeni anlamh ST-T degisiklikleri veya
yeni Sol Dal Blok gelismesi;

EKG'de patolojik Q dalgalarinin gelismesi;

Yeni olugsmus canli miyokart dokusu kaybinin
goruntiilleme kaniti veya yeni duvar hareket bozuklugu;

Anjiyografi ya da otopsi ile intrakoroner trombiisiin
tespiti.




/Epidemiyoloji-l

Diinyada oliimiin en sik sebebi (%12,8)
Hastane ici mortalite %6-14

Reperflizyon tedavilerinin, perkiitan koroner girisimlerin,
modern antitrombotik tedavilerin ve ikincil korunma
tedavilerinin kullanimina paralel olarak, STEMIyi izleyen

akut ve uzun donemde mortalitede azalma

Yine de, hastalarin yaklasik %12’sinin 6 aylik siire icerisinde

olmesi nedeni ile mortalite 0onemini korumakta
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Ani koroner arter okluzyonu, AMI’nin ¢ogunda ana sebeptir.

MTI’nun klinik olarak belirlenebilmesi i¢cin iskeminin uzun
stireli(>30 dk) olmas1 gerekir.

Ani total okluzyon transmural infarktiis yapabilir (infarkt
ventrikiiliin biitiin tabakalarini i¢ine alabilir)

Arteryel okluzyon subtotal ise veya
rekanalizasyon erken gelisir ise veya
Iyl kollateral kan akimi var ise,
hasar subendokardiyuma simirli kalabilir (subendokardiyal Ml).
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LAD arterinin tikanmasi, anterior, ventrikiiler septum,
lateral duvar ve anterolateral papiller kasin infarktiistine
sebep olabilir.

Dominant RCA tikanmasi, inferoposterior duvar, inferior
septum ve posteromedial papiller kasin infarktiisii 1le
sonuclanir.

CFX arter tikaniklig1 anterolateral duvar infarktisiine
neden olabilir.




AMI PRODROMAL SEMPTOMLAR

A Tipik goquis agrisi
Retrosternal, baski, sikistiran, yanma tarzinda
Her iki kola, on kola, omuzlara,
boyuna, ¢eneye ve sirta yayilabilir
( C8-Th5 dermatomu)
Kresendo karakterinde
Istirahat ve dilalt nitratlara cevap vermez
Sdre > 30 dk

B Atipik goqdiis adrisi

C Eslik eden semptomlar

D Sessiz miyokard infarktiisu



"KLINIK BULGULAR

MI agrisinin baslangici genellikle hizlidir ve kresendo
karakterlidir.

Unstabil anjinadan farki, istirahatle ve nitrogliserin
verilmesi 1le genellikle yatismaz.

MI olusumunda sirkadien bir ritm belirlenmistir. En sik
goriildiigi zaman sabah 06-11 saatleri arasidir.

MI hastalarinin %20-30’1 akut olay esnasinda
asemptomatiktir (sessiz infarkt).




KLINIK BULGULAR

Terleme, tasikardi ve vasokonstruksiyona bagli soguk-
terli,yapiskan bir cilt

Hizli-yuzeyel solunum ve dispne

Agir olgularda; ¢iddi nefes darligi, okstiriik ve hemoptizi
(pulmoner 6dem)

Hastalarin %50’sinden fazlasinda vazo-vagal refleksler
yoluyla (bezold-jarisch) bulanti ve kusma
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TANI

AMTI’niin tanis1 3 temele dayanur:
1)Klinik: Karakteristik hikaye ve klinik bulgular
2)Tipik EKG degisikligi

3)Spesifik serum enzim yiikselisleri
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Yeni tammm: NSTE-AKS

2007; UA ve NSTEMI hastalarinda tam ve tedavi kilavuzu

2012; glincellenme




NSTE-AKS

m NSTE-ACS

mm) ABD’ de 625.000 < hasta* / AKS olgularinin % i

*Go AS, Mozaffarian D, Roger VL, et al. Heart Disease and Stroke Statistics--2013 Update: a report from the American Heart Association. Circulation. 2013;127:€6-
€245.



