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HEDEF

* Acil servise AKS dlusunduiren semptomlarla
gelen hastalarda olasilik ve risk

siniflandiriimalarinin yapilmasinin 6nemini
kavrayabilme

e 2014 AHA, NSTEMI glincellemeleri



PLAN

Akut koroner sendrom patofizyolojisi

Risk ve olasilik belirlemede kullanilan ajanlar
Risk ve olasilik siniflamalari

KAH/AKS Tespitinde Ileri Tetkikler

Gogus Agrisi Izlem Uniteleri
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Table 1. Applying Classification of Recommendations and Level of Evidence
SIZE OF TREATMENT EFFECT

ESTIMATE OF CERTAINTY (PRECISION) OF TREATMENT EFFECT

LEVIL A

Multiple popstations
evaluted*

Data derived irom mubliple
randomized clinical trials
or meta-analysos

LEVELB

Limited papulations
evaluated*

Data derived from a
sisgle rasdomized trial
or noarandemized studies

CLASS lla CLASS Iib
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AdN¥onal studles with :“*‘”
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2011 ESC

Tablo |. Onerilerin siniflar

Onerilerin Kullamimasi
siniflart tnerilen ifade

Sinif | Bellibir tedavi veya islemin yararl,  Onerilir/gereldidir Tablo 2 Kanit diizeyleri
kullanih ve etkili olduguna iliskin
kanitlar ve/veya genel fikir birligi Cok sayida randomize kdinilk

Sinif 11 Belli bir tedavi veya iglemin yararh, E:E :’:It': :lﬁ:’r'*“‘""l‘d’"
kullanigh ve etkili olduguna iligkin
seligkili kanitlar velveya fikir ayrilig Tek bir randomize kiinik calismadan

veya randomize olmayan genis caph
Sinif lla KanrtlarAfikiderin cogu yararli/etkli Diistiniilmelidir galiymalardan elde edilen veriler

oldugu lehine

Sinif lib Yararliik/etkinlik kantlarfikirlerle pek  Dusiiniilebilir
iyl belirlenmemis
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Figure 1. Acute Coronary Syndromes
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Akut koroner Sendrom

Moeortalite STEMI NSTE-AKS

STEMI; 21% -
- o

N Engl | Med 2010; 362; 2155-2165

— gyl AKS JAMA 1999; 281: TO7-T1

Heart Diseasa and Stroke Statistics ~ 2007 Update. Circulation 2007,



Patofizyoloji

Azalmis myokardiyal kan akimi
Ateroskleroz

Limen ici tikaniklik

Kararsiz plak

Plak raptlru

e Koroner arter trombozu
— Tam tikaniklik; STEMI

— Kismi tikaniklk;
 aralikli anjina

* istirahat anjinasi
* NSTEMI



Patofizyoloji

* Plak yirtilmasi dngorilemez
— Sikhkla daha 6nce tikayici olmayan lezyonlarda

— Yirtilmadan 6nce yapilan stres testi, negatif
* Negatif stres testi sonrasi 6 aylik AKS gelisme sikligi %14



Plak

* Plak boyutu ?

— Negatif stres test
— Anjio raporlari
e Kucuk plak %30-40
* Plagin icerigi onemli mi?
— Fibroz kilif ne kadar kalin yada ince
— Korun icinde ne kadar lipid ve inflamatuar hc var



Plak

 Damar ici USG, otopsi sonuclari
— Plaklar limen icine dogru mu buyuyor ?
— Yoksa....

* Anjio nereye bakiyor ?

— Lumen ? Damar duvari ?



3.1, Clinical Assessment and Initial Evaluation

(lass]

L. Patents with suspected ACS should be rck stratifed based on the bkelhood of ACS and adverse
outcome(s)to decide on the need for hospitalzation and assist in the seleetion of treatment apfions
(40-42). (Level of Evidence: B



Giris

* Siniflandirma ihtiyaci

— Koroner iskemi disindiren semptomlari olan
hastalarda...

— Hastaneye yatis, uygun tedavi ve taburculuk
kararlari icin

e Siniflandirma

— Baslangic semptomlarinin unstabil KAH’a bagl
olma olasiligi

— |stenmeyen kardiyak olay riski icin



e680

Circulation June 11, 2013

Table 6. Likelihood That Signs and Symptoms Represent an ACS Secondary to CAD

Intermediate Likelihood Low Likelihood
High Likelihood Absence of high-likelihood features and Absence of high- or intermediate-likelihood
Feature Any of the following: presence of any of the following: features but may have:
History Chest or left arm pain or discomfort as chief Chest or left arm pain or discomfort as Probable ischemic symptoms in absence
symptom reproducing prior documented angina  chief symptom of any of the intermediate likelihood
Known history of CAD, including MI Age greater than 70 years characteristics
Male sex Recent cocaine use
Diabetes mellitus
Examination Transient MR murmur, hypotension, Extracardiac vascular disease Chest discomfort reproduced by palpation
diaphoresis, pulmonary edema, or rales
ECG New, or presumably new, transient ST-segment ~ Fixed waves T-wave flattening or inversion less than

deviation (1 mm or greater) or T-wave
inversion in multiple precordial leads

Cardiac markers Elevated cardiac Tnl, TnT, or CK-MB

ST depression 0.5 to 1 mm or T-wave inversion
greater than 1 mm

Normal

1 mm in leads with dominant waves
Normal ECG

Normal

Modified with permission from Braunwald E, Mark DB, Jones RH, et al. Unstable angina: diagnosis and management. Rockville, MD: Agency for Health Care Policy
and Research and the National Heart, Lung, and Blood Institute, U.S. Public Health Service, U.S. Department of Health and Human Service, 1994. AHCPR publication

no. 94-0602.72

ACS = acute coronary syndrome; CAD = coronary artery disease; CK-MB = MB fraction of creatine kinase; ECG = electrocardiogram; Ml = myocardial infarction;

MR = mitral regurgitation; Tnl = troponin |; TnT = troponin T.



