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PekomeHgaunmn MunnHsgpaBsa Poccum

J UHdapKT mrMoKapda c nogbemom ST
J Aputmnm cepgua

] CepaeyHasn HegOCTAaTOYHOCTb
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MporpamMia BRAKGHAST NONE3HYH MHICPMALIAKD ANA NPaKTUKYHD LY KaPWOIOros:

- KANLKYNATOPL! (MHOSKE MBCCE! TEna, UHTEpEaN OTC, NUKOBSR CHOPOCTE BLIA0KS, CKOPOCTE KYS0UHOB0N BUNLTRALMA MEKEUMENsHES UCC),
- MPOTHOS CEPASYHE-COCYANCTIX COBLITHI (ASCVD, HeartSCORE),

- MpOrHo3 HecepaeyHsIxX 3adonesaHWi (BODE, MELD, CURE
- CLISHKS NEPUONEpaLIMCHHONS preKa (sUrnSCORE RCRI),

- LKANL! OCTPOMD KOPOHAPHOTD CUHAPOMA (GRACE PURSUIT u TIMI),
- LKA TROMB033 TIYSoKIE BEH 1 BEHO3HEIX SMEDIME,

- LuKaNs! pUcka TpoMBcamBonuit CHADSZ, CHA2DS2.
- DLEHKa HapylLeHWit Co3HakuA Glasgow u FOUR,

- pACHET 1036l BAPOAPIHS,

- MesxayHapoaHan knaccubukalya GonesxHen (MKE-10),
- KpUTEPUM MHDEKLMOHHOID SHAOKApAWTa,

- NOKA3aHUA 4nA XMPYPrii KNanaHos cepaua,

- NOKA3aHUA ANK UMMNaHTHRYEMbIX CEPEYHLIX YCTPOACTS,

- IDKA3aHUA AnA peBackynApuaauma WEC,

- KOHBEPTEPbI NAG0PaTOPHLIX 24MHHLL

-~ CMPaBOYHUK pa(2peHTHLIX Be/IMHUH NatopaTopHLIX TECTOR,
- CMPaBOYHIK JaHHKIX YMETPa3BYKOBOMD HCCNSf0BaHIA

© 1 KPOBECTEHEHUA HAS-BLED,

play.google.com webmed.irkutsk.ru




UHPapKT MMOoKapaa



JletanbHoCTbL OT ocTpoun UBC, %

[1nHamMmuKa rocnutanbHOU netanbHOCTU B VIpKyTCKe
OT MHdpapKTa Mrnokapga v octpbix dopm NBC

30 . =M B OcTtpasa NBC

25 -

214

20 -

15,9
15,1 15,1

15

13,2 12,5 12,6

10 -

OcHoBHas npobrnema — opraHM3auus NOMOLLMN.
PedopmMbl, npoBoaAMMbIEe «CBepXy», HeaocTaTo4yHO 3¢p(heKTUBHbI

®opma Ne14, [lenapTaMeHT 30paBOOXpPaHEHNs U coLmManbHOM NOMOLLM HaceneHuio agMnuHncTpaumm MpkyTcka,
3acepanue Coeta UpkyTckoro obuwectsa kapguonoros 04.02.2014



Knaccuopumkauma UM

Taxnaputmmnu
AHemMud
[bixaTtenbHas HegoCTaTO4YHOCTb

Ctapwe

Yawie »KXeHLWwmnHbI
KomopbuaHocTb

be3 3Ha4uMmoro cteHosa
Bbille puck KpoBoTeYEeHUN

OcobeHHOCTHU B NeYyeHnn?

Bltun m2Tun ™ 3-5TKnbl

Saaby L, et al. The American Journal of Medicine. 2013;126[9]:789-797.
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Henwemuuyeckoe nospexaeHue
UM 1 Tmna PEXA
C HeKpo3om

CnoHTaHHOE Hayvano.

HeT nosblweHnA I'IOTpe6HOCTM
Uin CHNXeH"nAa KpPOBOTOKA
MWOKapAda

Taxukapgma (>150),
runoteHsuma (<90 mm pT. cT.)

Kputnyeckoe coctoaHue, cencuc,
Taxkenaa AH, CH wan MH.

JKI: noabem, genpeccma ST

IKI nameHeHnAa MMHUMANbHDbI,
OTCYTCTBYIOT NN
Hecneunduyeckme

IKI nasmeHeHnA MMHUMANbHDbI,
OTCYTCTBYIOT U/IU
Hecneunduyeckune

lNoBbiweHMe TPONOHUHA

[NoBblWeHWe TPONOHMHA, YacTo
MWHUMaIbHOE

[MoBbleHne TPONOHMHA, YacTo
MWHUMaNbHOe 6e3 noabema U
cnaaa

AnckomdopT B rpyau

AnckomdopT B rpyam MOXKeT
OTCYTCTBOBATb

OnckomdopT B rpyam 06bI4HO
OTCYTCTBYET

KATI: pa3pbis, 3p0o3uA
6nawkm c Tpombom B KA

HeT pa3pbiBa 61ALWKK C
Tpombom.

