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Background. Eptifibatide achieves high local concentration via direct intracoronary (1/V) injection as it promotes clot disaggregation, but it remains
unclear if it is of superior benefit than the routine intravenous (1/V) administration.

Aim. The current study aimed to examine the safety and efficacy of 1/C vs I/V bolus regimen dose of eptifibatide during primary percutaneous
coronary intervention (PPCl).

Material and methods. Prospective, controlled, randomized study enrolled 100 patients with acute anterior ST-segment elevation myocardial
infarction (STEMI) eligible for PPCl equally divided into 2 groups (group A received bolus |/C eptifibatide and group B received it 1/V) followed by
12-hour continuous I/V infusion. Features related to of myocardial salvage in the form of TIMI flow grade 3, myocardial blush grade 3, ST segment
resolution and left ventricular systolic function were evaluated with short-term follow up for 1 month.

Results. Mean age of the study population was 50.95%+8.45years, there was statistically insignificant difference between both groups regarding
baseline characteristics in age (p=0.062), gender (p=0.488), coronary artery disease risk factors (p>0.05), time from onset of pain to admission
(p=0.86) or door to balloon (p=0.12). Group A achieved statistically significant better myocardial blush grade 3 (42% vs 10%, p=0.005), ejection
faction 30 days after PPCI (46.11+7.81% vs 40.88+6.26%, p=0.005) but statistically insignificant TIMI flow grade 3 (p=0.29) and ST resolution
(p=0.34). Incidence of complications in the hospital and 30 days after discharge was statistically insignificant (p>0.05).

Conclusion. Both regimens were safe and effective in STEMI patients undergoing PPCl and regimen of | /C bolus eptifibatide achieved better myocardial
blush grade and systolic function.
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CpaBHeHMe 6ONIOCHOrO NHTPaKOPOHAPHOro N 6GONIOCHOrO BHYTPMBEHHOrO NyTeln BBeAeHus 3nTudunbartmaa Bo Bpems nepBUYHOIO
YPECKOXXHOIo KOPOHAPHOro BMeLLaTeNbCTBa Y NaLMeHTOB ¢ NepeaHUM MH(paPKTOM MUoKapaa ¢ nogbemMom cermeHTa ST
Moxamepn XaccaH Hab', LLlama Moctacha?*, Xanua Snbpabat?, Xam3a Kabun?, Hama Snmenern?
"HaumoHanbHbIN UHCTUTYT cepaLa
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MHTpakopoHapHoe (1/K) BBeaeHve anTudunbataa No3sonseT 4OCTUYb BbICOKON MECTHOW KOHLEHTpaLmMM npenapata, YTo CocobCTByeT fe3arperaumm
Tpomba, HO OCTaeTCs HEAICHbBIM, CTb IV Y TaKOro MyTW BBEAEHWS MPENMYLLECTBA MO CPaBHEHMIO C TPAAMLMOHHBIM BHYTPVBEHHbIM (B/B) BBEAEHVEM.
Lenb. /13y4eHvie 3chpekTMBHOCTM 11 6e30MacHOCT /K GOMoCHOro BBEAEHNS SNTUdMUOaTIAE NO CPaBHEHMIO C B/B OOMOCHBIM BBEAEHNEM BO BPEMs!
NpoBefeHMs NEPBUHHOMO HYPECKOXKHOTO KOPOHapHOro BMeLaTensctea (MYKB).

Matepuan n metoabl. [1poCneKTUBHOE KOHTPONMPYyeMoe paHOoOMM3NPOBaHHOE UccnefoBaHWe BKo4ano 100 nauneHToB C OCTPbIM NepefHNM NH-
hapkTOM MMOKapaa ¢ nogbemom cermenta ST (MMNST), noaxoasiimx ans nposefers MYKB 1 pasgeneHHbix B COOTHOLWEHMX 1:1 Ha fBe rpynmbi:
B rpynne A GosniocHas fo3a antndubatuda BBoamnace n/K, B rpynne b — B/B, 3aTem nauveHTam obenx rpynn antudrdaTna BBOAMNCA B BUae
12-4acoBov B/B MHY3MN. Takme NPU3HaKM BOCCTAHOBNEHWS MUOKapAa, Kak KOPOHaPHbIV KPOBOTOK 3 cTeneHu no knaccudmkaumm TIMI, Myokap-
[VanbHOe CBeYeHMe 3 CTeneHu, perpeccus cerMenTa ST, a Takke cucTonmyeckast yHKLMS NEeBOro Xenyaodka, oLeHMBanncs cnycrs 1 mec Habnoge-
HUA.

Pe3ynbratbl. CpefHNA BO3PaCT y4aCTHUKOB MccnefoBaHns 6bin 50,95+8,45 net. Mpu BKIIOYEHWW B UCCNELOBaHNE Pa3NNyMs MeXAy ABYMs
rpynnamm no napameTpam: BO3pacT, Nosl, Hanu4ne akTopoB prcka nemMmryeckor onesHm cepaua, Bpems oT nossieHns 0onm 3a rpyarMHon o no-
CTYNneHns B CTauMoHap, Bpems oT Bepy NpMeMHOro OTAeNeHns 40 BBeAeHWs KateTepa Obinn cTaTMcTnyieckmn HeHaqdmmbimn, p=0,062, p=0,488,
p>0,05, p=0,86, p=0,12, cootBeTCTBEHHO. B rpynne A no cpaBHeHMIo C rpynmnou b B 3Ha41MMo OonbLieM KOMyecTBe ciy4aes ObINo AOCTUMHYTO
cBeYeHvie Mrokapaa 3 creneru (42% 1 10%; p=0,005), oTMedeHbl HGonee BbICOKME nokasaTeni dhpakumm BbIbpoca NeBoro xenyaoyka cnycrs 30
nHen nocne MYKB (46,11+£7,81% 1 40,88+6,26%, p=0,005); npn 3TOM pasnuyms B 4actoTe AOCTUXEHWUA 3 CTeneHn KpoBoToka no TIMI n
CHUXeHUs cermeHTa ST Obinn He3Ha4YMMbIMK: p=0,29 1 p=0,34, COOTBETCTBEHHO. Pa3nnyms B 4acToTe OCIOXHEHWUI B CTaumoHape 1 cnycts 30
ZIHeI noce BbINUCKX BbiNn CTaTUCTUYeCKN He3HaYMMbimuy (p>0,05).

