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Epidemiologia SAP

Prevalencia anginy sa vyrazne zvysuje s vekom u obidvoch
pohlavi:
z0,1-1,0 %u zien vo veku 45 - 54 rokovna 10 - 15 % u
Zien vo veku 65 - 74 rokov

Prevalencia u muzov stdpa z 2 - 5 % vo veku 45 - 54 rokov
na 10 - 20 % vo veku 65 - 74 rokov.

Predpoklada sa, Ze vo vdcsine eurdpskych krajin trpi v
populdcii anginou pektoris 20 000 az 40 000 os6b/milion
obyvatelov

Odhad pre Slovensko 100 - 200 tis. pacientov so
stabilnou AP



Klinicka klasifikacia bolesti na

Typicka AP

(ista)

Atypicka AP
(pravdepodobna)

Bolest na hrudniku
nekardiologického pdvodu

spifa tri z nasledovnych priznakov:

» dyskomfort za sternom s charakteristickou
kvalitou a trvanim

» vyvolana zatazou alebo emocnym stresom

» odoznie v pokoji a/alebo po nitroglycerine

spliia dva z uvedenych priznakov

spliia jeden alebo Ziaden z uvedenych priznakov

Guidelines on the management of stable angina pectoris: executive summary

The Task Force on the Management of Stable Angina Pectoris of the European Society of Cardiology

European Heart Journal 2006:27:1341-1381

hrudniku
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Klasifikacia zdavaznosti AP podl'a Kanadske
kardiovaskularnej spolocnosti (CCS)

Trieda Urovei symptomov

Trieda | ,bezna aktivita nevyvola AP“, AP iba pri silnej alebo rychlej
alebo dlhsej telesnej zatazi

Trieda li ,mierne obmedzenie beznej aktivity“, AP pri chddzi alebo pri
rychlom stupani po schodoch, pri chddzi do kopca, pri zatazi
po jedle, v chladnom pocasi, ked je v emocnom strese, alebo
len pocas prvych niekolko hodin rano po prebudeni

Trieda lll  ,vyznamné obmedzenie beznej fyzickej aktivity”, AP pri chddzi
po rovine v dizke 1 — 2 blokoch?, alebo pri chddzi hore
schodmi jedno poschodie normalnym tempom a pri
normalnych podmienkach?

Trieda IV, neschopnost vykonavat akukolvek telesnu ¢innost bez
dyskomfortu na hrudniku® alebo ,AP v pokoiji®

agkvivalentné vzdialenosti 100 — 200 m

Guidelines on the management of stable angina pectoris: executive summary
The Task Force on the Management of Stable Angina Pectoris of the European Society of Cardiology
European Heart Journal 2006:27:1341-1381




Porovnanie demografie pacientov s KCHS

podl'a najvyznamnejSich RCT

HOPE 2000 EUROPA 2003 ACTION 2004 PEACE 2004

Patient number 9297 10 500 7765 8290
Age (years) 66 60 63 64
Male 73.5 75.5 80 82
History of myocardial infarction 52 64.9 52 35
Peripheral vascular disease ) 7.3 13 NA

Hypertension 47 27 52 46
Diabetes 38 12 14 1/
Hypercholesterolaemia 65 63 63 NA

Smoking 14 NA 18 14
Aspirin 75 92 71 90
Lipid-lowering drugs 28 57 68 70
Beta-blockers 39 62 80 60
Ca antagonists 47 32 NR/22 (in past) 36
Nitrates NA 43 77 NA

HR (beats/min) 69 68 64 NA

SBP (mmHg) 139 137 137 134

DBP (mmHg) 79 82 80 78

Poole-Wilson PA et al. Eur Heart J Supplements (2006) 8



Prevalencia HTN podl'a veku a

pohlavia
Prevalence of hypertension (%)
100
M Men B \Women 803
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Data for established market economies (US, Canada, Spain,

England, Germany, Greece, Italy, Sweden, Australia, Japan) Kearney et al. Lancet 2005;365:217-23



Guidelines on the management of stable angina pectoris: executive summary

The Task Force on the Management of Stable Angina Pectoris of the European Society of Cardiology
European Heart Journal 2006:27:1341-1381

Suahrn odporuéani Eurépskej kardiologickej spolo€nosti pre manazment stabilnej anginy pektoris.
Cardiol 2007;16(2):72-103