HeT pa3pbiBa 61ALWKK C
TpomboM.

JleueHne MHPaAPKT MUOKapaa 2 TMNa He pa3paboTaHo

Alpert JS, et al. The American journal of medicine. 2014;127:105-8.



XapaKTepuCcTnUKa « HeBUHOBHbIX» baawek npu OKC

60

52,9 B BuHoBHaA KA c pa3pbiBom O BuHoBHas KA 6e3 paspbiBa

50

35,3

19

10
4,8

TOHKaA KpblLIKa Pa3pbiBbl

CuctemHasa HeCcTabuabHOCTb baaLWeK

Vergallo R, et al. American heart journal. 2014;167(1):59-67.



XapaKTepuCcTnUKa « HeBUHOBHbIX» baawek npu OKC
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Vergallo R, et al. American heart journal. 2014;167(1):59-67.



HeobctpyKTmBHbIM OKC
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CC cobbiTua UM

N3 2438 nocneposartensHbix naumeHToB ¢ OKC npu KAIy 318 (13%)
BblsiBfieHa HeobCcTpykTMBHas popma (51% 6e3 cteHosa, 49% cteHo3 <50%).
YacTtoTa rocnutann3aunm n MHCYnNbTOB OANHAaKOBas.

Rossini R, et al. The American journal of cardiology. 2013;112[2]:150-5.



Cymma Q B npekopamarnbHbiX 0TBEAEHNAX

Korga nossnsercs 3yben, Q
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Selwyn AP et al., Br Heart J. 1978;40(4):383-7.



Yucno otBeaeHun ¢ Q
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Selwyn AP et al., Br Heart J. 1978;40(4):383-7.



Bbibop npotnsoTpomboTmnyeckom tepanmm npu OKC

AHTUKOArynaHTbl He3arperaHTbl

OKCnST doHaanapuHyKc,
AcnupuH +
Tpombonunsuc 3HOKCanapuH,
Knonuaorpen
Bes penepdysun HOT
doHaanapuHyKc, ACnUpUH +
OKC6nST 3HOKCaNapwuH, Knonuaorpen
HOI NN TUKarpenop

Pyna M.A., 2013, ¢ gononHeHnamn Asenosa W.C., bensnosa ®.U.



Bbibop npotuBotpomboTmyeckon tepanmm npu OKC

AHTUKOQAryNnAHTbI e3arperaHTbl

OKCnST
doHganapuHyKc, ACnUpuH +
Tpombonusuc
3HOKcanapwuH, HOT Knonugorpen
HeT penepdy3uu
AcnupuH +
HoT, >
OKCnST Knonnpgorpen 600,
buBannMpyauH,
nepsuyHoe YKB nnn Tukarpenop
DHOKCanapuH
nnu MNpacyrpen
doHaanapuUHYKC ACnUpyH +
OKC6nST AANAPUHYKE, Knonungorpen nnn
3HOKcanapwuH, HOT
TuKarpenop
AcCrupuH +
H®T, sHoKcanapuH
OKC6nST ’ AR, Knonnaorpen 600 nnum
bnBaNMpyauH,
nepsuyHoe YKB TuKarpenop nau
dboHAaNapuHYKCc,

[Mpacyrpen




[MpnBEpPKEHHOCTb K IEYEHUIO

Beta-blockers

30% 30% -

20% - 20% -

Cumulative Incidence

=]
®

10% -

KopoHapHbie cobbITus nnm
peBackynspusaums

Mon-adherent
Partially adherent
Fully adherent

Non-adherent
Partially adherent
Fully adherent

0% T T T 1 n“/g T T T 1
0 10 20 30 40 0 10 20 30 40

Months Months

MpnBepKeHHOCTb K 1Ie4EHUIO BO MHOTOM
onpeaenserca beceaou c Bpauem

Choudhry NK; et al. American heart journal. 2014;167(1):51-8.e5.



