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Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng

Khao sat bénh nhan nghi bi
HCDMVC

|. Presentation
2. ECG
3. Troponin
| Ly ' '
g [ Nt | v J 2] oron [ ston
STEMI = ST.elevation myocardial Infarction; NSTEMI = non-ST-elevation myocardal Infarction; UA = unstable angina

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




Cn vé dt HC DMV cép: t6i wu st dung thuéc khang déng

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

Acute Chest Pain

Pain >6h Pain <6h

-

Re-test hs-cTn: 3h

) ol §
[ hs-cTn no change A change? PN
| l p { (I value >ULN) J EE 5 hs-cTn no change
y
51 & {
Painfree, GRACE <140, 513 —
differential diagnoses excluded %:: & Wﬂl‘k-.up differential
T+ diagnoses

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 contrals.
‘A change, dependent on assay. Highly abnormal hsTn defines values beyond 5-fold the upper limit of normal.

I‘

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



Cn vé dt HC DMV cép: t6i wu st dung thuéc khang déng

Quy trinh 0 gio/1 gio giup loai trw

NMCTC/KSTCL dya vao Troponin siéu nhay

(hs-cTn)

Suspected NSTEMI

!

. l

Oh =D ngll
or
AQ-1h =E ng/l

' Oh<B ngfl
[ﬂh <Angl or and J [ Other J [
1 AD-Th <C ngi

A B C » E
hs-cTnT (Elecsys) 2 |2 3 LY 3
hs-cTnl {Architect) Fi 5 2 52 B
hs-cTnl (Dimension Vista) 0.5 3 1 107 19

v 1]:11;\2:;;!1
Vinh

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




Cn vé dt HC DMV cép: t6i wu st dung thuéc khang déng
Cac dinh nghia va sinh ly bénh hogi chirng
dong mach vanh cap (HCDMVC)

Acute coronary syndrome

V‘”ﬂ
l Li

No ST- segment elevation —— ST-segment elevation
NSTEMI
Unstable
angina v y
NQMI QWMI

Myocardial infarction

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



Cn vé dt HC DMV cép: tbi wu st dung thubc khang déng
Sinh 1 y’ bénh
®

 Mang xo0 vira dé ton thuong (the vulnerable plaque)
» Huyét khoi DMV (coronary thrombosis)
» Bénh nhan dé ton thuong (the vulnerable patient):
- Nhiéu vi tri c6 v& mang xo vira
- T Tang chi diém sinh hoc cua viém (TD: CRP)
- T Téang hoat hé thong déng mau
« R&i loan chuc nang dan mach ctia n01 mac
» Céc co ché thu cap lam ting nhu cau oxy co tim (td: sot,
cuong giap, stress, tang hoat giao cam...)

|



Cn vé dt HC DMV cép: t6i wu st dung thuéc khang déng

~ | Ménh xo vira 6n dinh so voi mang xo
- vira khong 6n dinh

Stable Unstable

Lumen
Endothelium

Platelets

Lipid-rich core

Inflammatory cells

Thick Thin fibrous cap

Il A I
I | I fibrous cap
I i I

@ﬂm TL: De Lemos JA et al. Hurt’s The Heart, 13" ed 2011, McGraw-Hill. p. 1328-1351 7
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Cn vé dt HC DMV cép: t6i wu st dung thuéc khang déng

Piéu tri ban dau tai BV/
HCDMVC/KSTC (1)

LOE | References

Recommendations

Oxygen

Administer supplemental oxygen only with oxygen saturation <90%,

: : S : N/A
pespreadqry distress, or other high-risk features for hypoxemia

( Nitrates )

Analgesic therapy

morphine sulfat®may be reasonable for continued 1schemic chest pain

o : N B 115,116
despite maximally tolerated anti-ischemic medications (115, 116)

NSAIDs (except aspirin) should not be initiated and should be discontinued
during hospitalization for NSTE-ACS because of the increased risk of MACE

associated with their use

B (117, 118)