3aknioyeHue. Y naumeHtos ¢ UMnST, noageprimxcs nposegeruio NMYKB, oba pexrma BBegeHWs anTuhmbaTaa okasanucb 6e3onacHsIMy 1 3d-
eKTUBHbBIMM, NPW 3TOM NpK 1/K BOMNIOCHOM BBEAEHUM Npenapata Obina 4OCTUrHYTa bosee BbICOKas CTeneHb MYOKapAManbHOro ceedeHms 1 bonee
BbICOKVE MOKa3aTeny CUCTONM4eckor yHKLMM NeBOro Xenynoyka.

KntouyeBble cnoBa: MHTPakopOHapHOe BBeAeHMe 3NTndMbaTaa; BHYTPUBEHHOE BBeLeHMe 3NTUhMbaTUaa; NepBUYHOE YPECKOXHOe KOPOHapHOe
BMeLLaTeNbCTBO.
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Primary percutaneous coronary intervention
(PPCI) is widely accepted as the most effective reper-
fusion modality for ST-segment elevation myocardial
infarction (STEMI). However, myocardial recovery af-
ter PPCl is often suboptimal despite restoration of
coronary blood flow, in part due to thrombus em-
bolization resulting in impaired microvascular perfu-
sion [1].

Before the era of glycoprotein (GP) lIb/llla in-
hibitors, percutaneous coronary intervention (PCl)
was associated with a major adverse cardiovascular
event (MACE) rate of 10% to 12%. The GP llb/Illa
inhibitor eptifibatide has been demonstrated to im-
prove cardiac outcomes among patients with PCl by
reducing the occurrence of MACE. Despite this im-
provement in outcomes, myocardial infarction (M)
may still complicate PCl in the absence of angio-
graphically evident complications [2].

In the study of P. Pellicori et al. [3], both intra-
venous (I/V) and intracoronary (1/C) GP lib/Illa in-
hibitors resulted in a significant improvement in left
ventricular systolic function 1 year after PPCI. This
positive result supports the use of GP Ilb/llla in-
hibitors, in addition to a loading dose of clopidogrel
for patients with STEMI.

Other 2 randomized trials, found that eptifibatide
was associated with an improvement in Thrombolysis
In Myocardial Infarction (TIMI) flow grade 3 patency
before PPCI [4, 5].

These beneficial effects may be explained by high
local concentrations of eptifibatide, which led to
the disaggregation of thrombi at the ruptured
plague and in the microcirculation. Because eptifi-
batide is a competitive inhibitor of fibrinogen bind-
ing to the platelet GP IIb/Illa receptor, the presence
of high localized concentrations of drug may enable
the dissociation of bound fibrinogen that cross
linked activated platelets to form the occlusive
thrombus [6].

The achievement of high local concentration of
eptifibatide, via direct 1/C injection was effective
in models of coronary remodeling in vitro clot dis-
aggregation but it remains unclear if it is of supe-
rior benefit than the routine I/V administration
or not.

[epBNYHOE YPECKOXHOEe KOPOHapHOe BMeLlaTenbCTBO
(MYKB) LMPOKO MCMONb3YyeTCs Kak Hanbonee 3hheKTUBHbIN
cnocob penepdy3nn MUokapha npu MHdapkTe M1Mokapaa
(M) c nogbeMom cermeHTa ST (MMNST). OgHako BoccTa-
HoBJleHMe Mrokapaa nocne M4YKB YacTo He ABAAETCA NOMHbIM,
HecMoTpsl Ha BO30OHOBEHME KOPOHAPHOIO KPOBOTOKA, YTO
4aCTUYHO CBSI3aHO C 3Mbonun3aumer TpomMboB, NpUBOAALLEN
K HapyLUeHUIO MUKpoLmMpKynaumm [1].

[10 3pbl MHTMOWTOPOB peLLenTopoB rukKonpoTenHa (1)
llb/Illa yacTota GonblUMX HEONAroNPUATHBIX CEPAEYHO-COCY-
ONCTbIX cobbITUI (BHCC) Npmt YpeckoxXHOM KOPOHapPHOM BMe-
watenbctee (YKB) coctaBnana 10-12%. Bbbino npogeMoH-
CTPMPOBAHO, YTO WHrUbutop peuentopos [T llb/llla
aNTUMOATUA YNYYLLAET NCXOAbI Y NALMEHTOB, NepeHecLLnX
YKB, 3a c4eT cHUXeHus Yactotbl BHCC. HecmoTps Ha Takoe
ynydweHne B ncxogax, M Bce paBHO MOXET OCTOXHUTb
YKB npw oTCyTCTBNM aHTUOrpadUyecki BbigBISEMbIX OCIIOX-
HeHuK [2].

Mo maHHbIM P. Pellicori ¢ coaBT. [3] kak BHyTpmBeHHoe (B/B),
Tak 1 UHTpakopoHapHoe (1/K) BBefeHne MHIMbKTopoB Il
lIb/Illa NprBOAMNO K 3HAYMMOMY YNYHLLEHWIO CUCTONNYECKON
yHKLUMM NneBoro xenynoyka 1 rof cnycra nocne MYKB. 31ot
NO3UTUBHbIW pe3ynsTaT NMOATBEPXKAAET LieNlecoobpa3HOCTb UC-
nonb3oBaHus nHroutopos M Iib/llla B fononHeHWe K Ha-
rpy304HOM A03e knonuaorpena y nauneHTos ¢ MMnAST.

[1Ba opyr1x paHAOMM3MPOBAHHbBIX NCCNefoBaHWs npoae-
MOHCTPUPOBASK, YTO 3NTUGMOATUL NPU NCMOSTb3OBAHNN A0
MYKB cnocobcTBOBaN BOCCTAHOBNEHMIO KOPOHAPHOIO KPOBO-
Toka Ao TIMI 3 (Thrombolysis In Myocardial Infarction) [4,5].