Kardiyopulmoner Resiisitasyon ve Acil Kardiyovaskiiler Bakim icin 2010 AHA Kilavuzu

Tablo 2. Belirti ve bulgularm EAH ve sekonder ARS'vi glsterme olasili®,

COrzellik Yiiksek Olasihk Oma Olasihk Drsiik Olasihik
Asagidakilerden herhangi biri  Yiiksek olasihik dzelliblerimin Yiksek ya da orta olandk dzellik-
yoklugu ve agagidakilerden  lerinin yoklugu fakar agagidaki-

herhangi birinin varlig: lerden biri olabilir
O Ang semptom olarak gogis veva Ana semptom olarak gdgis Hethangi bir orta olasihik
50l kol agns va da rahatsizhigy veva =0l kol agns va da kirerinin vokingunda olast
seklinde daha dnceden rahatsizhgy; Yas>70, erkek iskemik sempromlar; vakin
belgelenmis anjinann veniden cinsivet, D ramanda kokain knllamnm
ortava cilkmasi; MI dahil bilinen
EAH ovkiisi

Muayvene (ecici Mitral yetersizlik iforim. Ekstoakardivak (kalp disi) — Carpunti ile ortaya cikan 2ognus
hipotansivon, terleme, pulmoner damar hastahfn rahatsizhi
Odem veva raller

EEG Yeni va da muhtemelen yeni Croaromg (sabit) O dalzasy Momal EEG, dominant
gecici ST segment sapmasl 05-1 mm 5T ¢cokmesi E dalgalanmmn oldugn
{1 mm we drerinde) Veva birden (depresyonu) veya =1 mm T derivasyonlarda 1 mm’nin
cok podis dervasyomunda T dalga inversivonu dlinda T dalga dizlesmesi veyva
dalga inversiyonm inversivonu
Eardivak  Artoms kardivak Tol. TnT veya Normal MNormal
Belirtecler CE-MB

EAH koroner arter hastaligim belirtir, CE-MB | kreatin kinazn MB fraksiveru; EEG, elekirokardivogram;
MI, miyekart enfarkiisd; MY, mimal yvetersizlik; Tol: wopomnin I, ve ToT: aoponin T.

Braumwald E ve ark."dan modifive edilmistir. Kararsiz Anjina: Tan ve Ydnetim. 1994;3-1-AHCPR Yaym No
94-0602:1-154. Kamm mah "+



Dusuk olasilikli AKS

e Bu hastalarin %5-15"inde AKS

e AKS hastalarinin AS’den taburculugu %4
— Baslangicta hastaneye yatirilan hastalara gore...
— Daha kota klinik kot sonlanim
— Daha yuksek mortalite

* Ozgecmis, FM, EKG
— AKS’yi dislamada yetersiz

— Hastalarin %3-6’sinda kisa donemde kardiyak
sorunlar



Epidemiyoloji

e AS’e gdgus agrisiyla basvuru
— 6 milyon hasta
— %15-25 AKS tanisi

— Avyirici tani yapilmayanlarin
* %7’sinde pozitif EKG
* %6-10 pozitif kardiyak belirtec
e Geriye kalan yluzde ise OLASI AKS

— Ek tetkik, maliyet



Istenmeyen Kardiyak Olay Riski Siniflamasi

e Kimde...

— Yuksek veya orta olasilikta olan grupta

e |SKEMIK

— 14 glun icinde primer sonlanim noktasi
— Olum

— Yeni veya tekrarlayan Ml

— Acil revaskularizasyon ihtiyaci

* KANAMA



Istenmeyen Kardiyak Olay Riski Siniflamasi

Iskemi ve kanama igin belirleyici

olanlar Toplam Oliim Riski
* Yas * Birlesik net etki
e Kadin cinsiyet — Iskemi, kanama riskleri

. Renal yetersizlik — Komorbid riskler

* Anemi

* Artmis kalp hiz
* Dusuk KB

* Kalp yetersizligi



Prognoz / Kisa Dénem Risk - Oliim/ nonfatal Ml

Yiuksek

Iskemik semp. 48 s
igcinde artig

Gogls agnisi, ( uzamig
devam eden )

Pulmoner édem,

MY Uflriim, S3, ral,
Hipotansiyon,
baradikardi, tagikardi

Yasg > 75,

ST degisiklig +
istirahat agrisi,
Dal bloku, VT

Tnl, TnT
CKmb ytlisekligi

Orta

Ml Sykiisii, periferal veya
svh , cabg,ASA kullanimi

20 dk uzun gégiis agnsi,
nitrat veya kendiliginden
gecgen

Noktlimal angina

Yeni baglamig , iki haftadir,
kias llI-IV anjina

Orta veya ylksek olasihkh
KAH riski, > 70 yas

T dalga degigikligi
Patalojik dalgalar, istirahat

ST depresyonu <imm

Hafif yliksek troponin (00.1-
0.1ng/ml)

Dusuk
Ciddiyeti, siiresi ve

sikhig artan
goglis agnsi

Diigik esiklerde

anjginanin
uyarilabilmesi

Yeni baglayan
golis agnsi
(2 hafta -2 ay)

