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*.4, =8 gy a dt Hoi chirng DMV cap khong ST chénh 1én
¢

Chan doan NMCTC

» Van dé thoi gian

« NMCTC/STCL: chuyén thiang vao
phong thong tim

« HCPMVC/KSTCL: cap ciru

NMCTC/STCL: Nho6i mau co tim cap ST chénh 1én
HCDPMVC/KSTCL: Hoi chirng dong mach vanh cap khong ST chénh 1én
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b’ Cd va dt Hoi chirng DMV cap khéng ST chénh 1én e
S, ’ J 3 V ggllﬁfen

Cac dinh nghia va sinh ly bénh hoi
chirng dong mach vanh cap (HCDMVC)

Acute coronary syndrome

r ‘ - wpm T i
£ {, _
ke 4 A
No ST-segment elevation ST-segment elevation
[ NSTEMI
Unstable 1
angina Y

NQMI QWMI

Myocardial infarction

TL: De Lemos JA et al. Hurt's The Heart, 13t ed 2011, McGraw-Hill. p. 1328-1351



-
q. Q ¢ Cd va dt H6i chirng PMV cap khdng ST chénh |én ”th

Sinh Iy bénh

« Mang xo vita dé ton thuong (the vulnerable plaque)
* Huyét khoi PMV (coronary thrombosis)
« Bénh nhan dé ton thuong (the vulnerable patient):
- multiple sites of plague rupture
- T various systemic markers of inflammation
- T coagulation system activation
« Réi loan chirc nang dan mach cua ndi mac
» Cac co che thir cap lam tang nhu cau oxy co tim (td:
sOt, cuong giap, stress, tang hoat giao cam...)

»/
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Cd va dt Hoi chirng DMV cap khéng ST chénh 1én .“’phm

Manh xo vira on dinh so voi mang xo
vira khong on dinh

Stable Unstable

Lumen

Endothelium

Platelets

Lipid-rich core

Inflammatory cells

Thick Thin fibrous cap

fibrous cap

TL: De Lemos JA et al. Hurt’s The Heart, 13t ed 2011, McGraw-Hill. p. 1328-1351
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Bi€u hién lam sang

* Pau thit nguc lac nghi kéo dai (> 20 phut): 80%
* Pau that nguc niang (CCS III) méi khdi phat

, . o 209
* Dau that nguc 0n dinh, nay nang hon (con xuat hién gia tang), ’
it nhat CCS III
* Pau thit nguc sau NMCT
TL: Van Domburg RT et al. J Am Coll Cardiol 1998; 31: 1534 - 1539
-
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Cac phwong tién chan doan

» Khéam thyc thé

« ECG — ECG ging strc — Holter ECG

» Céc chat chi diém sinh hoc (Biomarkers)

* Si€u am tim va phuong tién hinh anh khong xam
nhap khac (xa ky co tim, MRI)

* Chup MYV c¢06 can quang



W Cd va dt Hoi chirng DMV cap khéng ST chénh 1én ."%%xl;m
¥ Phéng thich chat chi diém ton thwong co
tim 0 HC DMVC/KSTC

Multiples of upper references timit

Hours after admission

TL: Bassand JP et al. ESC Guidelines for the diagnosis and treatment of non ST segment , \?
elevation acute coronary syndrome. June 14, 2007 QS Y
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Cd va dt Hoi chitng DMV cap khéng ST chénh lén an::

Lwong dinh nguy co CDTNKOD

* Nguy co cao: tai luvu thong DMV ngay.

* Nguy co trung binh: TLTDMYV trong vong 72
210

* Nguy co thap: diéu tri ndi khoa
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Variables 45
1. Age=65Yy 40
2. =8 CAD risk factors

(high cholesterol, § 35
family history, =

hypertension N 30
diabetes, smoking) ‘_g

3.  Prior coronary stenosis >50% % 5
4. Aspirininlast 7 d >

5. =2 anginal events in <24 h % 20
6. ST-segment deviation -

7. Elevated cardiac markers g 15
(CK-MB or troponin) o

X 10

5

0

W Cd va dt Hoi chitng DMV cap khdng ST chénh lén
Thang di€ém nguy co TIMI/ hoi chirng

PMYV cap khong ST chénh lén

N
v Nguyen

Vinh

01 2 3 4 5
Number of predictors

TL: De Lemos JA et al. Hurt's The Heart, 13t ed 2011, McGraw-Hill. p. 1328-1351
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Cd va dt H6i chirng DMV cap khoéng ST chénh & oo
va 0i chirng cap khéng ST chénh lén .“’%‘yeﬂ

