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Niereninsuffizienz und ACS: Bedeutung fir das
Procedere und die Prognhose !
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ACS — Niereninsuffizienz (NI)
Diagnostik des ACS bel NI:

Klinik !

- bei hohem Anteil an Diabetikern blander Verlauf nicht selten
Vortestwahrscheinlichkeit (Risikofaktoren ...)
EKG

- ST-Hebung bei STEMI eindeutig

- ST-Senkungen/T-Negativierung bei Nierenpatienten aber haufig wechselnd

(Elektrolytstorungen)
Enzyme (CK/ CKMB meist zu spat fur heutige Strategien ...!)

Troponine (Trop T wohl zuverlassiger u. besser untersucht bei NI als Trop |)

- Verlauf entscheidender als absoluter Wert




ACS — Niereninsuffizienz (NI)

Definition Niereninsuffizienz:

Kreatinini. S. > 1,5 mg% ?
Cr-Clearance <60 mi/min. ?
,Kompensierte“ NI
,Praterminale“ NI

Terminale NI




ACS — Niereninsuffizienz (NI)

- Akut

- nach Krankenhausentlassung

- Chronische \kompensierte'/‘praterminale‘ NI

- Terminale NI




Pat. des BHIR 2003/04 mit (n = 223) u. ohne (n =1593) Niereninsuffizienz (NI)
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Figure 2. Adjusted survival curve for patients with normal and
abnormal renal function in GUSTO-II, a trial of patients with
STE.

Al Suwaidi et al, Circulation. 2002;106:974




TABLE 3. AN-Cause Mortality at 180 Days

PURSLIT

FARAGOMN-A

GUSTO-IID

RF
Abnarmaliles 10.7
NormA 3.5
Tartlles of Crl
Fard 11.3
Esth a0
100h 2.5
Unadustad HA iz
&% CI* 0.68, 0.7
F «<0.00N
Adusted HR 0.an
85% CI* 0.65, 0.97
P 0.026

ar
3.4

10.6
3.6
2.2
0,74

0.67, 0.81
< 0,001
0.83
0.50,1.38
0.4

14.3

3.5

162
21
2.5
064
0.61, 068
<0001
0.4
072,088
-<0.001

&.0
3.2
0.67
0.65, 0.649
<< 0,001
0.78
0.76, 0.83
0,001

*Incraase of 10 mL'min.

Al Suwaidi et al, Circulation. 2002;106:974




Estimated Cumulative Mortality after Acute Myocardial Infarction among Patients on
Dialysis

Overall mortality

=~ Mortality from
cardiac causes
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No. at risk 34,189 6753 2284 834

Herzog C et al. N Engl J Med 1998;339:799




Overall Rate of Death and Rate of Death from Cardiac Causes after Acute Myocardial
Infarction among Patients on Dialysis, According to Age and Cause of Renal Failure,
1977 through 1995

TABLE 1. OVERALL RATE OF DEATH AND RATE oF DEATH FROM CARDIAC CAUSES
AFTER ACUTE MYOCARDIAL INFARCTION AMONG PATIENTS ON DIALYSIS,
ACCORDING TO AGE AND CAUSE OF RENAL FAILURE, 1977 THROUGH 1995.*

Cause oF RenaL FAILURE

ALL DIABETES OTHER
CAUSES MELLITUS HYPERTENSION CAUSES

deaths/1000 patient-yr

Overall mortality

<65 yr 518.3+4 8 718.5+10.1 471.2+9.8 404.9+6.2
=65 yr 024 8+7.3 1091.1+16.5 0144+11.9 836.9+11.1
Mortality from cardiac causcs

<65 yr : : 421.4%7.7 269.9+7.4 2254+4.6
=65 yr 532.1+5. 626.5*x12.5 539.0+9.1 470.0+8.3

*Rates are expressed as the numbers of deaths per 1000 paticnt-years £SE.

Herzog C et al. N Engl J Med 1998;339:799




ACS/ Niereninsuffizienz (CrCl < 60 ml/min.) Todesursachen
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Figure 1 In-hospital deaths (n = 40 patients).