Normal degisken
olmayan EKG

Normal kardiyak
marker

ACC/AHA 2012 nstr gudeline



EKG

Ik 10 dakika icinde, 12 derivasyonlu
Eski EKG’lerle karsilastir

Bulgu verenler

— ST segment yuksekligi

— Yeni sol dal blogu

— ST segment ¢cokmesi

Geri kalan EKG degisiklikleri ne tani koydurur ne de dislar
Normal EKG’si olanlarin

— %1-6'si NSTEMI

— %4’U kararsiz anjina

Seri cekimler

— Dinamik degisiklikler



ST Yiikselmesiz AKS Hastalarinin Acil
Servise Gelisteki EKG Bulqulan
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Akut Koroner Sendrom

[aioerni veya enfarkrisd dibjlindlren semptomlas

=

ATE deferlemdirme ve bakam ve hastane bhamrlgic
* hdnmili, ABC nin denisklesaeesi, KPR ve bbb syos & fkimak igan kaelicli ol
* Aspirin ver ve gerelime okl jen, nionglsens ve morfin disln
# [ 2-denivesyonlo ERKC safla-gek; SToyllkselmes dunsmunda:
-Falvl eden hasianeye haslay ve FROG W haber ver; haglangmo 2aman ve ik b iemacs kayde
= Babul sden hastane STEMI cevap vermek bgin kastane byl barekeie gooimeslidic
* Hasmuie Socesi Abrinoly dipinilporean, Abrinaditik koaon] lises ullan

X
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* IV esigimi safla » Aspuria 160 — 325 mug (ATS taralisds ver Imemsgse)
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13 *

Mornl veya non-diag nostlk ST segneenl
veva T dalga defiklikkrl

Wil et misk AKS

AR gigis ajris buliesl kabull diglda vy
uygun yalak ve takip:

# Bl e yake helisiegler {oroponen dakil)

* Tedmar ERCHS ekl ST sefment iemm:

# Mol invariv tanesal e Skl

=l

1 veva daha Tazbioa gelljirse:
+ Klinsk vilksek resk caellikles

=1+ lskems ile wyumlu @sesak FEG dedigiklif

+ Troponinde ylkselme

Eger bestlerde bkeml veya infarktiliin
kamits poksa takip edilmek ere
talwr cu eibibebilie



Biyokimya

cTnT ve cTnl normal insanlarin kaninda

saptanamaz

cTnT ve cTnl miktarlari ile prognoz arasinda
kantitatif bir iliski vardir

TnT nin duyarliligi %100, seciciligi ise %95°dir.

Kotu prognoz ve mortalite ile yakindan ilgilidir
ve tum skorlamalarda kullanilir



Multiples of the upper limit of normal

Myoglobin
and CK isoforms

Troponin
(small MI)

3 4 B 6 7 8
Days after onset of AMI




2014 AHA

3.4.1. Biomarkers: Diagnosis

Class I

1. Cardiac-specific troponin (troponin I or T when a contemporary assay is used) levels should be
measured at presentation and 3 to 6 hours after symptom onset in all patients who present with
symptoms consistent with ACS to identify a rising and/or falling pattern (12, 43-48, 70-T4). (Level
of Evidence: A)

2. Additional troponin levels should be obtained beyond 6 hours after symptom onset in patients
with normal troponins on serial examination when electrocardiographic changes and/or clinical
presentation confer an intermediate or high index of suspicion for ACS (12, 49-51, 75). (Level of
Evidence: A)

3, If the time of symptom onset is ambignous, the time of presentation should be considered the time
of onset for assessing troponin values (44, 45, 49). (Level of Evidence: A)

Class IIT: No Benefit
1. With contemporary troponin assays, creatine kinase myocardial isoenzyme (CK-ME) and
myoglobin are not useful for diagnosis of ACS (76-81). (Level of Evidence: A)



2014 AHA

3.4.2 Biomarkers: Prognosis

Class I
1. The presence and magnitude of troponin elevations are useful for short- and long-term prognosis
(48, 50, 83, 84). (Level of Evidence: B}

Class ITh
1. It may be reasonable to remeasure troponin once on day 3 or day 4 in patients with a myocardial
infarction (MI) as an index of infarct size and dynamics of necrosis (82, 83). (Level of Evidence: B)
1. Use of selected newer biomarkers, especially B-type natriuretic peptide, may be reasonable to
provide additional prognostic information (64, 65, 85-89), {Level of Evidence: B)



2014 AHA

Tahle 5, Summary of Recommendations for Cardiac Biomarkers and the Universal Definition of MI

Recommendations | COR | LOE |References

Diagnosis
Meazure cardiac-zpecific troponin (troponin [ or T at presentation and 3—6h

2
after symptom onset in all patients with suspected ACS to identify pattern of (_%,ﬂl{?’-‘j&
vales i
Obtain additional troponin levels beyond 6 b m patients with mitial normal senal (22, 49.51
troponins with electrocardiographic changes and'or intermediatehigh nsk B ’,II,_ )
clinieal features )
Consider time of presentation the time of onset with ambiguous symptom onset .
. : . (44, 45,45
for assessing tropomn values
With contemporary troponin assays, CE-MB and myoglobin are not useful for
. : (76-82)
diagnosis of ACS
Prognasis
Troponm elevations are useful for short- and long-term prognosis B (48, 30, 83,
84)
Remeasuwrement of troponin value once on d 3 or 4 1n patients with MI may be b B (82, 83)
reasonable as an index of infaret size and dynamics of necrozis ’
BNP may be reazonable for additional prognostic mformation b B (64, 63, 83-
89)




Tablo 3. Kararsiz anjina ve non-ST-segment elevasyoniu MI hastalan icin TIMI risk skorw: Belirlevici
degizkenler.

