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@ European Heart Journal (2008) 29, 2388-2442 ESC GUIDELINES

EURDPEAN doi:10.1093/eurheartj/ehn309

SOCIETY OF
CARDICLOCGY =

)" ESC Guidelines for the diagnosis and treatment
of acute and chronic heart failure 2008

The Task Force for the Diagnosis and Treatment of Acute and
Chronij Cardiology.

esc iy COMMON CAUSE (& e

Medicir

Table 7 Commo

, ”~
Coronary heart dise ’ C

Hypertension

Cardiomyopathies®

ARVC), unclassified

Drugs pB-Blockers, calcium antagonists, antiarrhythmics, cytotoxic agents
Toxins Alcohol, medication, cocaine, trace elements (mercury, cobalt, arsenic)

Endocrine Diabetes mellitus, hypo/hyperthyroidism, Cushing syndrome, adrenal insufficiency, excessive growth hormone,
phaeochromocytoma

MNutritional Deficiency of thiamine, selenium, carnitine. Obesity, cachexia
Infiltrative Sarcoidosis, amyloidosis, haemochromatosis, connective tissue disease

Others Chagas' disease, HIV infection, peripartum cardiomyopathy, end-stage renal failure

*See text for details.
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Table |7 Conditions associated with a poor prognosis in heart failure

Demographics

Resuscitated
sudden death®

Poor compliance

Renal dysfunction

Diabetes

Anaemia

Depression

Clinical

ypotension®

HA functional
class llI=1V#*

“rior HF
hospitalization®

Tachycardia
Pulmonary rales
Aortic stenosis

Low body mass index

Sleep-related
breathing
disorders

physioclogical

Wide QRS*

LY hypertrophy
Complex ventricular
arrhythmias®

Low heart rate variability
Atrial fibrillation

T-wave alternans

Functional/
exertional

Reduced worlk,
low pealk
VO, *

Poor & min walk
distance

High VE/NVCO,
slope

Periodic breathing

Laboratory

Marked elevation of
BM™™T pro-BNP#*

demia’®

Hype

troponin®
Elevated biomarlkers,

activation®

Elevated creatinine/BLIMN
Elevated bilirubin Anaemia

Elevated uric acid

Imaging

Low LVYEF*

Increased LY volumes

Low cardiac index

High LV filling pressure

Restrictive mitral filling
pattern, ﬁi_.ill_'ﬁf)i"‘lél'r;}-‘
hypertension

Impaired right
ventricular function
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A P P RO AC H Iberta Provincial Poject for Outcomes

ssessment in Coronary Heart Disease

= Revascularization
= NO revascularization

At 30 days (n = 267) 6.9 8.6 5.7 0.003
At 1 year (n=2613) 15.8 21.6 11.8 < 0.001

730 1095 1460 1825 2190 2555
(2) (3) (4) () (6) (7)

Days (years) from catheterization

KY Hastalarinda Revaskilarizasyon ve Siirvi

Tsuyuki RT et al (APPROACH Investigators JCMAJ 2006;175(4):361-5
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AKUT MIYOKARD INFARKTUSU




AMi SONRASI YASAM & SOL VENTRIKUL FONKSIYONLARI

1 yillik
50 .

kardiyak Risk Stratification and Survival after Myocardial Infarction
40 | mortalite (NEJM 309:331,1983)

.
. —

o EF ( Radyoniiklid ) i
0 15 30 45 60 75
20 \ Results of GISSI-2 Database. (Circulation88:416,1993)
e <%30

0 _20
10 . %30 ‘
6 ayllk \/340 -49
mortalite %50 -89

EF ( Ekokardiyografi )

0
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Occluded Artery Trial (OAT)

Eligibility:
o Confirmed Index Ml
o Total-tRAUGCIUSIeN

e 3-28 days (>24 hours)