“EKG -

Transmural infarktiiste

ST segment elevasyonu,

T dalga negatifligi ve

Q dalgalar1 hasarli bolge tistiinde belirlenir iken,
Non transmural infarktiiste

ST segment depresyonu ve

T dalga negatifligi olusur.

MTI’de siklikla ilk EKG bulgusu,

infarkt alani tizerindeki derivasyonlarda ST segment
clevasyonu seklindedir.
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OESC/ACC/AHA/WHEF 2018

@ESC

European Society
of Cardiology



Elektrod hasarlanmis alani, dogrudan goruyorsa ST segmenti yukselir

U

Elektrod hasarlanmis alani, arada bulunan saglam miyokard dokusu
ardindan goruyorsa ST segmenti ¢coker
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—AMVI’ de EKG Seyri

Karakteristik olarak ST segment konveksitesi yukari
dogrudur.

Birka¢ saat yada gtinliik bir peryottan sonra ST segmenti
1soelektrik ¢izgiye doner ve T dalga degisiklikler1 baslar.

ST segment elevasyonu gosteren derivasyonda T dalga
inversiyonu(negatifligl) gelisir.

Transmural infarktiiste anormal Q dalgalar1 infarktiistin
ilk birkac saati i¢erisinde veya daha sonra ortaya ¢ikabilir.
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_ MISINIFLANDIRIEMASI S

(Lezyonun yerine gore)

LOKALIZASYON |DERIVASYON

Anteroseptal V.V, V;
Anteriyor V, V, V,
Anteroapikal I,aVL, V; V,
Anterolateral I, aVL, V5 V¢

Yaygin Anteriyor |1, aVL, V, V, V, V, V. V,

Inferiyor I1, 111, aVF

Posteriyor V, V, V; (UzunR, ve ST
depresyonu, Pozitif T)
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Anterior Ml

T /1 saatsonra 24 saatsonra 10 glnsonra
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Q dalgasiz Ml

1 sat sonra 24 saat sonra 1 hafta sonra



RiSK DEGERLENDIRMES] VE
GORUNTOLEME

= Akut fazdaki yiliksek riskin gostergeleri;
= [leri yas

= Yiksek kalp hizi

= Hipotansiyon

= Killip simifi>1

= Anterior enfarktiis

= Onceki enfarktiis

= Baglangicta yiliksek kreatinin

= Kalp yetersizligi

= Ayrica malign aritmiler,israrci gégiis agrisi,hafif eforla baslayan
gogis agrisi da koti sonlanmim ile iliskilendirilmektedir.
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‘Serum Enzim Degisiklikleri

CPK(Kreatinin fosfokinaz): CPK 6 saat i¢cinde serumda
ylikselmeye baslar, 24 saat i¢inde pik yapar ve 2-3. giinde
normal seviyesine doner.

Total serum CPK aktivitesi, 1skelet kas1 harabiyeti, alkol
intoksikasyonu, DM, kas hastaliklar1, agir egzersiz,
konviilsiyonlar, im enjeksiyonlar ve pulmoner embolide
de yiikselir.Cunkli CPK, kalp, kaslar, beyin ve diger
organlarda da bulunur.
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SGOT =AST

[nfarktiisiin 8-12.saatinde yiikselmeye
baglar, 24-72. saatte pik yapar ve 2-5 giin
yliksek olarak devam eder.

Serum degerleri, karaciger hastaligi,
KKY, Iskelet kas1 hasar1 ve pankreatittede
yukselebilir.



1DH

Bir¢ok dokuda bulunur. 5 1zoenzimi vardir. Kalp i¢in en
spesifik olan 1zoenzimi1 LDH1 dir. LDH1/LDH?2 orani >1 1se
miyokard nekrozunu gosterir. LDH 24.saatten sonra
ylikselmeye baslar, 3-6. giinde pik yapar ve yiiksek kan
diizey1 8-14 giin devam eder.

Kan  hastaliklarinda, hemoliz  varliginda, akciger
infarktislerinde ve ¢esith karaciger hastaliklarinda yiikselir.




