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Cac dinh nghia va sinh ly bénh hoi chirng
déng mach vanh cap (HCbMVC)
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TL: De Lemos JA et al. Hurt's The Heart, 13t ed 2011, McGraw-Hill. p. 1328-1351

b
S5E
]



' Cac blen phap dleu tri cap thoi
HCDMVC/KSTC

Piéu tri chdng TMCB: chen béta, nitrates, ¢

ché calci (nhom non-DHP), nicorandil

Piéu tri chong ddng

Chong két tap tiéu cau

Tai lwu thong DMV




Dt hoi chimg B

N
Vi

Vinh

Khuyén céo st
dung thudc
chong TMCB
trén b/n
HCBbMVC/KSTC

MVC 2016: tAm quan trong cua thudc khang két tap tiéu cau kép

Recommendations

Early initiation o{(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 |ll or higher.

Sublingual or i.v.ar'e
recommended to relieve .:amginr:l;'rj iv.

treatment is recommended in patients

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

In patients with suspected/confirmed
vasospastic angina, b
Glockers>nd nitrates should be

considered and beta-blockers avoided.

i.v. = intravenous.

Class of recommendation.

BLevel 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 4
2015, doi: 10.1093/eurheartf/ehv 320
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Targets for antithrombotic drugs
Anticoagulant Antiplatelet
drugs drugs
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So sanh hiéu
qua diéu tri cac
thudc chong két
tap tiéu cau moi
vo'i 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 P27 43 inhibitor is recommended, in
addition to aspirin, for 12 months
unless there are contraindications such
as excessive risk of bleeds.

1E.U mg loading dose,
J0mE Deice daily) is recommended,

in the absence of contraindications,”
for all patients 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
PCI if no contraindication.®

-1 (300— 600 mg loading

dose, 75 mg daily dose) is
recommended for patients who
cannot receive ticagrelor or
prasugrel or who reguire oral
anticoagulation.

P27 42 inhibitor administration for a
shorter duration of 3—&6 months after
DES implantation may be considered in
patients deemed at high bleeding risk
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kt is not recommended to administer
prasugrel in patients in whom coronary
anatomy is not known.

So sanh
hiéu qua
diéu tri cac

thudc chong ——

X " .z Cangrelor may be considered in P2Y 4,
ket tap tleu inhibitor —naive patients undergoing PC.
A Y 1 It is not recommended to administer
cau mo’l VOl GFIIba’I::Iainhibitanin p:ﬁﬂntsin:r:mm

clopidogrel

A\

mllla inhibitors durin

be considered for bailout situations or|  lla

thrombotic complications.

198,
199

coronary anatomy is not known.

(2) Long-term P1Y, inhibition
P2Y ;, inhibitor administration
in addition to 35|::iri 184
may be considered after careful b 18 E-

assessment of the ischaemic and
bleeding risks of the

L 1

patient.

v

.,@;; 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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So sanh hiéu qua
diéu tri cac thudc
chong két tap
tiéu cau ma&i voi
clopidogrel (3)

TL: Roffi M et al. 2015 ESC Guidelines for the

doi: 10.1093/eurheartf/ehv 320

@Dn pump@m
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 P25 inhibitors who
need to undergo non-emergency

major non-cardiac 5urgcr}r,f
postponin gery for at leasd\5 cays

~sfier cossation of ticagreloror—
@and for 7 days for

prasugrel, should be considered if
clinically feasible and unless the patient
is at high risk of ischaemic events.

0,

In case of a non-cardiac surgical
procedure that cannot be postponed
or of a bleeding complication,
discontinuation of the P2Y 5 inhibitor
may be considered after a minimum of 1

and 3 months from PCl with BMS and

management of non STEMI. Eur. H. J 2015,

new-generation DES, respectively.

208,
209
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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.

Piéu tri 2
chong ket tap

B-R

In patients treated with DAPT, a daily aspirin
B-NR ¢ of 81 mg (range, 7 100 mg) is

recommended.