Bang tinh diém chi so GRACE(1)

1. Aind Points for Each Predictive Factor:
Killip Points SBR Points Heart Rate, Points Age,y Points Creatinine Points
Class mm Hy Beats/min Level, mg/dL
| 0 <20 58 <5l 0 <30 0 0-0.39 1
I 20 B0-99 53 50-69 3 30-39 a8 0.40-0.79 4
1l 39 100-119 43 70-89 g 40-49 25 0.80-1.19 7
v 50 120-139 34 90-109 15 50-59 41 1.20-1.59 10
140-159 24 110-149 24 60-69 58 1.60-1.99 13
160-199 10 150-199 28 70-79 75 2.00-3.99 21
=200 0 =200 4f 80-89 a1 4.0 28
=200 100
Other Risk Factors Paoints
Cardiac Arrest at Admission 39
ST-Segment Deviation 28
Elevated Cardiac Enzyme Levels 14

TL: Granger C B et al. Arch Intern Med 2003; 163: 2345-2353
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Cd va dt Hoi chirng DMV cap khéng ST chénh 1én ‘.".phzm

Bang tinh diém chi s6 GRACE (2)

2. Sum Points for All Predictive Factors:

Killip . SBP , Heart _ Age _ Creatinine | Cardiac |  ST-Segment _ Elevated Cardiac _ Tofal
Class Rate Level Arrest at Deviation Enzyme Levels Points
Admission

3. Look Up Risk Corresponding to Total Points:

Total Points =0 70 B0 9 100 110 120 130 140 150 160 170 180 190 200 210 220 230 240 =250

Probability of
In-Hospital Death, % =02 03 04 06 08 11 16 21 29 39 54 73 08 13 18 23 29 ¥ 44 =52

For example, a patient has Killip class 11, SBP of 100 mm Hg, heart rate of 100 beats/min, is 65 years of age. has serum creatinine level
of 1 mg/dL, did not have a cardiac arrest at admission but did have ST-segment deviation and elevated enzyme levels.

His score would be: 20+ 53 +15+58+ 7+ 0+ 28 + 14 =196
This person would have about a 16% risk of having an in-hospital death.

Similarly, a patient with Killip class |, SBP of 80 mm Hag, heart rate of 60 beats/min, is 55 years of age, has serum creatinine level of 0.4,
and no risk factors would have the following score:

0+58+3+41 +1=103, which gives approximately a 0.9% risk of having an in-hospital death.

Diém GRACE > 140: can thiép DMV sém

TL: Granger C B et al. Arch Intern Med 2003; 163: 2345-2353 KT\“"?
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&%‘ Cd va dt Hoi chirng DMV cap khong ST chénh lén .
v Khao sat bénh nhan nghi bi

HCDMVC

|. Presentation

2. ECG

STEMI = ST-elevation myocardial Infarction; NSTEMI = non-ST-elevation myocardial Infarction; UA = unstable angina.

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



—® Cd va dt Hoi chitng DMV cap khd T chénh |é am
. d va dt HGi chirng cap khoéng ST chénh |én .“’%ﬂm

Quy trinh 0 gio/3 gio gitip chan doan
NMCTC/KSTCL dua vao trac nghiém troponin.

Acute Chest Pain

Pain =&h Pain <éh

}

Re-test hs-cTn: 3h

|Ei =
| hs<Tnnochange A change® 218 -
{ ! [{'wwm } Blg (o
Bis v
Painfree, GRACE <140, <! 3
. >l E Work-up differential
differential excluded I35 P
diagnoses %“ dngnoses

Discharge/Stress testing Invasive management

GRACE = Global Registry of Acute Coronary Events score; hs-cTn = high sensitivity cardiac troponin; ULN = 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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Cd va dt Hoi chirng DMV cap khéng ST chénh 1én .V.thm

Tachyarrhythmias
Heart failure

4 . Hypertensive emergencies
Cac truwong e
Myocarditis®

hop bénh e —

Structural heart disease (e.g. aortic stenosis)

Ngoai NMCTC [

Pulmonary embolism, pulmonary hypertension

typ 1, C(’) t{lng Renal dysfunction and associated cardiac disease

Coronary spasm

Acute neurofogical event (e.g. stroke or subarachnold haemorrhage)

t ro p O n I n Cardiac contusion or cardiac procedures (CABG, PCI, ablation, pacing, cardioversion, or

endomyocardial blopsy)
Hypo- and hyperthyraldism

Infilerative diseases (o.g. amyloidosis, haemochromatosis, sarcoidosis, scleroderma)

