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AKTYanbHOCTb. YpECcKOXHble KOPOHApHbIe BMELLATeNbCTBA
(YKB) naBHO cTann 3dhheKTWBHLIM WHCTPYMEHTOM B JEYeHUm
0CTPbIX KOpOHapHbIX cuHapomoB (OKC), n cBOEBPEMEHHOCTb BME-
LIATENbCTB Y TaKMX NaLMeHTOB MMeeT 60bLUoe 3Ha4eHne. OfHaKo,
B CBSI3W C COLMANbHO-3KOHOMUYECKUMI TPYAHOCTAMM, He Bceraa
BO3MOXXHO MPOBEfEHNE afieKBAaTHOMO NIeYeHUs1 JaHHOrO OCTPOro
COCTOSIHWS B COOTBETCTBUM C YCTAHOBNEHHbIMU MEXAYHAPOAHbIMN
KpUTEPUAMM U CTaHJapTamu, 4YTO [JaeT NoBOJ MCCRefoBaTb pe-
3yNnbTaTbl BbIPAOOTAHHOrO NPAKTUYECKOI AeATENbHOCTLI0 NoAX0aa
K TAKTUKE «BbIHY>XIEHHO>» 0TCPOYeHHbIX YKB y 60nbHbIX ¢ OKC.

Llenb mccnenoBaHus cocTosna B OLEHKE HenocpeacTBEHHbIX
pe3ynbTaToB oTcpoyeHHoro YKB y naumentos ¢ OKC.

Matepwan n metofbl. B uccnefosanne 6bin1 BKIKOYEHbI na-
umeHTbl ¢ OKC, noctynuBLUMe ANS NPOXOXAEHUS KOPOHapOoaH-
ruorpacoun (KAT) ¢ BO3MOXHbBIM CTEHTUPOBAHWEM KOPOHAPHbIX
aptepuin (KA) («ocTpas» rpynna YKB, 42 nauueHTa); nauueHTsbl,
nonyyaBLune mMeaMKamMeHTO3Hyto Tepanuto no nosofy OKC B ro-
cnutane 6e3 Bo3mMoxHocTM YKB (50 maumeHToB) U MeanKameH-
TO3HO CTabunuampoBaHHble nauueHTsl nocne OKC, KoTopble no-
crynunu ana KAT n cteHTuposaHus KA (B cpeaHem yepes 30 aHen
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nocne OKC, 49 nauneHToB). [pynnbl He OTNXYANMCL 6a30BbIMU
Jemorpacom4eckuMm U KNUHUYECKUMI XapakTepuctTukamu. boinu
OLIeHEeHbl CTaHAAPTHbIE KIWHWUYECKWe, 3nekTpokapauorpauye-
ckue (3KT) n axokapgamorpadmyeckne (3XOKr) faHHbIe.

Pesynbratbl. B rpynnax YKB auruorpacmuecknii ycnex 6bin
pocturHyt B 100% cny4aes. CpegHee BpemMs OT NOABNEHUS CUM-
ntomoB Ao YKB B «ocTpoi» rpynne coctasnsano 89,4 4acos. B
«QCTPOM» rpynne CMepTHOCTb cocTasuna 3 nauuenTa (7,1%), a B
rpynne MeuKameHTO3HOW Tepanuu CMepTHOCTb coctasuna 18%
(p<0,05). Cpean ymepLumx B «OCTPOM>» rpynne gga nauueHTa ume-
NN KapananbHble NPUYUHBL 1 B MOMEHT NPUOLITUS Y HUX Ha6MI0-
Janacb CUMNTOMATWKA KapANOreHHOro LOKA, OUH NaLMeHT ymep
0T OCNOXHEHUIA, BbI3BaHHbIX 60MbLUNM KPOBOTEHEHUEM. [10n0Xu-
TenbHas AMHamMuKa Bo3BpalleHuns cermenTa ST Ha IKT 1 nokasarte-
neit IXOKr 6bina 60nee BbIpaxeHa B «0cTpoii» rpynne YKB.

3aknovenue. HecmoTps Ha 3afepxky Bo Bpemexu, HKB npu
OKC sBnsietcs 60nee ahEKTUBHLIM METOAOM BOCCTAaHOBNEHUS
(PyHKLMN MUOKapAa Laxe M0 CPABHEHUMIO C NnauueHTamu, KOTo-
pble nosyyanu paHHuini TpoM60onn3uc.
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OCTPbIV1 KOPOHAPHbIV CYIHOPOM

BBEJJEHUE

B nocnegHwe rogbl EBponeickum 06LLECTBOM KapAvONoros
(ESC), EBponeiickoi accoumaumeil KapamoTopakanbHOM Xupyp-
rum (EACTS) n apyrumm mexxayHapoAHbIMK accoupaumnsaMm Kap-
[NOSI0roB BbINYLLEHO [OBOILHO MHOIO PEKOMEHAALMIA N0 NoBoay
peBackynapusaLmn Muokapa npu 0CTpPOM KOPOHapHOM CUHLPO-
me (OKG).

Oy4eHb BaXHbIM (HaKTOPOM 3MEKTUBHOCTM PEBACKYNAPM3a-
uum npu OKGC aBnsieTcs ee CBOEBPEMEHHOCTb. MHOrO4MCIEHHbIMM
KOHTPONIMPYEMbIMW WUCCNEA0BaHUAMN MOKa3aHa CBA3b 06LLEero
BPEMEHU ULIEMWK, T.6. MEXJY Ha4alioM CUMNTOMOB W penepdy-
3nei (TPOMOONN3NCOM, MexaH4eckomn penepdpyamnen unu 4KB) ¢
NPOrHO30M ycrnelHocTH peBackynapusaummn [1,2]. Penepdyaus
nytem nepsuyHoro YKB nokaszaHa BCeM nauueHTam ¢ IUTESNb-
HOCTbO CUMNTOMATKKM <12 4acoB M CTONKUM nogbémom ST unu
npeanonaraeMoii Bnepeble BO3HUKLLEH MONHON 6/10KA0N NEBOA
HOXKM ny4ka Muca [3,4,5]. Mo MHEHUI0 MHOTrMX aBTOPOB penep-
tysunto meTogom nepsuyHoro YKB cneayet paccmatpuBath Ans
nauueHToB 1 nocne 12-48 yacoB oT Havana cumnTomos [6,7,8].
Bpems 0T nocTynneHns B NepBUYHbINA rocnuTanb 40 BOCCTaHOB-
NeHNs KPOBOTOKA B MH(ApPKT-3aBUCUMOI apTepui Heob6Xoaumo
YNOXUTBCA B NMPOMEXYTOK <120 MUHYT, 4TO acCOLMMPOBAHO C
MeHbLLEA BHYTPUOOSTbHUYHON CMEPTHOCTbIO [9,10].