STOT NONOXUTENbHBIV 3PHEKT MOXKET OO BACHATLCS BbICO-
KOV MeCTHOW KOHLeHTpaLmen anTndmnbdatiaa, YTo npuBoauT
K fe3arperaummn TpoMOOB Ha MOBEPXHOCTN MOBPEXAEHHON
ONAWKM 1 B MUKPOLIMPKYISTOPHOM pycsie. Mockonbky 3nTu-
brnbaTna ABNSETCH KOHKYPEHTHBIM NHIMONTOPOM CBS3bIBAHNS
mbpuvHoreHa ¢ M llb/Illa peuenTtopom TpoMOoLMTa, BbICOKas
MeCTHas KOHLEeHTpaumMs npenapata MoxeT crnocobcTBoBaTh
avccoumaunmn prbpuHoreHa, YTo NPenaTCTBYeT CBA3bIBAHMIO
aKTVBMPOBAaHHbIX TPOMOOLIMTOB C (hOPMUPOBAHNEM OKKJITIO-
31BHOro Tpomba [6].

DD DEKTUBHOCTb BbICOKOW MECTHOW KOHLEHTPALMM 3NTN-
dubatnaa B fesarperaumm TpomMba npu HeMoCpeaCcTBEHHOM
/K BBEAEHMM NpenapaTa Oblna NpoAeMOHCTPUPOBaHa Ha MO-
Oensx in vitro, 0QHaKO, OCTaeTCA HEACHbIM, ABNAETCS N Takomn
CNocob BBeAeHWS NPEANOYTUTENbHBIM MO CPaBHEHUIO C py-
TWUHHBLIM B /B BBELIEHVIEM.
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The aim of the current study was to compare an-
giographic, echocardiographic, clinical outcomes and
safety profile of different regimens eptifibatide ad-
ministration in patients with anterior STEMI under-
going PPCI.

Material and methods

Study Design

This prospective, controlled, computer based
randomized study without use of placebo enrolled
100 consecutive patients with acute anterior
STEMI eligible for PPCI. The study was conducted
during the period from January 2014 to April
2016, the study was approved by the local ethical
committee and all patients signed informed con-
sent.

Key inclusion criteria: patients presented
within 12 hours from onset of Ml according to uni-
versal definition of MI[7] which requires the presence
of:

« typical chest pain lasting for at least 30 min, not
responsive to nitrates, with a new, or presumed
new ST segment elevation >1 mm in 2 consecutive
precordial or inferior leads; or

« typical chest pain lasting for more than 30 min with
a new onset of complete left bundle branch block.

Key exclusion criteria were:

* presentation more than 12 hours from symptom
onset;

« contraindication to prolonged dual antiplatelet ther-
apy;

* patients with prior history of MI, coronary artery
bypass graft or PCl;

* hepatic and /or renal diseases.

Study protocol

Patients were divided into two groups according
to the method of administration of bolus dose of ep-
tifibatide during PPCl:

* Group A included 50 patients treated with two | /C
bolus 180 mcg/kg eptifibatide 10 min apart during
PPCI;

* Group B included 50 patients treated with two | /V
bolus180 mcg/kg eptifibatide 10 min apart during
PPCI.

Then patients of both groups received 2
mcg/kg/min 1/V maintenance eptifibatide infusion
for 12-24 hours.

Baseline evaluation

1. Review of medical history

This included demographic data (age, gender),
risk factors of coronary artery disease/CAD (smok-
ing, diabetes, hypertension, dyslipidemia, and family

Llenb maHHOMO MccnefoBaHNA: CPaBHUTb aHMMorpapurye-
CKue, 3xokapguorpaguyeckme n KnMHU4eckmne ncxodpl, a
Takxke Npodunb 0e30MacHOCTM Pas3nNnYHbIX PeXVMOB BBEAE-
HWs aNTUdnbaTaa Bo Bpems MYKB y naumeHToB C nepegHnm
NMRnST.

MaTtepwnan v metoapl
An3anH nccnegoBaHma
B maHHOe NpOCneKTMBHOE KOHTPONMpPyeMoe PaH4OMM3M-
POBaHHOE UCCNefoBaHMe 6e3 MCcnonb3oBaHKWs NnaLebo BoLwnm
100 naumeHTOB, NOCIeLOBATENLHO MOCTYNAaBLUMX B CTALLMOHAP
no noBofy ocTporo nepegHero MMnST, v noaxo4dmx Ans
nposefeHua MNM4YKB. MccnenosaHye NPpoBOAUNOCH B MePUOL, C
sHBaps 2014 no anpenb 2016 IT. 1 ObINo 0400PEHO MECTHBIM
3TNYECKM KOMUTETOM. BCe nauneHTbl, BKIIOYeHHbIe B Ucchie-
[JOBaHWe, nognmcany MHOOPMUPOBaAHHOE Cornacue.
KntoyeBbie KpUTepyy BKITIOYEHMS: BKIKOHANUCh NaLMEHTb,
NoCTynmBLLME B CTaUMOHAP He no3aHee 12 4 oT Havana 3abone-
BaHWA 1 OTBEYaBLUME YHMBepcanbHoMy onpeneneHuio M [71]:
* TUMUYHbBI OONEBON CUHAPOM B rPYAHOM KNeTKe, ANALLMIACA
Kak MUHUMYM 30 MWH, He KynUpyloLWMNCa NPUeMOM HUT-
PaTOB W COMPOBOXAAOLLMIACS BNepBble (M Npeanonoxm-
TENbHO BMNepBble) 3ahMKCMPOBAHHbBIM MOABEMOM CErMeHTa
ST>1 MM B ABYX NOCNEeA0BATENbHbIX FPYLHBIX UM HUXKHUX
oTBeaeHunsx; nmbo
* TUMUYHbBIM OONEBON CUHAPOM B rPYAHOM KNeTKe, ANALLMIACA
Oonee 30 MWH 1 CONPOBOXAAOLMNCA BrepBble 3admKCn-
POBaHHOW MOSIHOW ONoKaaoM NEBOM HOXKM Myyka Mica.
Knto4eBbie KpUTepum NCKIOYeHus
 [locTtynneHne B CtaymoHap nosgHee 12 4 OT NogBieHNA
CYIMMATOMOB.
* [poTrBOMNOKa3aHNS K ANIMTEIbHOW OBOWMHOM Ae3arperaHTHoM
Tepanuu.
* M, KopoHapHoe LWyHT1poBaHWe unmn YKB B aHamMHese.
* 3aboneBaHWs NevyeHn 1/Unm nodex.

