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SHRNUTI: NEJCASTEJS| ODCHYLKY
OD GUIDELINES V LECBE STEMI

 INICIALNI DAVKA ASA A HEPARINU

« EXISTUJI PACIENTI, KTERI MAJI BYT
TROMBOLYZOVANI

» REVASKULARIZUJI NEJEN CULPRIT LEZI

« PRO DAPT PO AKS POUZIVAM




STEMI — inicialni davka ASA a heparinu

Doporuceni Trida| Uroven

Protidestickova lécba

P2Y12 inh. (ticagrelor 180 mg n. prasugrel 60
mg), prip. clopidogrel (600 mg),

pred PCl (nebo nejpozdéji béhem PCI)
ASA: p.o. 150-300 mg nebo 75-250 mg i.v.

Antikoagulacni lécba

Je doporuceno podani UFH
50-70 j/kgi.v., v pfipadé pouziti inhib.GP Ilb/llla
70-100 j/kg i.v., bez planu inhib. GP llb/llla

P. Kala, et al., 2017 ESC Guidelines for the management of acute myocardial infarction in patients presenting with ST-segment
elevation: Summary of the document prepared by the Czech Society of Cardiology, Cor et Vasa 59 (2017) e613—e644



| Celkova doba ischemie
Zpozdéni v systému zdravotni péce

I Zpozdéni I | Zpozdénipii |
zpusobené prevozu ZZ5
FMC: ZZS

o - Trombolyza u STEMI v €R ??

<90 min
<120 min —= Primami . Reperfuze

PCl (zavedeni vodice)
Diagnodza
STEMI Ny ¢as do

| <10 min
> 120 min — Fibrinolyza— Reperfuze
(bolus

fibrinolytika)?

door-in to
door-out < 30 min

FMC: nemocnice bez moznosti PCl

<10 min . .. <60min
> » Primarni > Reperfuze
PCl (zavedeni vodice)

Diagnoéza
FMC: PCl centrum STEMI

Zpozdéni zpusobené pacientem || Zpozdéni v systému zdravotni péce

Celkova doba ischemie
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Trombolyza u STEMI v CR ??

Internstional journal of Cardilogy 173 [2014) 204-208

Contents ligts available at ScienceDirect

(CARDIOLOGY

Intemnational Journal of Cardiology

journal homepage: www.elsevier.cam/locate fijcard

The incidence and outcomes of acute coronary syndromes in a central @ .
European country: Results of the CZECH-2 registry

Petr Tousek ™', Frantisek Tousek ', David Horak “', Pavel Cervinka ', Richard Rokyta ', Ladislav Pesl ™',
Jiri Jarkovsky ™, Petr Widimsky **, on behalf of (ZECH-2 Investigators
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Trombolyza u STEMI v CR ??

- prakticky netrombolyzujeme
- zpruchodnéni infarktové tepny cca v 60 %

Potencialni kandidat na prednemocnicni TL
- hemodynamicky nestabilni pacient s bolesti

< 3 hod (ESC az 12 hod) pri predpokladaném
dlouhém dojezdovém cCasu




Revaskularizuji nejen culprit lézi STEMI bez soku
-individualizace pristupu

Strategie Iééby non IRA u STEMI Trida| Uroven

Pri vicecetném postizeni koronarnich tepen by méla lla

byt zvazena rutinni revaskularizace neinfarktovych

|ézi pred propustenim z nemocnice

Okamazita revaskularizace non IRA:

- no flow,

kratky Cas predlécCeni

- evidence ischémie (FFR,iFR) /viability v non- IRA

Odlozena revaskularizace non IRA pred propusténim:
- opakovany pristup a. radialis mozny




Revaskularizuji nejen culprit lézi
STEMI — kardiogenni sok

Strategie lécby non IRA u STEMI Trida|Uroven

U nemocnych v kardiogennim Soku neni doporucena
rutinni revaskularizace neinferktovych lézi

Okamyzita PCl neinfarktovych lézi pfi KSIM:
* nejasna culprit |éze

* vyrazna stendza neinfarktovée tepny limitujici
prutok do velké oblasti myokardu
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DAPT po PCI
pro AKS

BRS DES/BMS nebo DCB
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=12 m Motovskd Z, et al., 2017 ESC focused update
Trida llb B on DAPT in CAD, Cor et Vasa 59 (2017) e592—-e612