A
ticu
In patients with NSTE-ACS who are managed

cau/HCbMVC
c A . A e ith dical th [ ithout
/ di€u tri noi Vesoarastion or fbrinolytc therapy

lla B-R | treated with DAPT, it is reasonable to use
ticagrelor in preference to 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 DAPTQQr longer than 12 >

months may be reasonable.

l1b

on:- TL: Levine GN et al. 2016 2016 ACC/AHA Guideline Focused Update on Duration of Dual Antiplatelet Therapy 9
W in Patients With Coronary Artery Disease. DOI: 10.1016/j.jacc.2016.03.513
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Recommendations

In patients with ACS treated with
DAPT after BMS or DES implantation,
P2Y ,, inhibitor therapy (clopidogrel,
prasugrel, or ticagrelor) should be
given for at least 12 months.

In patients treated with DAPT, a daily

aspirin dose af81 mg (range, 75 mg

100 mg) is recommended.

In patients with ACS treated with
RDAPT after coronary stent
implantation, it is reasonable to use
ticagrelor in preference to clopidogrel
for maintenance P2Y ,, inhibitor
therapy.

In_patients with ACS treated with
DAPT after coronary stent
implantation, who are not at high risk
for bleeding complications and who do

MVC 2016: tAm quan trong cua thudc khang két tap tiéu cau kép
COR | LOE
B-R
Diéu tr1 2
chong két B-NR
tap tiéu cau/
da dat stent
lla B-R

not have a history of stroke or TIA, it is
reasonable to choose prasugrel over
clopidogrel for maintenance P2Y,,
inhibitor therapy. :

in Patients With Coronary Artery Disease. DOI: 10.1016/j.jacc.2016.03.513

TL: Levine GN et al. 2016 2016 ACC/AHA Guideline Focused Update on Duration of Dual Antiplatelet 1herapy
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COR

Diéu tri 2
chong két
tap tiu cau
lau dai/
HCDMYV da
dat stent

l1b

l1b C-LD

Recommendations

In patients with ACS treated with
coronary stent implantation who

have tolerated DAPT without

bleeding complication and who are

not at high bleeding risk (e.g., prior
bleeding on DAPT, coagulopathy,

gulant use) coglinuation>

of DAPT for longer than 12 months

pe reasonable.

In patients with ACS treated with

DAPTafter-BDESHmptantation who
devetopahighrrisk-ofteeding (e.q.,
treatment with oral anticoagulant
therapyi—are-at-high-Hsk-of severe
bleeding complication (e.g., major
intracranja

after 6 months may be reasonable.

B-R

Prasugrel should not be
administered to patients with a prior
history of stroke or TIA.

===t

TL: Levine GN et al. 2016 2016 ACC/AHA Guideline Focused Update on Duration of Dual Antiplatelet Therapy

in Patients With Coronary Artery Disease. DOI: 10.1016/j.jacc.2016.03.513
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NSTE-ACS patients with non-valvular atrial fibrillation

T h u 6 C C h 6 n g Management strategy PCI [ Medically managed | CABG ]
v v

huyét khéi e

High
(e.g. HASBLED =0-2) BT AL CE. 1 F%))

trén 09 l Triple or d ‘

HCDMVC B
f 5 " ollalc
kém rung nhi - o i
J ; N =
A therapy®
khomng do van
] (O] C or Al O] C or Al O] C or A
tlm 12 months —|
Lifelong | (5] Monotherapy*
E%ﬂmﬁ?" I Aspirin 75-100mg daily |8 Clopidogrel 75 mg daily

ACS = acute coronary syndrome; CABG = coronary artery bypass graft; CHA;DS;-VASc = Cardiac fallure, Hypertension, Age =75 [2 points], Dtabetes, Stroke [2 points] -
Wascular disease, Age 6574, Sex category; DAPT = dual antiplatelet therapy; MOACs = 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 etal ™

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

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
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).
12

L, 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
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Cac chi diém
tien doan nguy
co huyét khoi
hay nguy co cao
dan dén NMCT
can chup BPMV
khan cap

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

2015, doi: 10.1093/eurheartf/env 320

Yery-high-risk criteria

Haemodynamic instability or cardiogenic shock

Recurrent or ongoing chest pain refractory to medical treatment

Life-threatening arrhythmias or cardiac arrest

Mechanical complications of Ml

Acute heart failure

Recurrent dynamic ST-T wave changes, particularly with intermitent
ST-elevation

High-risk criteria

Rise or fall in cardiac troponin compatible with Ml

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

GRACE score =140

Intermediate-risk criteria

Diabetes mellitus

Renal insufficiency (eGFR <60 mL/minf1.73 m*)

LVEF <40% or congestive heart failure

Early post-infarction angina

Prior PCI

Prior CABG

GRACE risk score =109 and <[40

Low-risk criteria

Any characteristics not mentioned above

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

infarcLion.