Myocardial drug toxicity or poisoning (e.g doxorubicin, 5-flusrouracil, herceptin, snake
VEnoms)

Extreme endurance efforts

Rhabdomyolysis

Bold = most frequent conditions; CABG = coronary artery bypass surgery; PCl =
percutaneous coronary intervention.
“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. ﬁ Q)



W Cd va dt HOi chirng BPMV cap khong ST chénh |én ."%%i;m
C?
Chan doan phan biet NMCTC voi
P .
14
cac dau nguc cap khac
St P
Myopericarditis Pulmonary embaolism Aortic dissection Qesophagitis, reflus or spasm | Musculoskeletal disorders Anxiety disorders
Cardiomyopathies®
Tachyarrhythmias (Tension)-Pneumothorax | Symptomatic aoroic aneurysm | Paptic ulcer, gasirits Chest trauma Herpes zoster
Acute heart failure Bronchitls, pneumonia Stroke Pancreats Muscle injury/ inflammation Anaamia
Hypertensive emergencies | Pleurids Cholecystitls Costochondrits
Aortic valve stenosis Cervical 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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Cd va dt Hoi chirng DMV cap khéng ST chénh

Khuyén cao vé chan

Recommendations Level® | Ref.c

Class®

Diagnosis and risk stratification

It is recommended to base diagnosis
and initial short-term ischaemic and

doan, lwvgng dinh
nguy co va theo doi
nhip b/n nghi

NMCTC/KSTCL (1) |

- Tri€u ching, diu sinh ton,

ECG, chi diém sinh hoc (I, A) (
- ECG trong vong 10 phut (I, B)
- Do thém V3R, V4R, V7- V9

(1,C)
- hs-TnT hoic I: két qua trong
60 phat (1, A)

bleeding risk stratification on a 1;2'_
combination ofclinical histo
: . 112
symptoms, vital signs, other physical
findingsCECG and laboratory results. )
It is nded to obtaina 12-ead
@maﬁer first medical
co © have it immediately
interpreted by an experienced )8
physician. It is recommended to obtain
an additional 12-lead ECG in case of
recurrent 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 6,30—
(troponin®with sensitive or 36,
high-sensitivity assays and obtain the 39,
results within 60 min. 51-59,
108
A rapid rule-out protocol at 0 h and 6,
3 his recommended if high-sensitivity 30-385,
cardiac troponin tests are available. 39,
51-59,

TL: Roffi M et al. 2015 ESC Guidelines for

the management of ACS. Eur. H J August 29, 2015.




Khuyén cdo vé chan
doan, lwgng dinh
nguy co va theo doi
nhip b/n nghi
NMCTC/KSTCL
(2)

- Nén dung GRACE score, TIMI
score (I, B)

- Siéuamtim (I, C)

- MDCT dong mach vanh (IIa, A)

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

Cd va dt Hoi chirng DMV cap khéng ST chénh 1én

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 30-34,

2N\

(preferably high-sensitivity), but
ected ACS, a@n-invasive stres :
(tes (preferably with imaging) for 114

available. Additonal testing after 3—6 h 36,
B . : 39,
is indicated if the first two troponin 51_55
measurements are not conclusive and a
the clinical condition is still suggestive of
ACS.
It is reco ed to use established 84,94,
Kgisk scores for prognosjsdestimation. 106
The use of the CRUSADE score may be
considered in patients undergoing 106,
: : Ilb
coronary angiography to quantify 107
bleeding risk.

In patients with no recurrence of

chest pain, normal ECG findings and

normal levels of cardiac troponin
&4,74,
113,

inducible ischaemia is recommended
before deciding on an invasive

strateg?. _
E@@is recommended to

evaluate regional and global LV
function and to rule in or rule out
differential diagm}ses.d

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

invasive angiography to exclude ACS
when there is a low to_intermediate | la 4 80
likelhood of CAD and when cardiac
troponin and/or ECG are

inconclusive.




a%' Cd va dt Hbi chitng DMV cip khéng ST chénh I

Khuyén cao vé chan
doan, lwgng dinh
nguy co va theo doi
nhip b/n nghi
NMCTC/KSTCL (3)

- Theo ddi lién tuc ECG cho dén
khi loai trtr chan doan (I, C)

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

Monitoring

@uaus rhythm m@ is

recommended until the diagnosis

D\

of MSTEMI is established or ruled 101
out.
It is recommended to admit NSTEMI 99.100