Mpn OKC 6e3 nogbema cermeHTa ST Bpemsi aHrmorpacum u
peBacKynApu3aLmn He Tak 0HO3Ha4YHO. BbIGOpP TaKTUKM BeeHNA
OCHOBaH Ha npodune pucka naumeHTa. NMauneHTbl 04eHb BbICOKO-
ro pucka JOMKHbI NOABEPraTbCA HEMEASIEHHOW aHruorpadum (8
TeyeHue 2 4acos). MauneHTbl BbICOKOrO pUcKa ¢ XOTs 6bl OAHUM
NePBUYHBIM KpUTEPUEM (3aKOHOMEPHOE MOBLILLEHNE UK CHUXE-
HWe TPOMOHMHA, AnHammuyeckue namereHns ST n T, GRACE>140)
[OMKHbI NOMYYNTb MHBA3WBHYKD MOMOLLb B Te4YeHue 24 4, 410
BbIMMAAMT Kak afieKBaTHblil BPEMEHHO MHTepBan. B noarpyn-
nax MeHee BbiCOKOro pucka ¢ GRACE<140, Ho ¢ x0Ts 6bl 04HUM
BTOPUYHLIM KpuTepuem (caxapHblii anabeT, noveyHas HepocTa-
TOYHOCTb, CHIDKEHME dpakLum Bbibpoca <40%, paHHAA NOCTUH-
(hbapKTHas CTeHOKapaus, HefaBHO BbIMOSIHEHHOE YPECKOXHOE
KOpoHapHoe BMelLatesibeTBo (HKB), KopoHapHOe LYHTUPOBaHMe
(KLL) B aHamHe3e) BO3MOXHO OTCPOYMBaHME WHBA3WBHOIO BMe-
LIaTeNbCTBA 63 MOBbILLEHUS PUCKOB, OJHAKO OHO BbINOSHAETCA
BO Bpems TOM e rocnuTanu3aumm, xenatenbHo, B Te4eHne 72
4acoB OT MOCTYNieHus. B rpynnax HU3KOro pucka 6e3 BO3BpaT-
HbIX CUMNTOMOB Nepef, BbINUCKOI crefyeT NpoBeCTW HeUHBA3MB-
HYI0 OLIeHKY npoBoumMpyemon uwemum [11].

Oy4eBuUAHO, 410 Y 60nbHLIX ¢ OKC CBOEBPEMEHHOCTL BMELLIA-
TeNbCTB UMeeT 60MbLI0e 3HaYeHne. OfHaKO, B CBA3N C COLMaNb-
HO-3KOHOMWUYECKUMM N NOTUCTUHECKUMM TPYAHOCTAMM, He BCeraa
BO3MOXHO CO6/0fleHINe CPOKOB B COOTBETCTBWM C YCTaHOBJIEH-
HbIMU MEXYHAPOAHbIMU KPUTEPUAMM U CTaHAApTaMK. B cBA3M ¢
3TUM B [AHHOM WCCIIeI0BaHUM NPOAHANN3UPOBAHbI PE3YNbTaThl
BbIpaboTaHHOr0 NPAKTUYECKOM eATeNbHOCTbIO N0AX0Aa K TaKTU-
Ke «BbIHY>XEHHO» 0TCPOYeHHbIX YKB y 60nbHbIX ¢ OKC.

Llenb uccnepoBaHms cocTosna B OLEHKE HENocpeaCTBEHHbIX
pe3ynbTaToB oTcpoyeHHoro YKB y naumenTos ¢ OKC.

MATEPWAN U METO/1bl

ViccnepnoBaHmne BbINOMHANOCH PETPOCMNEKTUBHO. B Hero 6binu
BKITI04EeHbI 141 60MBHON, KOTOPbIE Pa3feNnsuch Ha Tpu rpynnebl.
B nccneayemyto, 1-10 rpynny, Bxogunu 42 nauueHTa, KOTOpbIM C
2013 no 2016 rr. 6611 BbINOHEHbI 0TCPOYeHHbIe YKB no nosoay

OKC. Bropyto rpynny (KOHTpOJbHYt0) cocTasunu 50 naumeHToB,
NOCTYNUBLLUX 3KCTPEHHO ¢ anarHo3om OKC B oTaeneHne Kapam-
OpeaHUMaLMmn KNUHUKK 663 BOSMOXXHOCTU aHrnorpacmn u nony-
YUBLUMX ONTUMAIIbHYIO MEAWKAMEHTO3HYIO Tepanuio, Npuyem B
40% (20 naumeHTOB) CNy4aeB MCMonb30Banach TPOMGOAUTUYE-
ckas Tepanus (TNT). TpeTblo rpynny coctasunu 49 naumeHToB,
noaseprwmxca YKB Ha pasnuyHbIX CPoKax nocne ux crabunusa-
uuu. lMonyyeHHble pesynbTaThl B NOCNEAHEN rpynmne cpaBHUBA-
NNCb C LeNbio OnpefeNieHns HeobXo4UMMOCTU NPOBELEHNS Heno-
CPEACTBEHHO 0TCPOYeHHbIX YKB.