OpUeHTUPbI A8 NeYeHUsa cTaTUHaMu

CUTVALIUS CHuKeHue AtopBactaTMH, Po3yBacTaTuH,
yau, XC IMNHN Mr mr

ACC3, < 75 nert >50% 80 20-40
ACC3 2 75 nert 30-50% 10-20 5-10

XC NMNHN 2 4,9 mmonb/n >50% 80 20-40
40-75 net c anabetom, 6e3 ACC3, 0

XC /INHN 1,8-4,9 mmonb/n 30-50% 10-20 >-10
40-75 net 6e3 anabera n ACC3, 30-50% 10-20 .10

¢ 10-netHum puckom ACC3 2 7,5%

ATepockrnepoTuyeckoe cepageyHo-cocyaucrtoe 3abonesaHne (ACC3) —
NBC, nHcynet, 6onesHb nepudepnyeckmux apTepun.



IddeKT cTaTMHOB 0OYC/IOBNEH HE CHUXKEHUEM
coaepaHuna xonectepuHa JIMNHI B Kposwy, a

nogasjieHnem BOCNaJieHUA B 6]'IFILLIKe,
CHnxXeHmnem pUucCKa nospexkageHma Karcysbol




CepaeyHaa HeAOCTAaTOYHOCTDb



[Napagokc cepaeyHon HeJoCTaTOMHOCTY

J 3HauuTenbHOE ynyylleHne NporHo3a
3abonesaHuit cepgua (OKC, Al, nopoKku cepaua) m
NOBbILLEHMNE PACMPOCTPAHEHHOCTU cepae4yHOoMn

HEOOCTATOYHOCTHU



HepeweHHaa npobnema CH
c coxpaHeHHon OBJTXK

J ~40% nauueHTos c CH

] locnuTtanbHaa cmepTHOCTb 621M3Ka CH co
CHM»KeHHoun PBJTHK

J MauymeHTbl cTaplue, yawle KeHwuHbl, Al, O,
OXUpeHune, aHeMunA

J AnutenbHO acMMNTOMHas



MexaHn3m aencrema LCZ696 nMHrmbumtopa
peuentopos All u Henpnan3unHa

[loBpexxaeHue

v < s Y ruorensuk I

[ToO3UTUBHBLIN OTBET ,‘&

HeNnpmnmn3inH

-

} aldosterone levels
} fibrosis pazBUTHe

)} sympathetic tone — < t sympathetic tone
CUMNTOMBI t aldosterone

 J
HYIT/PAAC Q*

N MHTUOUTOP AT I peuenTopbl

HeaKTUBHbIe

(hparmeHTl l

™ (r ‘]
Basogunatauua Ba3oKoOHCTpUKUMA
} blood pressure CH t blood pressure

t fibrosis

} hypertrophy 1 hypertrophy
I;Iamuﬁypea/,quypeg ¢

HeilporopmoHanbHbin GanaHc



PARAMOUNT: CH c coxpaHeHHOU ®BJ1K

| ° Endpoint: NT-proBNP
(23% reduction by week 12)

1000 - = LCZ696

900- . -»- Valsartan
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NTproBNP (pg/ml)

300
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0 510152025303540

Weeks Post Randomization

Change in Left Atrial Volume (ml)

2° Endpoint: Atrial size
(7% reduction by week 36)

2] Left Atrial Volume

(] —
" 1 " 1 "

5. p=0.18

p = 0.003
12Weeks 36 Weeks

[ LCZ69%6 I Valsartan

2° Endpoint: NYHA
(9% improvement by week 36)
Il Worsened
¥ Unchanged
" Improved

1107
90
80 -
70 A
60
50 A

30 -
20 -
10

Percent of Patients

Valsartan LCZ696
36 Weeks

NYHA: New York Heart
Association Classification

0 LCZ696 adhchekTBHEe BancapTaHa



PARADIGM-HF: CH co cHuyeHHOoU PBJ1XK

1 LCZ696 200 mr 2 pasa vs aHananpwua 10 mr 2 pasa
1 8436 naumneHTtoB ¢ CH II-IV Knacca ¢ PBJ/IK <35%
1 >1000 yupexkaeHunit >50 ctpaH EBponbl, AMepukmn, Aszmu

(1 CHuxKeHune CC cmepreir, rocnutanmsaumi c CH,

AOCPOUYHOE NpeKpallieHue uccnenoBaHuUn



[lnypetnyeckaa Tepanua

d Tepanuio npu cumnTomax 3a4epP>KKN 3KUOAKOCTU HEOOBXOAMMO HaYMHATb C ManblIX
[03, TUTPYA 403y nNpenapaTa A0 Tex Nop, NoKa noteps Beca 601bHOro He
coctasuTt 0,5-1,0 Kr exxeaHEBHO;

O Mpu goctmkeHnn KomneHcaumMm peKoMeHa0BaH npuem GUKCUPOBaHHOM A03bl
ANypeTuKkos. Tem He MeHee, 4033 MOKET ObiTb M3MeHeHa B 1loboe Bpems Ha
OCHOBAHUW PE3ybTaTOB M3MEHEHUA MACCbl Te1a NPU PEryIAPHOM
B3BeLNBaAHUM BONBLHOrO;

