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Cn vé cd va dt HC DMV cap

Chan doan NMCTC

e Van dé thoi gian

e NMCTC/STCL: chuyén thiang vao phong thong
tim

e HCDMVC/KSTCL: cap ctru

-
;5



Cn vé cd va ¢t HC PMV cip

Khao sat bénh nhan nghi b1
HCDMVC
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|. Presentation
2.ECG
3. Troponin
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TL: Roffi M et al. 2015 ESC Guidelines for the management of ACS. Eur. H J August 29, 2015.
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Quy trinh 0 g16/3 g10 giap cl}ém doan
NMCTC/KSTCL duva vao trac nghiém troponin.

Acute Chest Pain

Pain >6h Pain <6h

}

Re-test hs-cTn: 3h

n

1
[ ) ’ai G
hs-cTn no change A change? a1 B
= hs-cT change
! 'lv ’ { (I value >ULN) } EE% e
gi s v
Painfree, GRACE <140, =18
: = Work-up differential
differential diagnoses excluded =1 a8 p
:%“i + diagnoses

Discharge/Stress testing Invasive management

GRACE = Global Registry of Acute Coronary Events score; hs-cTn = high sensitivity cardiac tropenin; ULMN = upper limit of normal, 9%th percentile of healthy controls,
*A change, dependent on assay. Highly abnormal hsTn defines values beyond 5-fold the upper limit of normal.

I*

TL: Roffi M et al. 2015 ESC Guidelines for the management of ACS. Eur. H J August 29, 2015.
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Quy trinh 0 g16/1 g16 giap loai trt NMCTC/KSTCL
dua vao Troponin siéu nhay (hs-cTn)

Suspected NSTEMI
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hs-cTnT (Elecsys) |2 3 LY
hs-cTnl (Architact) 2 5 F 52 6
hs-cTnl (Dimenston Vista) 0.5 2 2 107 19

TL: Roffi M et al. 2015 ESC Guidelines for the management of ACS. Eur. H J August 29, 2015.
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Tachyarrhythmias

Heart failure

Hypertensive emergencies

CéC tmb’ng Critical illness (e.g. shock! sepsis/ burns)

Myocarditis®

e
hqp b@ﬂh Tako-Tsubo cardiomyopathy
A1 Structural heart disease (e.g. aortic stenosis)
n g O a I Aortic dissection

N M CTC typ Pulmonary embolism, pulmonary hypertension

Renal dysfunction and associated cardiac disease

1 ’ CO tang Coronary spasm
tro p O n i n Acute neurological event (e.g. stroke or subarachnold haemorrhage)

Cardlac contusion or cardlac procedures (CABG, PCI. ablation, pacing, cardioversion, or
endomyocardial biopsy)

Hypo- and hyperthyroidism

Infiltrative diseases (e.g. amyloidosis, haemochromatosis, sarcoidosis, scleroderma)

Myocardial drug oxicity or poisoning (e.g. doxorubicin, S-flusrouracil, herceptin, snake
YEnoms)

Extreame endurance afforts

Rhabdomyolysis

Bold = most frequent conditions; CABG = coronary artery bypass surgery; PCl =
percutanecus coronary intervention.

Pham
”gﬁgen “includes myocardial extension of endocarditis or pericarditis.

TL: Roffi M et al. 2015 ESC Guidelines for the management of ACS. Eur. H J August 29, 2015.
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@
(7
Chan doan phan bigt NMCTC voi
an doan phan bi¢ VOl
4
1c d ap kha
cac dau nguc cap khac
Myopericarditis Pulmonary embalism Aortic dissection Oesophagitis, reflus or spasm | Musculosheletal disorders Anxiety disorders
Cardiomyopathies®
Tachyarrhythmias (Tension)-Pneumothorax | Symptomatic acrtic aneurysm | Peptic ulcer, gastritls Chest trauma Herpes 2oster
Acute heart failure Bronchitis, pneumonia Stroke Pancreattis Muscle injury! inflammation Anaamia
Hypertensive emergencies | Plourids Cholecystitls Costochondrits
Aortic valve stenosis Carvical spine pathologles
Tako-Tsubo cardiomyopathy
Coronary spasm
Cardiac trauma

Bold = common andfor important differential diagnoses.
*Dilated, hypertrophic and restrictive cardiomyopathies may cause angina or chest discomfort.