Artériova hypertenzia, diabetes mellitus a iné ochorenia

Sucasn€ pritomné ochorenia je potrebn€ adekvatne liecit. Mi-
moriadnu pozornost si zasluzi Sprava o prevencii kardiovaskular-

nych ochoreni (71), ktora navrhuje znizit prah tarmakologickej liecby
art€riove) hypertenzie na 130/85 mmHg u pacientov s rozvinutym
koronarnym ochorenim srdca (zahina pacientov s AP, neinvazivne
alebo invazivne potvrdenie koronarneho ochorenia). Pacienti so




Stratifikdcia KV rizika do 4 kategorii

The Task Force for the Management of Arterial Hypertension of the European Society of Hypertension (ESH) and of the European

Society of Cardiology (ESC) Eur Heart J 2007; Odporiacania pre manazment artériovej hypertenzie 2007, Cardiol 2007
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Ziadne iné RF

>3 RF, MS, PO

Diabetes

Manifestna KV
alebo obli¢kova
choroba

Zacatie

Normalny

STK 120-129 alebo
DTK 80-84

Bez liecby

Zmeny Zivotného
Stylu

Zmeny Zivotného
Stylu

Zmeny Zivotného
Stylu

Zmeny Zivotného
Stylu

+ okamzite medik.
liecba

RF = rizik. faktoF, PO="poskod

Vys§i normalny

STK 130-139 alebho

DTK 85-89

Bez lie¢by

Zmeny Zivotného

Stylu

Zmeny Zivotného
Stylu

+ uvazit’ medik.
liecbu

Zmeny Zivotného
Stylu

+ medik. lieéba

Zmeny Zivotného

Stylu

+ okamzite medik.

liecba

HT 1. stupiia

STK 140-159 alebo
DTK 90-99

Zmeny Zivotného
Stylu pocas niekol’ko
mesiacov, potom
medik. lie¢ba ak trva
vysoky TK

Zmeny Zzivotného
Stylu pocas niekol’ko
tyzdiov, potom
medik. lie¢ba ak trva
vysoky TK

Zmeny Zivotného
Stylu

+ medik. liecba

Zmeny Zivotného
Stylu

+ okamzite medik.
liecba

HT 2. stuprnia

STK 160-179 alebo
DBP 100-109

Zmeny Zivotného
Stylu pocas niekol’ko
tyzdiov, potom
medik. lie¢ba ak trva
vysoky TK

Zmeny Zivotného
Stylu pocas niekol’ko
tyzdiov, potom
medik. lie¢ba ak trva
vysoky TK

Zmeny Zivotného
Stylu

+ medik. lieéba

Zmeny Zivotného
Stylu

+ okamzite medik.
liecba

antihypertenzivnej liecby

HT 3. stupna
STK >180 alebo
DTK >110

Zmeny
Zivotného Stylu

+ okamzite
medik. liecba

Zmeny
Zivotného Stylu

+ okamzite
medik. lie¢ba

Zmeny
Zivotného Stylu

+ okamzite
medik. lie¢ba

Zmeny
Zivotného Stylu

+ okamzite
medik. lieéba




Antihypertenzivna liecba: preferované lieky

The Task Force for the Management of Arterial Hypertension of the European Society of Hypertension (ESH) and of the European
Society of Cardiology (ESC) Eur Heart J 2007; Odporucania pre manazment artériovej hypertenzie 2007, Cardiol 2007

Klinicka prihoda

Prekonana NCMP akékol'vek antihypertenzivum
Prekonany IM p-blokator, ACEI, ARB

Angina pectoris p-blokator, BKK

CHSZ diuretikum, p-blokator, ACEI, ARB,

antagonista, aldosterdnu
Fibrilacia predsieni
rekurujdca ACEL, ARB I
permanentna b-blokatory, nedihydropyridinovy BKK

Zlyhanie obli¢iek/proteiniria ACEI, ARB, sl'uckové diuretikum
Choroba periférnych artérii  BKK



Stavy zvyhodnujlice pouzitie antiHTN liekov oproti
inym liekom (1)

The Task Force for the Management of Arterial Hypertension of the European Society of Hypertension (ESH) and of the European
Society of Cardiology (ESC) Eur Heart J 2007; Odporucania pre manazment artériovej hypertenzie 2007, Cardiol 2007