O Mpu noAaBAeHMN CUMNTOMOB AeKOMMNeHcal MM Bceraa TpebyeTcsa ysenmnyeHmne
[103bl ANYPETUKA B CBA3U C pa3BUTMEM rnnonepdy3mmn n oTeKa KULLEYHUKA C
HapyLweHnemM BCcacbiBaeMOoCTM NpenapaTa;

J Heobxoanmo anddepeHunpoBaTb pa3BUTUE TMMIOTOHUN N HAapyLEHUA GYHKUUN
NOYeK NP YypesmepHOM UCMNOb30BAHNN ANYPETUKOB N BCAeACTBME HApaCTaHUA
cumntomoB XCH. Otanume 3aKknto4vaeTca 8 omcymecmaeuu CUMnmomos 3a0epHcKu
HUOKOCMU NPU Ype3MePHOM NMPUMEHEHUN ANYPETUKOB.

(d CrapTtoBas go3a Topacemunaa 5-10 mr, TepanesTtnyeckasa 10-20 mr (200 mr).

[unarHocTnka n nevyeHne XpoHMYECKON U OCTPON cepaeyHOom
HepgocTaTouHOCTU. KnnHnveckne pekomeHgauun. 2013.



CtatuHbl Nnpn CH B peanbHON *KN3HU
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Log rank P<.00|

> CTaTUHBI

= |lnemunyeckas CH
NMwemnuyeckasa CH

Henwemunueckaa CH
— Henwemmnyeckasa CH

> be3s
CTaTUHOB

Gastelurrutia P, et al. Mayo Clin Proc. 2012;87(6):555-60.



MeTa-aHanns: ctatnHbl npu CH ¢ COBJTK

CMEpPTHOCTb

11 nccnegoBaHum
17985 nauneHTOB

p <0.001

Liu G, et al. The American journal of cardiology. 2014;113(7):1198-204.



CPT

npn QRS <130 mc

100+

Patients with Event (%)
wn
T

P=0.15

CmepTb unu rocnutanmaauus ¢ CH

CRT
Control

| I I
0.5 1.0 1.5 2.0 2.5 3.0 3.5

Years since Randomization

Ruschitzka F, et al. New England Journal of Medicine 2013;369(15):1395-405.



CPT npn QRS < 130 mc

100+
90 CmepTb

;‘\o‘ 80—

= 70-

> 60-

= 50-

2 o

& 1 P=0.02

2 30 0.0 CRT

6.“ 20_ ’_—I_l—_l_._l—l_l_'_
104 ——— — Control
Ot—===7— | | ! | ! |

0 0.5 1.0 1.5 2.0 2.5 3.0 3.5
Years since Randomization

Ruschitzka F, et al. New England Journal of Medicine 2013;369(15):1395-405.



NwemunyecKkana 6onesHb cepaua



BanaHne Konnatepanem Ha CMepTHOCTb

HighCCC Low CCC 5
Study Total Events Total Events RR 95% CI
Thrombolysis
Nicolau 59 16 383 54 182 [1.12; 2.96)
No PCI
Helfant 61 6 58 10 057 [0.22; 1.47]
Williams B 0 14 g8 - ; 0.13 [0.01; 1.95]
Nestico 183 5 176 5 : 0.96 [0.28; 3.26]
Hansen 67 32 29 19 0.73 [0.51, 1.09)

Random effects model 317 277 <.:‘-=- 0.70 [0.51; 0.97]
Heterogeneity:/2=0%, 12=0, P=0.5331 :

PCI :

Perez-Castellano 69 5 1158 26 0.34 [0.14, 0.84]
Antioniucci 264 11 900 80 047 [0.25, 0.87)
M onteiro 35 4 35 6 : 0.67 [0.21; 2.16)
Meier 226 25 586 170 0.38 [0.26; 0.56)
Regieli 263 2 B16 4 1.17 [0.22; 6.35]
Desch 69 2 166 13 - : 0.37 [0.09; 1.60]

Random effects model 922 2418 <> 0.42 [0.32; 0.56]
Heterogeneity:/’=0%, 1°=0, P=0.7609 |

Random effects model 3220 3309 <3> 0.64 [0.45; 0.91]

Heterogeneity: ;‘2=66.5%. 12=0.2097, P=0.0006
Interaction p value of moderator variable “treatment”< 0.001

| \ | 1 |
02 05 1 2 8
Lower M ortality Higher Mortality
With High CCC

Meier P, et al. Eur Heart J 2012;33(5):614-21.