Inarno3 KBC 6bin1 BbICTaBNeH BCeM 60STbHbIM NPU MOCTYMIEHNN
Ha 0CHOBAHMM X106, aHaMHe3a, KIIMHUYECKNUX NPOSIBIEHNA U pas-
NNYHBIX JONONHUTENbHBIX METO0B 06cnefoBaHus. OLeHUBaNUChL
TaK e anektpokapauorpadguyeckue (IKI) paHble: AMHaMUKa
cermenta ST, u axokapauorpadmyeckne (IXOKr) aaHHble B AuHA-
MUKe: dopakums Bbibpoca (PB), KOHEYHO-ANACTONNYECKUI pa3mep
nesoro xenygoyka (KOPJTK), KOHEYHO-CUCTONNYECKMA pasmep
nesoro xenypoyka (KCPJDXK). bonbHeIM 1-i 1 3-i rpynnbl npo-
W3BOAMNACH KOPOHAPOAHTUorpadgous ¢ NoCcneaytowmnmM CTeHTUpPO-
BaHWeM KOPOHapHbIX apTepuit. CTEHTMPOBAHNE KOPOHAPHBIX apTe-
pWit NPOBOAMAN NOCE NOYYeHUs MHKDOPMIUPOBAHHOIO COrnacus.
Bce nauueHTbl nonydanu Harpy3o4Hyo 403y aueTuncanuuuioBoii
kucnotbl 500 mr, knonugorpena 600 Mr B Cy4ae OTCYTCTBMSA 3TUX
npenaparos B 6a30B0i1 NOBCEAHEBHON Tepanuun. HenocpeLcTBEHHO
nepep npouenypor YKB npumensnu B/a seegeqne 5000 ELI rena-
prHa. KONN4ecTBO UMMNAHTUPYEMbIX CTEHTOB Y CTabUIbHbIX 60/1b-
HbIX 3aBMCENO OT KONUYECTBA NOPAXEHHbIX apTepuii ¢ remoanHa-
MUYECKN 3HAYUMBIMW CTEHO3AMU/OKKNIO3NAMM 1 MaTepuaibHOro
COCTOSHWA nauueHTa. Y 60nbHbIX ¢ OKC B 0CHOBHOM CTEHTUPOBA-
nucb NHAAPKT-cBA3aHHas aptepus (VICA). Mpu Hann4mm BO3MOX-
HOCT CO CTOPOHbI NaLMeHTa, NOCNe UMNNaHTaumn cTeHToB B ICA
NPOBOAWNOCL CTEHTUPOBAHWE OCTABLUMXCH TeMOAUHAMUYECKM
3HAYMMbIX CTEHO30B PA3NUYHON NOKanW3auuu Ans yBenuyeHus
NOSIHOTbI peBackynspusaumn mnokapaa. CTeHTUpOBaHWe apTepuil,
He CBSA3aHHbIX C 30HOM MHGapkTa/HC, npoBoaunu TONMbKO Npu
a[IeKBaTHOM KNUHMYECKOM KapTWHE, CTABWUNbHOM reMOAMHAMUKE,
OTCYTCTBUM OTPULIATENBHOI AUHAMUKK Ha KT, HANU4YKUKM aHrnorpa-
(pryecknx JaHHbIX 06 afieKBaTHOM 3anonHeHuu (rpagauus TIMI 2,
3) NCA nocne umnnaHTauum cTeHToB. [ns npoueayp ucnosb3oBa-
N CTEHTBI C MOKPbITUEM 1 6€3 NOKPbITUSA, BbIGOP KOTOPbIX 3aBUCES
0T aHaTOMUU NOPKEHNSA, HATMYKUA CONYTCTBYIOLLMX 3a60/1eBaAHUNA,
MaTepuanbHOro NonoXeHus nauueHTa. Mocne npoueayp, nauueH-
Tbl NEPEBOAUINCH B OTENEHNE peaHuMaunn Ans OUHaM14ecKoro
HabnoaeHus.

MauneHTbl pacnpefensnucb B 3aBMCUMOCTU OT AnarHosa npu
NOCTYN/IEHNN B OCTPbIN Nepuoj, 4To NpeacTasneHo B Tabnuue 1.

Bo BCex Tpex rpynnax KONUYeCTBO MYXHYWH 3HAYUMO OTNU-
4anocb OT KOSIMYECTBA XEHLLMH B 3TUX xe rpynnax (p<0,05): B
nepsoi rpynne — 32 naumeHta (76,2%), B0 BTOPOI rpynne — 31
nauneHT (62%), a B TpeTben rpynmne KOAUYeCTBO MYXUUH COCTa-
Buno 40 nauyuenToB (81,6%). OfHAKO MeXrpynmnoBOe CpaBHeHue

Tabnuua 1. Pacnpegenexne nauueHToB B 3aBUCUMOCTH OT M-
arvo3a npu NocTynneHuu B OCTPbIi nepuop (*- p<0,05)

[narxo3s npu 1-9 rpynna, 2-9 rpynna, 3-4 rpynna,
NOCTYMJIEHUH N=42 N=50 N=49
PedhpakTepHas

HecTabunbHas 10(23,8%) 13(26%) 27(55,1%)*
CTeHoKapaus

He Q-sonHoBon UM 14(33,3%)*  7(14%) 8(16,3%)
Q- BonHosoi M 18(42,9%) 30(60%)* 14(28,6%)
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Tabnuua 2. lNoka3arenu gesuauun cermenta ST
14 rpynna

WcxoaHo B Mm 3-5 cyTkn B Mm

BenuynHa anesauuu cer-

MeHTa ST B MM 2,8+1,0

0,76+0,9

BenuyuHa genpeccun

cermenTa ST B MM 21510

0,270,1

He BbIIBMNO HUKaKuX oTnunymii (p>0,05). Mo Bo3pacTty goctosep-
HbIX OTNUYKIA B TpeX rpynnax He 6bino (p>0,05).

