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Akuts koronars sindroms bez ST elevacijam

-
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Invasive evaluation in Non-ST-Elevation Acute Coronary Syndromes ]
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P
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High-Risk Intermediate Risk
= Established diagnosis of non-ST-elevation * Diabetes mellitus or renal
myocardial infarction based on cardiac insufficiency®
troponins * LVEF <40% or congestive heart failure
* Dynamic ST/T-changes (symptomatic * Early post-infarction angina or prior
or silent) PCI/CABG
* GRACE score =140 * GRACE risk score >109 and <140 or

recurrent symptoms/ischaemia on
non-invasive testing.

: '

CABG = coronary artery bypass grafting; GRACE = Global Registry of Acute Coronary Events; LVEF = left ventricular ejection fraction; Ml =myocardial infarction;
PCl = percutaneous coronary intervention.

sParticularly intermittent ST-elevatiorn; *Estimated glomerular filtration rate <60mL fmin/1.73m:?

According to ESC NSTE-ACS 2015 Guidelines

©ESC 2018



AKS bez ST elevacijam

PCl

Left coronary artery

Right coronary Circumflex

artery

artery

coronary artery

CABG

Left internal thoracic
artery to left anterior
descending

Right internal thoracic
artery or radial artery

Sequential anastomosis

FAVOURS PCI

Clinical characteristics

Presence of severe co-morbidity (not adequately reflected
by scores)

Advanced age/frailty/reduced life expectancy

Restricted mobility and conditions that affect the
rehabilitation process

FAVOURS CABG

Clinical characteristics
Diabetes

Reduced LV function (EF <35%)
Contraindication to DAPT

Recurrent diffuse in-stent restenosis

Anatomical and technical aspects

MVD with SYNTAX score 0-22

Anatomy likely resulting inincomplete revascularization
with CABG due to poor quality or missing conduits
Severe chest deformation or scoliosis

Sequelae of chest radiation

Porcelainaorta®

Anatomical and technical aspects
MVD with SYNTAX score >23

Anatomy likely resulting in incomplete revascularization
with PCI

Severely calcified coronary artery lesions limiting lesion
expansion

Need for concomitant interventions
Ascending aortic pathology with indication for surgery
Concomitant cardiac surgery

©ESC 2018

Recommendations

Urgent coronary angiography (<2 h) is rec-

ommended in patients at very high ischae-

mic risk (Figure 4)."”’

An early invasive strategy (<24 h) is recom-

mended in patients with at least one high-

risk criterion (Figure 4).'¢%174176

An invasive strategy (<72 h after first
presentation) is indicated in patients

I&eft anterior to obtuse marginal
escending tand 3 . . . . .
coronary with at least one intermediate-risk crite-
. . artery
Distal right . .
coronary rion (Figure 4) or recurrent

symptoms.'’%"7"

It is recommended to base the revasculari-
zation strategy (ad hoc culprit lesion PCI/
multivessel PCI/CABG) on the clinical status
and comorbidities, as well as the disease
severity [i.e. the distribution and angio-
graphic lesion characteristics (e.g. SYNTAX
score)], according to the principles for
SCAD.c "

In cardiogenic shock, routine revasculariza-

CABG = coronary artery bypass grafting; Cx = circumflex; DAPT = dual antiplatelet therapy; EF = ejection fraction; LAD = left anterior descending
coronary artery; LIMA = |eft internal mammary artery; LV= left ventricular; MVD = multivessel coronary artery disease; PCl = percutaneous
coronary intervention; PDA = posterior descending artery; RA =radial artery; RIMA = right internal mammary artery; SYNTAX = Synergy between
Percutaneous Coronary Intervention with TAXUS and Cardiac Surgery.

2Consider no-touch off-pump CABG in case of porcelain aorta.

tion of non-IRA lesions is not recommended

during primary PCI."”°




Comparison of Outcome of Coronary Artery Bypass

Grafting Versus Drug-Eluting Stent Implantation for

Non—ST-Elevation Acute Coronary Syndrome

CrossMark

Mineok Chang, MD?, Cheol Whan Lee, MD™*, Jung-Min Ahn, MD", Rafael Cavalcante, MD",
Yohei Sotomi, MD®, Yoshinobu Onuma, MD®, Minkyu Han, PhD®, Duk-Woo Park, MD",
Soo-Jin Kang, MD", Seung-Whan Lee, MD", Young-Hak Kim, MD", Seong-Wook Park, MD, PhD",

Patrick W. Serruys, MD, PhD®', and Seung-Jung Park, MD, PhD"
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Timing of Coronary Artery Bypass Grafting in | # checicfor upaates
Acute Coronary Syndrome: A National
Analysis

Joseph Hadaya, MD, Yas Sanaiha, MD, Zachary Tran, MD, Peter Downey, MD,
Richard J. Shemin, MD, and Peyman Benharash, MD

Cardiovascular Outcomes Research Laboratories, Division of Cardiac Surgery, Department of Surgery, University of
Califomia, Los Angeles, Los Angeles, California; and Department of Cardiovascular and Thoracic Surgery, University
of Kansas Health System, Kansas City, Kansas
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FIGURE 1 Coronary artery bypass grafting (CABG) case
distribution and unadjusted mortality by time from
angiography to CABG.