Belirievici desisken Dediskeni "kl
puan

Yag= 65
KAH icin = 3 risk faktirii

Son 24 saatte =2 anjinal olay

[S R —

Yitkselmis kardivak belirecler CE-MB veya kardivak spesifik roponin seviyesi
=05 mm 5T sapmas1 ST depresvonu =05 mm ize anlamb; <20 di icin
gecicl 5T elevasyonu =05 mm jse 5T segment
olarak tedavi edilir ve vilksek risklidir,
20 dk’dan daha urun sire 5T elevasyvonu =1 mm iz
bu hastalar STMI tedavi kategorisine alinr.
Omeeki koroner arter stenozu =30 1 Bu bilgi bilinmiyorsa bile risk gostergesi pecerli kalir
Hesaplanmus TIMI risk skom =14 gimde, =1 primer sonlamm noktas riski® Risk dumumu
Oveyal %3 Disik
2 %8 Dsuk
3 %13 Orma
4 %20 Oma
b1 %26 Yiiksek

*Primer sonlanum nokras::6lim, veni veva ekrarlavan MI va da acil revaskiilarizasvon ihdyact



2014 AHA

Table 3. TIMI Risk Score* for NSTE-ACS
TIMI Rizk All-Cause Mortality, New or Recurrent A1, or Severe Recurrent Ischemia
Score Fequiring Urgent Revascularization Through 14 d After Randomiration, %

0-1 47
2 8.3
3 13.2
4 19.9
3 26.2

6T 409

*The TIMI nsk score 15 determuned by the sum of the presence of 7 vanables at admiszsion; 1 point 15 given for each of the
followimng vanables: =63 v of age; =3 nsk factors for CAD; pnor coronary stenosis =50%; 5T deviahon on ECG; =2 anginal
events 1n prior 24 h; use of aspinn in prior 7 d; and elevated cardiac biomarkers.



2014 AHA

3.2. Emergency Department or Outpatient Facility Presentation

ClassI
1. Patients with suspected ACS and high-risk features such as confinuing chest pain, severe dyspnea,

syncope/presyncope, or palpitations should be referred immediately to the emergency department
(ED) and transported by emergency medical services when available. (Level of Evidence: C)

Class ITh

1. Patients with less severe symptoms may be considered for referral to the ED, a chest pain unit, or
a facility capable of performing adequate evaluation depending on clinical circumstances. (Level
of Evidence: C)



Class I
1.

=

o

2014 AHA

3.3. Prognosis—Early Risk Stratification
See Table 4 for a summary of reconwmendations from this section.

In patients with chest pain or other symptoms suggestive of ACS, a 12-lead electrocardiogram
(ECG) should be performed and evaluated for ischemic changes within 10 minutes of the patient’s
arrival at an emergency facility (22). {Level of Evidence: C)

If the initial ECG is not diagnostic but the patient remains symptomatic and there is a high
clinical suspicion for ACS, serial ECGs (e.g., 15- to 30-minute intervals during the first hour)
should be performed to detect ischemic changes. (Level of Evidence: C)

Serial cardiac troponin I or T levels (when a contemporary assay is used) should be obtained at
presentation and 3 to 6 hours after symptom onset (see Section 3.4.1, Class L, #3 recommendation
if time of symptom onset is unclear) in all patients who present with symptoms consistent with
ACS to identify a rising and/or falling pattern of values (22, 43-48). (Level of Evidence: A)
Additional troponin levels should be obtained beyvond 6 hours after symptom onset (see Section
1.4.1, Class L, #3 recommendation if time of symptom onset is unclear) in patients with normal

troponin levels on serial examination when changes on ECG and/or clinical presentation confer an
intermediate or high index of suspicion for ACS (21, 49-51). (Level of Evidence: A)

Risk scores should be used to assess prognosis in patients with NSTE-ACS (40-42, 51-57). (Level of
Evidence: A



2014 AHA

3.3. Prognosis—Early Risk Stratification
See Table 4 for a summary of recomumendations from this section.

Class ITa

1.

-

Risk-stratification models can be useful in management (40-42, 51-58). (Level of Evidence: B)
It is reasonable to obtain supplemental electrocardiographic leads Vy to Vs in patients whose
initial ECG is nondiagnostic and who are at intermediate high risk of ACS (59-61). (Level of
Evidence: B)

Class ITh

1.

(=]

Continuous monitoring with 12-lead ECG may be a reasonable alternative in patients whose
initial ECG is nondiagnostic and who are at intermediate high risk of ACS (62, 63). {Level of
Ewidence: B)

Measurement of B-type natriuretic peptide or N-terminal pro—B-type natriuretic peptide may be
considered to assess risk in patients with suspected ACS (64-68). (Level of Evidence: B)



A GRACE Risk Model Nomogram

1. Fird Fonis for Each Predicise Facion:
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2. Sum Points for All Predictive Factors:

Killip . SBP . Heart N Age R Crestimine . Cardiac . ST-Segment . Elevated Cardiac . Total
Class Rate Level Arrest at Deviabon Enzyme Levels Points
Admission

3. Look Up Risk Corresponding to Total Points:

Total Points <60 70 80 90 100 110 120 130 140 150 160 170 180 190 200 210 220 230 240 =250