S :
“MIYOGLOBIN

Hasarli miyokard hiicreleri tarafindan dolasima
salinan dusuk molekil agirlikli bir proteindir.

Gogus agrisinin baslangicindan birkag saat sonra
serumda ytikselmeye baslar.

6-7 saatte pik seviyeye ulasir. 24 saatte normale doner.

Kalbe spesifik degildir.




— — CK-MM
—— Myoglobin
- - - CK-MB
' Seeee. eeaes Troponin T

Plasma enzyme level x normal

A Coronary occlusion Time, h

- - - - - @
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“TROPONINLER

Troponin kompleksi, ¢izgili kaslarda kontraksiyonu
regiile eden 3 subiinitten 1barettir. troponin C, troponin
T, troponin |

AMI’de troponinler, 1lk 3 saat 1¢inde yiikselmeye
baslar.

Tnl yuiksekligi 7-10 giin, TnT 1se 10-14 giin serumde
yuksek seviyede bulunur.

Minor derecedeki bir miyokard nekrozunu bile

belirleyebilir.
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AYIRICI TANI

*Pulmoner Emboli

*Perikardit

*Disekan aort anevrizmasi

*Spontan pnomotoraks

*Omurga ve gogus duvari problemleri
*Abdominal problemler

*Anksiyete durumlari ve fonksiyonel hastahklar




STEMI: Reperfuzyon tedavisi

1.Farmakolojik tedav

I (Trombolitik tedavi)




Perkutan koroner girisimin trombolitik
tedaviye gore avantajlari:

v Damar aciklik orani daha yuksek
ISA'da akimin daha iyi olmasi
Kontrendikasyonu bulunmamasi

Tekrarlayan iskemik olaylar daha az

S N NN

Inrakranial kanama daha az
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Reperfiizyon Tedavisine iliskin Oneriler

|lallblll

d

ST elevasyonu olmadan, devam eden iskemi semptomlari ve

asagidakilerden en az biri olan hastalarda primer PCI

endikedir.

- Hemodinamik instabilite ya da kardiyojenik sok

- Tedavi altinda devam eden ya da tekrar eden gogus agrisi

- Hayati tehdit eden aritmiler ya da kardiyak arrest

- Mekanik komplikasyon gelismesi

- Akut kalp yetmezligi

- Tekrarlayan ST-T segment degisiklikleri(ozellikle
intermittant ST elevasyonuyla birlikte olan)



Islem sirasinda farmakoterapi

Primer PKG o6ncesinde tiim hastalar en erken zamanda
Aspirin
ADP bloker

Antikoagiilan (parenteral) msp UFH, Enoksaparin,
Bivalirudin
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TROMBOLITIK TEDAVi

t-PA, fibrine bagli plasminojeni aktif plazmin haline
doniistiiriir ve sonucta sistemik litik etki olusturmadan
fibrin pihtisim1 pargalar. Lokal trombolitik etki olusturur
ve minimal genel sistemik fibrinolizis yapar.

SK ise fibrine bagli ve dolasan plasminojeni akjtif
kompleks haline dontistiiriir. Bu da yeni plasminojen
molekiillerini aktive ederek aktif plazmin olusturur.
Fibrine bagli plasminojene selektivitesi zayif oldugu icin
daha fazla sistemik litik etki yapar.




2017 ESC Guidelines for

the management of acute myocardial
infarction in patients presenting with
ST-segment elevation

@ESC

European Society
of Cardiology
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Myocardial Infarction Type 1

= »

Plaque rupture/erosion with
occlusive thrombus

Plaque rupture/erosion with
non-occlusive thrombus

©ESC/ACC/AHA/WHF 2018

From: Fourth universal definition of myocardial infarction (2018)

Eur Heart J. Published online August 25, 2018. doi:10.1093/eurheartj/ehy462

Eur Heart J | This article has been co-published in European Heart Journal, Journal of the American College of Cardiology,
Circulation, and Nature Reviews Cardiology. All rights reserved. © 2018 European Society of Cardiology, American College of
Cardiology, American Heart Association, and World Heart Foundation. The articles are identical except for minor stylistic and
spelling differences in keeping with each journal’s style. Any citation can be used when citing this article.This article is published

and dictrihiited 1inder the terme nf tha Oxfard | Inivvercitvy Prece Qtandard 1niirnale Piihlicatinn Maodel