TL: Roffi M et al. 2015 ESC Guidelines for the management of ACS. Eur. H J August 29, 2015.
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Khuyén cao vé
chan doan, lugng
dinh nguy co va
theo do1 nhip b/n
nghi
NMCTC/KSTCL
(1)

Recommendations
Diagnosis and risk stratification

It is recommended to base diagnosis
and initial short-term ischaemic and
bleeding risk stratification on a
combination ofdinical histo
symptoms, vital signs, other physical
findings, ECG and laboratory results.

It is nded to obtain a 12-ead
(ECG within 10 mir) after first medical
conta © have it immediately

interpreted by an experienced
physician. It is recommended to obtain
an additional 12-lead ECG in case of

lrecurrent symptoms or diagnostic

uncertainty.

Additional ECG leads (Vig, Vag,

Vz-Ws) are recommended if ongoing

ischaemia is suspected when standard
leads are inconclusive.

It is recommended to measure cardiac

(&roponindwith sensitive or

high-sensitivity assays and obtain the
results within 60 min.

A rapid rule-out protocol at 0 h and
3 his recommended if high-sensitivity
cardiac troponin tests are available.

Class®

Level® | Ref.c

28,
109-
112

28

6,30—
36,
39,

51-59,
108

30-36,
39,
51-59,
108

TL: Roffi M et al. 2015 ESC Guidelines for the management of ACS. Eur. H J August 29, 2015.
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Khuyén cao vé
chan doan, lugng
dinh nguy co va
theo do1 nhip b/n
nghi
NMCTC/KSTCL
(2)

TL: Roffi M et al. 2015 ESC
Guidelines for the management of
ACS. Eur. H J August 29, 2015.

A rapid rule-out and rule-in protocol at
Ohand 1h is recommended if a
high-sensitivity cardiac troponin test
with a validated 0 h/1 h algorithm is
available. Additonal testng after 3—6 h
is indicated if the first two troponin
measurements are not conclusive and
the clinical condition is still suggestive of
ACS.

Itis rec ed to use established
(Cisk scores for prognosifestimation.

The use of the CRUSADE score may be
considered in patients undergoing

coronary angiography to quantify
bleeding risk.

In patients with no recurrence of
chest pain, normal ECG findings and
normal levels of cardiac troponin

(preferably high-sensitivity), but
ected ACS, a@rnrinvasive streS
test)(preferably with imaging) for

inducible ischaemia is recommended
before deciding on an invasive

2\

strateg?. _
E@@is recommended to

evaluate regional and global LV
function and to rule in or rule out
differential diagnnses.d

/.MI:)C'I'I:nmnar'}r angingraé@shnuld
be consi as an alternative to

invasive angiography to exclude ACS
when there is a low to intermediate
likelhood of CAD and when cardiac
troponin and/or ECG are

inconclusive.

Ilb

lla

30-34,
36,
39,

51-55

84,94,
106

108,
107

&4,74,
113,
14
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Khuyén c40 Ve
chan doan, lugng
dinh nguy co va
theo do1 nhip b/n
nghi
NMCTC/KSTCL
(3)

TL: Roffi M et al. 2015 ESC Guidelines
for the management of ACS. Eur. H J
August 29, 2015.

Monitoring
<@unus rhythm @ is

recommended until the diagnosis
of NSTEMI is established or ruled

out.

It is recommended to admit NSTEMI
patients to a monitored unit.

Rhythm monitoring up to 24 h or PCI
{whichever comes first) should be
considered in NSTEMI patients at_low
risk for cardiac arrhythmias.®

qRhythm monitoring for = 24B>should

be considered in NSTEMI patients at
intermediate to high-risk for cardiac
arrhythmias.”