Exclusion criteria:

o Significantleft main or 3 vessel
CAD

e Hemodynamic or electrical
instability

* Rest or low-threshold angina

* NYHA Class lll-IV HF or shock

Hochman JS, et nl. Am Heart J 2005;150:627-42;
Hochman JS, ot al. N Engl J Med 2008;355:2305-407,
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RESULTS

2166 randomized
1082 PCI + optimal medical therapy
1084 Optimal medical therapy (MED)

Death, M|, CHF Class |V

4 year event rate:

17.2% PCIl vs 15.6% MED
Hazard Ratio; PCl| vs *icD=1.16;
95% Cl (0.92, 1.45), p=0.20

Fatal and Non fatal M|

4 year event rate:

7.0% PCl vs 5.3% MED

Hazard Ratio: PC| vs lvED=21 36;
95% Cl (0.92, 2.00). p=0.13
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AMI & Primer PKG Hastalarinda
Eslik Eden KTO Lezyonunun

Uzun Siireli Mortalite & Sol Ventrikiil EF Uzerine Etkisi

- 25 - KTO
24%
§ ’ —— CDH KTO (+/-)
£ 20 — —— 1DH 19%
[ =
n LN -
O 15 -
E 12%
5 10- 10%
"=
® 5-
3
E o —
X 0O 10 20 30 1 2 3 4 5
Gtlinler Yillar

3277 STEMI Hastasi 1997-2005 arasi
1DH &5%, CDH 23%, CDH+KTO 13%
Son Nokta: 5 Yillik Sdrvi, 12 Aylik Sol Ventrikdl EF (Ort [zleme 3.1 yrs)
Claessen et al. JACC Int 2009;2:1128
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AM| & Primer PKG Hastalarinda
Eslik Eden KTO Lezyonunun

Uzun Siireli Mortalite & Sol Ventrikiil EF Ozerine Etkisi

Ik 30 Giin 30 giin - 5 yil
H.R. P Degeri H.R. P Degeri
Sok 7.4 <0.01 1.6 0.04
KTO 3.6 <0.01 1.9 <0.01
CDH & KTO (+/-) 1.6 0.01 1.1 0.51
LAD nedeniyle AMI 1.4 0.01 1.7 <0.01
Hipertansiyon 0.7 <0.01 1.1 0.52
TIMI 3 Akim 0.4 <0.01 0.6 <0.01
Yas > 60 yil 1.3 0.13 3.3 <0.01

Claessen et al. JACC Int 2009;2:1128
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AMI & Primer PKG Hastalarinda
Eslik Eden KTO Lezyonunun

Uzun Siireli Mortalite & Sol Ventrikiil EF Uzerine Etkisi
Izleme Déneminde (1 Yil) EF Diigmesl Olan Hastalarin Orami (%)

— p<0.01
E |
[y 40 - 39%
A& _
o ~ p=0.34
w s 30 -
(1] [
€O 19%
£ c 20 -
£ 14%
E T m -
) 10 S
T B
Q© L
E E 0 n | T 1
N O
1 DH CDH/KTO (-) KTO

Claessen et al. JACC Int 2009:2:1128
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Kronik Tam Tikali Lezyonun Revaskilarizasyonu Sonrasinda
LV Duvar Hareketlerindeki lyilesmenin
MRI ile Tespit Edilmesi

P=ns
P<0.001 ED Duvar Kalinhigi f 1
= 90 - . ; = ES Duvar Kalinhg: Es i)
‘3':'\" 80 7 P<0.05 I SA\" sonra
a0 70 - —
= . | P<0.05
— gg | P<0.001 : -
N L P<0.05
& 40 - el P<0.05
3 30 - P=ns : ,
Q 20 - =4 P=ns
E 10 P=ns r—
- 7 ~— |
c
L 0 T T ‘.—‘- T
220 - Infarktusiin Transmural Genigligi

<25% 25-75% >75% Uzak bolge

Kirschbaumet al, Am J Cardiol2008;101:179-185
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KRONIK TAM TIKALI LEZYON
&
ISKEMIK RISK - SURVI




iskemik Risk ile Stirvi Arasindaki iliski
Revaskiilarizasyon ile Saglanan Yarar (1.9 Yil)

