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Stabil Koroner Arter Hastaligi (SKAH)
Epidemiyoloji-Mortalite

- Kadin 60-79 Yas % 16 KAH
- Kadin >80 Yas % 23 KAH
- Erkek 60-79 Yas % 25 KAH

- Erkek >80 Yas % 37 KAH
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Stabil Koroner Arter Hastaligi (SKAH)
Epidemiyoloji-Mortalite

Prevalans

- Kadin 415-64 Yas % 5-7

- Kadin 64-85 Yas % 10-12
- Erkek 45-64 Yas % 4-7

- Erkek 64-85 Yas % 12-14
Insidans (yillik)

- Kadin 415-64 Yas >001

- Erkek 415-64 Yas %1

Mortalite % 1.2-2.4



L
Stabil Koroner Arter Hastaligi (SKAH)
Mortalite

Genel Mortalite 0% 1.2-2.4
RITA-2 % 1.4
COURAGE % 2.7

REACH % 3.8



L
SKAH da Mortaliteyi Belirleyen Faktorler

- Miyokard iskemisi
- KAH yayginhgi

- Kalp hizi
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Miyokard Iskemisi Mortalite lligkisi
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KAH Yayginligi Mortalite lligkisi

Annual Mortality with Medical Therapy
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Kalp Hizi Mortalite lligkisi

Adjusted survival curves for overall mortality by RHR quintiles
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SKAH Tani Sureci
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SKAH da Kullandigimiz Tani Testlerinin

Karekteristikleri
Diagnosis of CAD ‘
Sensitivity (%) | Specificity (%)
‘ Exercise ECG =7!.%4.9
Exercise stress echocardiography® | 80-85 80-88
Exercise stress SPECT?*** 73-92 6387
Dobutamine stress echocardiography® | 79-83 82-86
Dobutamine stress MR]|®!%? 79-88 81-91
Vasodilator stress echocardiography® | 7279 92-95
Vasodilator stress SPECT? % 9091 75-84
Vasodilator stress MR/ o8, 100-102 67-94 61-85

‘ Coronary CTA=!%3-103

Vasodilator stress PET? %% 106 81-97

74-91




Sensitivity (duyarhlik): Hasta
olanlar icinde (+) testi olanlar
a/nl

Spesivity (ozgulluk): Hasta
olmayanlar iginde (-) testi
olanlar

d/n2

PPV: (+) testi olanlar iginde
hasta olanlar; a/(a+b)

Duyarlilik ve Ozguilliik
GERCEK
DURUM
H+ H-
T | T+ a b
E
S | T- C d
-
TOPL nl n2

NPV: (-) testi olanlar iginde
hasta olmayanlarin orani,
d/(c+d)



L
Sensitivite (duyarhlik)

- Analizin dogru olarak gosterdigi spesifik bir
hastaliga sahip olanlarin oranidir.

- Aranan hastaligin hastada bulunmasi
durumunda test sonucunun pozitif olma
olasilhigidir.

Duyarlilik (%) = [GP/(GP+YN)]x100



L
Spesifisite (ozgulluk)

- Analizin dogru olarak gosterdigi spesifik bir
hastaliga sahip olmayanlarin oranidir.

- Aranan hastaligin hastada bulunmamasi
durumunda test sonucunun negatif olma
olasilhigidir.

Ozgiilliik (%) = [GN/(GN+YP)]x100



L
Onceden tahmin degeri (prediktif deger)

- Laboratuvar testinin uygulanmakta oldugu
topluluktaki hastaligin yayginlik oranina
(prevalansina) gore testin dogru tani koydurma
olasilhigidir.

Pozitif prediktif deger: testin uygulandigi toplulukta (+)
sonucu olanlarin gergekte hasta olma olasiligidir.
Prevalans ve ozgullukten etkilenir.

Negatif prediktif deger: testin uygulandigi toplulukta (-)
sonucu olanlarin gercekte hasta olmama olasiligidir.
Prevalans ve duyarliliktan etkilenir.
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SKAH da Kullandigimiz Tani Testlerinin

Karekteristikleri
Diagnosis of CAD ‘
Sensitivity (%) | Specificity (%)
‘ Exercise ECG =7!.%4.9
Exercise stress echocardiography® | 80-85 80-88
Exercise stress SPECT?*** 73-92 6387
Dobutamine stress echocardiography® | 79-83 82-86
Dobutamine stress MR]|®!%? 79-88 81-91
Vasodilator stress echocardiography® | 7279 92-95
Vasodilator stress SPECT? % 9091 75-84
Vasodilator stress MR/ o8, 100-102 67-94 61-85

‘ Coronary CTA=!%3-103

Vasodilator stress PET? %% 106 81-97

74-91
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SKAH Tani Algoritmasi

l
F—*_—'-

‘Comorbidities or Qol make Medical therap b
|_,‘ revascularization unlikely ‘_’ |l|

I Cause of chest pain ather than CAD! |i..| Treat as appropriate |
| wmem i
No | See Fig 2 for selecion

Assess pre-test-probebility (PTP) [m‘Ehln 13)
for the presence of coronary

Proceed to risk stratification (see Fig. 3).