Probability of
In-Hospital Death, %» =02 03 04 06 08 11 16 21 29 39 54 73 98 13 18 232 29 3% #M4 =82
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Table 4. Summary of Recommendations for Prognosis: Early Risk Stratification

Recommendations COR LOE References
Perform rapid determunation of hkehbhood of ACS, mmecluding a 12-lead
ECG within 10 mon of ammval at an emergency facility, in patients whose C (22}
symptoms suggest ACS
Perform senal ECGs at 15- to 30-mun intervals dunng the first howr c A
sympfomatic patients with mifial nondiagnostc ECG .
Measure cardiac tropomn (cTnl or ¢TnT) m all patients with symptoms (22, 43-48)
consistent with ACS* T
Measure senal cardiac tropomn I or T af presentation and 3—6 b after (22, 49-51)
symptom onset® 1n all patients with symptoms consistent with ACS T
Uze nsk scores to assess prognosis in patients with NSTE-ACS (40-42, 52-
37)
Risk-strafificafion models can be useful in management 1 B (40-42, 52-
3 58)
Obtain supplemental electrocardiographic leads Vs to Vs in patients with I B (59-61)
mitial nondiagnostic ECG at intermediate lugh nisk for ACS
Confhimuous monitoning with 12-lead ECG may be a reasonzable
alternative with mitizl nondiagnostic ECG in patients at Ik B (62, 63}
infermediate’high nsk for ACS
BHP or NT—pro-BHP may be considered to assess nsk in patients with
suspected ACS L - (64-68)

*See Section 3.4.1, Class I, #3 recommendation if fime of symptom onset 15 unclear.




Erken Invazif Strateji Gostergeleri

* Risk siniflamasi hekimlere konservatif bir
strateji yerine erken invazif strateji ile
yonetilmesi gereken NSTEMI hastalarini

tanimada yardimci olur



Kardiyopulmoner Resiisitasyon ve Acil Kardiyovaskiiler Bakim icin 2010 AHA Kilavuzu

Tablo 4. Non-5T-elevasyonlu AKS hastalarinda baslangic tedavi vintemi secimi: Invaziv verine konser-
vafif vintem™,

Tercih Edilen Yontem Hasta Ozellikleri

Invaziv Yogun nbbi tedaviye ragmen tekrarlavan anjina ya da istirahatie veya diisik dizey-
deki aktivite ile iskemi

Artmg kardivak biyobelinecler (TnT veya Tnl)

Weni veva mubfemelen vend ST-sepment depresyvoni

Ellp:.rﬂnmh‘g; SEMpTOm ve Iml_gu]myldayemmyakﬁtﬁlﬂgmmimlyﬂmxiﬂ@
Moninvaziv tetiaklerde yiksek risk bulgulan

Hemodinamik instabilite

Simekli Ventrikiiler Tagikardi

Aln ay iginde PKG

Oneceld EABG

Viiksek risk skorm (frm. TIMI, GRACE)

Aralmms sol ventrikil fonksiyonlan (LVEF<%40)

Driiiik risk skorn (Gm. TIMI, GRACE)

Yiiksek risk dzelliklerinin yoklufunda belim veya hastann tercihi

Eonservarf




m BESC 2011 kilavuzu:

Diisiik riskli hastalarda rutin invaziv A
degerlendirme onerilmemektedir

m ACC/AHA 2012 kilavuzu:

*Diisiik risk skoru olanlar ( TIMI veya GRACE risk skoru)
*Yiiksek risk yoklugunda hasta ve doktorun tercihi olarak.
slleri komorbiditesi olan veya rizasi olmayan hastalara
invaziv tedavi dnerilmemelktedir




Amsterdam EA et al.
2014 AHA/ACC NSTE-ACS Execufive Summary

Figure 3. Alzorithm for Management of Pasients With Definite or Likely NSTE-ACS*




2014 AHA

4.4.1. Early Invasive and Ischemia-Guided Strategies
For defimitions of invasive and ischenua-guided stratepies, see Table 5.

Class 1
1.

i

An urgentimmediate invasive strategy (diagnostic angiography with intent to perform
revascularization if appropriate based on coronary anatomy) is indicated in patients (men and
women') with NSTE-ACS who have refractory angina or hemodynamic or electrical instability
{without serious comorbidities or contraindications to such procedures) (40, 42, 173, 174). (Level
af Evidence: 4)

An early invasive strategy (diagnostic angiography with intent to perform revascularization if
appropriate based on coronary anatomy) is indicated in initially stabilized patients with NSTE-
ACS (without serious comorbidities or contraindications to such procedures) who have an
elevated risk for clinical events (Table 8) (40, 42, 173-177). {Level of Evidence: B)

1. Erken bir invaziv PEG stratejisi ciddi komorbiditesi olmayan, PEG igin uygun
koroner lezyonlan olan ve klimik olaylar icin artnms niski olan non-STE AKS 'l
hastalarda endikedir (Sumf I, ED A) (Balamz ACC/AHA 2007 EA/NSTEMI
Ealavuzu Tablo 4 wve Bdliim 3.3).

2 Erken bir nvaziv strateji (6m. revaskiilarizasyon saglama amaca ile yapilan
tamsal anjivografi) refrakter anjina va da hemodinamik va da elekiriksel ans-
tabilitesi olan non-5TE AKS Iu hastalarda (ciddi komorbiditelenn yoksa ve bu
islemler icin kontrendikasyon yoksa) endikedir (Smuf I, KD B).