Myocardial Infarction Type 2

Atherosclerosis and oxygen
supply/demand imbalance

(—= K13

Vasospasm or coronary
microvascular dysfunction

==c

Non-atherosclerotic
coronary dissection

—

Oxygen supply/demand
imbalance alone

©ESC/ACC/AHA/WHF 2018

@ESC

European Society
of Cardiology

From: Fourth universal definition of myocardial infarction (2018)

Eur Heart J. Published online August 25, 2018. doi:10.1093/eurheartj/ehy462

Eur Heart J | This article has been co-published in European Heart Journal, Journal of the American College of Cardiology,
Circulation, and Nature Reviews Cardiology. All rights reserved. © 2018 European Society of Cardiology, American College of
Cardiology, American Heart Association, and World Heart Foundation. The articles are identical except for minor stylistic and
spelling differences in keeping with each journal’s style. Any citation can be used when citing this article.This article is published

and dictrihiited 1inder the terme nf tha Oxfard | Inivvercitvy Prece Qtandard 1niirnale Piihlicatinn Maodel



@ESC

European Society

of Cardiology
Secondary to another illness or process )
—  Context
Main reason leading to clinical presentation (e.g. chest pain) )
—( Fixed coronary atherosclerosis )
Type 2 Coronary spasm
myocardial Coronary microvascular dysfunction
infarction ( C ; )
oronary embolism
Coronary artery dissection +/-
Intramural haematoma
Oxygen supply —( Sustained tachyarrhythmia )
— Mechanisms and demand ;
. [ Severe hypertension +/-
a
imbalance Left ventricular hypertrophy )
—( Severe bradyarrhythmia )
—( Respiratory failure ) 2
. . . —( Severe anaemia ) %
lschaemic thresholds vary substantially in =
relation to the magnitude of the stressor and the _( Hypotension/Shock ) 3
extent of underlying cardiac disease. g

From: Fourth universal definition of myocardial infarction (2018)

Eur Heart J. Published online August 25, 2018. doi:10.1093/eurheartj/ehy462

Eur Heart J | This article has been co-published in European Heart Journal, Journal of the American College of Cardiology,
Circulation, and Nature Reviews Cardiology. All rights reserved. © 2018 European Society of Cardiology, American College of
Cardiology, American Heart Association, and World Heart Foundation. The articles are identical except for minor stylistic and
spelling differences in keeping with each journal’s style. Any citation can be used when citing this article.This article is published

and dicetrihiited 1inder the terme nf the Oyfard | Inivvercityy Prace <tandard 1niirnale Piithlicatinn Mandel



Modes of patient presentation, components of ischaemic time
and flowchart for reperfusion strategy selection

@ESC

of Cardiology
] Total ischaemic time I
| Patient delay ||| EMS delay | System delay I
‘\ —> -‘ FMC: EMS
e e s KT g Beperfusion
3 trat (Wire crossing)
STEMI )
diagnosis _,JL\ y Time
to PCI?
<10 Fibrinolysis <10 Reperfusion

— - 2120 min — Gategy — ™ (Lytic bolus)

U= FMCG
=1 B=| Non-PCl centre
Primary  <gp’ .
<10’ Reperfusion
"_/!\,\ - t P(t:I - (Wire crossing)
FMC: PCl centre STEMI 7 i
: diagnosis

| Patient delay “ System delay |
i Total ischaemic time

www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemantof AMFSTEMI (European Haart Journal 2017 - doi:10.1093faurh eartjfahx(95)