BanaHune Konnatepanem Ha CMepTHOCTb

HighCCC LowCCC g
Study Total Events Total Events RR 95% CI

Stable CAD 5
Helfant B B 58 10 057 [0.22; 147
Nestico 183 5 178 5 096 [0.28; 3.26]
Hansen 67 32 29 19 : 073 [051;1.05]
M eier 226 25 586 170 038 [0.26; 0.56]
Regiel 263 2 618 4 : 117 [0.22, 6.35]

Random effects model 800 1465 -'~"C‘>- 0.59 [0.39; 0.89]
Heterogeneity: 1°=51.4%, 12 =0.1103, P=0.0837 5

Subacute M| ;

Williams 6 0 14 g8 - : 0.13 [0.01; 1.95]
Steg 1922 185 251 28 0.72 [048; 1.086]
Random effects model 1928 265 0.53 [0.15; 1.92]
Heterogeneity: 1°=36.7%, 12 =0.5592, P=0.209 5

Acute Mi :

Perez-Castellano 65 5 115 26 0.34 [0.14, 0.84]
Nicolau 59 16 363 54 1.82 [1.12; 2.96]
Antioniucci 264 11 800 80 047 [0.25;0.87]
M onteiro 35 4 35 6 : 067 [0.21;2.18]
Desch 69 2 166 13 - 0.37 [0.09; 1.60]

Random effects model 492 1579 o 0.63 [0.29; 1.39]
Heterogeneity: 1°=80%, 12 =0.6528, P=0.0005 5

Random effects model 3220 3309 0 0.64 [0.45; 0.91]
Heterogeneity: 12=66.5%, 12 =0.2097, P=0.0006 ;
Interaction p value of moderator variable “setting” =0.149 UI_Q I]].5 1 é é
Lower M ortality Higher M ortality
With High CCC

Meier P, et al. Eur Heart J 2012;33(5):614-21.



Cumulative survival

HacKkonbko xopola Knaccudpukauma CCS

CmepTHOCTL 8 net

Jlerkas

CCSAl (n= 39
CCSA Il E2=424; Tskenas

© —
o ] — CCSAIIl (n=265)
— CCSA IV (n = 679)
0 _
(=]
[ I [ [
0 2 4 6 8

KyMyJ'IHTH BEHAA BbIHMBAEMOCTb

Kaul P, et al. Can J Cardiol. 2009;25(7):e225-31.



OApblLlKa Y NaLMEeHTOB, HanpaB/AEeHHbIX Ha CTpecc-TecT

50

B OablWwKa 0 bonb
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4,9
0 I
Nwemuna CMmepTHOCTb rogoBas

Argulian E, et al. The American journal of cardiology. 2014;113(3):559-64.
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Nwemunyeckme cobbitma, %
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CAPRIE: kypeHune n Knonungorpen
B Knonungorpen O AcnnpuH
10,8

10,4 10,6

Hekypawume

KypAawme

5668 Kypawme, 13156 HekypALLmne nnn oTkasasLLnecs

Ferreiro JL, et al. J Am Coll Cardiol. 2014;63(8):769-777.



Fasting lipid profile
(FLP) x 2*, average

TG = 500 mg/dL,
- Consult lipid
specialist

LDL-C > 250 mg/dL
> Consult lipid
specialist

'y
k4

LDL-C = 130, = 250 mg/dL ** = Target LDL-C

TG =100, <500 mg/dL, <10y - Target TG
=130, = 500 mg/dL, 10-19 y
(see TG algonthm, Figure 9-2)

Exclude secondary causes.

Evaluate for other risk factors (RFs).

Start Cardiovascuwlar Health Integrated Lifestyle Diet (CHILD 1) =
CHILD 2-L DL (Table 9-8) + iifestyle change x & months*™*

FLP

LDL-C < 130 mg/dL
- Continue CHILD 24L.DL
— Repeat FLP q. 12 months

| |
XC JINHM 24.9 mmonb/n 4.1-4.8 mmonb/n

¥ h i

LDL-C =130 to -189 mg/dL LDL-C = 190 mg/dL
Family history (FHx) (-)

Mo other RFs

- Continue CHILD 2 LDL,
Follow g. 6 mwith FLP,
FHx/ RF update

= Initiate statin therapy
(Tables 9-11, 9-12)

LDL-C = 160 to -189 mg/dL
FHx (+) or

1 high-evel RF or

= 2 moderatelevel RFs

- Initiate statin therapy
(Tables 9-11, 9-12)

LDL-C = 130 to -159 mg/dL +
2 high-level RFs or

1 high-evel + = 2 moderate-
level RFs OR clinical CVD

- Initiate statin therapy
(Tables 9-11, 9-12)

!

v

l

Follow with FLPs, related chemistries per Table 9-12

!