Y nauneHToB ¢ OKC Bpems 0T Hayana npucTynoB Jo paccma-
TpuBaembIx BugoB nevenus (OMT un YKB) BapbupoBano ot Yaca
[0 HECKOJIbKMX CYTOK. BONbLWMHCTBO 60JIbHbIX B 1-1 rpynne — 25
yenosek (61%) — nocTynunn nocne 72 4acos 0T Hayana npucTy-
na, NpuUBeALLero K pecrabunusauum coctosHus. Megmana Bpe-
MEHU Yy Takux nauueHToB coctasuna 89,4+17,5 vacos, a BO 2-i
rpynne 75,3+4,1 yacos (p<0,05). Bo 2-i rpynne npesanvposanu
60nbHble, nocTynueime Ao 12 vyacos — 35 4enosek (70%), 4to
NPUHLMNUANBHO COOTBETCTBYET PEKOMEHAYEMbIM CTpaTernsim
(p<0,05). bonbluMHCTBY NauneHToB 3-i rpynnsl — 33 YenoBeka
(67,3%) — 6bIn0 npoBepeHo YKB Yepe3 mecsl nocne Toro, Kak
nponsoLuna crabunmsaums nocne MeaukameHTO3HOrO JieYeHNs B
pa3nuyHbIX ctaumoHapax no nosogy OKC.

Bce naumeHTbl UMeni pasfinyHble ULEMUYECcKe U3MEHEHUS Ha
9KT B ocTpom nepuoge. OuHamky 3Kl nokasatenei MCXOOHO W
Ha 3-1 CYTKM Nocne BMeLLATeNbCTBA OLEHNBAN N0 CeayoLum
Kputepusam: 1) nogbem/genpeccus cermenta ST B MM; 2) npo-
LiEHTHOE CHUXeHMe anesauuu cermeHta ST B 0TBeJEHUM C Hau-
BbICLLUMM €ro noAbemom; 3) pesugyanbHas 4enpeccus cerMeHta
ST HesaBMCUMO OT OTBEAEHUS HA 3 CYTKM NOCIe BMeLaTenbCTBa.

CTATUCTUYECKWE METO/1bl NCCNENOBAHNA

MMony4eHHble AaHHble 06paboTaHbl HA KOMMbIOTEPE C UCMOSb-
30BaHNEM CTaTMCTU4eCKOM nporpammbl SPSS statistics 17v.
CpaBHeHMe cpeaHWUX MokasaTeneidl NpOM3BOAMAN C MOMOLLBIO
CTaHAAPTHbIX METO0B BapUaLMOHHON CTAaTUCTUKN MeaMKO-610-
norunyeckoro npocpuns. MNposogunacs NpoBepka pacnpeaeneHus
nepeMeHHbIX C NoOMOLLbIo TecTa KonmoropoBa-CmupHoBa. B cny-
4yae HOPManbHOro pacnpefeneHns nepeMeHHbIX UCMNoNb30BaNK:
t-kputepnii CTblofeHTa, 0JHOMAKTOPHbIA ANCNEPCUOHHBIN aHa-
nn3 (ANOVA). Mpu pacnpegeneHun nepemeHHbIX, He noppato-
LUXxcsa HopmanbHomy pacnpepeneruto: U-kputepuin MaHHa-Yut-
HU, KpUTEPUI 3HAKOB YUNKOKCOHA, KpuTepun Knackena-Yonnuca,

60
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20

o 2

Hoxogno

3-5 cyTrE

Cymem

PucyHok 1. lMokasatenu ®B ucxofHo u nocne npouegypbl

24 rpynna
MpoueHT BO3- MpoueHT BO3-
BpaLeHHs OT WcxogHoB MM  3-5 CyTKM B MM BpaLLeHus OT
MCXOZHOr0 B % MCXOAHOro B %
72,8%* 3,76£2,2 1,7¢1,0 45,2%
87,1%* 2.23+0,8 1,5+0,2 67,2%

®puamana. Mpy cpaBHeHMN HOMUHANBHBLIX 3HAYEHUIA NONb30Ba-
nncb kputepunem x2-NMupcona.

PE3YJIbTATDI

Kak nokasaHo B Tabnuue Ne2, Hanbonee BbipaXKeHHblEe NOKa3a-
TENN CHKeHUs cermeHTa ST nofyyeHbl B rpynne ¢ 0TCPOYEHHbI-
mun HKB.

lMpOLEHT CHMWKeHUs cermeHTa ST B UCCReayeMOoii rpynne co-
ctaBun 72,8% y 60nbHbIX C anesauuen u 87% — BO3BpaLLEeHMs
cermeHTa ¢ genpeccueit cermenTa ST. IMpu 3TOM B CpaBHEHUN C
2-1 rpynNnow HailaieHa 4O0CTOBEPHAN PasHuLA Mo 3TOMY KPpUTEPULD
(p<0,05), rae paHHble nokasatenn coctaBunn 45,2% wn 67,2%,
COOTBETCTBEHHO.

Heo6Xx0auMo 3aMeTUTb, YTO KOSINYECTBO NALWMEHTOB, NOMYy4aB-
wux TI1T B 1-i rpynne, 6bI710 4OCTOBEPHO MEHbLLE, YeM BO 2-i
rpynne (4,8% un 40%, cootBetcTBeHHO, p<0,05). B noarpynne
TIT 2-i rpynnbl NPOLIEHT BO3BPaLLEHMS cermenTa ST K M30nnHuu
cocTtaun 50%, 4TO TaK )Xe AOCTOBEPHO OTANYANOoCh 0T NalueH-
T0B ¢ OKC ¢ nogbemom ST 1-i rpynnsl (p<0,05).