COR
“Attrermrister sublingual NTG every 5 min x 3 for continuing ischemic pain and C 103-105)
then assess need for [IVNTG (103-
Admumster IV NTG for persistent ischemia, HF, or hypertension B (106-111)
Nitrates are contraindicated with recent use of a phosphodiesterase inhibitor B (112-114)

Beta-adrenergic blockers

Initiate oral beta blockers&qfhun the first.2h in the absence of HF, low-

output state, risk for cardiogenic shock, or other contraindications to beta

blockade

(119-121)

.V';Em“" > TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST
Elevation Acute Coronary Syndrome. J. Am Coll Cardiology. (2014) doi: 10. 1010/jacc 2014. 09. 016



Piéu tri ban dau tai BV/
HCDMVC/KSTC (2)

CCBs

Administer initial therapy withq@@ndihydropyridine
1schemia and contraindications to beta blockers 1n the absence of LV
dysfunction, increased risk for cardiogenic shock, PR interval =024 s, or
second- or third-degree atrioventricular block without a cardiac pacemaker

B (124-126)

C N/A

Long-actipe CCBs and nitrates are recommended for patients with coronary

N

[ artery spasn)

Immediate-release nifedipine 1s contraindicated in the absence of a beta
blocker

B (127, 128)

Cholesterol management

Initiate or continueQugh-intensity statigktherapy in patients with no

L (129-133)
contraindications
Obtain a fasting lipid profile, preferably within 24 h Il C N/A

.v.??ﬁ“yea TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST Elevation
Acute Coronary Syndrome. J. Am Coll Cardiology. (2014) doi: 10. 1010/jacc 2014. 09. 016



Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng

Recommendations Dosing and Special COR LOE References
Considerations
Aspirin
* Non—enteric-coated aspirin to all 162 mg-325 mg (142-144)
patients promptly after presentation i
e Aspirin maintenance dose continued _ )
indefinitely 81 mg/d-162 mg/d (142-144)
P2Y,; inhibitors

¢ Clopidogrel loading dose followed by
daily maintenance dose in patients
unable to take aspirin

75 mg

e P2Y,; inhibitor, in addition to aspirin,
for up to 12 mo for patients treated
mnitially with either an early invasive or
nitial 1schemia-guided strategy:

= Clopidogrel

= Ticagrelor*

300-mg or 600-mg loading
dose, then 75 mg/d

(143, 146)

180-mg loading dose, then 90
mg BID

(147, 148)

e  P2Y,; inhibitor therapy (clopidogrel,
prasugrel, or ticagrelor) continued for at

(147, 169-
172)

least 12 mo in post—PCI patients treated N/A
with coronary stents

» Tcagrelodin preference to clopidogrel
for patients treated with an early N/A

(147, 148)

mvasive or ischemia-guided strategy

TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST Elevation
Acute Coronary Syndrome. J. Am Coll Cardiology. (2014) doi: 10. 1010/jacc 2014. 09. 016

Piéu tri chong két hop tiéu cau/ chong dong
tren b/n HCDMVC/KSTCL (1)

10



Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng

Piéu tri chong két hop tiéu cau/ chong
dong trén b/n HCPMVC/KSTCL (2)

Parenteral anticoagulant and fibrinolytic therapy

* <SC enoxapanpfor duration of
hospitalization or until PCI 1s performed

* | mg/kg SCevery 12 h
(reduce dose to | mg/kg/d SC in
patients with CrCl <30 mL/min)
o Initial IV loading dose 30 mg

