Komplikace STEMI
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Komplikace STEMI

* Ischemickeé - AP, reinfarkt, extenze infarktu
* Mechanické - selhani (az Sok), mitralni dysfunkce, aneurysma, ruptura

* Arytmické - supraventrikularni, komorové, prevodni - dysfunkce SA nebo AV uzlu
* Embolizacni - do periferie vcetné CNS

e Zanetlivé - perikarditida

v souvislosti s lécbou - nejcasteéji krvacivé (pPCl, medikace, resuscitace...)
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Role ¢asné diagnostiky a spravné leCby STEMI - scenme e

presenting with ST-segment elevation
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1. Ischemické komplikace u STEMI - AP, reinfarkt, extenze infarktu (ppciwsy)
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2. Mechanické komplikace

Trensedion

. , , . Parttal Rupture |
e Mitralni regurgitace

Ellongation

* Defekt septa komor

* Ruptura stény levé komory (volna, kryta)

* Aneurysma levé komory

e Tezka dysfunkce levé komory, kardiogenni sok



Mechanické komplikace u STEMI
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Role echokardiografie u STEMI - dle 2.5 ot

presenting with ST-segment elevation

Recommendations Class® Level”

At presentation

Emergency echocardiography is indicated in
patients with cardiogenic shodk and/or haemody-
ramic instability or suspected mechanical compli-
cations without delaying angiography 2

Emergency echocardiography before coronary

angiography should be considered if the diagnosis

i uncertain S

Routine echocardiography that delays emergency
angiography is not recommended. =




Mechanické komplikace STEMI




Rozsahly predni IM - srdecni selhani Killip 1ll.
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Kardiogenni Sok pri prednim IM a po spodnim |IM
s tézkou dysfunkci levé komory




Doporuceni pro lécbu soku u STEMI - dle ESC 2017

Recommendations for the management of cardio-
genic shock in ST-elevation myocardial infarction

Class® | Level®

Recommendations

Immediate PCl is indicated for patients with
cardiogenic shock if coronary anatomy is
suitable If coronary anatomy is not suitable
for PCl, or PCl has failed, emergency CABG
is recommended.”*

Invasive blood pressure monitoring with an
artenial line is recommended.

Immediate Doppler echocardiography is
indicated to assess ventricular and valvular
functions, loading conditions, and to detect
mechanical complications.

It is indicated that mechanical complications
are treated as early as possible after discus-
sion by the Heart Team.

Oxygen/mechanical respiratory support is
indicated according to blood gases.

FAKULTNI NEMOCNICE PLZEN

Fibrinolysis should be considered in patients
presenting with cardiogenic shock if a pri-
mary PCl strategy is not available within la
120 min from STEMI diagnosis and mechani-
cal complications have been ruled out.

Complete revascularization during the index
procedure should be considered in patients lla
presenting with cardiogenic shock.

Intra-aortic balloon pumping should be con-
sidered in patients with haemodynamic
instability/cardiogenic shock due to mechan-
ical complications.

e B
Causes of Cardiogenic Shock
Tamponade/rupture
1.7%
RV Shock
3.4%
VSD
4.6%
Shock Registry
JACC 2000 35:1063 Predominant LV Failure
74.5% S

Haemodynamic assessment with pulmonary

artery catheter may be considered for con-

firming diagnosis or guiding ther‘apy.‘m

Ultrafiltration may be considered for
patients with refractory congestion, who

failed to respond to diuretic-based

stratc:gies.“34 i

Inotropic/vasopressor agents may be con-
sidered for haemodynamic stabilization.

Short-term mechanical support® may be
considered in patients in refractory shock.

Routine intra-aortic balloon pumping is not
indicated. 177437




Infarktova postizeni zadniho papilarniho svalu
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Pseudoaneurysma levé komory po prednim IM




DSK distalné po IM s dilataci a dysfunkci PK - uzavér RIVP




DSK distalné po IM s dilataci a dysfunkci PK - uzavér RIVP




Poinfarktové DSK s lokalni devastaci tkané septa

[dMedCrisis




3.Arytmické komplikace

e Supraventrikularni
 Komorové

* Bradyarytmické



Doporuceni pro |écbu fibrilace sini u STEMI - dle ESC 2017

Management of atrial fibrillation

Cardioversion

Recommendations

Class®

Level®

Acute rate control of AF

Intravenous beta-blockers are indicated for
rate control if necessary and there are no
clinical signs of acute heart failure or

hypotensian'“9

Intravenous amiodarone is indicated for rate
control if necessary in the presence of con-
comitant acute heart failure and no
hypotmsim.*so

Intravenous digitalis should be considered
for rate control if necessary in the presence
of concomitantacute heart failure and
hy‘:>otension'\f‘51

Immediate electrical cardioversion is indi-
cated when adequate rate control cannot
be achieved promptly with pharmacological
agents in patients with AF and ongoing
ischaemia, severe haemodynamic compro-
mise, or heart failure.