10% - Med Tedavi . Revask
P <.0001
no | S— |
O /o I I
= 6.7%
=
:6 6% -
-z 4.8%
.g‘ 4 3.7%
£ 2.9% S
z L]
29/ A 2.0%
1.0% I I
o% L | L L]
1331 56 718 109 545 243 252 267
1-5% 5-10% 11-20% >20%

% Total iskemik Miyokard

Hachamovitchet al Circulation. 2003; 107:2900-2907
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Ciddi iskemi Bulunan Hastalarda
Tedavi Sekline Alinan Cevap

1.00

Perkiitan Koroner Girisim

_\__H_‘—\_

0.75

=
g olim + Ml
~n 050 PKG %14
< Med Ted
= Medikal Tedavi
O o0.25
Log-Rank P<.001
0.00 ' ' s

0 5 10 15
Randomizasyon Sonrasindaki Sure (YIL)

SWISS I I The SWiss Interventional Study
on Silent Ischemia Type Il Erne JAMA2007:297;1983
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SPECT Gdriintiilemenin Kardiyak Oliim Ongdrdiiriicii Rolii
5183 Hastanin stres/istirahat SPECT Testi yapilmig
Izleme Siiresi 6424226 giin

= 3
o
I

® Medikal Tedavi ‘

B Revaskiilarizasyon

p<0.001

Kardiyak Oliim Orani (% / Yil)
P

0| — 0 -\ . =
Normal Hafif Orta Ciddi
Bozukluk Bozukluk Bozukluk
N= 2946 19 884 63 455 54 898 215
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KTO da Basarili ve Basarisiz Olgularin Survisi

Seriler YayinYili  Hasta  izleme Mortalite P
Sayisi (n) Stresi (Yil) Farki Degeri
Suero 2001 2007 Cum 10 27 X35 % 0.001
Hoye 2003 874 5 6.5 X 12.0% 0.020
Kandzari* 2003 1458 1 10 X19 % 0.020
Olivari 2003 376 1 L1IX7.2 % 0.005
Aziz 2007 543 1.7 2.5%X73 % 0.004
Prasad 2008 1267 Cum 10 22 %28 % 0.025
Valenti 2008 486 2 8.4 %X12.6% 0.025
Mehran® 2008 1326 3 5.6 X87 % 0.012
Thompson® 2008 487 Cum 7 13 %26 % 0.09
Delabroille 2008 172 2 49X%X53 % 0.30
Gt B oy B ket oD, San e et Aarice

Heart instltute Kansas City, Missourl, USA
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MAHI - KTO da Basarili ve Basarisiz Olgularin
Uzun Siireli Siirvisi

1.0 f= I

0-9 I — ey - _ __:mt“'“t““mmm
0.8 S
0.7

06 1931 hasta IDI-LKTO 5 Yil izleme

0.5 j, p<0 001 .

04

0.2 )

0.1 Basar|5|z - Basarlll

0 1 2 3 4 S
KTO Girisiminden Sonraki Yillar

Mid America Heart Institute Experfence
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MAMHI - KTO da Basarili ve Basarisiz Olgularin
Uzun Sireli Siirvisi

"0 1 2 3 4 5

RCA

0 1 2 3 4 5
KTO Girisiminden Sonraki Yillar

Mid Amerfea Heart Institute Experfence
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LAD Lezyonunun Klinik Son Noktalara Etkisi

Birincil son nokta: 3 Yilhk mortalite
1341 Sirali hasta (1362 KTO lezyonu) - Ocak 2000 - Mayis 2007 arasi

0.4 LADKTO 0‘4_1 LAD Disi KTO
0.3 [ p=0.02 0.3 p=0.14
0.2- ) S 0.2
Basarisiz 15.0%
0.14 of 0.11 Basarisiz|6.0%

0.0{ ~= " Basarili 4,7% 0.0 =~ ~~Bosaril 3.6%
0 200 400 600 800 1000 0 200 400 600 800 1000