(151-153)

e Bivalirudin until diagnostic angiography

invasive strategy only

» Loading dose 0.10 mg/kg

< fondaparinusSor the duration of

*  Administer additional anticoagulant with

patient 15 on fondaparinux

e [V UFH for 48 h or untl PCI is
performed

or PCI is performed in patients with early | loading dose followed by 0.25
mg/kg/h (146, 147,
® Only provisional use of GP 154, 155)
[Ib/111a inhibitor in patients also
treated with DAPT
* 2. 5mg SC daily i
hospitalization or until PCI 1s performed (156-158)
anti-1la activity if PCI is performed while | N/A (157-159)
o Initial loading dose 60 IU/kg
(max 4,000 IU) with initial (160-166)

infusion 12 [U/kg/h (max 1,000

range

1U/h)
e Adjusted to therapeutic aPTT

TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST Elevation Acute
Coronary Syndrome. J. Am Coll Cardiology. (2014) doi: 10. 1010/jacc 2014. 09. 016

.
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Cn vé dt HC DMV cép: t6i wu st dung thuéc khang déng

Qui trinh xw tri b/n HCDMVC/KSTCL (1)

NSTE-ACS:
Definite or Likely
|

Ischemia-Guided Strategy Early Invasive Strategy

/" Initiate DAPT and Anticoagulant Theraps ™y £ . 52N
L ASA(Class I; LOE: A) 1 ASA{CI&ISS I; L'DE -ﬂ-]
2. P2¥: inhibitar (in addition ta ASA) (Class |; LOE: B): 2 PE‘I":Lzlil‘lhibitﬂl‘ {in addition to ASA] (Class I; LOE: B):
* Clapidogrel ar & Clopidagrel or
® Ticagrelar ® Ticagralor
3. Anticoagulant: 3. Anticoagulant
® UFH (Class |; LOE: B) or ®LUFH {C|a$§ ; LOE: B) or
® Enoxaparin(Class I: LOE: &) or ® Enoxapa r!ﬂ (Class I; LOE: A)or
» Fondaparinux (Class |; LOE: B) ® Fondaparinued (Class |; LOE: Bor
' \_ eBivalirudin (Class |; LOE:B) Y,
/ Can consider GPI In addition to ASA and P2Y,, inhibitor )
in high-risk {e.g, troponin positive) pts
{Class kg LOE: B)
= Eptifibatide
# Tirafiban
b iy
hedical therapy
= chosen based on cath [«
'\ findings )
N 12
VR TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST Elevation Acute

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



Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng

Therapy

”

I . ( Therapy

Eﬁecﬁy‘

@ecﬂve

Qui trinh xw tri b/n HCPDMVC/KSTCL (2)

1. ASA (Class ; LOE: B)

2.P2Yy; Inhibitor (in addition to ASA):
®Clopidogrel (Class ; LOE:B)or
® Prasugrel (Class I; LOE: B) or
® Ticagrelor (Class I; LOE: B)

3 GPI (if not treated with bivalirudin at time of | nct)
® High-risk features, not adequalel pretreated
with dopldogrel (Class 1; LOE: A)
. H!gh—rlsk features adequately pretreated with
clopidogrel (Class llz; LOE: B)

4.2

(- CABG B
2 AS'A(CIaSsl-LOE::B)

 bérm prasugmlatleast?dbefore
elecﬂveCABG

T R R
re r r
prasu:rg discontin

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

. Bivalimdln(das 5 LOE. B)or
. Fondaparinuxt as the sole anﬁcoagdant(tlass
Ill: Harm; LOE: B) or
\oum(aasl;LOE. B) iy

G before CABG (Class I; LOE: B) Y

(" Late Hospita Care )
1. ASA indefinitely (Class I; LOE: A)

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

4

3. PZYulnhlbltor(dopldogrel,

prasugrel, or ticagrelor), ip
addition to ASA, at ‘E!mn
treated with coronary STenum,

H (Class I; LOE: B) i

TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST Elevation 13
Acute Coronary Syndrome. J. Am Coll Cardiology. (2014) doi: 10. 1010/jacc 2014. 09. 016



Cn vé dt HC DMV cép: tbi wu st dung thubc khang déng

Cac yéu to giup lwa chon chién lwgc can
thi€p som hoac dieu tri theo TMCB

L=

| ate invasive | Refractory angina
( (within 2 h) Signs or symptoms of HF or new or worsening mitral regurgitation

