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Background

Board Certified

_ Internal Medicine

. Adult Cardiology

. Comprehensive Echocardiography
. Nuclear Cardiology

Medical Director, Bronson Echocardiography
Laboratory




Background

Was also a Hospital transporter, CNA, LPN,
and a Flight Medic

Eventually became a RN, and practiced in th
CCU, CSICU, and the Cath Lab.




Goals

Discuss the prevalence of coronary disease
Define acute coronary syndrome

Discuss the latest guidelines in the care of
patients with acute coronary syndrome
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Aortic Plaque
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Growing Percentage of People Over
60 Years of Age (2000-2025)
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Population Division of the Department of Economic and Social Affairs of the UN Secretariat, VWorld
Population Prospects: The 2002 Revision and World Urbanization Prospects (http://esa.un.org/unpp/).



CVD: Leading Cause of Death for Men
and Women (United States, 2001)
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Heart Disease and Stroke Statistics — 2004 Update. American Heart Association (CDC/NCHS).



Mortality Data - 2005

1 Diseases of heart 649,399
2  Malignantneoplasms 559,300

3 Cerebrovasculadiseases 143,497

4  Chronic lower respiratory diseases 130,957

5 Accidents (unintentional injuries) 114,876

6 Diabetes mellitus 74,817

7  Alzheimer's disease 71,696

8 Influenza and pneumonia 62,804

9  Nephritis, nephrotic syndrome and nephrosis 43,679

10 Septicemia 34,142

11 Intentional seltharm (suicide) 31,769

12 Chronic liver disease and cirrhosis 27,393

13 Hypertension and hypertensive renal disease 24,865

14 Parkinson's disease 19,547

Deaths and death rates for 2005 , National Health Statistics, CDC, Publishe




Deaths From Diseases of the Heart
(United States: 1900-2001)
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Heart Disease and Stroke Statistics — 2004 Update. American Heart Association (CDC/NCHS).



CVD Mortality Trends for Men and Women
(United States: 1979-2001)
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Heart Disease and Stroke Statistics — 2004 Update. American Heart Association (CDC/NCHS).



Decline in smoking vs rise in obesity:
A trade-off?
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Gruber J and Frakes M. J Health Econ.

Published online ahead of print. www.sciencedirect.com.




Americans Complacent About CVD

57% do not believe they are at “much risk”
41% do not believe CVD is a killer

76% say they try to maintain healthy weight, but
only 36% actually do

68% say they try to exercise regularly, but only
19% actually do

60% say they try to avoid high-fat, high-
cholesterol foods, but only 10% follow national
nutritional guidelines

Harris interactive poll. The Pfizer Journal. 2003;7:9.



Michigan Rankings

Overall Heart Disease Death Rt 2"

CAD Risks
High Blood Pressurg 18"
Diabetesz 7t
Obesityz 61
Smokingz 16"

Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor Surveillance System Survey Data. Atlanta
U.S. Department of Health and Human Services, Centers for Disease Control and Preventio




Michigan Heart Disease

Heart Disease Death Rates, 1996-2000
Michigan, Ages 35+, Total Population
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527 - 560
S62 - 587
588 - 605
607 - 680

Department of Health and Human Services
Centers for Disease Control and Prevention
Mational Center for Chronic Disease Prevention and Health Promaotion




Coronary Artery Disease
Progression




Structure of Thrombus Following Plaque Disruption

Healthy Artery Early stages of Inflammatory Early Vulnerable plaque  Stable
atheroslerosis  process atltelr; og::‘a‘mtic plague

Intravascular ultrasound (IVUS) images compiled by the Clevelund Clinic Foundation
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http://www.tctmd.com/expert-presentations/table-2.html?product_id=1421&sort_key=2&ppt_slide_id=8827
http://www.tctmd.com/expert-presentations/table-2.html?product_id=1421&sort_key=2&ppt_slide_id=8827

Progression of Plague Disease
w1thout Lum1na1 Narrow1ng

Courtesy of Steven Nissen, MD.




Myocardial Infarction:
Stenosis Severity and Risk
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Falk E, etal. Circulation. 1995;92:657 -671.
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Approaches to CVD Prevention

Lifestyle
Intervention

Lipid
modification
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Acute Coronary Syndrome




Definitions

Acute Coronary Syndrome:

Any constellation of clinical symptoms that are
compatible with acute myocardial ischemia. It
encompasses AMI ($&gment elevation and
depression, Q wave and n@hwave) as well as UA.