In patients with severe symptams or clinical
See Fig. 2 for decisions based on non-invasive testing constellation suggesting high risk coronary
and choice between stress testing and coronary CTA anatormy initiate guideline-directed

medical therapy and offer ICA
See Fig. 3 for further management pathway




SKAH da Tani Sureci

| st |

Assess pre-test-probability (PTP) (see Table 13)

for the presence of coronary stenoses

S i

Non-invasive testing for diagnostic purposes Proceed to risk stratification (see Fig. 3).
In patients with severe symptoms or clinical
See Fig. 2 for decisions based on non-invasive testing constellation suggesting high risk coronary
and choice between stress testing and coronary CTA anatomy initiate guideline-directed
medical therapy and offer ICA

See Fig. 3 for further management pathway
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SKAH da Klinik ‘pre-test’ Olasiliklar

Typical angina Atypical angina | Non-anginal pain
Age Men Women | Men Women | Men Women
I3'EI—39 | 59 28 29 | 10 18 | 5
.4ﬂ—49 69 37 38 14 25 8
50-59 77 47 49 20 34 12
.Eﬂ—ﬁﬁ 84 58 59 28 44 17
.?ﬂ—?'.il 89 68 69 37 54 24
>80 Rk 76 78 47 65 32
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SKAH da Tani Sureci

Patients with suspected SCAD and
intermediate PTP of 5% - 85%

! Ind Coronary ICA
Consider: (imaging) | CTAin | | (with FFR
» Patient criteria’/suitability for given test stress test | suitable when
* Availability (:Ifnot {pratie:: necessary)
* Local expertise one not done
before)’ | before)
Exercise ECG if feasible - stress 1 1 1
Stress testing || PTP |5-65% imaging tasting’ preferred
— | forischaemia _, and » (echo’, CMR",SPECT®, PET®)  — Unclear =—— Determine patient
LVEF 250% iflocal expertise and characteristics and
availability permit preferences®
Ischaemia —
Stress imaging® (echo®, CMR<,
PTP 66-85% or SPECT®, PET*); ECG exercise
LVEF <50% without —— | stress testing possible if - No ischaemia
typical angina resources for stress imaging -
not available
Mo stenosis
Coronary CTA? in patients at low intermediate PTP (15% - 50%)
* If suitable candidate* Srenosis

| « If adequate technology and local expertise available

Unclear ~ ———s lschaemia testing using stress
imaging if not done before’
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SKAH da Klinik ‘pre-test’ Olasiliklar

Typical angina Atypical angina | Non-anginal pain
Age Men Women | Men Women | Men Women
I3'EI—39 | 59 28 29 | 10 18 | 5
.4ﬂ—49 69 37 38 14 25 8
50-59 77 47 49 20 34 12
.Eﬂ—ﬁﬁ 84 58 59 28 44 17
.?ﬂ—?'.il 89 68 69 37 54 24
>80 Rk 76 78 47 65 32
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SKAH da Tani ve Tedavi Sureci

‘ Confirmed diagnosis SCAD ‘

l

+ PTP 15-85% — test information will already be available

«PTP >B5% —» additional testing for risk stratification only in patients who have
mild symptoms with medical management but following
adequate information wish to proceed to revascularization

in case of high risk
/\

Low event risk Intermediate event risk High event risk
(mortality <|%fyear) ‘ {mortality =% but <3%/year) {mortality =3%/year) ‘

l |

OMT and consider ICA
{based on co-morbilities

and patient preferences)

L

B |

Intensify medical
treatment
Yes Symptoms Mo
improved? -




Farkli Test Modaliteleri i¢in Risk
Tanimlamalari

Exercise stress ECG® | High risk CV mortality >3%/year.
Intermediate risk | CV mortality between | and 3%/year.
Low risk CV mortality <I%/year.
|schaemia imaging High risk Area of ischaemia >[0% (>10% for SPECT, limited quantitative data for CMR - probably 22/16 segments
with new perfusion defects or 23 dobutamine-induced dysfunctional segments; 2 3 segments of LV by
stress echo).
Intermediate risk | Area of ischaemia between | to 0% or any ischaemia less than high risk by CMR or stress echo.
Low risk No ischaemia.
Coronary CTA® High risk Significant lesions of high risk category (three-vessel disease with proximal stenoses, LM, and proximal
anterior descending CAD).
Intermediate rick | Significant lesion(s) in large and proximal coronary artery(ies) but not high risk category.
Low risk Normal coronary artery or plaques only.