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 =2 hould
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; NSTEM| = non-5T-elevation myocardial infarction; PCl =
percutanecus coronary intervention. 0 h =time of firstblood test; 1h, 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
HCDMVC/KSTC

e
Nguyen

Vinh

Piéu tri chong TMCB: chen béta, nitrates, {rc

ché calci (nhdm non-DHP), nicorandil
Piéu tri chong dong

Chong két tap tiéu cau

Tai luu thong DMV



Cd va dt Hoi chirng DMV cap khéng ST chénh 1én

Khuyén co st
dung thuoc chong
TMCB tren b/n
HCDMVC/KSTC

Chen beta (I, A)

Nitrate TM hay duoi ludi (I, C)
Pau that nguc do co mach: UC
calci va nitrate

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

10.1093/eurheartf/ehv 320

Recommendations

Early initiation okbeta-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 ||l or higher.

Qublingual or iv. nitrated are
- .
recommended to relieve angina;” i.v.

treatment is recommended in patients

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

In patj ith suspected/confirmed
{vasospastic angina)calcium channel
blockersand nitrates should be

considered and beta-blockers avoided.

i.v. = intravenous.

*Class of recommendation.

®Level of evidence.

“References supporting level of evidence.

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




W Cd va dt Hoi chirng DMV cap khéng ST chénh 1én

>
Muc tieu
thuoc chong
huyeéet khoi

- Aspirin + Ticargrelor

- Aspirin + Clopidogrel

- Heparin khong phan doan
(UFH) hodc Heparin trong
luong phan tir thap (LMWH)

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

e
Nguyen

Vinh

Targets for antithrombotic drugs
Anticoagulant Antiplatelet
drugs drugs

"N = "
- -. L
Tissue Factor
Rivaroxaban \ - | — Aspirin
Plasma clotting ADP
Fondaparinux cascade
\ \ Thrombaoxane Az Clopid 1
i = Prasugrel
Prothrambin Ticagrelor
£ \
MWH E Conformational
LI.IFI-I 5 | . r?Ltﬂr activation of GPIIblla
GPIIb/Illa
—
inhibitors
B "% Thrombin
_——_'_'_'_'_'—'_'_'_
Bivalirudin sl :
/ (] 'l +— VYorapaxar
Fibrinogen ———= Fibrin l
PAR-| recepror
@ sshuble mediaters ; "

(ADP, Txhs, Cat++, serotonin)

.. GPlIbfla recepeas

. Callxgen

. Clot-bound chrombinifaccor Xa

L
ADP = adencsine diphasphate; AT = antithrombin; GF = ghreoprotein; LMWH = low malecular weight heparin; Tx = thrombomne;
FH = Lkh:mmdhepun\ﬂ:mulpmdrwm |{F,|.F.|:I|:|uclz




Cd va dt Hoi chirng DMV cép khéng ST chénl

So sanh hiéu
qua diéu tri cac
thuécchéng
két tap tiéu cau
moi voi
clopidogrel (1)

- Ticagrelor cho tt ca bénh nhan (I, B)
TL: Roffi M et al. 2015 ESC Guidelines for

the management of non STEMI. Eur. H.
J 2015, doi: 10.1093/eurheartf/ehv 320

Oral antiplatelet therapy

irin /4 recommended for all
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.

1Eﬂ mg loading dose,
0T ce daily) is recommended,
i = absence of contraindications,”

at moderate-to-high
risk of ischaemic 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
PCl 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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W Cd va dt Hoi chirng DMV cap khéng ST chénh 1én

So sanh hi€u qua

diéu tri cac thuoc

chong két tap tiéu
cau méi véi

clopidogrel (2)

- C0 thé sir dung trc ché
P2Y12 + aspirin > 1 nam

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

10.1093/eurheartf/ehv 320

af -

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

Intravenous antiplatelet therapy
during PCl should
be Comsdered Tor bailout situations or

Fhrombotic complications.

lla

s

158
161

Cangrelor may be considered in P2Y4,
inhibitor —naive patients undergoing PCI.

It is not recommended to administer

GPliIb/llla inhibitors in patients in whom 198,

199

coronary anatomy is not known.

Long-term P2Y, inhibition

P2Y 4, inhibitor administration

in addition to aspin'
may be considered after careful
assessment of the ischaemic and

bleeding risks of the patient.




a‘%‘ Cd va dt Hai chiing DMV c3p khéng ST chénh Ién

So sanh hiéu qua

diéu tri cac thudc

chong két tap tiéu
cau méi véi

clopidogrel (3)

- Uc ché bom proton: bénh nhan
DAPT kem nguy co XHTH cao

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

General recommendations

(4 _proton pump inhihit&in
combination with DAPT is
recommended in patients at higher
than average risk of gastrointestinal
bleeds (i.e. history of gastrointestinal
ulcer/haemorrhage, anticoagulant
therapy, chronic NSAID/
corticosteroid use or two or more of

the following: age =65 years,
dyspepsia, gastro-oesophageal reflux
disease, Helicobacter pylori infection,

chronic alcohol use).