13
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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), Yolkmar 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 J. 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 H
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Khuyén cdo diéu tri chong huyét khoi/
HCBMV- KSTC can can thiep bMV

Recommendations Class* | Level®| Ref"

Antiplatelet therapy

ASA is recommended for all patients without contraindications at an initial oral loading dose of 150-300 mg

(or 80=150 mg i.v.), and at a maintenance dose of 75=100 mg daily long-term regardless of treatment strategy. THIT6

A F'TI'II inhibitor is recommended in addition to ASA, and maintained over |2 months unless there are
contraindications such as excessive risk of bleeding. Options are:

* Prasugrel (60 mg loading dose, 10 mg daily dose) in patients in whm@ anatomy is@nd who are

337,341,825

proceeding to PCI if no contraindication. 39
@rﬁr (180 mg Im@ﬂ mg twice daily) for patients at moderate-to-high risk of ischaemic events, 341
regardless of initial treatment strategy including those pre-treated with clopidegrel if no contraindication.
* Clopidogrel (600 mg loading dose, 75 mg daily dnsej.@mugml or ticagrelor are mﬁ@n‘ are
contraindicated. 8128125
GP lIbfllla antagonists should be considered for bail-out situation or thrombotic complications.
Pre-treatment with prasugrel in patients in whom coronary anatomy not known, i not recommended. 826
Pre-treatment with GP IIbfllla antagonists in patients in not known, is not recommended. 357815

o _ 15
'ﬂ’ﬁﬁm TL: Windecker S et al. Eur. H. Journal, August 29, 2014
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Quy trinh xac dinh thdi diém tai
thong DPMV/HCBDMVC- KSTCL

Symptoms Onset

First medical contact —> NSTE-ACS diagnosis

Immediate transfer to PCl cent -
mmediate transfer center Very high

Transfer i
Intermediate

;
2

Intermediate -=

Transfer
optional

r ¥

Immediate Early .
I " invasi Invasive
(<72 hr)

Therapeutic
strategy

(<2h) (<24hr)

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

Pham . . . . 16
.J TL: Roffi M et al. 2015 ESC Guidelines for the management of non STEMI. Eur. H. J 2015, doi:

| 10.1093/eurheartf/ehv 320

Vinh
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KHUYEN CAO 2013 CUA HOI TIM HOA KY/
HOI TIM BAI HOC HOA KY VE XU TRi NHOI
MAU CO TIM ST CHENH LEN

Phan 17
<&
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Piéu tri tai twdi mau bénh nhan NMCTSTCL

STEMI patient who is a
candidate for reperfusion

Initially seen at a
PCl-capable
hospital

»

Send to cath lab
for primary PCi

FMC-device time
<90 min

(Class |, LOE: A)

Y

non—-PCl-capable

nitially seen at a

I :

I Diagnostic angiogram I

v v v

Medical I PCl I
therapy only

hospital*
DIDO time <30 min
r r
Transfer for Administer fibrinolytic
primary PCI agent within 30 min of
arrival when
FMC-device anticipated FMC-
time as soon as device >120 min
possible and
<120 min (Class I, LOE: B)
(Class 1, LOE: B)
- v

Urgent transfer for
PCI for patients
with evidence of
failed reperfusion
or reocclusion

(Class lla, LOE: B)

Transfer for
angiography and
revascularization
within 3-24 h for
other patients as

part of an
invasive strategyt

(Class lla, LOE: B)

NMCTSTCL: Nhéi mau co tim ST chénh Ién

*Patients with cardiogenic shock or severe heart failure initially seen at a non—PCl-capable hospital should be transferred for cardiac
catheterization and revascularization as soon as possible, irrespective of time delay from Ml onset (Class |, LOE: B). fAngiography
and revascularization should not be performed within the first 2 to 3 hours after administration of fibrinolytic therapy.