In the absence of signs or symptoms of
ongoing ischaemia, rhythm monitoring
in unstable angina may be considered
in selected patients (e.g. suspicion of
coronary spasm or associated

symptoms suggestive of arrhythmic
events).

ACS = acute coronary syndromes; CAD = coronary artery disease; ECG =
electrocardiogram; LY = left ventricular; MDCT = multidetector computed
tomography; NSTEMI = non-5T-elevation myocardial infarction; PCl =
percutanecus coronary intervention. 0 h =time of firstblood tesg Th,3h =1
or 3 h after the first blood test.

*Class of recommendation.

®Level of evidence.

“References supporting level of evidence.

“Dioes not apply to patients discharged the same day inwhom NSTEMI has been
ruled out.

“If none of the following criteria: haemodynamically unstable, major arrhythmias,
left ventricular ejection fraction <<40%, failed reperfusion, additional critical
coronary stenoses of major vessels or complications related to percutanecus
revascularization.

If one or more of the above criteria are present.
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Cac bién phap diéu tri cap thoi
HCPMVC/KSTCL

e Diéu tri chéng TMCB: chen béta, nitrates, (rc ché
calci (hhdm non-DHP), nicorandil

e Dicu tri chong dong
e Chong két tap tiéu cau
e Tai luu thong DMV

-
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Khuyén Cao sur
dung thudc
chong TMCB
trén b/n
HCbMVC(C/
KSTCL

In patients wied
< #qa, calcium channel

| —

Recmwnas:ﬂam_)

Early initiation of beta-blocker
treatment is recommended in patients

with ongoing ischaemic symptoms and
without contraindications.

It is recommended to continue
chronic beta-blocker therapy, unless

the patient is(in Killip)class Il or higher.
N———"

Sublingual or i.v. nitrates are
recommended to relieve anginz’t;d V.
treatment is recommended in patients

with recurrent angina, uncontrolled
hypertension or signs of heart failure.

nitrates should be

considered and beta-blockers avoided.

iv. = intravenous.

*Class of recommendation.

®Level of evidence.

“References supporting level of evidence.

9Should not be administered in patients with recent intake of sildenafil or
vardenafil (<<24 h) or tadalafil (<48 h).

TL: Roffi M et al. 2015 ESC Guidelines for the management of non STEMI. Eur. H. J 2015, doi:

10.1093/eurheartf/ehv 320
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Muc ti€u
thudc
chong
huyét khoi

TL: Roffi M et al. 2015 ESC Guidelines for
the management of non STEMI. Eur. H,
J 2015, doi: 10.1093/eurheartf/ehv 320
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Targets for antithrombotic drugs

Anticoagulant
drugs

Antiplatelet
drugs
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S0 sanh hi¢u qua
dleu tr1 cac thudce
cl}ong két tap
tiéu cau mo1 vol

clopidogrel (1)

TL: Roffi M et al. 2015 ESC Guidelines for
the management of non STEMI. Eur. H.
J 2015, doi: 10.1093/eurheartf/ehv 320

patients without contraindications at
an initial oral loading dose® of 150—
300 mg (in aspirin-naive patients) and
a maintenance dose of 75—100 mg/
day long-term regardless of treatment
strategy.

A P2Y 42 inhibitor is recommended, in
addition to aspirin, for 12 months
unless there are contraindications such
as excessive risk of bleeds.

icagrelor Y180 mg loading dose,

0T ce daily) is recommended,
in the absence of contraindications,”
for all patients at moderate-to-high
risk of ischaesmic events (e.g. elevated
cardiac troponins), regardless of
initial treatment strategy and
including those pretreated with
clopidogrel (which should be
discontinued when ticagrelor is
started).

& Prasugrel (60 mg loading dose,
10 mg daily dose) is recommended
in patients who are proceeding to
PCI if no contraindication.®

-l (300— 600 mg loading
dose, 75 mg daily dose) is
recommended for patients who
cannot receive ticagrelor or

prasugrel or who require oral
anticoagulation.