In patients on P2Y, inhibitors who
need to undergo non-emergency

i : f
major non-cardiac surgery,

after cessation of ticagrelor or
Clopidogreband for /7 days for
prasugrel, should be considered if
clinically feasible and unless the patient
is at high risk of ischaemic events.

In case of a non-cardiac surgical
procedure that cannot be postponed
or of a bleeding complication,
discontinuation of the P2y, inhibitor
may be considered after a minimum of 1
and 3 months from PCl with BMS and

new-generation DES, respectively.

" Pham
Nguyen

¥ Vinh
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COR LOE Recommendations

In patients with ACS who are managed with
medical therapy alone (without revascularization
or fibrinolytic therapy) and treated with DAPT,
P2Y,, inhibitor therapy (either clopidogrel or
ticagrelor) should be continued for at least 12
months.

In patients treated with DAPT, a daily aspirin dose
B-NR [ef81 mg (range, 75 mgto 100 mgHts

recommended.

B-R

So sanh hi¢u qua
dieu tr1 cac thuoc
In patients with NSTE-ACS who are managed with

chong ket tap ticu
A r.S r.S medical therapy alone (without revascularization
Cau m()’l VO,I or fibrinolytic therapy) treated with DAPT, it is

lla B-R | reasonable to use ticagrelor in preference to

C I O p i d Og re I (4) clopidogrel for maintenance P2Y,, inhibitor

therapy.

In patients with ACS treated with medical therapy
alone (without revascularization or fibrinolytic
therapy) who have tolerated DAPT without
bleeding complication and who are not at high
bleeding risk (e.g., prior bleeding on DAPT,
coagulopathy, oral anticoagulant use),
continuation of DAPT fordgnger than 12 months>
may be reasonable.

- Piéu tri ndi khoa khong can
thiép PMV: 2 chéng KTTC t6i
thiéu 1 nam

- Liéu luong aspirin: 81 mg

b

TL: Levine GN et al. 2016 2016 ACC/AHA Guideline Focused Update on Duration of Dual y f
Antiplatelet Therapy in Patients With Coronary Artery Disease. DOI: 10.1016/j.jacc.2016.03.513 poall \ PN

Q'Se
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COR LOE Recommendations

In patients with ACS treated with DAPT
after BMS or DES implantation; P2Ym—
B-R |inhibitor therapy (clopidogrel, prasugrel,
or ticagrelor) should be given for at least
12 months.

In patients treated with DAPT, a daily

B-NR | aspirin dose of 8T mg (range, 75 mg@

So sanh hi¢u qua
diéu tr1 cac thudc
chong két tap tiéu

mg) is recommended.

cau maoO1 VOl . : _
) In patients with ACS treated with DAPT
CIOp [ d()g rel (5) after coronary stent implantation, it is
lla B-R | reasonable to use ticagrelor in preference
to clopidogrel for maintenance P2Y,,
inhibitor therapy.

In patients with ACS treated with DAPT

- D_APT it nhat 12 t_hémg/ PCI after coronary stent implantation, who
- Ticagrelor > clopidogrel are not at high risk for bleeding
lla B-R | complications and who do not have a

history of stroke or TIA, it is reasonable to
choose prasugrel over clopidogrel for
maintenance P2Y, inhibitor therapy.

TL: Levine GN et al. 2016 2016 ACC/AHA Guideline Focused Update on Duration of Dual =7 ~
Antiplatelet Therapy in Patients With Coronary Artery Disease. DOI: 10.1016/j.jacc.2016.03.513 ¢ A7




r' Cd va dt H6i chirng DMV cap khoéng ST chénh & oo
W‘ va 0i chirng cap khéng ST chénh lén ."r.%‘}?e“