Freeman et al, JACC 2003; 41: 718




Akutes Koronarsyndrom - Niereninsuffizienz

Pat. mit hOherer Comorbiditat:
- Diabetes mellitus
- art. Hypertonie
- Herzinsuffizienz
- koronare Mehrgefal3erkrankung
- Zustand nach Myokardinfarkt
- Zustand nach Revaskularisation (PCI, ACB-OP)
- pAVK

zudem alter u. prozentualer Anteil d. Frauen groRer

——) [ icreninsuffizienz - Ursache oder Marker fiir einen
ungunstigen klinischen Verlauf ?!




Table 1. Bascline Demographics

Renal Non-Renal

Insuthciency  Insuthciency

Baseline Demographics

n= 310

n=>57"9

P Value

Age (yrs)

Male (%)

Hypertension (%)
Diabetes mellitus (96)
Congestive heart failure (%)
Previous MI (%)
Peripheral vascular disease
Ejection traction

73 + 13
154 (50)
230 (74)
100 (32)
115 (37)
166 (54)
80 (26)
44 + 18

50 + 11
423 (73)
336 (58)
168 (29)
94 (16)
235 (41)
70 (12)
50 + 15

= (0,001
= (0,001
= (0,001
0.16
< (0,001
< 0.001
< (0,001
< 0.001

MI = myocardial infarction by lustory and/or electrocardiogram.

Freeman et al, JACC 2003; 41: 718 - 24




ACS — Niereninsuffizienz (NI)
Vorgehen

Revaskularisation (nicht invasiv, invasiv)
- Lyse

- PTCA

- ACB-OP

Begleitmedikation

- Thrombozytenaggregationshemmer
® ASS, Clopidogrel

- Antitkoagulantien
® unfraktioniertes Heparin
® niedermolekulare Heparine

® Thrombininhibitoren (z. B. Bivalirudin)

- Beta-Blocker, ACE-Hemmer ect.




Akutes Koronarsyndrom - Niereninsuffizienz

- Bel prospektiven, randomisierten Studien zur Revaskularisation:
Lyse, PCI, GP llb/llla-Rezeptorblockergabe...
Pat. mit Niereninsuffizienz (Kreatinin > 1,5 mg%) weitgehend

ausgeschlossen !

somit fast nur retrospektive Analysen vorhanden !




ACS — Niereninsuffizienz (NI)
Vorgehen




STEMI (n=1138)
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N-STEMI (n = 678)
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MESRD n=1025
ONo ESRD n = 145.700

Aspirin in  Aspinn in Beta Beta ACE ACE
All ldeal  Blocker in Blocker in Inhibitor in  Inhibitor
Patients  Patients All Ideal All in Ideal
Patients Patients  Patients  Patients
Figure 1. Aspirin, beta-blockers, and angiotensin-converting enzyme (ACE) inhibitors were less likely to be
provided to patients with end-stage renal disease (ESRD) than those without ESRD. In an analysis of patients
considered ideal for the individual therapies, the overall administration rates were higher, but patients with

ESRD still remained less likely to receive the therapy than those without ESRD. The p value for each
comparison between ESRD and non-ESRD patients was <0.001.

Berger et al, JACC, Vol.42, No 2, 2003, : 201 Cooperative cardiovasc. project (CCP)
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Figure 2. Thirty-day mortality was dramatically reduced by the administration of aspirin (ASA)
during the hospitalization. The p value for each mortality comparison between patients taking
ASA and those not receiving ASA was <0.001. The relative risk reduction in mortality was
significantly greater for patients without end-stage renal disease (ESRD) than for those with
ESRD in the entire cohort (63% vs. 50%, P = 0.01). After restricting the cohort to patients ideal
for ASA, the reduction in mortality provided by aspirin therapy remained greater in the non-ESRD
group, although it was no longer statistically significant (65% vs. 53%, P = 0.10).

Berger et al, JACC, Vol.42, No 2, 2003, : 201; CC-project
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Figure 3. Thirty-day mortality was dramatically reduced by the administration of beta-blockers
during the hospitalization. The p value for each mortality comparison between patients taking beta-
blockers and those not receiving beta-blockers was <0.001. The relative reduction in mortality was
significantly greater for patients without end-stage renal disease (ESRD) than for those with ESRD
(56% vs. 40%, P = 0.02). After restricting the cohort to patients ideal for beta-blockers, the relative
reduction in mortality provided by beta-blocker therapy was still significantly greater in the non-ESRD
group (53% vs. 34%, P = 0.03).