MpoTokon nccnegoBaHUs

MavuneHTbl OblNV NoaeneHb! Ha ABe rpynmbl B COOTBETCTBUM
C MeTofoM BBefeHUs OOMCHOW [03bl 3NTUdUbaTHaa BO
Bpem4 nepsm4Horo YKB:

lpynna A Bk/todana 50 naumMeHToB, KOTOPbIM BO BpeMs
npoBefeHns MYKB antndnbatng seBogmnca n/k GonocHo B
fo3e 180 MKr/kr gsaxgpl € MHTepBasiom 10 MUH.

B Mpynny b sBowny 50 nauMeHTOB, KOTOPbIM BO BpeMs
M4YKB Ta ke bonocHaa fo3a anTudmnbaTaa BBoAMNACL B/B
OBaxnApbl C HTepBasom 10 MUH.

[Hanee naumeHTbl 06emx rpynn noayyanu antmomnbdatia, B
BMAOe B/B MH(Y3MM B [J03€ 2 MKI/KI/MWH B TedeHne 12-24 4.

O6cnepoBaHMe Npu BKIIKOYEHUM B UCCIIeOBaHNE

1. Mi3yqeHmne ncropmm GonesHu BKIIOHaNo OLEHKy AemMo-
rpadryeckmnx AaHHbIx (BO3pacT, non), GakTopoBs prcka mile-
Muyeckon bonesHu cepaua (MBC) (kypeHne, omnabet, rmnep-
TOHWA, OUCAUNUOEMUS, CEMENHbIM aHaMHe3 paHHen MBC),
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history of premature CAD), history of previous is-
chemic attacks or coronary revascularization (subjects
with prior PCI or coronary artery bypass graft were
excluded), and history of comorbidities.
2. Physical examination
Vital signs (pulse, blood pressure, and respiratory
rate), general examination and cardiac examination
for initial evaluation, in-hospital evaluation and for
follow up.
3. 12-lead electrocardiogram (ECG)
ECG was done before and immediately after PPCI,
then every 12 hours or at the recurrence of chest
pain and on discharge by fourth or fifth day and after
one month paying special attention to detection of
electrocardiographic criteria of STEMI and assessing
ST segment resolution after revascularization.
4. Laboratory investigations
« Serum cardiac biomarkers (creatine kinase-MB and
troponin)

« Renal profile (urea and creatinine)

« Liver function tests (alanine and asparagine trans-
ferases)

« Complete blood count

5. Echocardiography

Using a General Electric Vivid 5S machine,
transthoracic echocardiographic evaluation was per-
formed to all patients after PPCl and 30 days after
by two operators who were blind to either groups
with special emphasis on the left ventricular ejection
fraction measured using the modified Simpson's
method [8], wall motion score index [9] and evalua-
tion of severity of mitral regurgitation by the regur-
gitant jet area (<4 cm?, 4-8 cm?, and >8 cm? was
considered mild, moderate, and severe mitral requr-
gitation, respectively).

6. Coronary angiography and PPCI

Premedication with Aspirin (300 mg loading
dose) and clopidogrel (600 mg loading) were given
before the procedure. Unfractionated heparin of
10,000 IU bolus dose was given after sheath inser-
tion. The procedure was done according to the stan-
dard technique for coronary angiography and PCl.
Transfemoral approach was done in all patients by
using 6 Fr sheaths. Diagnostic coronary angiography
was done to explore non-infarct related arteries. XB
or Judkins left guide catheters were used. Aspiration
catheters were used in lesions with heavy thrombus
burden and/or impaired TIMI flow after PPCI. Bare
metal stents were used in all patients. The operator
determined the size and length of the stent. Sheaths
were removed 4-6 hours after the procedure or 4
hours after discontinuation of GP Ilb/llla inhibitor
infusion.

MeMMYecKne atakm UM KOPOHapHas peBackynapm3aLmsa B
aHamHe3e (nauneHTbl ¢ nepeHeceHHbIM YKB 1nv KopoHapHbIM
LYHTUPOBAHMEM NCKITIOHANMCh), a TakKe OLEHKY COMYTCTBYIO-
LLMX 3a001eBaHNN.

2. DuisnkanbHoe obcnegoBaHMe BKITIOHaNo obLLyn 0CMOTp
N OLIEHKY BUTaNbHbIX MyHKUMIA (MyNbC, apTepranbHoe naB-
neHre, 4acToTa AbIXaTeNlbHbIX ABUXEHUI).

3. DnekTpokapamorpamma (3Kr) B 12 oTBefeHMNAX

OKTI perncrpmpoBanacb 4O U HEMOCPeACTBEHHO Mnocse
M4YKB, 3aTeM kaxable 12 4 nnv npy BO30OHOBNEHNN Doner B
rPYOHOM KNeTke, Npw BbINCKe Ha 4-n Unu 5-11 AeHb 1 CnycTa
1 Mec nocne BbINUCKK. Mpu 3ToM 0coboe BHUMaHMe yaens-
J10Cb BbISBMIEHWIO 3MEKTPOKapAMOrpaduryeckmnx Kputepres
NMnST 1 oueHKe BOCCTaHOBNEHMS cerMeHTa ST nocne peBac-
KySgpu3saumm.

4. [TabopaTopHble UccnenoBaHus
* BrioMapkepbl noBpexaeHUs Mmokapaa (MB-hpakums Kpea-

TUHKWUHA3bl U TPOMOHVIH);
* MokazaTenu dyHKLMM nodek (MoYeBnHa U KPeaTUHMIH);
« Moka3zaTenn MyHKLMK neveHr (anaHvH- 1 acnapTaTaMmMHoO-
TpaHchepasa);

* Pa3BepHyTbIN KNMHNYECKNIA aHann3 KPOBU.