Bleeding in Patients Treated With ) Gheck for upstes
Ticagrelor or Clopidogrel Before Coronary
Artery Bypass Grafting

Manne Holm, MD, PhD, Fausto Biancari, MD, PhD, Sorosh Khodabandeh, MD,
Riccardo Gherli, MD, Juhani Airaksinen, MD, PhD, Giovanni Mariscalco, MD, PhD,
Giuseppe Gatti, MD, Daniel Reichart, MD, Francesco Onorati, MD, PhD,

Marisa De Feo, MD, PhD, Giuseppe Santarpino, MD, PhD, Antonino S. Rubino, MD, PhD,
Daniele Maselli, MD, Francesco Santini, MD, PhD, Francesco Nicolini, MD, PhD,

Marco Zanobini, MD, Eeva-Maija Kinnunen, MD, PhD, Vito G. Ruggieri, MD, PhD,
Andrea Perrotti, MD, PhD, Stefano Rosato, MS, and Magnus Dalén, MD, PhD

Overall cohort

M Clopidogrel (n=1293)
M Ticagrelor (n=1018)

UDPB severe or massive bleeding
p=0.64

20 p=0.016
15
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Incidence (%)

0-2 (n=606) 3 (n=204) 4-5 (n=567)

Days since discontinuation

>5 (n=934)

Incidence (%)

20

15

10

Propensity score-matched cohort

M Clopidogrel (n=688)
M Ticagrelor (n=688)

UDPB severe or massive bleeding

p=0.55

p=0.003

p=0.95

p=0.31

0-2 (n=378) 3 (n=129) 4-5 (n=323) >5 (n=546)

Days since discontinuation

Fig 3. Incidence of the primary outcome measure severe or massive bleeding in the (Left) overall cohort and (Right) propensity score—matched
cohort according to the Universal Definition of Perioperative Bleeding (UDPB) stratified by days (0 to 2, 3, 4 to 5, and >5 days) between
discontinuation of clopidogrel or ticagrelor and coronary artery bypass grafting.



The Effects of Preoperative Aspirin on
Coronary Artery Bypass Surgery:
a Systematic Meta-Analysis

Doyeon Hwang (), MD"’, Joo Myung Lee (©, MD, MPH, PhD?*’, Tae-Min Rhee (©, MD',

Young-Chan Kim, MD', Jiesuck Park (©, MD', Jonghanne Park (©, MD, PhD',

Chul Ahn, PhD?, Young Bin Song (©, MD, PhD?, Joo-Yong Hahn (), MD, PhD?,

Ki-Bong Kim, MD, PhD*, Young-Tak Lee, MD, PhD?, and Bon-Kwon Koo (9, MD, PhD*¢
Author (year) OR (95% CI) Weight (7
Fuller et al. (1985) . 1.39 (0.05-37.38) 0.67
Ferraris et al. (1988) * 6.38 (0.28-143.49) 0.74
Goldman et al. (1991) +—— 2.85 (0.89-9.13) 5.31
Hockings et al. (1993) - 1.60 (0.26-9.98) 2.14
Kallis et al. (1994) . 9.77 (0.51-186.52) 0.83
Srinivasan et al. (2003) —— 1.00 (0.32-3.16) 5.42
Morawski et al. (2005) - 2.09 (0.37-11.93) 2.37
Bybee et al. (2005) 0.80 (0.40-1.74) 13.32
Ghaffarinejad et al. (2007) 1.00 (0.20-5.08) 2.73
Deja et al. (2012) 1.31(0.66-2.62) 15.01
Mikkola et al. (2012) — 1.52 (0.42-5.50) 4.35
Berg et al. (2013) N 2.92 (0.08-61.40) 0.65
Huang et al. (2015) = 1.05 (0.55-2.02) 16.89
Xiao et al. (2015) — R 1.91 (0.85-4.32) 10.84
Myles et al. (2016) 0.87 (0.47-1.61) 18.73
Random effect model 1.23 (0.94-1.60) 100.00

1’=0.0%, p=0.781
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Favours Preop aspirin

Favours no Preop aspirin

Test of overall effect Z=1.64 (p=0.102)



Reoperative Cardiac Surgery Is a Risk
Factor for Long-Term Mortality

Valentino Bianco, DO, MPH, Arman Kilic, MD, Thomas G. Gleason, MD,
Edgar Aranda-Michel, BS, Andreas Habertheuer, MD, PhD, Yisi Wang, MPH,
Forozan Navid, MD, Alexa Kacin, BS, and Ibrahim Sultan, MD