European Society
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Maximum target times according to reperfusion strategy
selection in patients presenting via EMS or in a non-PCl centre
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Strategy clock
ECG: Time to PCI
STEMI A A T
o} A4 _ diagnosis MM W T e D el MAmin L) L i
Alert & ransfer Primary PCI Fibrinolysis strategy
to PCl centre strategy +
: Bolus of ~ ™
10 min e —— o —— o ——— ————— o o o o o
fibrinolytic
»
?
Transfer to PCl centre 2
> 3 Iy
erol (R Y R L Y ) L L L | G Y ) 5o Y LY O
(reperfusion) 3
3
Re;é:‘e No -¢———————— Meet reperfusion criteria? J—m-
2 NOUTS il = omomm mmimom mfmmfmtm  t omm m mm  bf em 1 ————— =
i Routine PCl strategy
DA D QTN TSI s (o Y o i )oY () 5 i 5 T ) e o e, 50 N e
&

www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managementof AMFSTEMI (European Heart Journal 2017 - doi:10.1093 feurh eart)fahx(95)



Reperfusion therapy @ESC

European Society
of Cardiology

Recommendations

Reperfusion therapy is indicated in all patients with symptoms of
ischaemia of £12 hours duration and persistent ST-segment elevation.

A primary PCl strategy is recommended over fibrinolysis within
indicated time frames.

If primary PCl cannot be performed timely after STEMI diagnosis,
fibrinolytic therapy is recommended within 12 hours of symptom
onset in patients without contra-indications.

www.escardio.orgf/guidelines 2017 ESC Guidalinas forthe Managementof AMFSTEMI (European Heart Journal 2017 - doi:10.1093 feurh eart)/ahx095)



Reperfusion strategies in the infarct-related artery
according to time from symptoms onset
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Symptoms
onset

(VN
-
")
(T
o
Q
7y}
©
s
Q.
>
-
©
(8]

12 hours

www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemantof AMFSTEMI (European Haart Journal 2017 - doi:10.1093faurh eartjfahx(95)



Reperfusion strategies in the infarct-related artery according to
time from symptoms onset (continued)

@ESC
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of Cardiology

[
‘ primaryPel YR L
(if symptoms, (asymptomatic
hemodynamic instabilicy, stable patients)

or arrhythmias)

=
[
-
%)
T
v
=
®)
=
w

Routine PCI

(asymptomatic
stable patients)

Recent
STEMI

www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemantof AMFSTEMI (European Haart Journal 2017 - d0i:10.1093faurh eart)fahx095)



Doses of fibrinolytic agents and
antithrombotic co-therapies

@ESC

Initial treatment

Specific contra-indications

Doses of fibrinolytic therapy

Streptokinase

1.5 million units over 30—60 mini.v.

Previous treatment with
streptokinase or anistreplase

Alteplase (tPA)

15 mg i.v. bolus
0.75mg/kg i.v. over 30 min (up to 50 mg)
then 0.5 mg/kg i.v. over 60 min (up to 35 mg)

Reteplase (rPA)

10 units + 10 units i.v. bolus given 30 min apart

Tenecteplase
(TNK-tPA)

Single i.v. bolus:

30 mg (6000 IU) if <60 kg

35 mg (7000 V) if 60 to <70 kg
40 mg (8000 IU) if 70 to <80 kg
45 mg (9000 IU) if 80 to <90 kg
50 mg (10000 IU) if 290 kg

Itis recommended to reduce to half-dose in
patients 275 years of age.

European Society
of Cardiology

www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemantof AMFSTEMI (European Heart Journal 2017 - doi:10.1093 faurh eart)fahx(95)



Contra-indications to fibrinolytic therapy @ESC

European Society
of Cardiology

Previous intracranial haemorrhage or stroke of unknown origin at anytime.

Ischaemic stroke in the preceding 6 months.

Central nervous system damage or neoplasms or arteriovenous malformation.

Recent major trauma/surgery/head injury (within the preceding month).

Gastrointestinal bleeding within the past month.

Known bleeding disorder (excluding menses).

Aortic dissection.

Non-compressible punctures in the past 24 hours (e.g. liver biopsy, lumbar
puncture).

www.escardio.orgfguidelines 2017 ESC Guidalines forthe Managementof AMFSTEMI (European Heart Journal 2017 - doi:10.1093feurh eartjfehx095)



Contra-indications to fibrinolytic therapy @ESC

European Society
of Cardiology

Transient ischaemic attack in the preceding 6 months.