TL: O’ Gara PT et al. 2013 ACCF/AHA Guideline for the Management of ST Elevation Myocardial

Infarction. JACC 2013; 61: 485-510

18
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Piéu tri tai twdi mau va thoi diém

| lallb Il

Piéu trj tai twéi mau: tat cd bénh nhan NMCTSTCL
trong 12 gio dau

Can thiép DMV bién phap hang dau

*The proposed time windows are system goals. For any individual patient, every effort should
be made to provide reperfusion therapy as rapidly as possible.

TL: O’ Gara PT et al. 2013 ACCF/AHA Guideline for the Management of ST Elevation
Myocardial Infarction. JACC 2013; 61: 485-510

19
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Piéu tri chong két tap tiéu
cau/NMCTSTCL can thiép tién phat

| llallb I
[] Aspirin 162 to 325 mg should be given
before primary PCI.

2l After PCI, aspirin should be continued
W_l iIndefinitely.

TL: O’ Gara PT et al. 2013 ACCF/AHA Guideline for the Management of ST Elevation
Myocardial Infarction. JACC 2013; 61: 485-510

20
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Piéu tri chong két tap tiéu
cau/NMCTSTCL can thiép tién phat

| llallb Il Ljéu nap wc ché thu thé P2Y12 cho s&m hay
[] vao thoi diém can thiép tién phat
NMCTSTCL

« Clopidogrel 600 mg; or
* Prasugrel 60 mg; or

 Ticagrelor 180 mg

TL: O’ Gara PT et al. 2013 ACCF/AHA Guideline for the Management of ST Elevation
Myocardial Infarction. JACC 2013; 61: 485-510

21
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Piéu tri chong két tap tiéu
cau/NMCTSTCL can thiép tién phat

L2 lib B 521 tri tre ché thu thé P2Y12 kéo dai 1 nam/ bénh
[] nhan NMCTSTCL c6 stent (DES hoac BMS)

« Clopidogrel 75 mg daily; or

» Prasugrel 10 mg daily; or

» Ticagrelor 90 mg twice a day*

*Liéu aspirin phdi hop vai ticagrelor khi diéu tri duy tri 1a 81 ms/ng .

TL: O’ Gara PT et al. 2013 ACCF/AHA Guideline for the Management of ST Elevation
Myocardial Infarction. JACC 2013; 61: 485-510

22
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Piéu tri chong két tap tiéu
cau/NMCTSTCL can thiép tién phat

| llallb 1l

Nén s dung liéu duy tri aspirin 81 mg,
hon la lieu cao sau can thiép tién phat.

23
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C6 nén st dung khang két tap
tieu cau kep trén 12 thang?

Pham 24
<&
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@T?DAPT

Comparison of Ischemic and Bleeding Events After Drug-

Eluting Stents or Bare Metal Stents in Subjects Receiving

Dual Antiplatelet Therapy: Results from the Randomized
Dual Antiplatelet Therapy (DAPT) Study

Dean J. Kereiakes, Robert Yeh, Joseph M. Massaro, Pniscilla-Dnscoll-Shempp,

Donald E. Cutlip, Sharon-Lise T. Normand, P. Gabriel Steg, Anthony Gershlick,
Jean Francois Tanguay, Stephan Windecker, Kirk Garratt, David Kandzan, David
Lee, Daniel Simon, Adrian Comeliu lancu, Jaroslaw Trebacz, L aura Maun, on

behalf of he Dual Antiplatelet Therapy (DAPT) Study Investigators nen ‘JP

25
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Boi canh nghién ctru

Bare metal stents are a commonly used alternative to
drug eluting stents (DES) particularly for patients
presenting with acute coronary syndromes or in whom
dual antiplatelet therapy (DAPT) has perceived
increased bleeding risk. We aimed to determine:

1. WhetherZhe risks of stent thrombosi® (ST) and
major adverse cardiovascular and cerebrovascular
events (MACCE) differ from BMS and DES