Berger et al, JACC, Vol.42, No 2, 2003, : 201; CC-project
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Figure 4. Thirty-day mortality was reduced by the administration of angiotensin-converting enzyme
(ACE) inhibitors during the hospitalization. The p value for each mortality comparison between
patients taking ACE inhibitors and those not receiving them was <0.001. The relative reduction in
mortality was significantly greater for patients with end-stage renal disease (ESRD) than for those
without ESRD (48% vs. 27%, P = 0.02). After restricting the cohort to patients ideal for ACE inhibitors,
the relative reduction in mortality provided by ACE inhibitor therapy was still significantly greater in the
ESRD group (47% vs. 33%, P = 0.43).

Berger et al, JACC, Vol.42, No 2, 2003, : 201; CC-project




GP lib/llla bel ACS und Niereninsuffizienz
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Figure 2 Utilization of cardiovascular diagnostic tests and therapeutics across creatinine clearance stratum. Numbers at the top
of each bar are the total number of patients within each creatinine clearance stratum, and the percentages represented by each
bar are the respective portion of that total number. Black bars = catheterization; white bars = glycoprotein IIb/llla antagonist;
hatched bars = percutaneous coronary intervention; striped bars = coronary artery bypass graft surgery.

Freeman et al, JACC 2003; 41: 718



Unadjusted and adjusted for GP llb/llla use - odds ratios for mortality stratified by
creatinine clearance

=
o ®
e 3
o Q
“_
S S

o
0 0
T O
T T

|
2 e

3 4 5
60-89 30-59 <30 Dialysis (cc/min)

Creatinine Clearance Stratum
Freeman, R. V. et al. J Am Coll Cardiol 2003;41:718

black bars : unadjusted GP
hatched bars : adjusted GP




ACS — Niereninsuffizienz (NI)

Unfraktioniertes Heparin
Cave: bei hoherer Dosis steigt der Anteil renaler Ausscheidung!

Haufigere Laborkontrollen

Unfraktionierte Heparine
Vorteil: ,fixe* Dosen Nachteile: renale Ausscheidung
keine Laborkontrollen Akumulation bei NI

weniger Thrombopenien strikte Dosisanpassung

Halbierung der Dosis bei CrCl < 30 ml/min. !

Thrombininhibitoren
z. B. Bivalirudin wohl durchaus Alternative bei ACS ohne NI
bei NI — Datenlage noch unzureichend

Cave: auch hier renale Ausscheidung !




ACS — Niereninsuffizienz (NI)
Vorgehen




PCI bei ACS und Niereninsuffizienz

Pat. des BHIR 2003/04 mit (n = 223) u. ohne (n =1593) Niereninsuffizienz (NI)

N-STEMI (n=678) OIS STEMI (n=1138) Primére PCI
70,00% 70,00%

60,00% 60,00%

30,00%

30,00%
20,00% 20,00%

10,00% 10,00%

- = o %

0,00% 0,00%
mit NI ohne NI mit NI ohne NI

mit NI m ohne NI mit NI = ohne NI




TAELE 2. Procedurss Within T Days of Randomization by Abnormal and Morrnal

Fenal Function®

FARAZON-A GETHIED

GUETC-I

ATH
&bnormal RF
Hommal RF
P

FTCA
&bnormal RF
Hommal RF
P

&G
&bnormal RF
Hommal RF
P

157 6/36ET

.00

GEAEdS
127472377

GEM 0
1664 2534
0.0

4211
G4
0657 0. 0.o2s

Vales (swospl B are given &5 No. prceduresitotal patients In group ().
l the date or fime was not reportsd for the pracadurs, then the procedure was sxciuded
GATH Indicates catheberizston; PTCA, percitanacus transuminal coranary angloplasty; CABG, coronary arany

bypess gratt.

Al Suwaidi et al, Circulation. 2002;106:974




PCI bei AMI und Niereninsuffizienz






PCI bel AMI und Niereninsuffizienz












PCI/ Niereninsuffizienz



PCI/ Niereninsuffizienz






ACS/ Niereninsuffizienz/ PCI




BARI-study









ACS — Niereninsuffizienz (NI)

,Contrast induced nephropathy‘ (CIN)



No



CIN post PCI



CIN post PCI
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CIN post PCI



CIN post PCI



CIN post PCI



ACS — Niereninsuffizienz (NI)