P2Y 42 inhibitor administration for a
shorter duration of 3—& months after
DES implantation may be considered in
patients deemed at high bleeding risk
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So sanh hi¢u
qua dicu tr
cac thuoc
chong ket tap
tieéu cau moi
vOl1

clopidogrel (2)

TL: Roffi M et al. 2015 ESC Guidelines for the management of non STEMI. Eur. H. J 2015, doi:

10.1093/eurheartf/ehv 320

kt is not recommended to administer
prasugrel in patients in whom coronary
anatomy is not known.

GPIlIb/llla inhibitors during PCI should
be considered for bailout situations or
thrombotic complications.

lla

Cangrelor may be considered in P2Y;5
inhibitor —naive patients undergoing PCl.

It is not recommended to administer
GPIIb/llla inhibitors in patients in whom
is not known.

coronary anatom

Long-term P2Y; inhibition

P2Y;, inhibitor administratior
in addition to 35pin'
may be considered after careful

assessment of the ischaemic and
bleeding risks of the patient.
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Thuf)c chf)ng
huyet khoi
tren
HCDMVC
keém rung nhi
khong do van
tim

NSTE-ACS patients with non-valvular atrial fibrillation

Management strategy PCI [ Medically managed | CABG ]
Bleeding ri Low to intermediate High
risk (e.g. HAS-BLED =0-2) QX402 020 X))}
L
° 7 Triple or dual
or
Triple therapy®
w therapy
G ofAl[C]
= 4weeks
4 &LV E
E & months — Dual
2 Dual therapy*
= the =
i Dual rapy
therapy®
O] C or A O] C or A O] C or A
12 months |
Lifelong [5] Monotherapy
[#] Oral anticoagulation A Aspirin 75-100 mg daily [ Clopidogrel 75 mg daily
(VKA or NOACs)

ACS = acure coronary syndrome; CABG = coronary artery bypass graft; CHA;DS;-VASc = Cardiac fallure, Hypertension, Age =75 [2 points], Diabetes, Stroke [2 points] —
Wascular disease, Age 6574, Sex catagory; DAPT = dual antiplatelet therapy; NOACs = non-vitamin K antagonist oral anticoagulants; MSTE-ACS = non-5T-elevation acute
coronary syndrome; PCI = percutanecus coronary Intervention;ViCAs = vitamin K antagonists. Adapted from Lip et al.™

*Dual therapy with oral anticoagulation and clopidogrel may be considered in selected patients (low Ischaemic risk).

taspirin as an aiternative to clopidogrel may be considered In patlents on dual therapy (Le., cral anticoagulation plus single antiplatelet); triple therapy may be considered up to 12
maonths In patients at very high rizk for lschaemic events.

“Dual therapy with oral anticoagulation and an antiplatelet agent (aspirin or clopidogrel) beyond one year may be considered In patlents at very high risk of coronary events.

In patients undergoing coronary stenting, dual antiplatelet therapy may be an alternative to triple or a combination of anticoagulants and single antiplatelet therapy If the
CHAGDS-WASC score Is | (males) or 2 (females).

TL: Roffi M et al. 2015 ESC Guidelines for the management of non STEMI. Eur. H. J 2015, doi:
10.1093/eurheartf/ehv 320
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Very-high-risk criteria

* Haemodynamic instability or cardiogenic shock

» Recurrent or ongoing chest pain refractory to medical treatment

* Life-threatening arrhythmias or cardiac arrest

Céc Chi diém tién * Mechanical complications of Ml
= Acute heart failure
dO an nguy CO huyet * Recurrent dynamic ST-T wave changes, particularly with intermittent

S$T-elevation

khOI hay nguy CO High-rick criteria
CaO dan den NMCT * Rise or fall in cardiac troponin compatible with Ml

* Dynamic ST or T-wave changes (symptomatic or silent)