Hemodynamic instability

Recurrent angina or 1schemia at rest or with low-level activities despite intensive medical
therapy

Sustained VT or VF

[schemia-guided Low-risk score (e.g., TIMI [0 or 1], GRACE [<109])

strategy Low-risk Tn-negative female patients
Patient or clinician preference in the absence of high-risk features
Early invasive None of the above, but GRACE nisk score =140
(within 24 h) Temporal change in Tn (Section 3.4)
New or presumably new ST depression
Delayed invasive None of the above but diabetes mellitus

(within 25=72 h) Renal insufficiency (GFR <60 mL/min/1.73 m?)

Reduced LV systolic function (EF <0.40)

Early postinfarction angina

PCI within 6 mo

Prior CABG

GRACE risk score 109-140: TIMI score =2

CABG indicates coronary artery bypass graft; EF, ejection fraction; GFR, glomerular filtration rate; GRACE, Global
Registry of Acute Coronary Events; HF | heart fanlure; LV, left ventricular, NSTE-ACS, non-ST-elevation acute coronary
syndrome; PCl, percutaneous coronary intervention; TIMI, Thrombolysis In Myocardial Infarction; Tn, troponin; VF,
ventricular fibrillation; and VT, ventricular tachycardia.

."%‘}Lo TL: Amsterdam EA et al. 2014 AHA/ACC Guideline for the Management of Patients with Non- ST Elevation 14
Acute Coronary Syndrome. J. Am Coll Cardiology. (2014) doi: 10. 1010/jacc 2014. 09. 016
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p: t6i wu st dung thuéc khang déng

Khuyén ciao ESC 2015/ HC
PMV-KSTCL
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Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng

Recommendations Ref.”
A - A Parenteral anticoagulation is
Khuyen cao ve |rcommendeaibeuncor s 27
according to both schaemic and
¥ dung khiang Z— =
Slr l.l g g (Fondaparinux (2.5 mpsc. daily) is
A rECom as having the most 218,
dong/ b/n favourable efficacy - saflty profile 228,
regardless of the management 129
5 L
NSTEMI s
y 1.75 mglkgh forup to 4 h 205,
after the procedure) s recommended 222,
as an alternative to UFH plus GRlib/lla 23
inhibitors during PCL
UFH 70100 WVkg iv. (5070 IWfkg if
concomitant with GPlIb/lla inhibitors) 219
15 recommended in patients H‘i‘
undergoing PCl who did not receve
any anticoagulant.
Enooaparin (1 mgfkg s.c. twice daily) 218,
or UFH are recommended when 330
fondaparinux is not available.
(Enoxaparidshould be considered as an
anticoagulant for PCl in patients 211
pretreated with s.c. enoxaparin.

TL: Roffi M. et al. 2015 ESC guideline for the management of ACS in patients with NSTEMI. 16
Eur H J. August 29, 2015.




Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng

Liéu lwong thuoc khang dong/ b/n HC PMVC-
KSTCL c¢0 chirc nang than binh thwong hay giam

Recommendations
Normal renal function Stage 4 CKD (eGFR Stage 5 CKD (eGFR

orstage I;3CKD  15-29 mUimin/l.T3m?) <I5 mLimin/1.73m?)

(eGFR =30 mLimin/1.73m?)
+ Prior to coronary
angiography: 6070 IUfkg
L. (max 5000 IU) and

infusion (12-15 [Ufkgfh)
Unfractionated (max 1000 IUM), arget No dose Mo dose
heparin aPTT |.5-2.5x control adjustment adjustment

* During PCE70-100 IUfkg i.v.
(S0-70 kg if
concomitant with GPIIb/lla
inhibitors)
< EnoxapariD | mglkgsc.owiceaday | | mg/kg s.c.once a day | Mot recommended
—
Mot recommended if
Fondaparinux 15 mgs.c.once a day eGFR Mot recommended
<20 mLimin/1.73m*
i On dialysis, no
Bivaliradi Bolus 0.75 mgikg i, No adjustment of | . et of bolus,
ivalirudin P bolus, reduce infusion AP
infusion 175 mg'kg'h rate to | mgkgh reduce infusion rate
to 0.25 mgikghh

aPTT = activation partial thromboplastin time; CKD = chronic kidney disease;
eGFR = estimated glomerular filtration rate; |U = international units; i.v. =
intravenous; kg = kilograms bodyweight; s.c. = subcutaneous.