Oral anticoagulant therapy.

Pregnancy or within 1 week postpartum.

Refractory hypertension (SBP >180 mmHg and/or DBP >110 mmHg).

Advanced liver disease.

Infective endocarditis.

Active peptic ulcer.

Prolonged or traumatic resuscitation.

www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemantof AMFSTEMI (European Haart Journal 2017 - doi:10.1093faurh eartjfahx(95)



Logistical issues for hospital stay (continued) ~ @ESC

European Society
of Cardiology

Recommendations Class | Level

Itis indicated that all STEMI patients have ECG monitoring for a
minimum of 24 hours.

It is indicated that patients with successful reperfusion therapy and
uncomplicated clinical course are kept in the CCU/ICCU for a
minimum of 24 hours whenever possible, after which they may be
moved to a step-down monitored bed for an additional 24-48 hours.

| Early discharge (within 48-72 hours) should be considered appropriate
in selected low-risk patients if early rehabilitation and adequate lla
follow-up are arranged.

www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemantof AMFSTEMI (European Haart Journal 2017 - doi:10.1093 faurh eartjfahx(95)



Management of hyperglycaemia

@ESC

Recommendations

diabetes or hyperglycaemia (defined as glucose levels 211.1 mmol/L
or 2200 mg/dL).

It is recommended to measure glycaemic status at initial evaluation in
all patients, and perform frequent monitoring in patients with known

In patients on metformin and/or SGLT2 inhibitors, renal function
should be carefully monitored for at least 3 days after coronary
angiography/PCl.

Glucose-lowering therapy should be considered in ACS patients

with glucose levels >10 mmol/L (>180 mg/dL), while episodes of
hypoglycaemia (defined as glucose levels £3.9 mmol/L or €70 mg/dL)
should be avoided.

Class | Level

Less stringent glucose control should be considered in the acute
phase in patients with more advanced cardiovascular disease, older
age, longer diabetes duration, and more comorbidities.

European Society
of Cardiology

www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemantof AMFSTEMI (European Haart Journal 2017 - doi:10.1093faurh eartjfahx095)



Summary of indications for imaging and @ ESC

stress testing in ST-elevation myocardial o Cardioloy
infarction patients

Recommendations

| Emergency echocardiography is indicated in patients with cardiogenic
shock and/or haemodynamic instability or suspected mechanical
complications without delaying angiography.

Emergency echocardiography before coronary angiography should be
considered if the diagnosis is uncertain.

Routine echocardiography that delays emergency angiography is not
recommended.

Coronary CT angiography is not recommended.
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Maintenance antithrombotic strategy after

ST-elevation myocardial infarction

@ESC

Recommendations

Antiplatelet therapy with low-dose aspirin (75-100 mg) is indicated.

if ticagrelor or prasugrel is not available or is contra-indicated)
is recommended for 12 months after PCI unless there are contra-
indications such as excessive risk of bleeding.

DAPT in the form of aspirin plus ticagrelor or prasugrel (or clopidogrel

A PPl in combination with DAPT is recommended in patients at high
risk of gastrointestinal bleeding.

In patients with an indication for oral anticoagulation, oral anti-
coagulants are indicated in addition to antiplatelet therapy.

Class

European Society
of Cardiology
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Routine therapies in the acute, subacute and @ESC

European Society

long-term phases of Cardolooy

Recommendations | Class | Level |

Oral treatment with beta-blockers is indicated in patients with heart
failure or LVEF <40% unless contra-indicated.

Intravenous beta-blockers should be considered at the time of
presentation in patients undergoing primary PCl without contra-
indications, with no signs of acute heart failure, and with an

SBP >120 mmHg.

Routine oral treatment with beta-blockers should be considered
during hospital stay and continued thereafter in all patients without lla ;
Contra-indications.

