LVEDP as a Predictor of Successful
Revascularization in Patients with Acute Coronary
Syndromes Undergoing Early Invasive Strategy

Thesis

Submitied for Partial Fulfillment of Master Degree
n C'amfo@y

Presented by

AHMED MOHAMMED SAID ISMAIL
(M.B., B.Ch.)

Under Supervision of

Prof. Dr. Said Abdel-Hafeez Khalid
Professor of Camﬁa/aﬂy

%:cu@ of Medicine - Ain Shams University

Dr. Mohammed Abd-Elzaher Abd-Allah
Lecturer of C&Wﬁo@y

%mu@ of Medicine - Ain Shams University

Faculty of Medicine
Ain Shams
University



DLy b s bl his
slxd e II¥US o @) LA e blul
b Bohudlly Soaldl JSAEI) 5 5 duil
Boladl Le Ui guol i) do)dlie by

Al JsSsisn

il Jae lansd dmas 2ana 2aa]
Al jall g Qhall (e gy S

8l ) Caad
WIS boixdl we wazw [/ ysdSudl S LY
45 gadll due Y1 5 ldl) B
s (e Anala - lall 4

4 J e ol e daxo /) giSul
4 seall dpe V) 5 QA ()
padi (e daala - lall 4408



Summary

Coronary artery disease (CAD) is the leading cause of
death all over the world. Acute coronary syndromes describe
a spectrum of clinical syndromes ranging from unstable
angina to NSTEMI and STEMI. Patients presenting with
ACS are divided into those with ST elevation or new left
bundle branch block, and those with NSTEACS which
includes transient ST elevation (lasting <20 minutes),
unstable angina, and NSTEMI (Aroney et al., 2001).

More than half of all myocardial infarction in unitated
states of America each year are classified as non Qwave
myocardial infarction are rising. Nevertheless, the clinical
course and prognosis of this type myocardial infraction and
best approach to management remain controversial. Since
patients with Q wave infarction reportedly have higher rates
of early and late ischemic complications, presumably
because of presence of viable but jeopardized myocardium
within the perfusion zone of infracted related artery, their
treatment has become more aggressive (William et al.,1998).

Management of high risk acute coronary syndromes by
early invasive strategy improve long term survival and
reduces late myocardial infarction and rehosptializatio for
unstable angina (Anthony et al.,2006).
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| ntroduction

Coronary artery disease (CAD) is a major cause of
mortality and morbidity in developed countries and Egypt
(Brorsson et al., 2001). Before developing the technique of
PCI, coronary artery bypass graft (CABG) had been the
standard and the only revascularization procedure (Woods et
al., 2005). Besides, CABG is proved to be effective in
improving angina symptoms for at least 1 year after the
operation (Edéll-Gustaffsson, 2002). Fortunately, there is an
alternative treatment for CAD, the PCI, which is an effective,
safe, less disabling and less expensive revascularization
procedure compared with CABG (Woods et al., 2005).

The PCI had become a more frequently used treatment
than CABG for CAD in most western countries as well as in
Egypt. Although the survival rate and functional status are
commonly used as the outcome measures for evaluating
treatments of CAD. According to Hlatky (2000), therefore, in
considering the effectiveness of a treatment, it is not enough to
assess the mortality rate alone; the effect of a therapy on
patients’ quality of life should also be taken into account. In
recent years, other than biochemical endpoints, health-related
quality of life (HRQoL) is considered as an important indicator
of health outcome in chronic diseases such as CAD (Benzer et
al., 2003).
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So earlier trials have shown that a routine invasive
strategy improves outcomes in patients with acute coronary
syndromes without ST-segment elevation. However, the
optimal timing of such intervention remains uncertain (Cannon
et al., 2001).

A routine invasive strategy is beneficial in high-risk
patients with acute coronary syndromes (Anderson et al.,
2008). In high risk patients with third heart sound, pulmonary
edema and severely ongoing ischemia, he has elevated left
ventricular end diastolic pressure (LVEDP) (Gregorg et al.,
2005).

The strongest predictors of mortality in ischemic heart
diseases were advanced age, left ventricular end diastolic
pressure (LVEDP), L.V ejection friction, systemic blood
pressure and renal insufficiency (Yun You Li et al., 2009).

Early intervention may be preventing ischemic events
that could occur while the patient is awaiting a delayed
procedure (Neumann et al., 2003). Alternatively, by treating a
patient with intensive antithrombotic therapy and delayed
intervention for several days, procedure related complications
may be avoided with intervention on a more stable plaque
(De Winter et al., 2005).

The question is left ventricular end diastolic pressure
(LVEDP) will be decrease after PCI in patients with acute
coronary syndrome and will be a predictor of outcome?
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Aim of the Work

To study using left ventricular end diastolic pressure
(LVEDP) after revascularization in high risk patients with acute
coronary syndrome without ST segment elevation myocardial
infarction undergoing early invasive strategy as predictor of
successful reperfusion.
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Hemodynamics and Diastolic Function

A. Introduction:

Hemodynamics is concerned with the mechanical and
physiologic properties controlling blood pressure and flow
through the body.

The hemodynamic component of the cardiac
catheterization procedure focuses on pressure measurements,
the measurement of flow (e.g., cardiac output, shunt flows, flow
across a stenotic orifice, regurgitant flows, and coronary blood
flow), and the determination of vascular resistances.

Yet, nowadays with the current improvement of non-
invasive  modalities of diagnostic procedures (e.g.,
echocardiography, CT and CMRI), less concern is directed
towards intra-cardiac pressure tracing. Recently, FFR has
established its role in assessment of functional significance in
coronary lesions.

To demonstrate the importance of assessment of left
ventricular end-diastolic pressure (LVEDP) in patients
presenting with acute coronary syndrome, we will try to focus
on the diastolic side of the hemodynamics of the heart.
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