Cpean naumenToB ¢ OKC ¢ nogbemom ST (27(79,4%)) BXoau-
N B KaTEroputo HU3KOro pucka (<1 Mm pesnayanbHoro nogbema
cermeHTa ST). CpeaHss BennynHa coctasuna 0,43+0,3 mm. Torb-
KO 3 nauueHTa BXOAWAK B rpynny BbICOKOTO pUCKa CO CPeaHUM
3HaveHmem 3,3+0,6 mm. Bee naumentbl ¢ OKC 6e3 nogbema ST
U3 mccneayemon rpynnbl UMeNN pesuayanbHoe OTKNOHeHue ST
<1 MM, B cpefiHeM OHO coctasuno 0,56x0,3mm. Bo 2-it rpynne
cpean nauuentoB ¢ OKC cn ST cpedHss BenWYMHA OCTaTOYHO-
ro oTKnoHeHust ST y 14 6onbHbIX (35,9%) coctasuna 0,64+0,4
MM. B noarpynny cpefHero pucka Bowunin 2 naumedta (5%), rae
cpenHas cocrasuna 1,5£0,1 mm. Y 23 naumeHTtos (58,9%), Bxoas-
KX B MOArpynny BbICOKOr0 pucka, cpeaHas coctasuna 3,4+1,3
mM. Cpeamn naumentoB 2-i rpynnbl ¢ OKC 6e3 nogbema ST, y 6
NauMeHTOB 0CTaTOYHAN Aesnaumnsa B cpegHem pasHsanack 0,5+0,4
MM. B nogrpynny ¢ BbICOKMMU PUCKaMK BOLLAN 5 6ONbHBIX, e
cpegHss cocrasuna 3,4+2,07 mm. lpu MeXrpynnoBom CpaBHe-
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Pucynok 2. NMokasatenu KJAP JIX ucxogHo v nocne npouegypbl
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OCTPbIVI KOPOHAPHbIVI CYIHOPOM

HUK GbiNa onpefeneHa AOCTOBEPHAS PasHULA NO KPUTEPUIO pe-
31AYyanbHOro oTKNoHeHus cermenTa ST (p<0,05).

Ha pucynkax Ne 1, 2, 3 npeAcTasieHa guHammka nokasaresiei
IXOKr ncxofHo 1 Ha 3-5 cyTku nocne NpPOBEEHHOr0 JeHeHus B
KaXgomn rpynne.

Mokazatenn ®B JIXK y nauneHToB 1-i n 2-i rpynnbl cTatu-
CTUYECKM HE Pasnuyanicb Npu NocTyniaeHnn B CTalLMoHap, Tak
xe kak n KCP JIXK. WcxogHas ®B JIXK B 1-it rpynne 6bina ao-
CTOBEPHO MeHbLLE, 4eM Y NauneHToB 3-it rpynnbl, Toraa kak KGP
JDK 6bin 3Hayumo Bbiwe (p<0,05). CpeaHne 3HaveHns KOP JK
NPy NOCTYNIEHUM He UMenu pasnuyuin cpeau rpynn. CpegHss ®B
JTK [0 npoBOLMMOrO JIe4eHUs y uccnesyemoii rpynmbl COCTaBU-
na 49,3+12,7, KOP JXK npun atom pasHsancs 55,1+5,6, KCP JTXK
40,45+7,9. Mexay Tem cHmxeHue ®B JTXK Huxe 65% Habnopa-
noce B 1-i rpynne y 39 (92,8%), Bo 2-i rpynne —y 45 (90%) n B
3-i rpynne — y 38 (77,5%) nauneHToB. Kak MOXHO 3amMeTuTb, B
NPOLEHTHOM COOTHOLLEHWUM 6OJIbHbIE C UCXOAHO CHMKEHHON OB
JIK npesanupoBanu BO 2-ii rpynne, XoTA CTaTUCTUYECKON pas-
HULbI MEXY rpynnaMu BbIBNEHO He 6b1710.

Mocne nposeaeHHOro nedverns ®B JIK y 6onbHbIX 1-i rpyn-
nbl coctasuna 54,4+11,6%, 410 [OCTOBEPHO OTANYaNoChL OT
2-ih Tpynnbl, rae AaHHbIA nokasartens coctasun 51,18+10,2%
(p<0,05). HecmoTps Ha To, 4TO cpeaHas BenuynHa ®B JIK nocne
CTEHTMPOBaHKA Obla Camoii BbICOKOW B 3-1 rpynne, 4OCTOBep-
HOW AWHAMMWKW MO 3TOMY MOKasarento He Habnoganocs (p>0,05).
Tak e 0TCYTCTBOBAJIAa JOCTOBEPHOCTL B AMHAMMKE BO 2-1 1 B 3-11
rpynne no nokasarenam KAP JIK (53,88+4,6 n 53+5,5 mm, co-
oTBeTcTBeHHO) U KCP JIXK (37,7546,0 n 37,08+5,5 MM, co0TBET-
CTBEHHO) Noce NpoBeAeHHOro neyeHms. Hanpotus, B 1-it rpynne
0TMeyanach BblpaXeHHas AMHaMUKa JaHHbIX CPeLHUX NoKasare-
fneit B CTOPOHY YMeHbLUeHUs pa3mepoB JIXK nocre 0TCpoYeHHbIX
HKB (KOP JIXK — 53,55£6,7 MM, KCP JIXK — 37,93+7,2 mm).

CMepTHOCTb B TeYeHMe rocnutanusaumm coctasuna 3(7,1%) B
1-it rpynne n 9(18%) Bo 2-in rpynne (p<0,05). B 3-i rpynne ne-
TaNbHbIX CNy4aeB 3apermcTpupoBaHoO He 6bIno.

0bCYXIIEHUE

[NaBHbIM Pe3ynbTaTOM [JAHHOTO MCCNeA0BaHWS SIBASETCS TO,
410 YKB 06€CneymBatoT NyyLIne HeNOCPECTBEHHbIE PE3YNbTaThl,
J@Xe eCnit OHU BbIMOMHAKTCS B 60nee No3HME CPOKM OT Havana
cumntomoB OKC. BonbHble ¢ OKC ¢ nogbemom cermenta ST B
OOMbLUKHCTBE Cy4aeB UMeNN NoKa3aHus K MHBa3WBHOIA cTpaTe-
rM HECMOTPS Ha MO3[HUE CPOKM, Yy BONbLUNHCTBA UMENNCH Mo-
CTUH(APKTHAs CTEHOKApAWs, HecTabuNbHas reMouHamMmmka unm
HapacTaHue nwemumn Ha IKI. PaHee 6bI10 NOKA3aHO, YTO CHIKE-
Hue cermeHTa ST nocne peBacKynsipu3aunn, a UMeHHO NPOLIEHT-
HOE ero CHUKeHNe B 0TBEJEHUI C MaKCUMAasbHOI 3neBaLuen, sB-
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PucyHok 3. Mokasatenu KCP JIX ucxogHo 1 nocne npoueaypb!