> Target TG (Figure 9-2)

> LDL-C still =130 mg/dL, TG <200 mg/dL, refer to lipid specialist for addition of
second lipid-lowering agent; monitor per Table 9-12
- In high LDL-C patients, if non-HDL-C =145 mg/dL after effective LDL-C treatment,

73

NHLBI. Expert Panel on Integrated Guidelines for Cardiovascular Health and
Risk Reduction in Children and Adolescents: Summary Report. 2012.




$37 million settlement deal reached in Midei
stent case

"We are pleased to have seftled the class actions," he said. Related
MMided had been a star doctor and major moneymaleer at the —!-
Towson hospital. but he eventually lost his medical license e Ml Gt :

after the Maryland Board of Phvsicians found that he
falzified records to justify the expensive procedures. He was
not named as a defendant in the case and has denied

wrongdoing.

Under the terms of the setflement. Catholic Health Initiatives,
which owned the hospital, also did not admit to any
wrongdoing. A spokesman for the organization said last
week that such a deal would end the legal and financial
uncertainty of further court battles.

Some ex-patients, former hospital owner
The medical center was sold in 2012 to the University of reach deal in stent cases
Marvland Medical System, which did not take on any
liabilities arising from the lawsuits.

Baltimore Circuit Tudge Sylvester B. Cox gave preliminary

approval fo the setflement agreement last weell, writing in an

order that it appearsd "fair, reasonable, and adequate." He set -
Mistrial in Midei stent case as jury

deadlocks on damages

+ Law firm loses hard drive with patient
records

a hearing for next month to finalize the deal, which was
made public Monday.

The case was filed in Janvary 2010, just weeks after The
Baltimore Sun reported that 5t. Joseph had been sending out
nofices to patients, warning them that they might have had

+ Hospital distances itself from Midei,
stent procedures

. See more stoties »
unnecessary procedures. A flurry of other lawsuits followed.




Obbem onepauum Ha cepale n aopTe
N PUCK OCTOXKHEHUN

OcnoxHeHund Puck cmeptn
NpU OCNOXHEHUM

119 434 naumeHTOB BO3pacTta 65 - 99 net

Lamberts M, et al. Circulation. 2014 Jan 27.
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MbpuaHas peBackynapusaumus

* MnHumanbHO MHBa3MBHasA cTpaTterns — WyHTUMpoBaHMe
[THKA BHYTpeHHeW rpygHon apTepuen + CTeHTUpoBaHMe.

* Kopoue rocnutanusauyms, MeHblle reMoTpaHCcdy3nu,
paHblLle Ha paboTy

Harskamp RE, et al. American heart journal. 2014;167(4):585-92.
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Stage Definition Valve Anatomy Valve Hemodynamics Hemodynamic Symptoms
Consequences
A At risk of AS Bicuspid aortic valve (or Aortic V. <2 mfs None None
other congenital valve
anomaly)
Aortic valve sclerosis
B Progressive AS Mild-to-moderate leaflet Mild AS: Early LV diastolic None
calcification of a bicuspid Aortic Vi, 2.0-2.9 m/s or dysfunction may
or trileaflet valve with mean AP <20 mm Hg be present
some reduction m systolic Moderate AS- Normal LVEF
motion or Aortic Vi, 3.0-3.9 m/s or
Rheumatic valve changes mean AP 20-39 mm Hg
with commussural fusion
C: Asymptomatic severe AS
C1 Asyvmptomatic severe AS Severe leaflet calcification Aortic Ve 24 m/s or LV diastolic None: Exercise
or congenital stenosis with mean AP >40 mm Hg dysfunction testing is
severely reduced leaflet AVA typically is <1.0 cm® (or AVAI <0.6 Mild LV reasonable to
opening cn’/m?) hypertrophy confirm symptom
Very severe AS 1is an aortic V., =5 m/s or Normal LVEF status
mean AP >60 mm Hg
C2 Asymptomatic severe AS with LV Severe leaflet calcification Aortic V.. >4 m/s or LVEF <50% None
dvsfunction or congenital stenosis with mean AP >40 mm Hg
severely reduced leaflet AVA typically <1.0 em® (or AVAi <0.6
opening cm’/m’)
D: Svinptomatic severe AS
D1 Symptomatic severe high-gradient Severe leaflet calcification Aortic Vi =4 mv/s or LV diastolic Exertional dyspnea
AS or congenital stenosis with mean AP >40 mm Hg dysfunction or decreased
severely reduced leaflet AVA typically £1.0 em® (or AVAi <0.6 LV hypertrophy exercise tolerance
opening em’/m’) but may be larger with mixed Pulmonary Exertional angina
AS/AR hypertension may Exertional syncope
be present O presyncope
D2 Symptomatic severe low-flow/low- Severe leaflet calcification AVA <10 cm® with LV diastolic HF
gradient AS with reduced LVEF with severely reduced resting aortic V.. <4 m/s or dysfunction Angina
leaflet motion mean AP <40 mm Hg LV hypertrophy Syncope or
Dobutamine stress echocardiography shows LVEF <50% presyncope
AVA <1.0 e’ with Vi =4 m/s at any
flow rate
D3 Symptomatic severe low-gradient Severe leaflet calcification AVA 1.0 em® with aortic V.., <4 m/s or Increased LV HF
AS with normal LVEF or with severely reduced mean AP <40 mm Hg relatrve wall Angina
paradoxical low-flow severe AS leaflet motion Indexed AVA <06 cm>/m? and thickness Syncope or
Stroke volume index <35 mL/m’ Small LV presyncope