Tiazidove Betablokatory BKK BKK

diuretika (dihydropyr..)  (verap./diltiaz.)
ISH (starsi) Angina pectoris ISH (starsi) Angina pectoris
CHSz Stav po IM Angina pectoris Karoticka AS
Hypertenzia u CHSz Hypertrofia LK Supraventrikular
Ciernych na tachykardia

Tachyarytmie Karoticka/
Koronarna AS

Glaukom Gravidita

Gravidita Hypertenzia u
Ciernych



Stavy zvyhodnujice pouzitie” antiHTN liekov
oproti inym liekom (2)

The Task Force for the Management of Arterial Hypertension of the European Society of Hypertension (ESH) and of the European
Society of Cardiology (ESC) Eur Heart J 2007; Odporiacania pre manazment artériovej hypertenzie 2007, Cardiol 2007

ACE inhibitory Antagonisty Diuretika Sl'uckové
angiotenzinu  (antagonisty  diuretika
IT aldosteronu)

CHSZ CHSZ CHSZ ESRD

Dysfunkcia LK Stav po IM Stav po IM CHSz

Stav po IM Diabeticka
nefropatia

Diabeticka
nefropatia

Nediabeticka
nefropatia

Hypertrofia LK
Karoticka AS

Proteindria/
Mikroalbuminuria
Fibri. Predsieni

Metabolicky
syndrom

Proteindria/
Mikroalbuminuria

Hypertrofia I'avej
komory

Fibril. predsieni
Metabolicky
syndrom

Kasel navodeny
ACEI



Antihypertenzivna liecba pacientov
s koronarnou chorobou srdca (1)

The Task Force for the Management of Arterial Hypertension of the European Society of Hypertension
(ESH) and of the European Society of Cardiology (ESC) Eur Heart J 2007
Odporucania pre manazment artériovej hypertenzie 2007, Cardiol 2007;16(2):72—103

Antihypertenzivna liecba je prospesna aj u hypertonikov s
chronickou koronarnou chorobou srdca.

Benefit mozno ziskat’ roznymi liekmi a ich kombinaciami
(vratane kalciovych antagonistov) a ukazuje sa, ze sa
spaja so stupfnom znizenia TK.

Pozitivny GcCinok sa prejavil aj pri inicidlnej hodnote TK <
140/90 mmHg a dosiahnuti hodnoty TK okolo 130/80
mmHg alebo menej



Antihypertenzivna liecba pacientov
s koronarnou chorobou srdca (2)

The Task Force for the Management of Arterial Hypertension of the European Society of Hypertension
(ESH) and of the European Society of Cardiology (ESC) European Heart Journal 2007
Odporucania pre manazment artériovej hypertenzie 2007, Cardiol 2007;16(2):72—-103

» U pacientov po IM véasné podanie
betablokdtorov, ACE inhibitorov alebo
antagonistov angiotenzinového receptora
znizuje incidenciu opakovaného IM a smrti.

+ Tieto pozitivne (¢inky mozno pripisat’
specifickym ochrannym vlastnostiam uvedenych
liekov, ale tiez mozno pridruzenému malému
znizeniu TK



2007 Chronic Angina Focused Update of the
ACC/AHA 2002 Guidelines for the Management
of Patients With Chronic Stable Angina