2014 AHA

Class IIa
1. Itis reasonable to choose an early invasive strategy (within 24 hours of admission) over a delayed
invasive strategy (within 24 to 72 hours) for initially stabilized high-risk patients with NSTE-ACS.
For those not at high/intermediate risk, a delayed invasive approach is reasonable (173). {Level of
Evidence: B)

Class IIb

1. Ininitially stabilized patients, an ischemia-guided strategy may be considered for patients with
NSTE-ACS (without serious comorbidities or contraindications to this approach) who have an
elevated risk for clinical events (174, 175, 177). (Level of Evidence: B)
The decision to implement an ischemia-guided strategy in initially stabilized patients (without
serious comorbidities or contraindications to this approach) may be reasonable after considering
clinician and patient preference. (Level of Evidence: C}

[ B ]
"

Class ITI: No Benefit
1. An early invasive strategy (i.e., diagnostic angiography with intent to perform revascularization)
is not recommended in patients with:

a. Extensive comorbidities (e.g., hepatic, renal, pulmonary failure, cancer), in whom the risks
of revascularization and comorbid conditions are likely to outweigh the benefits of
revascularization. (Level of Evidence: C)

b. Acute chest pain and a low likelihood of ACS {Level of Evidence: C) who are troponin-
negative, especially women (178). (Level of Evidence: B)

3. Baglangigta stabil hastalarda, anommal troponin artisi olamlar da dahil klmik
ula'rlar icin artrms riski olan non-STE AKS'h hastalar (ciddi komorbiditesi ve
bu pmsedurl&re kontrendJ.Lasvﬂml olmayan) igm bir baglangi¢ konservatif (yami
segicl invaziv) yaklasmm bir tedavi secenegi olarak dusunuleblhr (Simf ITb, KD
B).

4. Bu hastalarda baglangigta konservatif (baglangicta invaziv yerine) yaklagim uy-
oulama karan doktor ve hastanm tercihini gz dniine alarak vapilabilir (Smif
b, KD C).



2014 AHA

Table 8. Factors Associated With Appropriate Selection of Early Invasive Strategy or Ischemia-Guided
Strategy in Patients With NSTE-ACS
Immediate mvasive | Refractory angina
{wrthin 2 k) S1gns or symptoms of HF or new or worsening mitral regurgitation
Hemodynamic mstability
Fecwrent angina or 1schema at rest or with low-level activifies despite infensive medical

therapy
Sustained VT or VF
[schemma-gmded | Low-nsk score (e.z., TIMI [0 or 1], GRACE [=109])
strategy Low-nsk Tn-negative female patients

Patient or chimeian preference in the absence of gh-nsk features
Early mvasmve Mone of the above, but GEACE nsk score =140
{wnthin 24 h) Temporal change in Tn (Section 3 4)

New or presumably new 5T depression
Delaved invasive | None of the above but diabetes mellitus

(within 25-72 k) | Renal insufficiency (GFR <60 mL/mn/1.73 m%)
Reduced LV systolic function (EF =0.40)

Early postinfarction angina

PCI wathin 6 mo

Prior CABG

GRACE nzk score 109-140; TIMI score =2

T 1 . R NPV SPIVECRRUAPR PR, NSRRI . WA = | - JPR-PRPRY L P LSRN -l SR, RSP [y 3 "R yap—— i - T - P




KAH/AKS Tespitinde lleri Tetkikler

* Hasta grubu
— AKS sltphesi
— Iskemik olmayan EKG
— Negatif belirtecler
— Acil Servis, gogus agrisi Unitesi
* Yapilmak istenen
— Induklenebilir myokard iskemisi
— Koroner arterlerin anotomik degerlendirilmesi



AHA 2014

3.5. Discharge From the ED or Chest Pain Unit

Class IIa

1. Itis reasonable to observe patients with symptoms consistent with ACS without objective evidence
of myocardial ischemia (nonischemic initial ECG and normal cardiac troponin) in a chest pain
unit or telemetry unit with serial ECGs and cardiac troponin at 3- to 6-hour intervals (90-94).
{Level of Evidence: B)

1. Itis reasonable for patients with possible ACS who have normal serial ECGs and cardiac
troponins to have a treadmill ECG (93-95) (Level of Evidence: A), stress myocardial perfusion
imaging (93), or stress echocardiography (96, 97) before discharge or within 72 hours after
discharge. (Level of Evidence: B)

3. In patients with possible ACS and a normal ECG, normal cardiac troponins, and no history of
coronary artery disease (CAD), it is reasonable to initially perform (without serial ECGs and
troponins) coronary computed tomography angiography to assess coronary artery anatomy (98-
100) (Level of Evidence: A) or rest myocardial perfusion imaging with a technetinin-99m
radiopharmaceutical to exclude myocardial ischemia (101, 102). {Level of Evidence: B)

4. Itis reasonable to give low-risk patients who are referred for outpatient testing daily aspirin,
short-acting nitroglveerin, and other medication if appropriate (e.g., beta blockers), with
instructions about activity level and clinician follow-up. (Level of Evidence: C)