2. Whether theoptimal durafion of DAPT therapy
differs for BMS and DES

o
SEE
ﬁs

26



Dt hoi ching BIMVC 2016: tim quan trong ctia thude khang két tap tiéu cau kép
rhiét ké nghién ctru DAP1
Eligible for Enroliment after PCI
«Any PCIl with FDA approved DES or BMS
«>18 years of age
*No contraindications to dual antiplatelet therapy — —
«Able and willing to provide written informed consent Not Eligible for Randomization
at12m
* Death
* | *Mior repeat PCI at = & weeks
* CABG
\ * Stroke
H— H : * Major Bleed
Eligible for Randomization at 12 m + Poor Compliance
Stratified by DES v BMS, drug type, study
site, complexity (ACS or lesion-based) Total 33 month follow-up
L v Primary analysis Randomized DES treated
18 12 m DAPT 30 m DAPT subjects, 12-30m
~Arm - Arm Secondary analysis 1.propensity matched BMS to
mos| Aspirin +blinded Aspirin + blinded DES 0-33m 2. BMS randomized 12 vs 30m ITT
placebo thienopyridine
2 co-primary endpoints: stent thrombosis (ST) and
Randomized treatment period 12-30 m MACCE (death, myocardial infarction or stroke)
Observation period 30-33m off treatment || powered safety endpoint: moderatelsevere
bleeding (GUSTO)
Total 33 month follow-up Maur, Kereiakes et al AFJ 2010:160:1038-1041
Phar 27
@
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Poi twong nghién ciru: 452 dia diém/ 11 nwdce

Index
Stent
Procedure

0-12 Months:
All Subjects on
Open-Label
DAPT

At Month 12:
1:1
Randomization
Ocours

12-30 Months:
Blinded
Treatment
Ocours

DES
Treated

Subjects
22,866

Follow-Up
30 Months: 33
Primary End Point Months

|

9,499

9,390

(95.4%) (94.3%)

1,580

1,565

CENLANEPE:A

28
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Kha nang bi huyét khdi trong stent: so
sanh gitra b/n DES va BMS

_*E 20% 4 - DES

_é = BS

E 0-12 Months: 0-33 Months:

= 15% 1 RD -1.00% RD -1.05%

ﬁ 0.70% vs. 1.68% 1.70% vs. 2.61%

n P=0.002 (Difference) P<0.001 (Non-infenomnty)
'E‘ 10% - P=0.01 (Difference)
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g 5% ]

3 - - - T I
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=
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12 15 18 21 24 27 30 33
Months After Enrollment
Mo, At Risk
DES  £308 g233 8181 8125 BDES 2008 7043 7808 7B43 7804 7702 5013
BMS 1718 1601 1888 1644 1831 1620 1811 15@8 1580 1578 1563 @22

*Weighted Kaplan-Meier and rizk differences (RD) are presented.
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Kha nang bi bién ¢ nang: so sanh
gitra b/n DES va BMS

20% 1 = DES
fE — BMS 0-12 Months: 0-33 Months:
o] RD-1.76% RD -1.83%
& 5.07% vs. 5.83% 11.37% vs. 13.24%
G 5 15% P=0.01 (Difference) P<0.001 (Non-infenority)
8 ¢ P=0.053 (Difference)
£50
g
= £ 10% 4
E
¢
a < 5% -
:
0% T T T |
0 3 b 9 12 15 18 21 24 27 30 33
Months After Enrollment
Mo. At Risk
DES 5308 B155 BO51 7978 7EL5 7800 7719 7644 7550 7497 7372 4780
BMS 1T18 1670 1639 1613 1507 1579 1562 1547 1535 1513 1500 884
*Weighted Kaplan-Meier and rizk differences (RD) are presented.
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Kha nang xuat huyét nang hoac vira:
so sanh gitra b/n DES va BMS