Table 2. Cardiovascular Risk Reduction for Patients With Chronic Angina

2007 COR
2002 Chronic Angina Recommendations 2007 Chronic Angina Recommendations and LOE
Smoking
Assess tobacco use, Strongly encourage patient and Smoking cessation and avoidance of exposure to 1(B)
family to stop smoking and to avoid sacond-hand environmental tobacco smoke at work and home is
smoke. Provide counseling, pharmacological recommended. Follow-up, refarral to special programs,
tharapy (including nicotine replacemeant and and/or pharmacotherapy (including nicotine replacement)
buproprion), and formal cessation programs as is recommendead, as is a stepwise strategy for smoking
appropriate. cessation (Ask, Advisa, Assess, Assist, Arrange).
Blood Pressure Control
Initiate lifestyle modification (weight contral, physical Patients should initiate and/or maintain lifestyle 1(B)
activity, alcohol moderation, moderate sodium modifications—weight control; increasad physical activity;
restriction, and emphasis on fruits, vegetables, and moderation of alcohol consumption; limited sodium
lowfat dairy products) in all patients with blood intake; and maintenance of a digt high in frash fruits,
pressura greater than or equal to 130 mm Hg vegetablas, and low-fat dairy products.
systolic or 80 mm Hg diastolic. Add blood pressure Blood pressure control according to Joint National 1{A)
medication, individualized to other patient Conferance VIl guidelines is recommended (i.e., blood
requiremants and charactaristics (i.e., age, race, prassura less than 140,90 mm Hg or less than 130,/80
neszd for drugs with spacific benefits) if blood mm Hg for patients with diabetes or chronic Kidnay
pressure is not less than 140 mm He systolic or 20 disaase) (11).
mm Hg diastolic, or if blood pressure s not less For hypertensive patients with well established coronary 1{C)
than 130 mm Hg systolic or 85 mm Hg diastolic for artery dissasa, it is usaful to add blood pressure
individuals with heart failure or renal insufficiency medication as tolerated, treating initially with beta
{less than 80 mm Hg diastolic for individuals with blockers and,/ or ACE inhibitors, with addition of other
diabetes). drugs as needed to achisve targat blood pressure.
Lipid Management
Start dietary therapy in all patients (less than 7% Diatary therapy for all patients should include reduced intake 1(B)
saturated fat and less than 200 mg per dL of saturated fats (to less than T% of total calories), trans-
cholesterol) and promote physical activity and fatty acids, and cholesterol (to less than 200 mg per day).
waight management. Encourage increased Adding plant stanol/stercls (2 g per day) and/or viscous fiber lia (A}
consumption of omeaga-3 fatty acids. (greatar than 10 g per day) is reasonable to further lower
LDL-C.
Daily physical activity and weight management are 1(B)
recommended for all patients.
Consider omega-3 fatty acids as adjunct for high TG. For all patients, encouraging consumption of omega-3 fatty Ik (B)
acids in the form of fish* or in capsule form (1 g per day)
for risk reduction may be reasonable. For treatment of
elevated TG, higher dosas are usually necessary for risk
reduction.
Assess fasting lipid profile in all patients, and within Recommended lipid management includes assassment of a 1{A)
24 hours of hospitalization for thoss with an fasting lipid profile.
acute event. If patients are hospitalized, consider
adding drug tharapy on discharga. Add drug
tharapy according to the following guide:
LOL less than 100 mg per dL (basaline or on- a. LDL-C should be less than 100 mg per dL and 1{A)
treatment). Further LDLJowering therapy not
required. Consider fibrate or niacin (if low HDL or
high TG} [3. Reduction of LDL-C to less than TO mg per dL or high-dose lia {A)

statin therapy is reasonable.



Cardiovascular Risk Reduction for Patients With Chronic Angina

Blood Pressure Control

Patients should initiate and/or maintain lifestyle I(B)
modifications—weight control; increased physical activity;
moderation of alcohol consumption; limited sodium
intake; and maintenance of a diet high in fresh fruits,
vegetables, and low-fat dairy products.

Blood pressure control according to Joint National
Conference VIl guidelines is recommended (i.e., blood
pressure less than 140/90 mm Hg or less than 130/80
mm Hg for patients with diabetes or chronic Kidney
disease) (11).

For hypertensive patients with well established coronary
artery disease, it is useful to add blood pressure
medication as tolerated, treating initially with beta

blockers ancls_’or ACE inhibitors, with addition of other

drugs as needed to achieve target blood pressure.

2007 Chronic Angina Focused Update of the ACC/AHA 2002 Guidelines for the Management of Patients With Chronic Stable Angina
JACC Vol. 50, No. 23, 2007




BKK pri SAP

BKK zabranujd vstupu
kalcia do buniek hladkého
ciev a_myocytov, co vedie
k perifernej a korondrne;
vazodilatacii (DHP BKK), k
spomaleniu AV vedenia (non
DHP BKK) a k poklesu
kontraktility (negativne
inotropny e¥e 1)

pokles koronarnej
vaskularnej rezistencie
sprevadzany poklesom TK
vedie k znizeniu
kyslikovych poziadavok a k
zvyseniu koronarneho
prietoku

BKK redukuja vyskyt
anginoznych atakov a
ZV?’SUJU zat'azovu

toleranciu

Mali by sa pouzivat’
spolu s BB

v pripade, Ze BB si KT
- mozu byt nahradou

BKK - nonDHP

diltiazem v davke 240-
60 mg denne) su

efektivne v liecbe

vazospastickej AP alebo

Prinzmetalovej AP



Kratkoucinkujuce BKK vo vysokych davkach mozu
zvysit' riziko vzniku IM u hypertonikov ...