KAH Tespitinde Ileri Tetkikler

e AS’den taburculugu uygun olan hastalari
belirlemek icin non-invazif tetkik

— Bilgisayarli tomografi anjiografisi
— Kalp MR

— Myokard perflizyon gorunttlemesi
— Stres EKO



Bu Strateji lle

e AKS icin tanisal dogrulugu artirmak acisindan
kabul edilebilir

* Azalma
— Maliyet
— Kalis suresi

— Taniya ulasma zamani

* Kisa ve uzun donem prognostik bilgiler



Myokard Perfuzyon Goruntulemesi

* AKS'yi dislamak icin yuksek negatif prediktif
degere sahip

e Dusuk-Orta olasilikli durumlarda risk
siniflandiriimasinda kullanilir



Kardiyak MR

* |stirahatte veya stres uygulanirken

 Uygulanamayanlar
— Hastalarin %11’i
— Klostrofobi
— Implante metal cisimler

o Kisithhik

— Uzun tetkik suresi



BT Koroner Anjiografi

* Avantajlari

— Kolay erisilebilirlik

— Hizli gérintd kazanimi

— Koroner yapiyi gorunttleme
* Dezavantajlari

— lyonizan radyasyon

— |V kontrast

— Ozel egitimli teknik eleman ihtiyaci

— Goruntulenemeyen koroner segmentler




BT Koroner Anjiografi

4 kesitli
16 kesitli
64 kesitli
128 kesitli
256 kesitli
320 kesitli

Kesit sayisi artikca
Radyasyona maruziyet azalmakta
Hiz kontroliine gereksinim azalmakta

Gorunti kalitesi artmakta
Kontrast madde miktari azalmakta



Radyasyon Dozu (millisievert)

PA/Lateral CXR  0.04-0.06 mSv
Beyin CT e 1-2 mSv
Toraks CT e 5-7 mSv
Abd/Pelvis CT e 811 mSv

Koroner BT Anjiografi * 9.3-11.3 mSv
Koroner Anjiografi * 6-30 mSv



Acil Serviste BTKA

e Atipik goégus agrisi ile basvuran disuk ve orta
risk grubunda yer alan hastalarda yararl
olabilir

e Avantajlar
— Hastanede kalis siresi az

— Taburculuk hizli
— Tani koyma suresi kisa



Olasi AKS’de Tani

* Hastaneye yatis
* Acil serviste gozlem

— GOgus agrisi Unitesi



Hastaneye Yatis

Gozlem birimi olmayan klinikler

Basvurusunda akut iskemik olay disindtren tim
hastalar

Yatistan sonra

— Kisa donemli mortalite ve morbidite riski

— Hikaye, FM, ilk EKG, erken donem belirtecler

Ara yogun bakimda takip

— Kisa donemde yuksek riskli hastalar

— Eski KAH hikayesi, KKY bulgusu, AS’te tekrarlayan
gogus agrisi, yeni EKG degisiklikleri



GAgus Agrisi Unitesi Model;

* Protokol

— Oyki, FM

— Gozlem periyodu

— Seri EKG takibi

— Seri kardiyak belirtec dlcimu
* Secilmis hastalarda

— AMI dislandiginda

— Induklenebilir myokard iskemisi veya anotomik
koroner arter hastaligl icin degerlendirme



Gogus Agrisi Unitesi

* Azaltiyor
— Hastaneye yatislari

— Hastanede kalis
surelerini

— Hastane masraflarini

e Yasam kalitesini artiriyor

e Guvenli ve efektif bir yontem
— AKS suphesi
— Iskemik olmayan EKG
— Normal baslangic biyobelirtecleri



Gozlem Uniteleri

* Olasi AKS’li hastaya yaklasimda
— Bir tane en Iyl yontem yoktur
— Kaynaklar g6z 6ninde bulundurulmali

 AKS’nin sadece kardiyak belirteclere
dayanarak dislanmasi

— Destekleyen bir veri yok
— Kardiyak goruntuleme gerekiyor



Gozlem Uniteleri

* Olasi AKS’li hastalarda tek negatif kardiyak
belirtecten sonra egzersiz stres testi

— Dusuk-orta risk grubunda glvenli

e Ayaktan stres testi
— AMI dislandigi
— Dusuk riskli gavenilir hastalar
— Uygun klinik



Gozlem Uniteleri

* Yeterli ve uygun basit bir klinik karar verme
kural yok

— AS’den guvenli bir sekilde taburcu edilebilecek
— AKS suphesi olan hastalari tanimlamak icin

e Risk skorlama sistemleri
— Prognoz icin faydali
— Hastanede yatan hastalardan tretilmistir

— AS’den guvenle taburcu edilebilecek hastalari
belirlemede tavsiye edilmez



Bayesian Yontemi

e Altta yatan KAH icin daha ileri
degerlendirmeye ihtiyac duyan

e Kisa donem onemli istenmeyen kardiyak

olaylar icin en dusuk risk altindaki hastalar
belirleyen

* En guvenilir yontem
— Test oncesi risk belirleme

— Test sonrasi tanisal tetkik ve sonuclarina dayali risk
dlzeylerine goére yeniden siniflandirma



Istenmeyen Onemli Kardiyak Olaylar
Dusuk Oran

AS’den taburculuktan itibaren 30 glin icinde

GAgus agrisi Unitesinde stabil kalmis

Dusuk-orta riskli hastalar
Negatif seri EKG, kardiyak

oelirtec takibi

Negatif non-invazif fizyoloj

testler

ik yada anotomik



Istenmeyen Onemli Kardiyak Olaylar
Dusuk Oran

<40 yas

Klasik olmayan prezentasyonlu
Onemli tibbi 6zgecmisi yok

Seri EKG ve biyobelirtecler normal

Taburculuk

— Sayet uygun ayaktan testler 72 saat icinde
vapilabilecekse

— Poliklinik ve test merkezlerine rahat basvurma
imkanlari saglayan mekanizmalar



ESC 2011

2. Tani/Risk Degerlendirmesi 3. Koroner anjiyografi

Acil
<120dk
q
dogrulanmasi Erken

STEMI —» reperfiizyon

+ Gbgils agrisinin nitelig » Antianjinal tedaviye yanit L

+ Semptomlara gére y&n- AKS * Biyokimya/troponin
lendirilmi fizik muayene m—- olasi | EKG