NSeTCA HEe3aBUCKUMbIM MOKa3aTeNieM, YKa3blBaloLLM Ha NPOrHo3.
B Hawem uccnegoBaHMN HanbonbLUEe CHIDKEHWe cermeHta ST
Habnganocsk B rpynne «nepsu4Horo» YKB. Ewle ogHum KT no-
Kasatenem 3(eKTUBHOCTA penepdy3um 1 NporHo3a ABnseTcs
pe3nayanbHas anesauns cermeHta ST B nto6om IKI 0TBEAEHUM
nocrne pesackynspusauuu [12]. B Hawwem nccnegosadum atot no-
KasaTeslb TaKXXe CHU3WICA JOCTOBEPHO 60MbLLE B rpynmne NepBuY-
Horo YKB.

MepsuyHoe YKB, HecmOTpss Ha OTCPOYEHHOCTb NPOLEaypbl,
0Ka3anocb Hanbonee aPAEKTUBHLIM B BOCCTAHOBIIEHUN (DYHK-
U JIK faxke no CpaBHEHMIO C NaLMeHTamMm, NoAYYMBLLUMUN paH-
HIOI0 TPOMOOSIUTUYECKYIO Tepanuio.

bonee TOro, rocnutanbHas CMepTHOCTb 6blfa [AOCTOBEPHO
HWXe B rpynne nepeuyHoro HYKB no cpaBHeHWO ¢ rpynnon me-
ANKaMEHTO3HOM Tepaniu, a NoKasaTesin CMepPTHOCTI B OCHOBHOIA
rpynne COOTBETCTBOBA/NN JaHHbIM APYrux aBTopos [13].

Takum 06pa3om, B ycnosusax KeiproidctaHa ¢ aedouumTomM co-
BPEMEHHbIX MeJMKaMEeHTOB, 0COOEHHO MeLMKAMEHTOB, BAUAIO-
LLIMX Ha CMCTEMY CBEPTbIBAHUS KPOBM, HELOCTATOK MEANLIMHCKON
annaparypsl, nepsuyHble HKB, nake HecmoTps Ha 6onee no3j-
HUEe CPOKW NPOBEAEHMS B CBA3N C COLMANTbHO-3KOHOMUYECKUMN
W NOTUCTUYECKUMM TPYAHOCTAMM, 06ECMEYMBAIOT NyYLUNe Heno-
CPeACTBEHHbIE Pe3yNbTaTbl N0 CPABHEHMIO C MeAUKAMEHTO3HON
Tepanueil, Kak B nnaHe 6auXanLiero NPorHo3a, Tak 1 B KUHM-
KO-(DYHKLMOHANbHOM CcOCTOSHMW. OThaneHHble pesynbTatbl W
aHanu3 NPOrHOCTUYECKNX (DAKTOPOB TPeOYOT AaNnbHEALINX UC-
CNneaoBaHnin Ha 60NbLIEM KONMYECTBE UCCNeyeMbIX NALWNEHTOB.
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ABSTRACT

Objective. Percutaneous coronary interventions (PCI) have
long been an effective tool in the treatment of acute coronary
syndromes (ACS), and timely interventions in such patients have
great importance. However, due to socio-economic difficulties, it
is not always possible to treat adequately this acute condition,
in accordance with established international criteria. This gives
an opportunity to investigate the results of the practical approach
to delayed percutaneous coronary interventions in patients with
acute coronary syndrome.

Purpose. Evaluate the immediate results of delayed percutaneous
coronary interventions in patients with acute coronary syndrome.

Methods. In this study were included patients with ACS who
received coronary angiography with stenting of coronary arteries
(«acute» PCI group, 42 patients), patients who were treated by
medical therapy for ACS in the hospital without possibility of PCI
(50 patients), and medically stabilized patients after ACS, which
were given for angiography and PCI. (average, 30 days after ACS,

Information about authors:

49 patients). The groups did not differ in basic demographic and
clinical characteristics. Standard clinical, electrocardiographic
(ECG) and echocardiographic (ECHO) data were evaluated.

Results. In the PCI groups, angiographic success was achieved
in 100%. The average time from the symptoms onset to PCl in the
«acute» group was 89.4 hours. In the «acute» group, mortality
was 3 patients (7.1%), and in the medical therapy group, mortality
was 18% (p <0,05). In the «acute» group two patients had cardiac
adverse events, and at presented they had a cardiogenic shock
symptoms, one patient died from complications due to major
bleeding. The positive dynamics of ST segment recovery on the
ECG and ECHO parameters was more pronounced in the «acute»
PCI group.

Conclusions. Despite on the time delay, PCl in ACS is more
effective method of restoring myocardial function even in
comparison with patients who received early thrombolysis.

Key words: percutaneous coronary interventions, acute
coronary syndrome.
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ACUTE CORONARY SYNDROME

INTRODUCTION

In recent years, the European Society of Cardiologists (ESC),
the European Association of Cardiothoracic Surgery (EACTS) and
other international associations of cardiologists have issued quite
a few recommendations on myocardial revascularization in acute
coronary syndrome (AGCS).

Timeliness is a very important factor in the effectiveness of
revascularization in  ACS. Numerous controlled studies have
shown the relationship between the total time of ischemia, that is,
between the onset of symptoms and reperfusion (thrombolysis,
mechanical reperfusion, or PCI) with a prognosis for the success of
revascularization [1,2]. Reperfusion by primary PCI is indicated to
all patients with a symptomatology duration less than 12 hours and
persistent ST elevation or an anticipated, first complete left bundle
branch block [3,4,5]. According to many authors, reperfusion by the
primary PCl method should be also considered for patients after 12-48
hours from the onset of symptoms [6,7,8]. The time from admission
to the primary hospital until the restoration of blood flow in the infarct
related artery must be within the interval less than 120 minutes, which
is associated with less hospital-acquired mortality [9,10].