Intravenous beta-blockers must be avoided in patients with
hypotension, acute heart failure or AV block or severe bradycardia.
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Routine therapies in the acute, subacute and @ESC

European Society

long-term phases (continued) ofCardology

Recommendations | Class | Level |

ind lnworine thoranioe
JIU IOWETINK LNeIauies

It is recommended to start high-intensity statin therapy as early as
possible, unless contra-indicated, and maintain it long term.

An LDL-C goal of < 1.8 mmol/L (70 mg/dL) or a reduction of at least
50% if the baseline LDL-C is between 1.8 and 3.5 mmol/L (70 and
135 mg/dL) is recommended.

It is recommended to obtain a lipid profile in all STEMI patients as
soon as possible after presentation.

In patients with LDL-C 21.8 mmol/L (270 mg/dL) despite a maximally
tolerated statin dose who remain at high risk, further therapy to
reduce LDL-C should be considered.
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Routine therapies in the acute, subacute and @ESC

European Society

long-term phases (continued) of Caricogy

Recommendations | Class | Level |

ACE inhibitors are recommended, starting within the first 24 hours
of STEMI in patients with evidence of heart failure, LV systolic
dysfunction, diabetes, or an anterior infarct.

An ARB, preferably valsartan, is an alternative to ACE inhibitors in
patients with heart failure or LV systolic dysfunction, particularly those
who are intolerant of ACE inhibitors.

ACE inhibitors should be considered in all patients in the absence of
contra-indications.

| MRAs are recommended in patients with an LVEF £40% and heart
failure or diabetes, who are already receiving an ACE inhibitor and
a beta-blocker, provided there is no renal failure or hyperkalaemia.
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STYME UZUN DONEM TEDAVISi

= Yasam tarzi degisikligi onerileri:

1)Sigaranin birakilmasi(Tim ikincil korunma odl¢iitlerinden en
etkin olani)

2)S1ki kan basinci kontroli
3)Diyet ve kilo kontrolii dnerileri

4)Fiziksel aktivite tesviki



= Tesekkurler...

@



Epidemiyoloji-2

STEMI mortalitesini etkileyen faktorler;
Yas,
Killip sinifi,

Tedaviye kadar gecen stire,

Tedavinin tura,

Onceki MI oykiist,

DM, bobrek yetersizligi,
Hasta koroner arter sayisi,
EF




Onerller

I llallb 1l

] Enfarkt ile iliskili arterin primer peruktan girisimi endikedir.

I llallb Il

Ib 1l

Primer girisimden sonra hastada iskemiye dair bulgu ya da semptom
olmasi durumunda yeni bir KAG yapilmasi endikedir.

Stentleme, yalnizca balon anjiyoplastiye gore onerilen yontemdir.

Primer PClI'da BMS yerine yeni jenerasyon DES kullaniimalidir.

Deneyimli bir radiyal arter girisimcisi tarafindan uygulandigi
takdirde, femoral giris yerine radiyal giris tercih edilmelidir.

Trombus aspirasyonunun rutin kullanimi onerilmemektedir.



Standart post MI tedavisinde, spesifik bir kontrendikasyon
yok Ise biitiin hastalara

diisiik doz aspirin,

ADP reseptor antagonisti,

B-bloker,

ACE Inh. veya ARB,

Statin tedavisi uygulanmalidir
Aspirin 100-325 mg dozunda onerilir.




P —
“Taburcu olduktan sonra

*1.haftada:Ev 1ici aktivite, asir1 aktiviteden kacinma
(merdiven c¢ikma gibi) ve yardimla evinde 5 dk’lik
yuruyusler onerilir.

*2-3.haftada: Giinliik yiiriiyiisler giderek artirilir, giinde
2 kez 30 dk’lik yiiriiyiis verilir. Giinliik yiiriyiis
miktar1 kalp hizina gére artirilabilir.

*4 .haftada: Maksimal egzersiz testi yapilir. Uygunsa
araba kullanma ve seksiiel temasa izin verilir.

*6-8.haftada: Isine dénebilir.