+ KAH olasli agsindan * Ekokardiyogram <72 saat
kisa bir anamnez * Hesaplanmis risk skoru (GRACE)

* Elektrokardiyogram * Risk kriterleri (tablo 9)
(ST yilkselmesi!) + Istege bagh: BT, MRG, sintigrafi

\ \
KAH yok gerekmez/

elektif




AHA 2014

Table 6. Summary of Recommendations for Earlv Hospital Care

Recommendations | COK | LOE | Eeferemces
Oxvgen
Administer supplemental exygen only with oxygen saturation <90%, - c MIA
respiratory distress, or other high-risk features for bypoxenna .
Nitrates

Administer sublinguzal NTG every 5 min = 3 for conptimmng 1schemic pain and

then assess need for IW NTG - (103-105)
Administer IW NTG for persistent 1schemia, HF, or hypertension B (106-111)
Hitrates are contraindicated with recent use of a phosphodiesterase mhibitor B (112-114)
Analgesic therapy

IV morphime sulfate may be reasonable for continued 15chemie chest pan B (115, 116)

despite maximally tolerated anfi-ischemic medications
NSAID: {(except aspinn) should not be mitated and should be discontimued
duning hospitahration for NSTE-ACS becanse of the increased risk of MACE

associated with their use

B (117,118)

Beta-adrenergic blockers

Initiate oral beta blockers within the first 24 h in the absence of HF, low-
output state, risk for cardiogenic shock, or other contramdications to beta
blockads

Use of sustained-release metoprolol succmate, carvedilol, or bisoprolol is
recommended for beta-blocker therapy with concomatant WSTE-ACS,
stabilized HF, and reduced systolic funchion

Fe-evaluate to determine subsequent elizibility in patients wrth initial

(118-121)

WA

contraindications to beta blockers = HA

It 1= reasonable to continue beta-blocker therapy in patients with normal LV c (120, 122)
function with NSTE-ACS T
IV beta blockers are potentially harmful when nsk factors for shock are 5 (123}

present




AHA 2014

Table 6. Summary of Recommendations for Early Hospital Care
| Recommendations

CCHs

Admimster imitial therapy with nendihydropyridine CCBs wath recurrent
1zchemia and contraindications to beta blockers in the absence of LV B (124-126)
dysfunchon, increased risk for cardiogenic shock, PR interval =0.24 5, or

second- or thrd-degree atnoventicular block without a cardiac pacemaker

Administer oral nondibydropyndine ealeium anfagonists with recorent

izchemia after use of beta blocker and nitrates in the absence of C /A
contraindications
CCBs are recommended for ischemic symptoms when beta blockers are not c NIA

successful, are contramdicated, or canse unacceptable side effects*

Long-acting CCBs and mitrates are recommended for patients with coronary C NIA
arfery spasm -
i@:ﬁate-lﬂezse mifedipine 15 contraindicated 1o the absence of a beta B (127.128)

Chelesteral management

Imitiate or comtmue hogh-intensity statin therapy mn patients with no
contraindications

Obtain 2 fasting lipnd profile, preferably within 24 b

(129-133)

N/A

*Short-acting dihydropyndine calemum channel antagenists should be avoided.



Sorumluluk Paylasimi

* Acil Tip hekimleri yalniz birakilmamali

e Kardiyolij klinikleri ile ortak yerel-ulusal
cozimler olusturulmali



Tipik vasifli gogls agrisi var
Ancak EKG bulgulari hentz oturmamis
Erken konsultasyon isteyelim mi ?

Yoksa EKG yada biyokimyasal belirteclerin
oturmasini mi bekleyelim ?

EGITIM



Gogus Agrisi Gozlem Unitesi

* 2010 AHA

* Hastanelerin teknik kapasiteleri dogrultusunda
TAKIMIar kurulabilir

e 2010 AHA kararlari tlkemizde ne derece
uygulaniyor ??7?



Troponin

Batin travmali hasta
Troponin yuksek
Cerrahi boélumler acisindan not kondu

— Acil midahale gerektirecek...

Kardiyoloji konsultasyonu ?



Troponin

* Troponin istenmesi
— Klinik bulgular AKS ile uyumlu degilse gereksiz
— Gercgek taniyi gizliyebiliyor

* Troponinde yukselme
— Bircok hastalikta

— 3-6 saat sonra bazale gore %20’den fazla artis AKS
lehine

* Tek troponin
— Iskemik semptomu olanlarda yetersiz



Yuksek Duyarlikli Troponin

* Daha iyi risk belirlenmesi
— USAP yerine Non-Q Ml

Hs Troponin ile NSTEMI/ UA tani degismesi

1124 AKS
suphesi

olan hasta Unstable

Angina

NSTEMI
18%

Reichlin et al. Am J Med. 2012




Yuksek Duyarlikli Troponin

» Referans araligi 0-14 pg/ml
— Standart troponin 10-100 pg/ml

* 14-100 pg/ml araliginda kalan hastalarin
tanisi???
— Yanlis pozitiflik
— Gereksiz yatis, acil serviste kalis



....2015’te Bekliyoruz

Kalp hastalari sayisi Yilhk Artis Tahminleri
* Ndufus artisi * %1.4
* Ortalama yasin ilerlemesi * %2.8

Bireylerde KAH’a yatkinhgin ¢ %7.2
artmasi
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