With ACS without ST segment elevation, the time of angiography
and revascularization is not so clear. The choice of tactics is based
on the patient's risk profile. Patients at very high risk should
undergo early angiography (within 2 hours). Patients at high-risk
with at least one primary criterion (regular increase or decrease
of troponin, dynamic changes in ST and T, GRACE> 140) should
receive invasive care within 24 hours, which looks like an adequate
time interval. In subgroups of lower risk, with GRACE <140, but
with at least one secondary criterion (diabetes mellitus, renal
failure, ejection fraction <40%, early postinfarction angina, recently
performed percutaneous coronary intervention (PCI), coronary
artery bypass grafting history) it’s possible to delay the invasive
intervention without increasing the risk, but it is performed during
the same hospitalization, preferably within 72 hours of admission.
In low-risk groups without recurrent symptoms, a non-invasive
evaluation of provoked ischemia should be performed before
discharge [11].

Obviously, in patients with ACS, the timeliness of interventions
is very important. However, due to socio-economic and logistical
difficulties, itis not always possible to meet deadlines in accordance
with established international criteria and standards. In this regard,
this study analyzed the results of the practical approach to the
tactics of «forced» delayed PCI in patients with ACS.

The aim of the study was to assess the immediate results of
delayed PCl in patients with ACS.

MATERIAL AND METHODS

The research was carried out retrospectively. It included 141
patients, which were divided into three groups. The study group
Ne 1 consisted of 42 patients, to whom from 2013 to 2016 PCI
because of ACS were performed. The second group (control
group) consisted of 50 patients who were admitted urgently with
the diagnosis of ACS to the cardioresuscitation department of the
clinic without the possibility of angiography and who received
optimal medication, (in 40% (20 patients) of cases, thrombolytic
therapy (TLT) was used). The third group consisted of 49 patients
who underwent PCI on various terms after their stabilization. The
results obtained in the last group were compared with the purpose
of determining the need for PCI.

The diagnosis of coronary heart disease (CHD) was made to all
patients upon admission on the basis of complaints, anamnesis,

clinical manifestations and various additional examination
methods. Electrocardiographic (ECG) data were also evaluated:
the ST segment dynamics, and echocardiographic (ECHO) data
in dynamics: ejection fraction (EF), end-diastolic size of the left
ventricle, and end-systolic size of left ventricle. Patients of the
1st and 3rd groups underwent coronary angiography, followed by
stenting of the coronary arteries. Stenting of the coronary arteries
was carried out after obtaining informed consent. All patients
received a loading dose of acetylsalicylic acid 500 mg, clopidogrel
600 mg in the absence of these drugs in basic daily therapy.
Immediately prior to PCI, intraarterially administration of 5000 units
of heparin was administered. The number of implantable stents in
stable patients depended on the number of affected arteries with
hemodynamically significant stenoses/ occlusions and the patient's
material condition. In patients with ACS, the infarct-related artery
(ISA) was mainly stented. If there is a possibility on the part of
the patient, after the implantation of the stents in the ISA, stenting
of the remaining hemodynamically significant stenosis of different
localization was performed to increase the completeness of
myocardial revascularization. Stenting of arteries, not associated
with zone of the infarction / ischemia, was performed only in
case of adequate clinical picture, stable hemodynamics, absence
of negative ECG dynamics, presence of angiographic data on
adequate filling (gradation TIMI 2, 3) of ISA after stent implantation.
For the procedures, stents with coating and without coating were
used, the choice of which depended on the anatomy of the lesion,
the presence of concomitant diseases, the material situation of the
patient. After the procedures, the patients were transferred to the
intensive care unit for dynamic observation.

Patients were distributed depending on the diagnosis at
admission during the acute period, which is presented in table 1.

In all three groups, the number of men significantly differed from
the number of women in the same groups (p<0.05): 32 patients
(76.2%) in the first group, 31 patients (62%) in the second group,
and in the third group, the number of men was 40 patients (81.6%).
However, the intergroup comparison did not reveal any differences
(p>0.05). By age, there were no significant differences in the three
groups (p>0.05).

In patients with ACS, the time from the onset of seizures to
the types of considered treatment (OMT and PCI) varied from an
hour to several days. The majority of patients in the first group -
25 people (61%) — entered the hospital after 72 hours from the
onset of the attack, which led to destabilization. The median time
in these patients was 89.4+17.5 hours, and in the second group,
75.3#4.1 hours (p<0.05). In the 2nd group, there were patients
admitted to the hospital up to 12 hours — 35 people (70%), which
in principle corresponds to the recommended strategies (p<0.05).
The majority of patients of the third group — 33 people (67.3%) —
had PCI performed in one month after the stabilization after drug
treatment in various hospitals for ACS.

All patients had different ischemic changes on the ECG in an acute
period. The dynamics of the ECG of the indicators was assessed
initially and on the 3rd day after the intervention according to the

Table 1. The distribution of patients depending on the diagnosis
at admission during the acute period (*- p<0,05)

Diagnosis on 1st group, 2nd group, 3rd group,
admission N=42 N=50 N=49
Refractory g 0 0/ \*
unstable angina 10(23,8%) 13(26%) 27(55,1%)
Not a Q-wave MI 14(33,3%)*  7(14%) 8(16,3%)
Q-wave Ml 18(42,9%) 30(60%)* 14(28,6%)

1107|



Table 2. Indicators of deviation of the ST segment

1st group 2nd goup
Percentage Percentage
Initialy in mm 3-5 days,in mm  of return from Initialy in mm 3-5 days,in mm  of return from
source, in % source, in %
The value of ST segment o * 0
T o g e 2,8+1,0 0,76+0,9 72,8% 3,76£2,2 1,7¢1,0 45,2%
The value of ST segment 21410 0,27:0,1 87,1%* 293+0,8 15:0,2 67,2%

EFin %

depression in mm

following criteria: 1) ST segment elevation/ depression in mm; 2)
the percentage resolution in elevation of the ST segment in the
lead with its highest rise; 3) residual depression of the ST segment,
regardless of the withdrawal on day 3 after the intervention.

STATISTICAL METHODS OF RESEARCH

The received data was processed on a computer using the
statistical program SPSS statistics 17v. Comparison of the
average indicators was made using standard methods of variation
statistics of the medical and biological profile. The distribution of
the variables was tested using the Kolmogorov-Smirnov test. In the
case of a normal distribution of variables, we used: Student's t-test,
single-factor analysis of variance (ANOVA). In the distribution of
variables that are not amenable to normal distribution: the Mann-
Whitney U test, the Wilcoxon sign criterion, Klaskel-Wallis criteria,
Friedman. When comparing the nominal values, the y2-Pearson
criterion was used.