5. DxoKkapamorpapuyeckoe nccnegoBaHme

Bcem naumeHTam BbINOMHANOCH TPAHCTOPaKaibHOE 3XO0-
Kapavorpaduyeckoe nccnenoBaHe Ha annapate General Elec-
tric Vivid 5S nocne MYKB 1 30 gHen cnycts. MiccnenoBaHue
NpoBOAMNOCL ABYMS OMnepaTopamu, KOTopble He Bbinv WH-
POPMMPOBaHbI O MPUHAANEXHOCTM NaLMeHTa K TOM UK NHOW
rpynne. OcobbIV akUeHT Aenanca Ha oleHke dhpakumn Bbi-
Opoca neBoro xenynoyka ¢ UCNoMIb30BaHWEM MOAUDULMPO-
BaHHoOro Metofa C1MncoHa [8], MHAeKca COKpPaTUMOCTV MNO-
Kapaa [9] 1 BbIPaXXeHHOCTN MUTPANbHOM peryprutaumm no
nnowagm notoka peryprimtaumm (<4 cm? — HesHaduTenbHas;
4-8 cM?2 — yMepeHHast; > 8 cM? — Taxenas).

6. KopoHapHas aHrmorpagus v N4YKB

MNepen npoLenypor npoBoamnack NpemMenmkaLms acnum-
puHOM (B HarpysouHor gose 300 mr) 1 knonuaorpenom (B
HarpysouHor gose 600 Mr). HedpakLMOHUPOBaHHbIN rena-
puH B fo3e 10000 ME BBoamnca 6ontocHO nocne BBeAeHNs
MHTpoAblocepa. [Mpouenypa ocyLLecTBNANach B COOTBETCTBUMN
CO CTaHAAPTHOW METOAMKOW KOPOHAapPHOW aHrrorpadumn v
YKB. Y BCex NaLyeHToB UCMonb30Banuch befpeHHbIV 0OCTy
1 MHTpoabtocepbl 6 Fr. C Lenbio OLeHKM apTepuin, He CBA3aH-
HbIX C 30HOV VIM, MpoBOAMNack AMarHOCTMYeCkas KOPOHapHas
aHrnorpadua. Mcnonb3osanncs NPOBOAHUKOBbLIE KaTeTepbl
Tna XB unu Judkins left. AcnpaloHHbIe KaTeTepbl UCMOSb-
30BaNnCh B ClyHasnx ¢ DONbLINM KOMMYECTBOM TPOMOOTNYe-
CKMX Macc v /vnm npu coxpaHerunn nocsne NYKB HapyLueHHoro
KPOBOTOKA B COOTBETCTBMM C knaccudukaumen TIMI. Y Bcex
naLmMeHTOB UCMOMb30BaNUCh HEMOKPbLITbIe MeTann4eckme
CTeHTbl. Pasmep v ANWHY CTeHTa onpependn onepatop. MH-
TPOLbIOCEPbI YAANANNCE CyCTa 4-6 4 nocne npouenypbl Ui
yepes 4 4 nocne npekpaweHmns NHdy3Un nHrubutopa M
llb/Ila.
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Study end point

In-hospital outcome

* The major clinical outcome analyzed were in-hos-
pital mortality, target-lesion revascularization, stent
thrombosis and bleeding complications.

* Features related to of myocardial salvage: of
ST-segment resolution, TIMI flow and myocardial
perfusion grade.

30-day outcome

* MACE including death, MI, and target vessel revas-
cularization.

* Echocardiographic assessment of left ventricular
(LV) systolic function and ischemic mitral regurgi-
tation.

Statistical analysis

The effects of each route of administration on LV
volumes and systolic function were assessed by com-
paring the echocardiographic findings within 3 days
after PPCl with data obtained at 1-month follow-up.
The effects of the 2 routes of administration of
GP Ilb/Illa inhibitor (1/V vs |/C) on LV volumes and
systolic function were compared using independent
and paired samples t-test for continuous variables.
Proportions were assessed using x2. All variables were
normally distributed. Analyses were performed using
SPSS software, p<0.05 was considered statistically
significant.

Results
Baseline characteristics of the study population

The study included 100 patients randomized into
two groups according to regimen of bolus dose of
eptifibatide, both groups were of comparable age,
gender. The mean age was 50.95+8.45 years
(52.1+8.37 years in group A vs 48.94+8.38 years
in group B; p=0.062), 75% were males (72% vs
78% in group A and B, respectively; p=0.488).
There was no significant difference between 2 groups
as regard to the CAD risk factors including diabetes
(p=0.147), hypertension (p=0.64), dyslipidemia
(p=0.13), smoking (p=0.542) and family history
of premature CAD (p=0.602; table 1).

Baseline echocardiographic data

There was no statistically significant difference in
the baseline systolic function between two groups
as regard to LV end-systolic volume, end-diastolic
volume and ejection fraction where pvalue was 0.31,
0.53, and 0.64, respectively.

Coronary angiography before PPCI
The mean time from onset of pain to hospital ad-
mission was 5.59+1.24 hours in all patients

KoHeuHble ToukKn nccnegoBaHms

BHyTpubonbHu4HbIe UCXOAbI

* OCHOBHbIMW aHaNM3npyemMbiMU KITMHUYECKMMM NCXOOaMM
ObINK: BHYTPUOONBbHMYHAsS CMEPTHOCTb, PeBaCKyNspU3aLms
LieneBow NOBPeXXAEHHOW apTepui, TPOMOO3 CTeHTa M OCNOX-
HeHWS B BUAE KPOBOTEYEHUN.

* [1pM3HaKM BOCCTaHOBNEHWS MUOKAPAA: BO3BPaLLEHMe K U30-
JIMHWK cermeHTa ST, CTeneHb KOPOHAPHOTO KPOBOTOKA W nep-
dy31m M1oKapAa B COOTBETCTBUM C knaccudrkaumen TIMI.

Wcxoppbl yepes 30 gHent Habnogerns

* BHCC, Brodasa: cmepTb, VIM, NOBTOPHYIO peBackynapu3a-
LMIO LleN1eBOro cocyaa.