Psaty, BM et al. JAMA 1995

Relative risk of MI
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V stddii PREVENT - trojrocna liecba amlodipinom u 825 pacientov s
dokumentovanou KCHS redukovala potrebu revaskularizacie oproti
placebu (p =0.001): amlodipin redukoval incidenciu nestabilnej AP,

nezabranil vSak progresii koronarnych lézii, neznizil celkovd mortalitu
Pitt, B et al. Circulation 2000; 102:1503.

Placebo
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SAP - monoterapia v.s. kombinacna
terapia
+ Ak symptomy AP pretrvdvaju - vhodné pridat’ do
monoterapie d’alsiu liecbu.

- Ak pacient uziva BB, pridanie BKK najmd u pacientov
s HTN je vel'mi uzitocne.

* Priaznivy efekt kombinacnej liecby - stddia 397
pacientov so SAP liecenych 4 tyZdne monoterapiou
felodipinom alebo metoprololom.

o kombipaérgé.lieéba felo + meto bola podstatne
efektivnejsia ako monoterapia - predlZenie trvania
zat'aze

Emanuelsson H et al.. The TRAFFIC Study Group. Am Heart J 1999 May



ACE-inhibitory pri SAP

+ Liecba ACE-T u pacientov so SAP bez HTN
nepreukdzala jednoznacny benefit....

*  Malé randomizované stddie ukdzali mierne zlepsenie
zdt’azového Casu .

+V prospektivnej studii the QUASAR trial ACE-I
nepreukazali Ziadny benefit na ischémiu myokardu

» U pacientov so SAP a HTN su ACE-TI okrem
BB a BKK vhodné a uzitocné ..



Liecba SAP u starsich ...

The Cardiovascular Health Study - incidencia KCHS vo veku nad 65
rokov bola 16,3 a 5,8 na 1000 osdb/rokov u muZov a Zien

medzi vekom 75 a 84 bola 28,7 a 12,9

starsie osoby mdvaji zvyCajne zavaznejSi stupen KCHS ...

medikamentozna aj intervencna liecba byva u starsich vyznamne
poduzivana

casto atypické priznaky vratane ponamahovej dychavice ...
casta tichd ischémia myokardu ...

liecebny benefit nie d‘e _|pr-eukézan9 v RCT, nakol'ko tato skupina osob
byva menej casto v RC

Pritomnost’ komorbid casto komplikuje manazment ...



FOLLOW-UP u starsich so SAP

Pacienti so SAP vyZaduju sledovanie v pravidelnych intervaloch
hapr. 4-6 mesiacov pocas prvého roka a nasledne 4 - 12 mesiacov
v zavislosti od zavaznosti ochorenia a symptomatologie ...

Pri kazdej kontrole si treba viimat’ okrem zdkladnych
fyzikalnych parametrov aj zmenu fyzickej aktivity v zmysle
frekvencie, Castostia vyskK‘ru anginéznych atakov ako aj pripad.
zhorsenia komorbidnych ochoreni

Rutinné laboratdrne vysetrenia - glykémia, lipidovy profil, urea,
kreat., kalium, HTK.

EKG treba natocit’ vzdy pri zmene anamnézy, klinického nalezu,
pripadne aj pri zmene medikacie ....



ZAVER

» Viac ako 50% pacientov so
SAP a viac ako 70% vo veku
nad 65 rokov ma HTN ...
vdcsinou nedostatocne
kontrolovanu ....

Adekvatna kontrola HTN vedie
k signifikantnej redukcii:
- frekvencie stenokardit,

* hospitalizacii pre NAP a
revaskularizacné vykony ...

-k zlepseniu kvality zivota

+ BKK a betablokatory

s zakladnym
kamenom
farmakologicke
liecby (popri
Standartnej terapii
- ASA, statiny)

* v pripade

nedostatoéného
efektu u osob s
HTN a SAP su
vhodné ACE-I,

resp. sartany



Dakujem za pozor'nos‘r’