* NSTE-ACS patients with non-valvular atrial fibrillation

Th“ﬁc Chﬁng Management strategy PCI [ Medically managed | CABG ]
A Ao v v

huyet khoi e

trén S, L |

Triple therapy®*
HCDMVC : e
= 4weeks
% ERE
& months — Dual
= Dual h
khéng do van
O|Cor A O]C or A O]C or A
t i m 12 months |
Lifelong [#] Monotherapy*
(VKA or NOACs)
- O . khéng déng uéng C ACS = acute coronary syndrome; CABG = coronary artery bypass graft; CHA;DS;-VASc = Cardiac fallure, Hypertension, Age =75 [2 points], Dtabetes, Stroke [2 points] -
7 . o o Wascular disease, Age 6574, Sex category; DAPT = dual antiplatelet therapy; MOACs = non-vitamin K antagonist oral anticoagulants; MSTE-ACS = non-5T-elevation acute
khang Vlt K hoac khang coronary syndrome; PCI = percutanecus coronary intervention; VICAS = vitamin K antagonists. Adapted from Lip etal ™

*Dal therapy with oral anticoagulation and clopidogrel may be considerad In selected patients (low Ischaemic rigk).

d XN 45 taspirin as an alternative to clopidogrel may be considered In patients on dual therapy (Le., oral anticoagulation plus single antplatelet); triple therapy may be considered up to 12
Ong mOI manths In patients at very high risk for Ischaemic events.

“Dual therapy with oral anticoagulation and an antiplatelet agent (aspirin or clopidogrel) beyond one year may be considered in patlents at wery high rizk of coronary events.
In patients undergoing coronary stentng, dual antiplatelet therapy may be an alternative to triple or a combination of anticoagulants and single antplatelet therapy If the

CHALDS;-VASC score Is | (males) or 2 (females). \?
2

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




pe(Cac chi diem tién doan nguy co huyéet khoi hay
nguy co cao din dén NMCT can chup PMV
khan cap (1)

Yery-high-rick criteria
* Haemodynamic instability or cardiogenic shock

* Recurrent or ongoing chest pain refractory to medical treatment

Life-threatening arrhythmias or cardiac arrest

Mechanical complications of Mi
Acute heart failure

Recurrent dynamic ST-T wave changes, particularly with intermittent
5 T-elevation

High-risk criteria

* Rize or fall in cardiac troponin compatible wicth Mi

* Dynamic 5T- or T-wave changes (symptomatic or silent)
* GRACE score > 140

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




Cd va dt H6i chirng DMV cap khoéng ST chénh & am
va 0i chirng cap khéng ST chénh lén .“’%ﬁm

#Cac chi diém tién doan nguy co huyét khoi hay
nguy co cao dan dén NMCT can chup PMV
khan cap (2)

Intermediate-risk criteria

* Diabetes mellitus
Renal insufficiency (eGFR <60 mL/min/1.73 m®)
LVEF <40% or congestive heart failure

Early post-infarction angina

Prior PCI

Prior CABG

* GRACE risk score >109 and <140
Low-rick criteria

= Any characteristics not mentioned above

CABG = coronary artery bypass graft; eGFR = estimated glomerular filtration
rate; GRACE = Global Registry of Acute Coronary Events; LVEF = left ventricular
ejection fraction; PCl = percutaneous coronary intervention; Ml = myocardial
infarction.

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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2014 ESC/EACTS Guidelines on myocardial
revascularization

The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association
for Cardio-Thoracic Surgery (EACTS)

Developed with the special contribution of the European Association of
Percutaneous Cardiovascular Interventions (EAPCI)

Authors/Task Force members: Stephan Windecker* (ESC Chairperson) (Switzerland),
Philippe Kolh* (EACTS Chairperson) (Belgium), Fernando Alfonso (Spain),
Jean-Philippe Collet (France), Jochen Cremer (Germany), Volkmar Falk (Switzerland),
Gerasimos Filippatos (Greece), Christian Hamm (Germany), Stuart ). Head

(The Netherlands), Peter Juni (Switzerland), A. Pieter Kappetein (The Netherlands),
Adnan Kastrati (Germany), Juhani Knuuti (Finland), Ulf Landmesser (Switzerland),
Giinther Laufer (Austria), Franz-Josef Neumann (Germany), Dimitrios }. Richter
(Greece), Patrick Schauerte (Germany), Miguel Sousa Uva (Portugal),

Giulio G. Stefanini (Switzerland), David Paul Taggart (UK), Lucia Torracca (Italy),
Marco Valgimigli (Italy), William Wijns (Belgium), and Adam Witkowski (Poland).