Prekazky na cesté k implementaci doporucenych postupi
pro feseni akutnich korondrnich syndromd.
Zacileno na protidestickovou lécbu

(Barriers in the implementation of guidelines for acute coronary syndromes.
Focus on antiplatelet therapy)

Petr Widimsky?, Petr Tousek?, Frantisek Tousek®, Martin Sluka,
Alexandra Vodzinska?, Petra Kupkovas, Martin Hutyra© a Jiti Jarkovsky'
jménem vyzkumnikd zapojenych do registrii CZECH-3 a ATHRO-II

Tabulka 2 - Medikace a revaskularizace v obou registrech

Predepsana antitromboticka medikace

CZECH-3

(podskupina
s prokazanym AKS) ATHRO-II

ASA pfi propusténi (zemreli

T _— 91 % 97 %
pacienti vylouceni)
Clopidogrel pfi propusténi 0
(zemreli pacienti vylouceni) i e
Frasuvgrel pri prqpu*:ter:i _ 49% 30
(zemreli pacienti vylouceni)
Ticagrelor pri propusténi 12 % 17 %

(zemreli pacienti vylouceni)

Cor et Vasa 59 (2017)



ORIGINAL INVESTIGATIONS

1-Year Outcomes of Patients
Undergoing Primary Angioplasty for
Myocardial Infarction Treated With
Prasugrel Versus Ticagrelor

Zuzana Motovska, MD, PD,” Ota Hlinomaz, MD, CSc.,” Petr Kala, MD, PxD,” Mila
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Oxygen 5202 <95%

Zmirnéni hypoxémie a symptomu

"~ 5202<90%

Doporuceni

Trida

Hypoxie

Aplikace kysliku u pacientll s hypoxemii
(Sa02 <90 % nebo Pa02 < 60 mm Hg)

U pacientll s Sa02 =90 % neni rutinni
aplikace kysliku doporucena.

Symptomy

Titrovana i.v. aplikace opioidu.

Podani benzodiazepinu u vysoce
Uzkostnych pacient(

N

NI
M/ 7 _" "

P. Kala, et al., 2017 ESC Guidelines for the management of acute myocardial infarction in patients presenting with ST-segment
elevation: Summary of the document prepared by the Czech Society of Cardiology, Cor et Vasa 59 (2017) e613—e644
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STEMI - betablokatory v PNP

Doporuceni Trida|Uroveri
l.v. BB pfi stanoveni diagndzy u pacientt s indikaci

k primarni PCl, bez Kl a STK > 120 mm Hg.
l.v. aplikace BB neni doporucena u pacientu s
hypotenzi, ASS, AV blokadou ci tézkou bradykardii.
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P. Kala, et al., 2017 ESC Guidelines for the management of acute myocardial infarction in patients presenting with ST-segment
elevation: Summary of the document prepared by the Czech Society of Cardiology, Cor et Vasa 59 (2017) e613—e644
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Pojmy Definice
FMC (prvni |Cas, kdy je pacient poprvé vysetfen lékafem,
kontakt se  |zdravotnickym pracovnikem, zdravotni sestrou, nebo

zdravotnickym
personalem)

jinym vyskolenym Clenem ZZS, ktery muze provést a
interpretovat EKG, a provést zakladni intervence
(napf. defibrilaci).

Diagnoza
STEMI

Cas, kdy jsou na EKG pacienta se symptomy ischemie
vyhodnoceny STE nebo jejich ekvivalent.

Fully Occluding Thrombus

. Coronary




Prekazky na cesté k implementaci doporucenych postupt
pro reSeni akutnich koronarnich syndromd.
Zacileno na protidestickovou lécbu

(Barriers in the implementation of guidelines for acute coronary syndromes.
Focus on antiplatelet therapy)

Petr Widimsky?, Petr Tousek?, Frantisek Tousek®, Martin Slukas,
Alexandra Vodzinskad, Petra Kupkovae, Martin Hutyrac a Jifi Jarkovsky'
jménem vyzkumnikt zapojenych do registrtt CZECH-3 a ATHRO-II

Cor et Vasa 59 (2017)

Tabulka 2 — Medikace a revaskularizace v obou registrech
Predepsana antitromboticka medikace