* DxokapamorpaduHeckas OLeHKa CUCTONNYeckon yHKLM Nne-
BOI0 >KeNyA04Ka U ULLEMNYECKOW MUTPanbHOW perypriTalmm.

CTaTUCTUYECKUIM aHanms

BnusHue obounx BapuaHTOB BBedeHWUs WHrMbuTopa
M lib/Illa (B/B 1 1/K) Ha 0ObeMbl NEBOrO Xenyno4ka v ero
CUCTONMYECKYI0 (PYHKLMIO OLLEHNBANOCh NMyTEM CPaBHEHUS
[OaHHbIX 3X0OKapAmorpapuyeckoro nccnefoBaHns, NnpoBeaeH-
Horo B TedeHue 3 aHen nocne YKB 1 yepes 1 mec nocne npo-
Leaypbl. dhdexTbl 060oVIX NyTer BBEAEHMS NpenapaTta CPaBHM-
BanuCb C WCNOfb30oBaHWeM t-kputepua CTbiogeHTa Ans
HE3aBMCUMbIX 1 NapHbIX BLIOOPOK AJ18 HEMPEpPbIBHbLIX Nepe-
MeHHbIX. [Tponopumm OLEHMBANUCH C MCNOb30BaHNEM KpW-
Tepua x?. Bce nepemeHHble nmenn HopmanbHoOe pacnpefe-
neHve. AHan13 NPOBOAMNCA C MCMOSIb30BaHWEM NPOrpamMMbl
SPSS, cTatncTnyeck 3Ha4MMbIM CHUTANOCh 3HadeHre p<0,05.

PesynbTaThl
XapakTepucrvka naumeHToB Npu BKIOYEHWUMW B UCCIeAOBaHME
B nccnenoBaHue Gbio BktodeHo 100 naumeHToB, paH-
OOMM3VPOBAHHbBIX B 2 FPynnbl B 3aBUCMMOCTM OT BapuaHTa
BBeAeHMs bonocHor 0036l anTUdKnbdaTuaa, rpynnsl Obin co-
NocTaBUMbI MO nony K Bo3pacty. CpefHUI Bo3pacT Obin
50,95+8,45 net (B rpynne A — 52,1+8,37, B rpynne b —
48,94+8,38 net; p=0,062), 75% naumMeHTOB COCTaBNANM
MY>K4MHbI (B rpynne A — 72%, B rpynne B — 78%; p=0,488).
Mexay rpynnamMuy oTCyTCTBOBaNa CTaTUCTUYeCK 3HadY1Masn
pa3HMLUa B OTHOWeHWK dakTopoB pucka MBC, Bknovas: ca-
xapHbi anabet (p=0,147), apTepuanbHylo rMnepTeH3mio
(p=0,64), oucnvnugemnio (p=0,13), kyperue (p=0,542)
M HacNefCTBEHHOCTb, OTArOWeHHYl no paHHen WBC
(p=0,602; 1abn. 1).

dxoKapauorpaduyeckme nokasaTenu npu BKIOYEHUN
B MCCNeAoBaHue

CTaTUCTUYECKM 3HaYMMas Pa3HULA B MOKa3aTensx CUCTo-
nnyeckom yHKLMM 1 06bEMOB IEBOTO Xenyaodka Mexay
ABYMs rpynnamu Ha MOMEHT BKJTIOHeHWs B UCCIIefoBaHMe oT-
CYTCTBOBana: 3HayeHWe p AN KOHEYHO-CUCTONMYECKOro
obObema, KOHeYHO-AMACTONNYECKOro obbemMa 1 hpakLUmm Bbi-
Opoca nesoro xenygoyka (JIX) cocrasnsno 0,31, 0,53 n
0,64, coOOTBETCTBEHHO.
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Table 1. Baseline criteria of the study groups

Tabnuua 1. XapakTepuctnka rpynmn npu BKIOYEeHUM B UCCTieJoBaHNE

All patients Group A (I/Cbolus) Group B (I/V bolus)
Bce naumenTsl  Tpynna A (u/k 6onioc) Tpynna b (B/B Gontoc)
n=100 n=50 n=50 p
Mean age, years / CpepHuiA BO3pacT, et 51.26£7.44 52.248.35 49.74%7.31 0.09
Gender / lon, n (%) Male / MyxuuHbl 75(75) 36(72) 39(78) 0488
Female / XeHuyHbi 25(25) 14(28) 11(22)
Diabetes mellitus, / CaxapHbiit viater, n (%) 37(37) 15(30) 22 (44) 0.14
Hypertension / AptepuansHas runeprexsus, n (%) 75(75) 40 (80) 35(70) 0.42
Dyslipidemia / [ucnvnuaenmns, n (%) 30(30) 18(36) 12 (24) 0.29
Smoking / Kypetue n (%) 60(60) 32(62) 28(56) 0.55
Family history of CAD / HacnencteenHocts, orsroweras no VBC, n (%) 19(19) 8(16) 10(20) 0.60

CAD - coronary artery disease
VBC - nwemmyeckas GonesHb cepaua

(5.55+1.32 hours in group A vs 5.63%1.28 hours
in group B; p=0.86).

The mean door-to-balloon time was 4219 min
in all patients (44%20 minin group A vs 40+18 min
in group B; p=0.12).

The culprit artery was left anterior descending
one in all subjects. TIMI flow pre PPCl was zero in
67 % of all patients (74% vs 64% in group A and B,
respectively; p=0.79), while TIMI flow 1 was present
in 24% of all patients (20% vs 28% in group A and
B, respectively; p=0.79), TIMI flow 2 was present in
7% of all patients (6% vs 8% in group A and B, re-
spectively; p=0.79)

Procedural data

Transfemoral approach was done in all patients.
Aspiration devices were used in 92% of the patients.
Bare metal stents were used in all subjects.

Only one stent was implanted in 95% of all pa-
tients (96 % vs 94% in group A and B, respectively),
while two stents in 5% of all patients (4% vs 6% in
group A and B, respectively), the mean stent length
was 24.76 mm (25.60+5.58 mm vs 23.92+6.23
mm in group A and group B, respectively; p=0.159),
the mean stent diameter was 3.07+0.33 mm.

