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Mimonemocnicni zastava obeéhu

TANR

Inicialni rytmus fibrilace komor

Tri defibrilacni vyboje, 1 mg adrenalinu, 300 mg amiodaronu
ROSC: 9 minut

Pro trvajici poruchu védomi intubovan

Post-ROSC EKG s hrani¢nimi STE na spodni sténé
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Béhem transportu hemodynamicky i elektricky stabilni
Noradrenalin 0,4 mg/hod

Midazolam, sufentanil, propofol

EKG po transportu bez STE, difuzni STD

ECHO s dysfunkci LK, EF 30-35%, difuzni hypokineza
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Otazka c. 1

Jakou strategii revaskularizace zvolite?

1. PCIACD
2. PClvsech tepen

3. Konzervativné, CABG s odstupem dle neurologického vysledku
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Po PClI hemodynamicky stabilni
Noradrenalin 0,4 mg/hod

16 hodin po PCl vznik arytmické boure

5 epizod fibrilaci komor v prubéhu 2 hodin i pfi terapii amiodaronem
ECHO s difuzni hypokinezou EF LK 25%
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Otazka ¢. 2

Jaky bude dalsi postup?

1. Ad hoc PCl kmene, RIA, RCx
2. PCl kmene, RIA, RCx s mechanickou podporou

3. T.C. bez revaskularizace, dalsi |éCba arytmické boure
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Otazka ¢. 3

Pouzijete v této situaci intravaskularni zobrazovaci metody?

1. Ano
2. Ne

3. IVUS/OCT se mély pouzit jiz pred implantaci stent(
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50 % pacientu s IM ma postiZzeni neinfarktovych tepen
Cast neinfarktovych |ézi ma nestabilni plat

Vetsi rozsah koronarniho postizeni znamena horsi prognoézu

STEMI vs. NSTEMI
Hodnoceni vyznamnosti postizeni véncitych tepen
Nacasovani revaskularizace

Kardiogenni Sok a zastava obehu
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Trial name Publication year Sample sizc  Tested strategics  Non-culprit Non-culprit  MACEMACCE  All-cause/CV
lesion delinition  lesion diam-  rale death or M1
eler
PRAMI [12] 2013 465 CVO PClvs. MV %DS = 50% =2.5 mm 22.9% vs. 9.0% 11.7% vs. 4.7%
primary PCI (p<0.001) at (p=0.004)
23 months®
CvLPRIT | 13] 2015 296 CVO PCI vs. %DS = T0% = 2.0 mm 21.2% vs. 10.0%  9.6% vs. 4.0%
MYV primary or in 1 view or (p=0.009) at (p=10.06)
staped PCI %DS > 50% in 2 12 months"
VIEWs
DANAMI- 2015 627 CVO PClvs. MV %DS = 50% with  =2.0 mm 22.0% vs. 13.0%  8.0% vs. 6.4%
3-PRIMULTI staged PCI FFR <0.80 (p=0.004) at (p=0.47)
[14] 27 months®
COMPARE- 2017 B85 CVO PCI vs. %DS=50% with  =2.0 mm 205% vs. 7.8% 6.4% vs. 3.7%
ACUTE [15] MV primary or FFR <().80 (p<0.001) at (p=0.10)
staged PCI 12 months*
COMPLETE [16] 2019 4041 CWVO PCI vs. %D5 = T70% or =2.5 mm 10.5% vs. 7.8% 10.5% vs. 7.8%
MY primary or % DS 50-69% (p=0.004) at (p=10.004)
staged PCI with FFR <().80 36 months®

Saito, Cardiovascular Intervention and Therapeutics, 2023
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It is recommended to base the revascularization
strategy (ad hoc culprit lesion PCl/multivessel PCI/
CABG) on the patient’s clinical status and comor-
bidities, as well as their disease severity [i.e. the
distribution and angiographic lesion characteristics
(e.g. SYNTAX score)], according to the principles
for stable CAD.**° However, the decision on
immediate PCIl of the culprit stenosis does not
require Heart Team consultation.

Complete revascularization should be considered
in NSTE-ACS patients without CS and with multi-
vessel CAD.

Intracoronary imaging should be considered to
diagnose SCAD if suspected.

Complete revascularization during index PCI may
be considered in NSTE-ACS patients with multi-

vessel disease.**

FFR-guided revascularization of a non-culprit
NSTE-ACS lesion may be used during index
PC|302

Collet, Thiele, EHJ 2020
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Mortality (%)
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Acute STEMI after resuscitation - Cardiogenic shock: no
— Acute STEMI after resuscitation - Cardiogenic shock: yes
= = Acute STEMI without resuscitation - Cardiogenic shock: no

= = Acute STEMI without resuscitation - Cardiogenic shock: yes

HR: 16.956 {15.193; 18.923)

HR: 14.358 {12.573; 16.396)

HR: 2.770 (2.396; 3.203)
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1 If complicated by €S
Acute Ml and MV CAD |
, i : 1 F
Type of MI STEMI |  NSTEMI

l ) ar

Culprit-only PCI

Staged MV PCI
Timing of culprit . [ ]
revascularization | Immed;ate J Immedilate or early
Complete revascularization ] Findicoted [ o ne ]
(PCI of the culprit lesion first) J \
| | |
* Non-invasive stress tests and
Non-culprit mm': - Angiography alone | [ Physiology guidance J intracoronary imaging
OS5ESSMEen L | | may be idered
I
Timing of non-culprit [ Immediate MV PCI ] [ Staged MV PCI ]
revascularization
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