2% 7w DES :
- e Weighted RD 0.49% _
o 4.04% vs. 367% oo
E -rE-; 49, P=0.321 :;_,_,..-""ﬁ"_“-._. 1
o e
T +
o ‘;..r""f_—l"
B8 = 3% 4
o 2 _I/F'r +
= E L
m i
Gm 2%
— W
20
E =]
5F 1% -
E
=
O
{]ﬂ-l"rﬂ I | | | | | | | | | | |
0 3 6 9 12 16 18 21 24 27 30 33
Months After Procedure
Mo, At Risk
DES 8308 B187 B110 803y TR TEE 7314 Troh TGEE Fax!s Ta2T 4910
BMS 1718 1525 1670 1644a 16827 1811 1524 1585 1667 1555 1643 214

*Weighted Kaplan-Meier and rizk differences (RD) are presented. 51
en::
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Dt hoi ching BIMVC 2016: tim quan trong ctia thude khang két tap tiéu cau kép

Nghién ctru DAPT (1)

DES vs BMS Propensity Matched Comparison

 DES not inferior to BMS for ST and MACCE over the 0-33
month follow-up period

- OES superior to BMS for SPover the 0-33 month follow-
up period (for MACCE 0-12 month)

« Greatest portion of risk difference between stent
platforms accrues within the first 12 months for both ST

and MACCE

ST: stent thrombois
32
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Dt hoi chimg D

MVC 2016: tAm quan trong cua thudc khang két tap tiéu cau kép

Nghién ctru DAPT (2)

BMS 12 vs 30 months Randomized ITT

- Magnitude of reduction in ST risk with longer (30

months) duration thienopyridine therapy appears
consistent for both BMS and DES, based on lack of
interaction (P int=0.42) and hazard ratios <1.0
(DES HR 0.29, BMS HR 0.49)

In BMS treated patients, prolonged thienopyridine

therapyd30 months or longerpmay provide durable

ischemic benefi addition to increased bleeding risk,

o
SEE
;3

and requires further study.
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bt hoi chung PIMVC 2016: tm quan trong cta thudc khang két tap tiéu cau kép

Liéu phap khang tiéu cau kép la nén tang
chinh trong dieu tri khang KTTC trong
HCMVC va PCI

Hiéu qua cua clopidogrel da duogc chimg minh trén cac doi
tuong va trong nhiéu nghién curu:
PCI:

CLASSICS, CREDO, PCI-CLARITY, PCI-CURE, CURRENT-
OASIS7

NSTE-ACS:
CURE

STEMI:
CLARITY-TIMI 28, COMMIT-CCS2

PCI CO S DUNG TIEU SO'1 HUYET TRUOC PO:
CLARITY-TIMI 28

CLARITY = ClLopidogrel as Adjunctive Reperfusive TherapY; CLASSICS = ClLopidogrel ASpirin Stent Intemational Cooperative Study; COMMIT-

CCS2 = ClOpidogrel and Metoprolol in Myocardial Infarction Trial — Second Chinese Cardiac Study, CREDO = Clopidogrel for the Reduction of Events
During Observation; CURE = Clopidogrel in Unstable angina to prevent Recurrent Events; NSTE-ACS = non-ST-segment elevation acute coronary 34
syndromes; STEMI = ST-segment elevation myocardial infarction.
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Dt hoi ching BIMVC 2016: tim quan trong ctia thude khang két tap tiéu cau kép

Ngwng két tap tiéu cau kép 1a YTCN cao nhat
NC DUTCH REGISTRY (n =21009 BN)

Definite stent thrombosis occurred in 437 (2.1%) pts

Clopidogrel stop <30 days -
Undersizing -

Clopidogrel stop 180-365 days -
Clopidogrel stop 30-180 days -
Malignancy -

CAD >50% proximal of culprit -
TIMI flow post-PCl <3 -
Dissection

Bifurcation Stenting -

LVEF >30% -

PAD -+

CAD >50% distal of culprit
No ASA

Any DES -

DM

Age (per 10 years) -

HR

95% CI

P Value

== 36.53 [7.96-167.77] P<0.0001
13.39 [5.27-34.04]