Recommendations for the use of drugs listed in this table may vary depending on
the exact labeling of each drug in the country where it is used.

TL: Roffi M. et al. 2015 ESC guideline for the management of ACS in patients with NSTEMI. 17
Eur H J. August 29, 2015.




Cn vé dt HC DMV cép: tbi wu st dung thubc khang déng

<

cz3
EEE
=

Heparin trong lwong phan tir thap
(LMWH) trong HC/DMVC

o Thuong sir dung nhat: enoxaparin
» Liéu lugng enoxaparin:
— Chtrc nang than bt: 1 mg/kg/Tdd x 2/ngay
— eGFR < 30 ml/ph/1,73 m2: 1 mg/kg/ngay
— eGFR < 15 ml/ph/1,73 m2: khong st dung
o Liéu cudi enoxaparin < 8 gid: khong thém Kb
Khi PCI

» Liéu cudi enoxaparin > 8 gio: thém 0,3 mg/kg/
TM bolus khi PCI

TL: Roffi M. et al. 2015 ESC guideline for the management of ACS in patients with NSTEMI. 18
Eur H J. August 29, 2015.



Cn vé dt HC DMV cép: tbi wu st dung thubc khang déng

Uu diém ciia enoxaparin so voi
heparin khong phan doan (UFH)

» Nghién ctru phan tich tong hop (23 n/c;
30966 b/n

» Uu diém cua enoxaparin so vdi UFH/ b/n
can thi¢p DMV
— Gi1am tr vong ¢d y nghia: RR 0.66- p < 0.001
— Giam tr vong va NMCT: RR 0.68, p <0.001
— Gi1am chay mau: RR 0.80- p = 0.009

.";‘; TL: Roffi M. et al. 2015 ESC guideline for the management of ACS in patients with NSTEMI. 19
N Eur H J. August 29, 2015.



Cn vé dt HC DMV cép: t6i wu st dung thudc khang déng

Targets for antithreombotic drugs
Anticoagulant Antiplatelet
drugs drugs

Muc tieu e
thuoc WL
chong

huyét khoi

Conformational
activation of GPIIbIa

PAR-| recepuor
 scluble mediaters
(ADF TxAg, Cat+, serotaning
L: Roffi M et al. 2015 ESC |
Guidelines for the management @ Colagen
of non STEMI. Eur. H. J 2015,
@ Covbound thrembiniactor Xa

doi: 10.1093/eurheartf/ehv 320

adenceire diphasp AT = antithrombin; GF = ghrooprotein; LMWH = low molecular weight hegarin; Tu = thrombosmne;
Urdracticrated heparin. Yorapaxar is a protease-acts d receptor | [PAR 1) blodker

W




Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng
Chién lwgc giam chay mau lien quan
deén can thiép PMV

+ Anticoagulant doses adjusted to bodyweight and renal function, especially in women and
elderly patients.

» @adiDapproach preferred.

. WH higher than average risk of gastrointestinal
bleeds (i.e. history of gastrointestinal ulcer/haemorrhage, anticoagulant therapy,
chronic N5SAIDs/corticosteroid use, or two or more among age 265 years, dyspepsia,
gastrooesophageal reflux disease, Helicobacter pyloriinfection, and chronic alcohol use).

* In patients o @

o PCI performed without interruption of VKAs or NOACs.

o In patients onVKAs, do not administer UFH if INR value >2.5.

o In patients on NOACs, regardless of the timing of the last administration of NOACs,
add additional low-dose parenteral anticoagulation (e.g. enoxaparin 0.5 mglkg iv.
or UFH 60 1Uikg).

o Aspirin indicated but avoid pretreatment with P2Y1z inhibitors.

o GPIIb/llla inhibitors only for bailout of periprocedural complications.