TL: Windecker S et al. Eur. H. Journal, August 29, 2014 -
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# ' Qui trinh xw tri b/n HCPMVC/KSTCL (1)

NSTE-ACS:
Definite or Likely
|
Ischemia-Guided Strategy Early Invasive Strategy
e B B
1. ASA(CI
2. P2¥y,inhibitor (in addition ta ASA) (Class I; LOE: B): 2. P2%y; inhibitor (in addition bo ASA) (Class I; LOE: B):
® Clopidogrel ar ® Clopidogrel ar
® Ticagrelar = Ticagrelor
3, Antieoagulant: 3. Anticoagulant
® Enoxaparin (Class I: LOE: A) or ® Enoxaparin [Class I LOE A) or
» Fondaparinux (Class I; LOE: B) ® Fondapariniuct (Class ; LOE: B) ar
\ /' \_ eBivalirudin (Class |; LOE: B) =
{Can consider GPI in addition to ASA and P2Y, inhibitor )
in high-risk (e g, troponin positive) pts
{Class Nty LOE: B)
® Eptifibatide
" e Tirofiban i
Medical therapy
< chosen based on cath |«
k‘_ findings _/J
o TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST Elevation Acute 2 :Z

Coronary Syndrome. J. Am Coll Cardiology. (2014) doi: 10. 1010/jacc 2014. 09. 016 ‘ ﬁi)



Qui trinh xw tri b/n HCDMVC/KSTCL (2)
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d PCI With Stenti 2\

I _ [ Therapy
"\ Ineffective

A4

1. ASA (Class I; LOE: B)

2. P2Y,; Inhibitor (in addition to ASA):
®Clopidogre! (Class |; LOE: B)or
® Prasugrel (Class I; LOE: B) or
® Ticagrelor (Class |; LOE: B)

3. GPI (if not treated with bivalirudin at time of PCI)
® High-risk features, not adequately pretreated
with clopidogrel (Class I; LOE: A)
® High-risk features adequately pretreated with
clopidogrel (Class I13; LOE: B)

4. Anticoagulant:
® Enoxaparin(Class |; LOE:A) or
® Bivalirudin(Class §; LOE: B)or
® Fondaparinux® as the sole anticoagulant (Class
Ill: Harm; LOE: B) or

A

(

\_ ® UFH (Class I; LOE: B) i

\_ before CABG (Class I; LOE: B) £

CABG P\

GPI t
1. ASA(Class I; LOE: B)

2. Discontinue clopldogrewcagrelu@
before, and prasugrel at least 7 d before
elective CABG

3 _Discontinue clopidogrel/ticagrelor up to
(24 hefore urgent CABG (Class |; LOE B).
ay perform urgent CABG <5 d after
clopidogrelfticagrelor and <7 d after
prasugrel discontinued

4, Discontinue eptifibatide/tirofiban at
least 2-4 h before, and abciximab 212 h

v

/late Hospital/Posthospital (‘afe\
1. ASA indefinitely (Class I; LOE: A)

2. P2Yy; inhibitor (clopidogrel or
ticagrelor), in addition to ASA,up
to12 mo if medically treated
(Class I; LOE: B)

3. P2Y); inhibitor (clopidogrel,

A

TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST Elevation Acute

prasugrel, or ticagrelor), in
addition to ASA, at least 12 mo if
treated with coronary stenting
Class I; LOE: B

& . 4

Coronary Syndrome. J. Am Coll Cardiology. (2014) doi: 10. 1010/jacc 2014. 09. 016
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Quy trinh xac dinh thoi diém tai thong

DMV/HCDMVC- KSTCL

Symptoms Onset

First medical contact —> NSTE-ACS diagnosis

Immediate transfer to PCl center

Very high

Same-day transfer

]
u
3

Y

Therapeutic
strategy

(<2hr) (<24 hr)

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

Transfer

Transfer

Immediate Early .
" Invasive
e s (<T2hr)

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 lau dai sau tai luu thong PMV (1)

X0 tri 1au dai dwa vao lwong gia nguy co, bao gém:

-MUrc van ddng thé lwc va TNGS
-Siéu am tim trwéc va sau BCBbMV

-Kham lam sang I C
-ECG I B
-TN can lam sang khac I B
-HbA1C I A
I B
I C

-Khuyén khich tap thé duc 30-60 phut/ngay I A
-Chuong trinh tap thé duc cé kiém soat/ b/n nguy co cao (TD: méi I B
tai lwu théng DMV, suy tim)

-Giam can, BMI < 25kg/m2, vong bung < 94 cm & nam, < 80cm/n{r I B
-Méi 14n tham kham, can khao sat BMI va vong bung I B
-Khuyén céo sr 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




Cd va dt Hoi chirng DMV cap khéng ST chénh 1én

%' Chim séc 1au dai sau ti lwu thong PMV (2)
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-Thay déi 16i sébng
-Muc tiéu LDL-C < 100 mg/dL
-Bé€nh nhan nguy co cao, muc tiéu LDL-C < 70 mg/ngay

-Thay ddi 16i séng va s dung thubc dé huyét ap < 130/80 mmHg

- Chen beta va UCMC: thubc dau tién

I B
I A

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

Chung ngtra cum mdi nam

I B

*Clase of recommendation.