UA/NSTEMI.

constitutes a clinical syndrome that is usually, but not
always, caused by atherosclerotic CAD and associated
with an increased risk of cardiac death.




Acute Coronary Syndrome

Ischemic Discomfort
Unstable Symptoms

| |

No STsegment ST-segment
elevation elevation
Unstable Non-Q Q-Wave
angina AMI AMI

History
Physical Exa

ECG

|

Acute
Reperfusio




Pathogenesis of UA/NSTEMI

Causes: (not mutually exclusive)
Nonocclusive thrombus on piexisting plaque

Dynamic obstruction (coronary spasm or
vasoconstriction)

Progressive mechanical obstruction
Inflammation and/or infection
Secondary UA
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Hospitalizations in the U.S. Due to ACS

Acute Coronary
Syndromes*

\

1.57 Million Hospital Admissions - ACS

PN

UA/NSTEMH STEMI
1.24 million 0.33 million
Admissions per year Admissions per year




Presentation

Rest angina
At rest & prolonged > 20 min.

New-onset angina

Increasing angina

Previously diagnosed, now more frequent,
longer in duration, or lower in threshold



Predictors of high risk for death

Age > 65 years ST depression
Class Il or IV angina Positive markers
Tachycardia

Bradycardia
Hypotension
Rales



Troponin | Levels to Predict the Risk of Mortality
in Acute Coronary Syndromes

Mortality at 42 Days (% of patients)
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Early Hospital Management
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Management

Goals Approach
Immediate relief of Anti-ischemic therapy
ischemia Anti-platelet therapy
Prevention of serious A Anti-coagulant
adverse outcomes therapy
Ongoing risk
stratification

Invasive procedures



2007 UA/NSTEMI Guidelines

ACC/AHA 2007 Guidelines for the Management of
Patients With Unstable Angina/Noni ST-Elevation
Myocardial Infarction

Developed In Collaboration with the American College
of Emergency Physicians, the Society for
Cardiovascular Angiography and Interventions, and the
Society of Thoracic Surgeons

Endorsed by the American Association of
Cardiovascular and Pulmonary Rehabilitation and the
Society for Academic Emergency Medicine




Applying Classification of Recommendations
and Level of Evidence

Class lla Class IIb

Benefit >> Risk Benefit O Ri

Additional studies with | Additional studies with

focused objectives broad objectives needed,;

needed Additional registry data
would be helpful

IT IS REASONABLE to

perform Procedure/Treatment
procedure/administer MAY BE CONSIDERED
treatment

Level A: Recommendation based on evidence from multiple randomized trials or meta-analyses
Multiple (3-5) population risk strata evaluated; General consistency of direction and magnitude of effect

Level B: Recommendation based on evidence from a single randomized trial or non-randomized studies
Limited (2-3) population risk strata evaluated

35




Anti-Ischemic therapy for
Continuing Ischemia

Bed rest with ECG IABP if ischemia or
monitoring Q to hemodynamic
maintain Sa®>90% iInstabllity persists
NTG IV ACE-| for control of
Betablockers hypertension or LV
Morphine dysfunction, after Ml

Classl Recommendations, ACC/AHA practice guidelines



Patient experiences chest
pain/discomfort

Has the patient been previously prescribed NTG?

4
Yes

Is Chest Discomfort/Pain Unimproved o Take ONE NTG Dose Sublinguall
Worsening

9 WIIIEES AT I SRS Is Chest Discomfort/Pain Unimproved o
Worsening
5 Minutes After Taking ONE NTG Doss
Sublingually?
\
Yes

For pts with CSA, if sx are
Follow 91-1 instructions significantly improved after ONE
[Pts may receive instructions to chew ASA (1825 mg)* | NTG, repeat NTG every 5 min for :

if not contraindicated or may receive ASA* en route to thé total of 3 doses and call 91-1 if sx
hospital] have not totally resolved.

*Although some trials have used enteric-coated ASA for initial dosing, more rapid buccal absorption occurs with noni enteric-coated formulations.
Anderson JL, et al. J Am Coll Cardiol 2007;50:e1i €157, Figure 3. CSA = chronic stable angina.