Can Chup BMV = GRACE score =40
Intermediate-risk criteria

khan Cap = Diabetes mellitus

+ Renal insufficiency (eGFR <60 mL/min/1.73 m?)
= LVEF =40% or congestive heart failure

* Early post-infarction angina

* Prior PCl

* Prior CABG

* GRACE risk score =109 and <140

Low-risk criteria

= Any characteristics not mentioned above

TL: Roffi M et al. 2015 ESC Guidelines CABC — co rtory bypass grafl €GP — estimated it filtration
for the management of non STEMI. rate; GRACE = Global Registry of Acute Coronary Events; LVEF = left ventricular
Eur. H. J 2015, doi: ejection fraction; PCl = percutaneous coronary intervention: Ml = myocardial

10.1093/eurheartf/ehv 320 infarction.
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Quy trinh x4c dinh thoi diém tai thong
DMV/HCDMVC- KSTCL

Symptoms Onset

First medical contact —» NSTE-ACS diagnosis

. | diate transfer to PCl cents .
mmediate transfer center Very high

:
z

Transfer
Intermediate

Intermediate -

Transfer
optional

r g

immediate Early —
Invasive invasive (<T2hr)

Therapeutic
strategy

(<2 hr) (<24 hr)

EMS = emergency medical services; PCl = percutanecus coronary intervention.

TL: Roffi M et al. 2015 ESC Guidelines for the management of non STEMI. Eur. H. J 2015, doi:
10.1093/eurheartf/ehv 320
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Cham soc 1au dai sau ta1 luu thong PMV (1)
Loai | MCC
XU tri 1au dai dwa vao lwong gia nguy co, bao gom:
-Kham lam sang I C
-ECG I B
-TN can lam sang khac I B
-HbA1C I A
-M(rc van déng thé lwc va TNGS | B
-Siéu am tim trwd'c va sau BCbMV I C
Siéu am tim trwéc va sau nong bMV lla C
-Khuyén khich tap thé duc 30-60 phit/ngay I A
-Chuong trinh tap thé duc cé kiém soat/ b/n nguy co cao (TD: m&i I B
tai lvu thong DMV, suy tim)
-Giam can, BMI < 25kg/m2, vong bung < 94 cm & nam, < 80cm/n{r I B
-Méi 1an tham kham, can khao sat BMI va vong bung | B
-Khuyén céo sir dung thwc pham it thit, m& I B

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555
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Cham soc lau dai sau ta1 luu thong DMV (2)

Loai | MCC

-Thay dbi 16i sbng I
-Muc tiéu LDL-C < 100 mg/dL I
-Bénh nhan nguy co cao, muc tiéu LDL-C < 70 mg/ngay I

S dung omega-3 dwéi dang diu ca lIb

-Thay ddi 16i séng va st dung thudc dé huyét ap < 130/80 mmHg I
- Chen beta va UCMC: thubc dau tién I

Ngwng thubc 14 nhac méi l1an kham I

Bénh nhan BTD: I
-HbA1C < 6,5% |
-Giam t6i da cac YTNC khac I

Kiém tra tdm ly bénh nhan xem c6 trdm cam I

WIO|O WWW|T|>» >0 © >

Chuing nglra cum moi nam I

*Clast of recommendation.

“Level of evidence.

References.

ACE = angjotensin-converting enzyme; BM| = bady mass indes; CABG = coromary artery bypass grafting, ECG = electrocardingram; HbA e = glycated haemoglebin; LDL =
low density lipopratein; FCl = parcutanecus coronary intervention.