L
SKAH da Risk Tayinine Gore Tedavi

Algoritmasi

‘ Confirmed diagnosis SCAD ‘

l

+ PTP 15-85% —> test information will already be available

«PTP =B5% —» additional testing for risk stratification only in patients who have
mild symptoms with medical management but following
adequate information wish to proceed to revascularization

in case of high risk
Low event risk ‘ Intermediate event risk High event risk
(mortality <I%/year) {mortality 1% but <3%/year) (mortality 23%/year)
OMT and consider ICA
{based on co-morbilities
and patient preferences)
Trial of _| ‘
omMT
M -~ [
Intensify medical
treatment
s Symptoms No
improved? -
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SKAH Tanisinda BT Anjiyoqgrafi
Kullanimi

Recommendations Class®

Coronary CTA should be considered as an alternative to stress imaging techniques for ruling out SCAD in patients within the
lower range of intermediate PTP for SCAD in whom good image quality can be expected.

Coronary CTA should be considered in patients within the lower range of intermediate PTP for SCAD after a non conclusive
exercise ECG or stress imaging test or who have contraindications to stress testing in order to avoid otherwise necessary invasive
coronary angiography if fully diagnostic image quality of coronary CTA can be expected.

Coronary calcium detection by CT is not recommended to identify individuals with coronary artery stenosis.

Coronary CTA is not recommended in patients with prior coronary revascularization.

Coronary CTA is not recommended as a 'screening test in asymptomatic individuals without clinical suspicion of coronary artery
disease.
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SKAH Riski Olan Asemptomatik
Kisilerde Tanisal Testler

In asymptomatic adults with hypertension or diabetes a resting ECG should be considered for CV risk assessment.

In asympromatic adults at intermediate risk (see SCORE for definition of intermediate risk - www.heartscore.org)
measurement of carotid intima-media thickness with screening for atherosclerotic plagues by carotid ultrasound,
measurement of ankle-brachial index or measurement of coronary calcium using CT should be considered for CV risk
assessment.

In asymptomatic adults with diabetes, 40 years of age and older, measurement of coronary calcium using CT may be
considered for CV risk assessment.

In asymptomatic adults without hypertension or diabetes a resting ECG may be considered,

In intermediate-risk asymptomatic adults (see SCORE for definition of intermediate risk - www.heartscore.org),
(including sedentary adults considering starting a vigorous exercise programme), an exercise ECG may be considered
for CV risk assessment particularly when attention is paid to non-ECG markers such as exercise capacity.

In asymptomatic adults with diabetes or asymptomatic adults with a strong family history of CAD or when previous
risk assessment testing suggests high risk of CAD, such as a coronary artery calcium score of 400 or greater stress
imaging tests (MP1, stress echocardiography, perfusion CMR) may be considered for advanced CV risk assessment.

In low- or intermediate-risk (based on SCORE) asymptomatic adults stress imaging tests are not indicated for further
CV risk assessment.




Koroner Mikrovaskuler Hastaligi Oldugunda
Suphelenilen Olgularda Tani Tesleri

Recommendations Class® Level®

Exercise or dobutamine echocardiography
should be considered in order to establish

whether regional wall motion abnormalities
occur in conjunction with angina and 5T-changes.

Transthoracic doppler echocardiography of the
LAD with measurement of diastolic coronary

blood flow following intravenous adenosine

and at rest may be considered for non invasive
measurement of coronary flow reserve.

Intracoronary acetylcholine and adenocsine
with Doppler measurements may be
considered during coronary arteriography, if
the arteriogram is visually normal, to assess
endothelium dependent and non-endothelium
dependent coronary flow reserve, and detect
microvascularepicardial vasospasm.
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Vazospastik Angina Suphesinde Tani

Testleri

Recommendations

An ECG is recommended during angina if
possible.

Coronary arteriography is recommended in
patients with characteristic episodic resting
chest pain and 5T-segment changes that resolve
with nitrates and/or calcium antagonists to

determine the extent of underlying coronary
disease,

Ambulatory $T-segment monitoring should
be considered to identify ST-deviation in the
absence of an increased heart rate.

Intracoronary provecative testing should be
considered to identify coronary spasm in
patients with normal findings or non obstructive
lesions on coronary arteriography and the
clinical picture of coronary spasm to diagnose
the site and mode of spasm.




SKAH Medikal Tedavisi
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Miyokard Iskemisi Mortalite lligkisi

0% = ) MedicalRx [ ] Revasc

)
z
L
g
°
L
L.
b=
E
e}
v

1 1 ]
14§ 1331 A6 718 108 545 243

1-3% 3-10% 11-20%
% Total myocardium ischaemic




L
Anjinayi Tedavi Edebiliyor muyuz ?
RITA-2 Calismasi 7 yil Takip
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SKAH Medikal Tedavisi

Shmt-a:mng Mitrates, plus
*» Beta-blockers or Eﬂﬂshurt rate | Lifestyle management
* Consider CCB-DHP if low heart rate or l‘:n of risk factors
intolerance/contraindications

* Consider Beta-blockers + CCB-DHP if
CCS Angina > 2

R

Long-acting nitrates
Micorandil
Ranclazine*
Trimetazidine®

—*—

» Aspirine®
= Statins
= Consider ACEl or ARBs




-Tesekkurler