The mean procedural time was 47.28+6.30 min
in all patients (47.78+6.48 min vs 46.78+6.14 min
in group A and B, respectively; p=0.430)

The procedure related complications were; no re-
flow in 3% of all patients (4% vs 2% in group A, B
respectively; p=0.558) and dissection in 3% of all
patients (2% vs 4% in group A and B, respectively;
p=0.588)

After PPCI
There was no statistical difference in the TIMI flow
after PPCI between groups where TIMI flow Il was

[daHHble kopoHapoaHrunorpadgum go NYKB

CpenHee BpeMs OT Hadana OONeBoro CMHApPOMa A0 roc-
nuTanmMsaLnm y Bcex naumeHToB coctaBuno 5,59+1,24 y
(5,55%1,32 4 B rpynne A 1 5,63+1,28 4 B rpynne b;
p=0.86).

CpefiHee BpeMs OT iBEPW NPUEMHOIO NOKOA A0 BBEAEHNS
KaTeTepa y BCeX NaumMeHToB CcocTaBunio 42+19 muH (44+20
MUH B rpynne A v 40+18 muH B rpynne b; p=0,12).

HbapKT-3aBUCMON apTeprer BO BCEX CITy4asnx Obina ne-
Bas NepefHAs HUCXoOsaLWasa apTepus. Y 67 % Bcex nauyeHToB
cTeneHb kposoToka no TIMI 6bina 0 (74% 1 64% B rpynnax
A un b, cootBeTcTBEHHO; p=0,79), y 24% NauMeHToB PUKCK-
pOBasCca KPOBOTOK Ha ypoBHe TIMI 1 (20% v 28% B rpynnax
A 1 b, COOTBETCTBEHHO; p=O,79), y 7% nauneHToB OTMeYeH
KpoBoTok TIMI 2 (6% 1 8% B rpynnax A n b, COOTBETCTBEHHO;
p=0,79).

XapakTepucTnku npoueaypbl

Y BCex NauMeHTOB NCMonb30Bancs OeapeHHbIn goctyn. Y
92 % OOJbHbIX MCMONb30BaANNCh aCMMPALMOHHbIE YCTPOWCTBA.
Bo Bcex cnyqanx ycTaHaBNVBaNMCh HEMOKPbITbIE MeTannye-
CKMe CTEeHTbI.

95 % BCex NauUMEeHTOB Db UMMMAHTUPOBAH TOMLKO 1 CTEHT
(96% 1 94% B rpynnax A 1 b, COOTBETCTBEHHO), 5% nauum-
EHTOB MMMNAaHTMPOBAHO 2 cTeHTa (4% 1 6% B rpynnax A n b,
cooTBeTCTBeHHO). CpedHss ANMHa CTeHTa coctasuna 24,76
MM (25,60+5,58 MM 1 23,92+6,23 MM B rpynnax A u b,
cootBeTcTBeHHO; p=0,159), cpeaHUn AnamMeTp CTeHTa Obin
3,07+0,33 mm.

CpepnHee Bpems npoLenypbl coctaBuno 47,28+6,30 MuH
(47,78+6,48 1 46,78£6,14 muH B rpynnax A u b, cooTtseT-
cTBEHHO; p=0,430).

OCnoXkHeHVSIMN NpoLeaypbl Dbl OTCYTCTBME BOCCTAHOB-
neHns KpoBoToka — 3% naumeHToB (4% 1 2% B rpynnax A u
B, cootBeTcTBEHHO; p=0,588) 1 anccekms — 3% naumeHToB
(2% 1 4% B rpynnax A u b, cooTBeTcTBEHHO; p=0,588).
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in 87 % of all patients (86% vs 88% in group A and
B, respectively), TIMI flow Il was in 10% of all pa-
tients (12% vs 8% in group A and B, respectively),
while TIMI flow | was in 3% of all patients (2% vs
4% in group A and B, respectively; p=0.742).

Myocardial blush grade (MBG) was statistically
better in group A where MBG 3 was achieved in
42% of patients vs 10% — in group B (in 26% of all
patients), MBG 2 was achieved in 30% of all patients
(in 32% vs 28% in group A and B, respectively;
p=0.005).

Percentage of achievement of MBG 2-3 was 56 %
in all patients (74% vs 38% in group A and B, re-
spectively; p=0.005).

There was no significant difference in ST-segment
resolution >70% between 2 groups (p>0.05).

In-hospital outcome

In-hospital outcome was better in group A than
B but was statistically insignificant as regard to all in-
cluded parameters of evaluation.

Recurrence of chest pain was reported in 4% of
all patients (2% vs 6% in group A and B respectively;
p=0.124). Minor bleeding occurred in 19% of all
patients (18% vs 20% in group A and B respectively;
p=0.06), major bleeding occurred in 1% of all pa-
tients (0% vs 2% in group A and B respectively;
p=0.31). Contrast-induced nephropathy was evident
in 4% in all patients and was similar in both groups
(p=1.0), stent thrombosis occurred in 1% of all pa-
tients (2% of group B but not in group A; p=0.315),
heart failure occurred in 13% of all patients (12%
vs 14% in group A and B respectively; p=0.766),
also ventricular arrhythmia was reported in 3% of
all patients (2% vs 4% in group A and B respectively;
p=0.558), incidence of death was similar in both
groups (2%). There weren't any reported cases of
cardiogenic shock or reinfarction in either groups
(Table 2).

30-day outcome

Myocardial function was reassessed 30 days after
the PPCI. Ejection fraction by Simpson’s method was
significantly higher in the group A (46.11£7.81 in
group Avs 40.88+6.26 in group B; p=0.005). With
also statistically significant improvement in LV end-
systolic volume in group A (58=+7 in group Avs 70+9
in group B; p=0.01)

Regarding the incidence of significant ischemic
mitral regurgitation (IMR), group B showed a higher
incidence of significant IMR than group A (30% vs
16%, respectively; p=0.02).