Gordino et al. JACC 2009;53:A79
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KTO’da Revaskiilarizasyonun

Yasam Uzerine Uzun Siireli Etkisi
2007 Hasta ve 20 Yilik Deneyim

1 -
00 93.9
90 -
X 80-
=
g 70 -
604 — CTO - Basarili
50 ) p N 0.00|1 T T T T
0 2 4 6 8 10

Yillar
n= 1486 1294 1065 806 582

Mid Amerfea Heart Institute Experfence
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KRONIK TAM TIKALI LEZYON
&
COK DAMAR HASTALIGI




Revaskiilarizasyonihtiyaci olan hastalarda
koroner arter hastallgl tutulumu

B Tek damar
1 Cok damar

Rigter H et al. Heart. 1997;77:211-8
Indications for coronary revascularisation: a Dutch perspective.
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Cok Damar Hastahginda
Eksik Revaskiilarizasyon & Mortalite lliskisi

11,294 CD Hastaligina Stent Uygulanan Hasta, Hastalarin %88'inde ISS uygulanmig
NY State PCl Reporting System

Hasta Grubu Adjusted HR for 18-month Mortality
Olgu Sayisi  Mortalite HR p-value

Tam Revaskiilarizasyon 3499 (31%) 5.1% Ref -

Eksilk Revaslkiilarizasyon 7795 (69%) 6.2% 1.23 0.01

1 ER damari var, KTOyok 3815 6.2% 1.23 0.03

1 ER damarivar, KTOvar 1725 5.6% 1.11 0.39

2 2 ER damar var, KTOyok 1233 5.9% 1.18 0.26

2 2 ER daman var, KTOvar 1022 7.1% i.44 0.002

E.L. Hannan et al. JACC Int. 2009;2:17
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KRONIK TAM TIKALI LEZYON
& ILAC SALINIMLI STENTLER




V AYTEKIN

PRISON Il Calismasit
6 Aylik Anjiyografik izleme

(=]
xR
"

AVALLAN!

Stent (CYPHER™) :lmplantation for the treatment of CTO

p—

P<0.0001

0 =1
In-segment In-stent Re-occlusions
Restenosis Restenosis
(>50%) (>50%)

Suttorp et al, Circulation,Aug 2006;114:921-928
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PRISON Il Calismasit
12 Aylik Klinik izleme

(%) mﬁm
45 Bl Sl Sttt Sl A

401 p=NS p=NS p=0.001 p=0.007 p=0.001 p<0.001

0 1=
Olim Mi TLR TVR TVF MACE

Suttorp et al, Circulation,Aug 2006;114:921-928
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SONUC - 1

Sol ventrikul disfonksiyonu nedenleri icinde iskemik

KH, prognozu daha olumsuz etkiler

Iskemik alan genisligi ve sol ventrikiil disfonksiyonu
derecesi 6liim riski ile direkt iliski icindedir (Iskemi
FFR, M Perf Sint, stress eko ile degerlendirilebilir)
Bu durum nekroz bulunan hastalar icin de gecerlidir
AMI sonrasi gec revaskiilarizasyon yapilan hastalar-
da perkutan girisim sonuclari en iyi medikal tedavi-
den iyidir

AMI geciren hastalarda diger damarlarda KTO lezyo-
nu bulunmasi sol ventrikul fonksiyonlarinin bozulma-
sina yol acmaktadir
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SONUC - 2

Cok damar hastaligi ve KTO bulunan hastalarda eksik

revaskularizasyon mortaliteyi olumsuz etkiler

llag salinimli stentlerin (ISS)sonuclari kaliteli yagsam
suresini uzatmistir

ISS’ler KV istenmeyen olaylari azaltmistir

Hasta icin PKG daha kolaydir
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