DAPT = dual (oral) antiplatelet therapy: GPIlIb/llla = glycoprotein llb/llla; INR =
international normalised ratio; NOACs = non-vitamin K antagonist oral
anticoagulants; NSAIDs = non-steroidal anti-inflammatory drugs; OACs = oral
anticoagulants; PCl = percutaneous coronary intervention; UFH = unfractionated
heparin; VKAs = vitamin K antagonists.

TL: Roffi M. et al. 2015 ESC guideline for the management of ACS in patients with NSTEMI. 21
Eur H J. August 29, 2015.




Cn vé dt HC DMV cép: tbi wu st dung thubc khang déng

Piéu tri 1au dai sau can thiép PMV

o Cac thuoc giup kéo dai doi song
» Thay d6i 16i song:
— An chay (Vegans)?
— An kiéu paleo?
— An ché dd trung dung?
— Tap thé duc
» Van dé khang két tap tiéu cau kép

g

22



Cn vé dt HC DMV cép: tbi wu st dung thubc khang déng

<

cz3
EEE
=

Piéu tri lau dai sau tai lvu thong PMV

Siéu am tim trudc va sau tai thong bMV

Giam can

Thé duc: 30-60 phut/ngay

On dinh duong huyét, huyét ap, lipid mau

LDL-C <70 mg% hoac < 50 mg%

Ché d6 an: vegans (nguyén TT M§ B.Clinton); paleo
food; rau cu qua, tinh bot kém ca

Chong tram cam***

Chung ngtra cim moi nim

Céac thudc kéo dai doi séng: UCMC, chen beta, statins,

chong két tap ti€u cau
23



Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng

Khuyén cio 2016 ACC/AHA vé diéu
tri chong ket tap tieu cau kép

24



Cn vé dt HC DMV c4p: t6i wu st dung thudc khang déng
Quy trinh diéu tri khang ket tap tiéu
cau kép/ HCDMVC

Recent ACS
(NSTE-ACS or STEMI)

v
( CABG j (Medlcal Therapy) ( Lytic (STEMl) ) (PCI (BMSorDES))

No high risk of bleeding and no J

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

25



Cn vé dt HC DMV cép: tbi wu st dung thubc khang déng
Cac bénh nhan dac biét can khao sat
TNGS bang hinh anh som

[ Tat ca b/n ST chénh sau can thiép hodc BCBMV tbi khan can khao
sat trwdc ra vién hodc rat sém sau ra vién

Q Bénh nhan cé nghe nghiép can an toan cao (TD: phi cong, tai
Xé...)hoac van dong vién

O S dung thudc trc ché 5 —phosphodiesterase (sildenafil, tadalafil...)
O Bénh nhan dét t& dwoc clru sdng
U Bé&nh nhan tai lwvu théng DMV khéng hoan toan

O Bénh nhan c¢6 bién chirng khi can thiép (bdc tach, NMCT chu phau,
g® bo ndi mac khi BCBMV...)

0 Bénh nhan BTD

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

.";ham TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 26

guyen

i 2010; 31: 2501-2555



Cn vé dt HC DMV cép: tbi wu st dung thubc khang déng

Két lun

Chan doan HCPMVC/KSTCL:
— Lam sang, ECG, troponin
— Quy trinh 0-3 gio; 0-1 gio
— Chi s6 GRACE, TIMI
 Piéu tri NMCTC/KSTCL:
— Thudc giam TMCB
— Thudc kéo dai doi séng
— Thoi diém tai luu thong DPMV: 2 gid, 24 gio, 72 gio
o Diéu tri khang két tap tieu cau kép: KC 2016 = c6 thé
trén 1 nam

« Enoxaparine > UFH/ b/n NMCT cap can can thiép
bMV

g
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