e Measured when patient 1s normotensive

(systolic BP <140 mm Hg)

chamber with low
stroke volume
Restrictive
diastolic filling
LVEF =50%




AOpPTanbHbIN CTEHO3
C HU3KUM TPaIMEHTOM AaBNeHUS

NORMAL-LVEF NORMAL-LVEF LOW-LVEF
NORMAL-FLOW, “PARADOXICAL” “CLASSICAL”
HIGH-GRADIENT LOW-FLOW, LOW-FLOW,

LOW-GRADIENT LOW-GRADIENT AS

DIASTOLE

SYSTOLE
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[ToKa3aHMA K UMNAAHTaUMKM KnanaHa npu
aoOpTa/IbHOM CTEHO3€ C HU3KMM AP 1 NOTOKOM

dCumntomHbIN Tskenbin AC (<1 cM?) co cHmkeHHon PBJTK,
eCI rnpu CTpecc-TecTe C HU3KMMN go3amMn obyTamuHa
Vao >4 m/c (unu cpegHmnn AP >40 mm pT. cT.) (lla, B)

A CumntomMHbIN TAXenbin AC ¢ coxpaHeHHon PBJTXK v
HopMarsibHbiM ALl, ecnun KNUHU4YecKkne, remoanHamMmmyeckmne
N aHaTOMUYECKNEe OaHHble CBUAETENBCTBYIOT, YTO CTEHO3
KranaHa Hanbdonee BepodATHasi NpU4MHa CUMMTOMOB.

' d ®
&1L % American Heart
| Association

Learn and Live




BasoaunataTtopbl Npn aopTasibHOM CTEHO3€e

JY naumeHTOB C TAMKeNbIM a0OPTabHbIM CTEHO30M
NATI® moryT yMmeHbLWNTb NOCTHArPy3Ky, YIy4WnTb
HanonHeHue J1X, cHn3ntb KOO, nerovnyto
rmnepTeH3sunto, yposeHb MHVYII.

1 Bo3moXKHO BasoamnatupoyLme npenapaTbl
npegnoytutTenbHee npu Al M HU3KOM rpagueHTe.

Eleid M.F. et al., 2013; Dalsgaard M. et al, 2014
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Llenesoe Al y nny ctapwe 60 net

Y naumenToB ¢ Allc >160 mm pT. CT. CTPEMUTbLCA
nogaepxusatb Alc B8 aAnanasoHe 140 — 150, a y HEKOTOpPbIX
Npu XopoLlen NepeHOCUMOCTU MOXKEHO CHM3UTb <140 mm pT.
cT. (ESC, 2013; JNC 8)



SYMPLICITY HTN-3

O Baseline [l 6 Months
Difference in change, -2.39 mm Hg (95% Cl, -6.89 to 2.12)
P=0.26
Change from baseline, ~ Change from baseline,
-14.13+23.93 mm Hg -11.74+25.94 mm Hg
P<0.001 P<0.001
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Denervation Sham

PaHaoomusnpoBaHHOe crienoe uccrieqoBaHue He
noaTeepamno addekta geHepBaLum noYek.

Bhatt DL, et al. New England Journal of Medicine. 2014.
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PekomeHaaunun no BPOXKAEHHBIM APUTMUAM

2. Long QT Syndrome (LQTS)

Expert Consensus Recommendations on LQTS Diagnosis

1. LQTS is diagnosed:

a. Inthe presence of an LQTS risk score =3.5 in the absence ofa
secondary cause for QT prolongation andlor

b. In the presence of an unequivocally pathogenic mutation in one
of the LQTS genes or

c. Inthe presence of a corrected QT interval for heart rate using
Bazett's formula (QTc) =500 ms in repeated 12- lead
electrocardiogram (ECG) and in the absence of a secondary
cause for QT prolongation.