CZECH-3

(podskupina

s prokazanym AKS) ATHF
n= 1280 687
Pfednemocnicni ASA (akutni faze) 51 % NA
Prednemocni¢ni clopidogrel
(akutni faze) U3t Lz,
Prednemocnicnf ticagrelor
(akutni faze) Lk NA
Prednemocniéni prasugrel
(akutni faze) 0.3 % Lz
ASA pri propusténi (zemreli 91 9 97 %
pacienti vylouceni) ’
Clopidogrel pfi propusténi 0
(zemreli pacienti vylouceni) Lt izl
Prasugrel pfi propusténi 4 9 3 9
(zemrell pacienti vylouceni) ’
Ticagrelor pri propusténi o
(zemreli pacienti vylouceni) RS L
Warfarin pfi propusténi 7 % 5 %
Jina antitrombotika pfi propusténi 11 % 1 %
Intervence za hospitalizace
Provedena CAG 92 % 98 %
Provedena PCl 71 % 97 %

Zastoupeni DES mezi —— —



In patients with ACS who were previously exposed to
clopidogrel, switching from clopidogrel to ticagrelor is

recommended early after hospital admission at a 0
loading dose of 180 mg irrespective of timing and
loading dose of clopidogrel, unless contra-indications to

CLOPIDOGREL

DL %, 2
NG %Y
0@(}(& % &% o0
NS @ . \N\%%.0 aral o
°°'§e P @“io‘& % 25, 60%7/;6"((/0 ticagrelor exist.
¥ .. % 9% 0, o
Q&,bé\@‘\ Q\ & S S% 00y,
% O % 7 %",
& Q:é ',3@5 ACUTE g /;; - Lot
&5 SETTING Lo,
()?»&J’ ALWAYS RELOAD %, &
Ticagrelor LD (180 mg)
PRAS UG REL 24h after last Prasugrel dose TICAG RELOR
Prasugrel LD (60 mg)
24h after last Ticagrelor dose
CLOPIDOGREL
2
S
Q@ @ b\
QO s® qoo‘
\{\QOOQ\ o\"’&\b&b
qf & 0\ &
S S
W S8 CHRONIC
R SETTING
Ticagrelor MD (90 mg b.i.d.)
PRASUGREL 24h after last Prasugrel dose TICAGRELOR
Prasugrel LD (60 mg)
24h after last Ticagrelor dose
Ib

Additional switching between oral P2Y,, inhibitors may
be considered in cases of side effects/drug intolerance

according to the proposed algorithms.




U pacientd s ¢asovym intervalem

od nastupu symptomu > 12 h je pfi
probihajicich symptomech pfipominajicich
ischemii, hemodynamické nestabilité nebo
zivot ohrozujicich arytmiich indikovana
primarni PCI.

Rutinni primarni PCl by méla byt zvazena
u pacientd dopravenych k oSetfeni pozdéji
(12-48 h) od vzniku symptomu.

U asymptomatickych pacientd neni
indikovano rutinni provedeni PCl uzaviené
IRA > 48 h od vzniku STEMI.

Panuje obecna shoda, ze strategie primarni PCl se ma
uplatrfiovat i u pacientu se symptomy pretrvavajicimi déle
nez 12 hodin v prfitomnosti: (1) znamek probihajici ische-
mie na EKG; (2) pretrvavajicich nebo recidivujicich bolesti
a dynamickych zmén na EKG a (3) pretrvavajicich nebo
recidivujicich bolesti, symptomu a znamek srdecniho se-
Ihani, Soku nebo malignich arytmii. Rutinni PCl uzavrené
IRA u asymptomatickych pacientu > 48 hodin po nastupu
symptomU neni indikovana (Doporuceni pro reperfuzni
|&é¢bu).




DAPT po PCI pro AKS — ESC 2018

Doporuceni

Trida| Uroven

Deeskalace |é¢by P2Y12 inhibitory (switch z
prasugrelu/ticagreloru na clopidogrel) dle testovani

destickovych funkci mUze byt zvdzena u pacientl nevhodnych k
12-M potentni DAPT

Ilb

U pacientU, ktefi toleruji DAPT bez krvaceni, mlze byt zvazena
DAPT delSi nez 12 M

Ilb

U pacientl s vysokym ischemickym rizikem, ktefi tolerovali DAPT]
bez krvaceni, mUze byt po 12 M zvazena |écba ASA + ticagrelor

2 x 60 mg (preferencné pred clopidogrelem n. prasugrelem)