*Level of evidence.
“Fefarences.

ACE = angiotensin-converting enzyme; BM| = body mass index; CABG = coronary artery bypass grafting; ECG = electrocardiogram; Hbié1c = glyeated haemoglobin; LDL =

low density lipoprotein; PCI = pereutanaous coranary intervention.

L pa

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555 EQ
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UCMC lién tuc trén b/n cé PXTM < 40% va ch9 b/n c6
THA, BTD hoac bénh than man (trtr phi cé chdng chi
dinh)

UCMC cho tat ca b/n, trir phi cé chdng chi dinh lla
Chen thu thé AG lI/b&nh nhan khéng dung nap I
UCMC va cé suy tim hoac NMCT kem PXTM < 40%

Chen thu thé AG lI/tat ca bé&nh nhan khéng dung nap lla

UCMC

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555
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# Diéu tri bang thuoc lau dai sau tai ®

troi mau co tim (2)
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Chen beta cho tat ca b/n sau NMCT hoac HCOMVC I A
hoac rdi loan chirc nang that trai (trte phi c6 CCD)

Thudc gidm lipid mau liéu cao/tat cad bénh nhan bat I A
ké murc lipid (trr phi c6 CCD)

Can nhac st dung fibrates va omega-3 (1g/ngay)phdi | lla B
hop véi statin hoac & b/n khéng dung nap duoc

statin

Can nhac st dung niacin nham tang HDL-C b B

“Class of recammendation.

"Level of evidence.
“References. TL: Wijns W et al. ESC/ EACTS Guidelines
on Myocardial revascularization. Eur. Heart J

ACE = angiotensin-converting enzyme: ACS = acute coronary syndrome: 2010: 31: 2501-2555

CKD = chronic kidney disease; HDL = high density lipoprotein; HF = heart
failure; LV = laft ventricle: LVEF = laft ventricular ajection fraction; Mi=
myacardial infarction. “§
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TNGS hinh énh (siéu @m, xa ky) can dwoc thwc hién I
thay vi ECG gang suc

Bénh nhan nguy co thap: toi wu dieu tri n6i kém thay lla
doi 16i sbng
Bé&nh nhan nguy co trung binh hay cao: chup DMV

TNGS hinh anh can dwoc thwc hién sém/nhém b/n lla
dac biét
TNGS thwérng quy can can nhac sau nong PMV = 2 b

nam va sau BCBbMV = 5 nam

Nguy co thadp: TMCB/ gang strc véi cong cao, khdi ddu TMCB mudn, 1 ving TMCB
Nguy co trung binh hay cao: TMCB/gang strc cong thap; nhiéu ving TMCB

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555



“Cd dt Hoi chirng DMV cip khong ST chénh 18 an
‘2%, ".‘ﬁ va Oi chirng cip khéng ST chénh lén ”?&wen

¥ Cac bénh nhan dic biét cAn khio sat TNGS
bang hinh anh som

TAt ca b/n ST chénh sau can thiép hodc BCDMV tdi khan can khao sat
trwdc ra vién hodc rat sém sau ra vién

Bé&nh nhan cé nghé nghiép can an toan cao (TD: phi cdng, tai xé...)hoac
van dong vién

= S dung thudc rc ché 5 —phosphodiesterase (sildenafil, tadalafil...)
= Bénh nhan dét tr dwoc ciru sbng
= Bénh nhan tai lwu théng DMV khéng hoan toan

= Bénh nhan cé bién chirng khi can thiép (béc tach, NMCT chu phau, g& bd
ndi mac khi BCbMV...)

Bé&nh nhan BT

Bénh nhiéu nhanh DMV kém tén thwong con soét lai hoac TMCT yén lang

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555 20
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Keét luan

* HO1 chimg PMVCKSTCL:
— Chan doan: LS, CLS, thang diém GRACE, TIMI
— Picu trj chong déng: fondaparinux giam chay
mau so v41 heparin
— Diéu tri chong két tap TC: ticagrelor > prasugrel
> chopidogrel (ESC 2014, 2015, ACC 2016)
o Thoi diém tai tudi mau: theo dung khuyén
cao

sl