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555
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Diéu tr1 bang thudc lau dai sau tai
tro1 mau co tim (1)

UCMC lién tuc trén b/n cdé PXTM < 40% va cho b/n I A
c6 THA, BDTD hodc bénh than man (trlr phi cé chdng

chi dinh)

UCMC cho tat ca b/n, trtr phi c6 chdng chi dinh lla A
Chen thu thé AG ll/b&nh nhan khéng dung nap I A
UCMC va c6 suy tim hoac NMCT keém PXTM < 40%

Chen thu thé AG lI/tat ca bénh nhan khéng dung lla A
nap UCMC

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555
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Dicu tr1 bang thuoc lau dai sau tar tuoi

mau co tim (2)

S

=

g
<
5
=8
5

Chen beta cho té’g ca b/n sau NMCT hoac
HCBDMVC hoac réi loan chirc nang that trai (trwe phi
co CCD)

Thudc gidm lipid mau lieu cao/tat ca bénh nhan bat
ké murc lipid (trte phi c6 CCD)

Can nhac Sl]” dung fibrates va omega-3 lla
(1g/ngay)phoi hop vai statin hoac & b/n khéng

dung nap dwoc statin

Can nhac st dung niacin nham tadng HDL-C b

“Clast of recommendation.
“Level of evidence.
“References.

ACE = angiotensin-converting enzyme; ACS = acute coronary syndrome: 2010: 31: 2501-2555
CKD = chronic kidney disease; HDL = high density lipoprotein; HF = heart

failure; LV = left ventricle: LVEF = left ventricular ejection fraction; Mi=

myacardial infarction.

TL: Wijns W et al. ESC/ EACTS Guidelines
on Myocardial revascularization. Eur. Heart J
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Chién lugce theo do1 va xu tri b/n khong tri¢u
chirng co nang sau tai trd1 mau co tim

TNGS hinh anh (siéu am, xa ky) can duoc thuc I A
hién thay vi ECG gang sirc

Bénh nhan nguy co thap: toi wu diéu tri ndi kém lla C
thay déi 16i song
Bénh nhan nguy co trung binh hay cao: chup DMV

TNGS hinh anh can dwoc thwc hién sém/nhém lla C
b/n dac biét
TNGS thwdng quy can can nhac sau nong DMV = | |Ib C

2 nam va sau BCbMV = 5 nam

Nguy co thdp: TMCB/ géng strc v&i cong cao, khdi ddu TMCB muén, 1 ving TMCB
Nguy co trung binh hay cao: TMCB/gang strc cong thap; nhiéu vang TMCB

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555
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C4c bénh nhan dic biét can khao sat TNGS
bang hinh anh sém

Q Tat ca b/n ST chénh sau can thiép hodc BCOMV toi khan can khéo sét
trwdc ra vién hoac rat som sau ra vién

O Bénh nhan c6 nghé nghiép can an toan cao (TD: phi céng, tai xé...)hoac
van déng vién

O S dung thubc e ché 5 —phosphodiesterase (sildenafil, tadalafil...)
O Bénh nhan dét t& dwoc clru sdng
0 Bénh nhan tai lwu théng DMV khéng hoan toan

O Bénh nhan c6 bién chirng khi can thiép (boc tach, NMCT chu phau, g&
bd ndéi mac khi BCbMV...)

U Bénh nhan BDTD
O Bénh nhiéu nhanh DMV kém tdn thwong con sét lai hodc TMCT yén lang

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555
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Quy trinh diéu tri khang két e
tap tiéu cau kép/HCOMVC

Recent ACS
(NSTE-ACS or STEMI)

( CABG ) (Medk}al Therapy ) [ Lytic (STEMl) ) GCI (BMS or DES

= N
High bleeding
risk® or
(=) =
overt
bleeding
2

No high risk of bleeding and no
significant overt bleeding on DAPT

TL: Levine GN et al. 2016 ACC/AHA Guideline focused update on Duration of Dual Antiplatelet theray
in Patients with coronary artery Disease. Criculation 2016; 133: 000-000
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Két luan

e Chan doan HCPMVC/KSTCL:
- Lam sang, ECG, troponin
— Quy trinh 0-3 giog; 0-1 gio
~ Chi s6 GRACE, TIMI
e Diéu tri NMCTC/KSTCL.:
~ Thudc giam TMCB
~ Thudc kéo dai doi séng
— Thoi diém tai luu thong DPMV: 2 gio, 24 gio, 72 gio
e Dicu tri khang két tap tiéu cau kép: KC 2016 = 1 nim

-
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