M) Check for updates

Division of Cardiac Surgery, Department of Cardiothoracic Surgery, University of Pittsburgh, Pittsburgh, Pennsylvania; and Heart and

Vascular Institute, University of Pittsburgh Medical Center, Pittsburgh, Pennsylvania
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AKS ar ST elevacijam

Recommendations Class® | Level®
Strategy

Routine revascularization of non-IRA lesions should be considered in patients with multivessel disease before hospital la
discharge.”'' 2"

CABG should be considered in patients with ongoing ischaemia and large areas of jeopardized myocardium if PCl of the la

IRA cannot be performed.

In cardiogenic shock, routine revascularization of non-IRA lesions is not recommended during primary PCI."* i
Technique

Routine use of thrombus aspiration is not recommended.”** %4228 1]

CABG = coronary artery bypass grafting; IRA = infarct-related artery; PCl = percutaneous coronary intervention; STEMI = ST-segment elevation myocardial infarction.
a Class of recommendation.
b Level of evidence.



AKS ar ST elevacijam un mehaniskas
komplikacijas

Virietis, 53 gadi stacionéts NMC, péc ka veikta KG
Veikta PCI RCA ar POBA, LCX ar DES

EhoKg konstate VSD

Pacients hemodinamiski nestabils,perkutani tiek
implantéta transfemorala V-A ECMO sistema
Pacienta stavoklis tiek stabilizéts un tiek planota
starpsienas rekonstruktiva operacija péc 2-3
nedelam

Pacientam 20. diena péc PCl tiek veikta kambaru
starpsienas defekta sléegSana ar sintéetisku
ielapu un TV plastika.

Pacienta stavoklis operacijas zalée stabils un
perkutani tiek evakuetas ECMO kaniles (MANTA
sledzejierice)

Pacients apmierinoSa stavokli parvests uz NRC
Vaivari




Klinisks gadijums

* 66 gadi, virietis

* lestajies ar sapem krutis visas dienas garuma, EKG sinusa ritms
bez akutas iSemijas pazimem.

* Troponins | — 548 pg/ml

* Indiceta akuta koronarografija

* Pacients sanemis Aspirini, Clopidogreli



Koronarografija




Klinisks gadijums

* Pacientam tiek uzstaditas indikacijas kirurgiskai miokarda
revaskularizacijai

* Pacientam pec stacionesanas un terapijas sanemsanas sapes
Krutis neatkartotas

* Pacientam 5. diena péc koronarografijas tiek veikta KAS,
pacientam tiek planota operacija ka pie stabilas koronaras sirds

slimibas
e |zveidotas tris koronaras anastamozes LIMA - RIMA ©’Y’’ konduits

e RIMA anastamoze uz OM1 un LCX, ka ar1 LIMA - LAD




Koronarog
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Sirds kirurgijas loma akuta koronara sindroma
gadijuma:

KAS indikacijas:

Neveiksmiga perkutana koronara intervence (PCl) vai nav iespéjama sarezgitas
koronaro artériju anatomijas dél;

Difuza KSS: pacienti ar plasu bojajumu zonu, artériju okltzijam,;

Kreisa kambara disfunkcija: smaga iSémiska kardiomiopatija ar samazinatu
izsviedes frakciju, kur pilniga kirurgiska revaskularizacija var uzlabot rezultatus;

Koronaro artériju anatomija:. sarezgiti bojajumi, pieméram, difuza slimiba,
hroniskas oklUzijas, kritiski bifurkaciju bojajumi.



Sirds kirurgijas loma akuta koronara sindroma
gadijuma:

KAS veik$anas laiks:

Péc pacienta stabilizacijas var veikt planveida vai steidzamu
KAS;

Atseviskos gadijumos nepiecieSama steidzama vai
neatliekama operacija, ja attistas komplikacijas ka pastaviga
iSémija, mehaniskas komplikacijas (pieméram, kambaru
starpsienas ruptura, papilaro muskulu plisums) vai citadi
nekorigéjama sirds mazspéja.



Secinajumi
KAS ir btiska iespéja specifiskos AKS scenarijos, Tpasi pacientiem ar:
izplatitu koronaro arteériju slimibu,

neveiksmigu perkutano koronaro intervenci (PCl) vai nepiemérotu anatomiju,

mehaniskam komplikacijam.

KAS veik8ana japielago, nemot véra individualos pacienta faktorus,
asinosanas risku;

koronaro artériju anatomiju un klinisko stabilitati.

BieZi revaskularizacija javeic kombin&jot KAS ar PCl un to papildinot ar medikamentozo
terapiju, tadejadi samazinot risku un optimizejot rezultatu.
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