5.87
463
4.50
4.40
3.77
288
2.27
2.27
213
1.98
1.91
1.88
1.66
0.80

[1.74-19.80]
[1.40-15.35]
[2.14-9.49]
[2.71-7.16]
[2.09-6.80]
[1.67-5.00]
[1.48-3.47]
[1.43-3.60]
[1.01-4.51]
[1.32-2.95]
[1.01-3.88]
[1.21-2.94]
[1.02-2.70]
[0.68-0.94]

P<0.0001
P=0.004
P=0.01
P<0.0001
P<0.0001
P<0.0001
P=0.0002
P=0.0002
P=0.0005
P=0.048
P=0.0009
P=0.049
P=0.005
P=0.04
P=0.007

16 20 24 28
HR [95%CI]

JACC 2009;53:1399-1409




Dt hoi ching BIMVC 2016: tim quan trong ctia thude khang két tap tiéu cau kép

Nghién ctru s6 bd

atterns of Non-Adherence to
nti-Platelet egimens n tented Patients:
An Observational Single Arm Study

Pa trung tdm, da quoc gia, quan sat

5.033 BN dwoc theo dbi trong gan 24 thang sau dat
stent

Thu nhan BN dat stent thwérng hay pha thude

o
SEE
ﬁs

Mehran et al, Lancet 2013 36




Dt hdi chung qMVC 2016: tAm quan trong cta thudc khang két tap tiéu cau kép
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Cac dinh nghia khong tuan thu

Ngirng thudc (Discontinuation): BN ngirng 2 thudc
theo y 1énh do BS nghi rang khéng can thiét phai diéu
tri nira.

Gian doan (Interruption): BN gian doan dung 2 thubc
khang TC la do tw nguyén va dwdi sw hwéng dan va
khuyén céo cua Bs do can phai phau thuat. Hai thubc
khang TC dwoc sir dung lai sau 14 ngay.

Bé thuoc (Disruption): BN ngwng hoan toan 2 thudc
khang TC do xuat huyét hay khong tuan thd. Bao gom
ding thudc véi liéu thap hon ké toa.

37
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Dt hdi chung qMVC 2016: tAm quan trong cta thudc khang két tap tiéu cau kép

Ngwng két tip tiéu cau kép va anh huéng
tréen HK stent (Definite/Probable)

HR (95% CI) P Events (n)
DPang uéng-DAPT s 1.00 (Ref) 57
Ngtrng thudc 0 0.39(0.11,1.35)  0.137 3
Gian doan . 0.64 (0.09,4.82) 0664 1
Bo thude e 258 (1.22,5.46) 0013 10
\
0-7 Days . 15.94 (5.57, 45.58) <0.001 4
8-30 days o 2.68 (0.36,19.68) 0334 1
31+ days e 1.35(0.50,3.64) 0551 5

025051 2 4 8 16 3264
Adjusted Hazard Ratio
38
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Dt hoi ching BIMVC 2016: tim quan trong ctia thude khang két tap tiéu cau kép

Nguy co twong doi huyét khdi trong stent
doi v&i khong tuan thu

Cac NC

PARIS Registry

Airoldi et all

eSELECT Registry?

1. Airoldi F et al. Circulation. 2007 Aug 14;116(7):745-54. 39
2. Urban P et al. J Am Coll Cardiol 2011:57:1445-54.
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Pham
Nguyen
Vinh

Quy trinh diéu tri khang két tap tiéu cau
kép/HCOMVC

Recent ACS
(NSTE-ACS or STEMI)

v v B v
CABG J (Medlcal Therapy)( Lytic (STEMI) ) [PCI (BMS or DES))

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



Dt hoi ching BIMVC 2016: tim quan trong ctia thude khang két tap tiéu cau kép

ry
Keéet luan
« Chéan doan HCBDMVC/KSTCL:
— Lam sang, ECG, troponin
— Quy trinh 0-3 gio; 0-1 gio
— Chi so GRACE, TIMI

 Piéu tri NMCTC/KSTCL:
— Thubc gidam TMCB
— Thubc kéo dai di sbng
— Thoi diém tai lwu thdng PMV: 2 gio, 24 gid, 72 gi®
« Diéu tri NMCTC/STCL: can thién ngay hodac tiéu soi huyét
+ Pidu tri khang két tap tiéu cau kép: KC 2016 c6 thé
trén 1 nam
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