Reperfusion therapy (continued) ® -

Recommendations Class | Level

In the absence of ST-segment elevation, a primary PCl strategy is
indicated in patients with suspected ongoing ischaemic symptoms
suggestive of myocardial infarction and at least one of the following

criteria present:

- haemodynamic instability or cardiogenic shock,

- recurrent or ongoing chest pain refractory to medical treatment,

- life-threatening arrhythmias or cardiac arrest,

- mechanical complications of myocardial infarction,

— acute heart failure,

- recurrent dynamic ST-segment or T-wave changes, particularly with
intermittent ST-segment elevation.
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Fibrinolytic therapy (continued) @ESC

European Society
of Cardiology

Recommendations Class | Level |

Anticoagulation co-therapy with fibrinolysis

Anticoagulation is recommended in patients treated with lytics until
revascularization (if performed) or for the duration of hospital stay up
to 8 days. The anticoagulant can be:

* Enoxaparini.v. followed by s.c. (preferred over UFH).

* UFH given as a weight-adjusted i.v. bolus followed by infusion.

« In patients treated with streptokinase: fondaparinux i.v. bolus
followed by an s.c. dose 24 hours later.

Transfer after fibrinolysis

Transfer to a PCl-capable centre following fibrinolysis is indicated in all
patients immediately after fibrinolysis.

37
www.escardio.orgfguidelines 2017 ESC Guidalinas forthe Managemant of AMFSTEMI (European Haart Journal 2017 - d0i:10.1093faurh eartjfahx095)



Fibrinolytic therapy (continued) @EsC

European Society
of Cardiology

Recommendations Class | Level

Interventions following fibrinolysis

Emergency angiography and PCl if indicated is recommended in
patients with heart failure/shock.

Rescue PCl is indicated immediately when fibrinolysis has failed
(< 50% ST-segment resolution at 60-90 min) or at any time in the
presence of haemodynamic or electrical instability, or worsening
ischaemia.

Angiography and PCl of the IRA, if indicated, is recommended
between2 and 24 hours after successful fibrinolysis.

Emergency angiography and PCl if needed is indicated in the case of
recurrent ischaemia or evidence of reocclusion after initial successful
fibrinolysis.

www.escardio.orgfguidelines 2017 ESC Guidalines forthe Managemantof AMFSTEMI (European Heart Journal 2017 - doi:10.1093 faurh eartjfahx(95)



I AMI Evrensel Tanim, 2007

Kardiyak belirteclerde yikselme ve/veya diisme ile
birlikte en az bir iskemi kanitinin bulunmasi:

3 Iskemik semptomlar

3 Yeni gelisen iskemik EKG degisiklikleri
1 EKG' de patolojik Q dalgasinin gelismesi

3 Yeni gelisen canli doku kaybi veya bdlgesel duvar
hareket bozuklugunun gorintilenmesi
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Maintenance antithrombotic strategy after

ST-elevation myocardial infarction (continued)

@ESC

European Society
of Cardiology

Recommendations

Class | Level

In patients who are at high risk of severe bleeding complications,
discontinuation of P2Y,, inhibitor therapy after 6 months should be
considered.

In STEMI patients with stent implantation and an indication for oral
anticoagulation, triple therapy should be considered for 1-6 months
(according to a balance between the estimated risk of recurrent
coronary events and bleeding).

DAPT for 12 months in patients who did not undergo PCl should be
considered unless there are contra-indications such as excessive risk

of bleeding.

In patients with LV thrombus, anticoagulation should be administered
for up to 6 months guided by repeated imaging.
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Maintenance antithrombotic strategy after ~ @ESC

European Society

ST-elevation myocardial infarction (continued) o Crtioloy

Recommendations

Class | Level

In high ischaemic risk patients who have tolerated DAPT without a
bleeding complication, treatment with DAPT in the form of ticagrelor
60 mg twice a day on top of aspirin for longer than 12 months may be
considered for up to 3 years.

In low bleeding risk patients who receive aspirin and clopidogrel,
low-dose rivaroxaban (2.5 mg twice daily) may be considered.

The use of ticagrelor or prasugrel is not recommended as part of
triple antithrombotic therapy with aspirin and oral anticoagulation.
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