2. LQTScanbediagnosedinthe presenceofa QTc between 480 and
499 ms in repeated 12-lead ECGs in a patient with unexplained
syncope in the absence ofa secondary cause for QT prolongation
and in the absence of a pathogenic mutation.

Expert Consensus Recommendations on LQTS Therapeutic

Interventions

Class | 1. Thefollowing lifestyle changes are recommended in

all patients with a diagnosis of LOTS:
a Avoidance of QT-prolonging drugs (www.
qtdrugs.org)

. Identification and correction of electrolyte
abnormalities that may occur during diarrhea,
vomiting, metabolic conditions, or imbalanced
diets for weight loss

o

2. Beta-blockers are recommended in patients with a
diagnosis of LOTS who are:

a Asymptomatic with QTc =470 ms and/for

b. Symptomatic for syncope or documented
ventricular tachycardia/ventricular fibrillation

(VT/VE).

Continued

5. Short QT Syndrome (SQTYS)

Expert Consensus Recommendations on SQTS Diagnosis

1. SQTS is diagnosed in the presence of a QTc <330 ms.

2. SQTS can be diagnosed in the presence ofa QTc <360 ms and
oneormore of the following: a pathogenic mutation, family history
of SQTS, family history of sudden death at age <40 years, and
survival of a VT/ VF episode in the absence of heart disease.

Expert Consensus Recommendations on SQTS Therapeutic
Interventions

Class | 1. ICD implantation is recommended in symptomatic
patients with a diagnosis of SQTS who:

a Are survivors of a cardiac arrest and/or

Continued

3. Brugada Syndrome (BrS)

Expert Consensus Recommendations on BrS Diagnosis

1. BrSisdiagnesedin patients with ST-segment elevation with type |
morphology =2 mmin =1 lead among the right precordial leads
V4,V positioned inthe 2nd, 3rd, or 4th intercostal space occurring
either spontaneously or after provocative drug test with
intravenous administration of Class | antiarrhythmic drugs.

2. BrSis diagnosed in patients with type 2 or type 3 5T- segment
elevation in =1 lead among the right precordial leads V4,2
positioned in the 2nd, 3rd, or 4th intercostal space whena
provocative drug test with intravenous administration of Class |
antiarrhythmic drugs induces a type | ECG morphelogy.

Expert Consensus Recommendations on BrS Therapeutic
Interventions

1. The following lifestyle changes arerecommended in
all patients with diagnosis of BrS:
a. Avoidance of drugs that may induce or aggravate
ST-segment elevation in right precordial leads
(e.g.. Brugadadrugs.org)

Continued

6. Early Repolarization (ER)

Expert Consensus Recommendations on ER Diagnosis

1

. ER syndrome is diagnosed in the presence of |-point elevation

=1mmin =2 contigucus inferior and/or lateralleads of a standard
12-lead ECG in a patient resuscitated from otherwise unexplained
VF/polymorphic VT.

. ER syndrome ean be diagnosed in a SCD victim with a negative

autopsy and medical chart review, with a previous ECG
demonstrating|-point elevation =1 mm in = 2 contiguous inferior
and/or lateral leads of a standard 12-lead ECG.

. ER pattem can be diagnosed in the presence of |-point elevation

=1mmin =2 contiguousinferior and/or lateralleads of a standard
12-lead ECG.

Expert Consensus Recommendations on ER Therapeutic
Interventions

Class |

1. ICDimplantation is recommended in patients with a
diagnosis of ER syndrome who have survived a
cardiac arrest.

Class lla 2. Isoproterencl infusion can be useful in suppressing

electrical storms in patients with a diagnosis of ER
syndrome.

3. Quinidine in addition to an ICD can be useful for
secondary prevention of VF in patients with a
diagnosis of ER syndrome.



BecnpoBoAHble KapANOCTUMYIATOPDI

33 naymeHTta c ¢I1 n AB
©nokagomn.
HabniogeHne 3 mec.

Reddy VY, et al. Permanent Leadless Cardiac Pacing: Results of the
LEADLESS Trial. Circulation. 2014;129(14):1466-71.



Bepanamun npu HKIC

J B cnyyae enygouKoBbIX SKCTPACUCTO/ U3 BbIXOAHOIO OTAENa
NPaBoOro Uan NEBOTO Kenyao4KoB YacTo 3PPEKTUBHDbI
aHTaroHMUCTbI KanbuuA.

J 3pdekT 0bycnoBneH KanbLUMit-3aBUCUMOM NO3AHEN
aenonapusaumen.