RESULTS

As shown in table 2, the most the most prominent indicators of
the decrease in the ST segment were obtained in the group with
delayed PCI.

The percentage reduction in the ST segment in the study group
was 72.8% in patients with elevation and 87% in the return of
the segment with ST segment depression. At the same time, in
comparison with the 2nd group, a significant difference was found
in this criterion (p<0.05), where these indicators were 45.2% and
67.2%, respectively.

It should be noted that the number of patients who received TLT
in the 1st group was significantly less than in the 2nd group (4.8%
and 40%, respectively, p<0.05). In the subgroup TLT of the 2nd
group, the percentage of the return of ST segment to the isoline
was 50%, which was also significantly different from patients with
ACS with ST elevation if 1st group (p<0,05).

Among patients with ACS with an elevation of ST 27 (79.4%)
were included in the low-risk category (<1 mm residual rise

of the ST segment). The average value was 0.43+0.3 mm. Only
3 patients were included in the high-risk group with an average
value of 3.3+0.6 mm. All patients with ACS without ST elevation
from the study group had a residual deviation of ST <1 mm, on
average it was 0.56+0.3 mm. In the 2nd group, among patients
with ACS with ST elevation, the average residual ST deviation in
14 patients (35.9%) was 0.64£0.4 mm. The subgroup of average
risk included 2 patients (5%), where the average value was 1.5x0.1
mm. In 23 patients (58.9%) in the high-risk subgroup, the average
value was 3.4+1.3 mm. Among the patients of the 2nd group with
ACS without ST elevation, in 6 patients the residual deviation was
on average 0.5+0.4 mm. The subgroup with high risks included
5 patients, where the average value was 3.4+2.07 mm. In the
intergroup comparison, a significant difference was determined on
the criterion of residual ST-segment deviation (p<0,05).

Figures 1, 2, 3, 3 show the dynamics of ECHO parameters at
baseline and 3-5 days after treatment in each group.

The parameters of the ejection fraction (EF) of the left ventricle
(LV) in the patients of the 1st and 2nd group were not statistically
different at admission to the hospital, as well as end-systolic size of
left ventricle e. The initial ejection fraction (EF) of the left ventricle
(LV) in the 1st group was significantly less than in the patients of
the 3rd group, whereas the end-systolic size of left ventricle was
significantly higher (p<0,05). The average values of end-diastolic
size of the left ventricle at admission did not differ among groups.
The average ejection fraction of left ventricular before the treatment
in the study group was 49.3+12.7, the end-diastolic size of the left
ventricle was 55.1+5.6, the end-systolic size of left ventricle was
40.45+7.9. Meanwhile, a decrease in the left ventricular ejection
fraction below 65% was observed in the 1st group in 39 (92.8%),
in the second group in 45 (90%) and in the third group in 38 (77,
5%) patients. As can be seen, in the percentage ratio, patients
with initially decreased ejection fraction of left ventricular were
prevalent in the 2nd group, although no statistical difference was
observed between the groups.

After the treatment, the ejection fraction of left ventricular in
patients of the 1st group was 54.4+11.6%, which significantly
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Figure 1. The parameters of the ejection fraction (EF) initially and
after the procedure

Initially
3-5 days

Figure 2. Indicators of end-diastolic size of the left ventricle
initially and after the procedure
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Figure 3. Indices of the end-systolic size of left ventricle initially
and after the procedure

differed from the 2nd group, where this index was 51.18+10.2%
(p<0.05). Despite the fact that the mean ejection fraction of left
ventricular after stenting was the highest in the 3rd group, there
was no reliable dynamics of this indicator (p>0.05). There was
also no confidence in the dynamics in the 2nd and 3rd groups
in terms of end-diastolic size of the left ventricle (53.88+4.6 and
53+5.5 mm, respectively) and the end-systolic size of left ventricle
(37.75£6.0 and 37.08+5.5 mm, respectively) after the treatment.
On the contrary, in the 1st group there was a pronounced dynamics
of these average indicators in the direction of decrease of size of left
ventricle after delayed PCl (end-diastolic size of the left ventricle —
53,55£6,7 mm, end-systolic size of left ventricle — 37,93+7,2 mm).

The mortality during hospitalization was 3 (7.1%) in the 1st
group and 9 (18%) in the 2nd group (p<0.05). In the third group
we didn’t register any lethal cases.

DISCUSSION

The main result of this study is that PCl provides better immediate
results, even if they are performed at a later date from the onset of
symptoms of ACS. Patients with ACS with ST segment elevation
in most cases had indications for an invasive strategy despite late
terms, most had post infarction angina, unstable hemodynamic,
or an increase in ischemia on the ECG. Previously, it was shown
that a decrease in the ST segment after revascularization, (it's
percentage decrease in the lead with maximum elevation), is an
independent indicator, determining a prognosis. In our study,
the greatest decrease in the ST segment was observed in the
«primary» PCI group. Another ECG indicator of the effectiveness of
reperfusion and prognosis considered residual ST elevation in any
ECG lead after revascularization [12]. In our study, this indicator
also decreased significantly more in the primary PCI group.

Primary PCI, despite the delayed procedure, proved to be most
effective in restoring left ventricle function even in comparison with
patients who received early thrombolytic therapy.

Moreover, hospital mortality was significantly lower in the group
of primary PCl compared with the group of drug therapy, and
mortality in the main group was consistent with the data of other
authors [13].

Thus, in the conditions of Kyrgyzstan, with a shortage of
modern medicines, especially medications that affect the blood
coagulation system, the lack of medical equipment, primary
PCI, even despite the later timing of interventions due to social,
economic and logistical difficulties, provide better immediate
results in comparison with drug therapy, both in terms of the
nearest forecast, and in the clinical and functional state. Long-term
results and analysis of prognostic factors require further survey on
a larger number of studied patients.
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