Ilb

U pacientl bez predchozi CMP/TIA s vysokym ischemickym
rizikem a nizkym rizikem krvaceni IéCenych ASA + clopidogrelem
mUzZe byt zvdZena lécba rivaroxabanem (2 x 2,5 mg cca po dobu

12 M)

Ilb

§|| }
([T

*Defined 2 >0 years of age and having one of the following additional high-nisx features: ape 65 years or older, diabetes melktus requiring medication, a second pricr spontz-

necus M1, multivessel coronary artery disease, o chronic rendl dysfunction, defined s an estimated creatining clearance <60 mLimin



10. Early hospital discharge

Hospital discharge

Early discharge (within 48-72 h) should be consid-

ered appropriate in selected low-risk patients” if

early rehabilitation and adequate follow-up are -

257 .25%- 262,264 265

arranged.

For example, PAMI-Il criteria age <70 years, LVEF >45%, one- or two-vessel dis-
ease, successful PCl and no persistent arrhythmias.




ZZSPK 2017 — antitromboticka |écba STEMI

e ASA 75-250 mgi.v nebo p.o. 150-300 mg
e ticagrelor 180 mg

* clopidogrel 600 mg v pripadeé Kl ticagreloru

* nefrakcionovany heparin 70 j/kg i.v.
* Pacienti na OAK: ASA + UFH 70 j/kg i.v.,

clopidogrel po konsultaci

KONTRAINDIKACE

TICAGRELOR
a PRASUGREL

Hemoragicka CMP v anamnéze, akutni krvaceni, onemocneni

jater, trvala antikoagulacni terapie (warfarin nebo NOAC)

PRASUGREL navic

CMP/TIA v anamneze, vek = 75let, hmotnost < 60kg




Inclusion criteria

. Chest pain or dyspnea
suggestive of AMI

. Sp0,290 %
. Age 230 ar

. ECG changes and/or elevated
troponin levels

Exclusion criteria

. Unwillingness to participate

. Inability to understand

given info

. Continuous O, treatment at

home

. Cardiac arrest prior to

inclusion
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Interventional Cardiology

Culprit Vessel Only Versus Multivessel

and Staged Percutaneous Coronary Intervention

for Multivessel Disease in Patients Presenting
With ST-Segment Elevation Myocardial Infarction

A Pairwise and Network Meta-Analysis

Pieter J. Vlaar, MD, PuD,* Karim D. Mahmoud, BS,* David R. Holmes, Jr, MD, PuD,}

B Culprit only PCI Staged PCI Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight |V, Random, 95% Cl IV, Random, 95% CI
Prospective studies
Puoliti 2010 13 a4 4 65  14.1% 2.79 [0.B7, 0.01] 1
Subtotal (95% Cl) B4 65 14.1% 2.79 [0.87, 9.01] =T
Total events 13 +

Helerogeneity: Not applicable
Test for overall effect: 7= 1.72 (P = 0.09)

Retrospective studies

Corpus 2004 42 a54 12 126 29.4% 1.28 [0.65, 2.52] B bl

Han 2008 5 1449 3 a1 .90, 1.04 [0.24, 4.46) -

Hannan 2010 14 259 0 288 23.0% 1.42 [0.62, 3.26] EN LI

Mohamad 2010 3 a0 2 12 G.0% 0.58 [0.08, 3.83] - -1

Rigattieri 2007 7 46 1 64 5.0% 11.31 [1.34, 05.44] - =
Varani 2008 18 152 3 a5 12.6% 3.67 [1.05, 12.85] e =
Subtotal (95% Cl) a90 639 B5.9% 1.62 [0.93, 2.84) *

Total events a9 31

Heterogeneity: Tau? = 0.13; Chi*= 688, df =5 (P=0.23) P=27%
Test for overall effect: £2=1.69 (P = 0.09)

Total {95% CI) 1074 704 100.0% 1.74 [1.06, 2.85] <
Total events 102 35
Heterogeneity: Tau® = 0.10; Chi® = 7.74, df =6 (P = 0.25); I° = 22%
Test for overall effect: £ = 2.18 (P = 0.03)
Network meta-analysis
All studies (n=15) 1.80 [1.15, 2.93] <
0.01 0.1 1 10 100

Favars culprit only PGl Favors staged PCI

Continued

5"

{B) Results of pairwise and network meta-analyses of studles comparing culprit PC1 versus staged PCI for long-tem mortality. Comtinued on the next page