Digoxin is ineffective in converting recent
onset AF to sinus rhythm and is not indi-
cated for rhythm control ***%3

Calcium channel blockers and beta-blockers

including sotalol are ineffective in converting

recent onset AF to sinus rhythm.‘”

Intravenous amiodarone is indicated to pro-
mote electrical cardioversion and/or
decrease risk for early recurrence of AF
after electrical cardioversion in unstable
patients with recent onset AF.

Prophylactic treatment with antiarrhythmic

drugs to prevent AF is not indicated, ¥4+

In patients with documented de novo AF
during the acute phase of STEM, long-term
oral anticoagulation should be considered
depending on CHA,DS,;-VASc score and
taking concomitant antithrombotic therapy
into account.***




Doporuceni pro lécbu dalsSich arytmii u STEMI - dle ESC 2017

Management of ventricular arrhythmias and conduc-
tion disturbances in the acute phase

Recommendations

Intravenous beta-blocker treatment is indicated
for patients with polymorphic VT and/or VF unless
contraindicated **4*

Prompt and complete revascularization is recom-
mended to treat myocardial ischaemia that may
be present in patients with recurrent VT and/or
VETIT

Intravenous amiodarone is recommended for
treatment of recurrent polymorphic VT.*

Correction of electrolyte imbalances (especially
hypokalaemia and hypomagnesemia) is recom-
mended in patients with VT and/or VF3

In cases of sinus bradycardia with haemodynamic
intolerance or high degree AV block without
stable escape rhythm:
 iv. positive chronotropic medication (epinephrine,
vasopressin, and/or atropine) is indicated
® temporary pacing isindiated in cases of failure to
respond to positive chronotropic medication
e urgent angiography with a view to revasculariza-
tion isindicated if the patient has not received pre-
vious reperfusion therapy.

Intravenous amiodarone should be considered for

recurrent VT with haemodynamic intolerance

despite repetitive electrical ardioversion**®

Transvenous atheter pace termination and/or
overdrive pacing should be considered if VT can-
not be controlled by repetitive electrical
cardioversion.

Radiofrequency catheter ablation at a spedalized
ablation centre followed by ICD implantation
should be considered in patients with recurrent
VT, VF, or electrical storm despite complete
revascularization and optimal medical therapy.

Reaurrent VT with hasmodynamic repercussion
despite repetitive electrical ardioversion may be
treated with lidocine if beta-blodkers, amiodar-
one, and overdrive stimulation are not effective/
appicable.‘”

Prophylactic treatment with antiarrhythmic drugs
is nat indicated and may be harmful *4**

Asymptomatic and haemodynamically irrelevant
ventricular arrhythmias should not be treated
with antiarrhythmic drugs.

Long-term management of ventricular arrhythmias
and risk evaluation for sudden death

Recommendations

ICD therapy is recommended to reduce sudden
cardiac death in patients with symptomatic heart
failure (NYHA class |I-lll) and LVEF <35% despite
optimal medical therapy for >3 months and

26 weeks after Ml, who are expected to survive
for at least 1 year with good functional

Status 246457

ICD implantation or temporary use of a wearable
cardioverter defibrillator may be considered <40
days after Ml in selected patients (incomplete
revascularization, pre-existing LVEF dysfunction,
occurrence of arrhythmias >48 h after STEM|
onset, polymorphic VT or VF).




4.- 6. Komplikace embolické, zanétlivé a v souvislosti s |écbou

Embolické -z nasténnych trombu pri aneurysmatu LK nebo pfi fibrilaci sini
- ischemicka CMP, ischemie do koncCetin, mensentericka, renalni

Zaneéetlive - perikarditida pfi transmuralnim infarktu nejcastéji 1.-3.den

V souvislosti s léCbou STEMI - nejcastéji krvaceni po pPCl, TL, resuscitaci



Radialni pristup u STEMI dle ESC 2017 - | A

ematoma (1-12%) = Intimal dissection

seudoaneurysm (1-6%) ~ Ante- or retro-grade
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Zaver :

VvV eV 7/

* Z hlediska mortality patri mezi nejzavaznéjsi komplikace STEMI kardiogenni sok,
ruptury myokardu a maligni arytmie

* Diagnoza a lécba athmick{/ch, mechanickych, ischemickych, embolizacnich a
arytmickcyh komplikaci STEMI by méla byt ¢asna

 Vétsiné téchto komplikaci lze predejit casnou intervenci infarktové tepny

* Krvacive komplikace v souvislosti s intervencni léCbou STEMI |ze Castecne
redukovat radialnim pristupem
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