But insignificant difference regarding combined
end point of adverse cardiovascular events (mortality

Mocne NYKB

CratmcT4eckn 3Ha4Mas pasHuLa B CTeNeHr KPOBOTOKA
no TIMI nocne NMYKB mexnay rpynnamm oTCyTCTBOBana: Kpo-
BoTOK TIMI 3 Obin BocCTaHoBMeH Yy 87 % nauneHToB (86%
n 88% B rpynnax A n b, cootsetcteeHHo), TIMI 2 =y 10%
naumeHTos (12% 1 8% B rpynnax A n b, COOTBETCTBEHHO),
TIMI 1 =y 3% nauneHTtoB (2% n 4% B rpynnax A u b,
COOTBETCTBEHHO; p=0,742).

CTeneHb MMOKapAManbHOro ceeveHns koHTpacta (MCK)
Obina CTaTUCTNYeCKM 3HA4YMMO Bbille B rpynne A, roe MCK 3
cTeneHu ObI1o AOCTUMHYTO Y 42 % NauyeHToB, Mo CPaBHEHMIO
c 10% B rpynne b (B uenom — y 26% nauueHTos), MCK 2
creneHn —y 32% no cpaBHeHuto € 28% s rpynne b; p=0,005
(B uenom — y 30% naumenTtoB). B Lenom MCK 2-3 cteneHu
Obino goctnrHyto y 56% (74% B rpynne A no cpaBHEHWMIO C
38% B rpynne b; p=0,005). 3Ha4nMON pasHULbl B YacToTe
perpeccnu cermenTa ST270% OT NCXOOHOMO YPOBHA MEXY
IBYMs rpynnamu He Obino (p>0,05).

BHYTp1OONbHUYHbIE NCXOAbI

Ncxopbl B cTaumoHape 6binv nydile B rpynne A, Yem B
rpynne b, HO NpK OLEHKe BCEX MapamMeTpoB pa3HMUa Obina
CTaTUCTUYECKM HE3HAYUMOW.

Peunams 3arpyavHHom 6onm Obin onucaH y 4% Bcex na-
umeHToB (2% B rpynne A 6% B rpynne b; p=0,124). Manoe
KpoBoOTeYeHMe Obino 3ahurkcnpoBaHo y 19% Bcex naumeHToB
(18% n 20% B rpynnax A u b, cootBetctBeHHO; p=0,06),
Donbloe KpoBOTeYEHMe pa3Buiock y 1% naumnenTos (0% n
2% B rpynnax A u b, cooteetctBeHHO; p=0,31). YacToTa pas-
BUTWS KOHTPACT-NHAYLMPOBAaHHOM HedponaTim Obina oam-
HakoBol B 0beunx rpynnax — 4% (p=1,0). Tpomb03 cTeHTa
3admKcmpoBaH y 1% Bcex naumeHTos (0% B rpynne Amn 2%
B rpynne b; p=0,315). CepaeyvHas HeOOCTaTO4HOCTb Pa3BU-
nacb y 13% Bcex naumeHTos (12% n 14% B rpynnax A n b,
cooTBeTCTBEHHO; p=0,766), TakxXe y 3% nauneHToB Obina
3aPEernCTPUPOBaHa Xenyoo4kosas aputMmna (2% 1 4% B rpyn-
nax A u B, cootBetctBeHHO; p=0,558), netanbHoOCTb Obina
ofMHaKoBoW B 0beux rpynnax — 2%. B obeunx rpynnax He
ObINO 3aperncTprpoBaHoO CryYaeB KapAMOreHHOro LWoka Uin
peumavea M (tabn. 2).

Ncxopbl Yyepes 30 gHelt HabnopgeHUs

DyHKUMS MMOKapAa NOBTOPHO OLeHMBanach cnycrs 30
IHen nocne MYKB. ®pakuums Bbibpoca no Metogy CMMMICOHa
Oblna 3Ha4unmo Boilwe B rpynne A (46,117,811 40,88+6,26
B rpynnax A n b, cootBetctBeHHO; p=0,005). MokasaTenu ko-
HeYHOo-cuUcTonNMyeckoro obbema JIK Takke ObINM CTaTUCTUYE-
CKM 3Ha4MMO nydule B rpynne A (58+7 1 70+9 B rpynnax A
n b, cootserctBeHHO; p=0,01 ). B rpynne b Gbina otMe4eHa
CyLLeCTBeHHO B0onbLLas HacToTa 3HAYMMOM NLLEMWNYECKON MUT-
panbHou peryprutaumn — 30% no cpaBHeHMIO C rpynnon A
(16%; p=0,02).

B oTHOLLEHMM pa3BUTUS HEGNAroNpPUATHBIX CEPAEYHO-CO-
CYyANCTBIX CODBITUIA (NeTanbHOCTb, peunams VIM) paznuyuns
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Table 2. In-hospital outcome
Tabnuua 2. BHyTprOONbHUYHbIE UCXOabI

All patients Group A Group B
Bce naumeHTbl lpynna A lpynna b
n=100 n=50 n=50 p
Reinfarction / Peuavs UM, n (%) 0(0) 0(0) 0(0) =
Stent thrombosis / Toomb03 cretiTa, n (%) 1(1) 0(0) 1(2) 0315
Recurrent chest pain / Pewyavs 3arpysuHHon 6onu, n (%) 4(4) 1(2) 3(6) 0.124
Ventricular arrhythmia / Xenynoukobie aputmnn, n (%) 4(4) 1(2) 3(6) 0.12
Heart failure / Cepneyas HenocratouHoCTb, N (%) 13(13) 6(12) 7(14) 0.766
Cardiogenic shock / KapavoretHbii wok, n (%) 0(0) 0(0) 0(0) =
Major bleeding / Bonbluvte kposoTeyeus, n (%) 1(1) 0(0) 1(0) 0.31
Minor bleeding / Marble kposoreyerus, n (%) 19(19) 9(18) 10(20) 0.06
Renal impairment / HapyLuerye dyHkumm nodex, n (%) 4(4) 2(4) 2(4) 1.0
Further revascularization / Heobxomvmoctb noBTopHol pesackynspuaauin, n (%) 2(2) 1(2) 1(2) 1.0
Stroke / MHcynsr, n (%) 0(0) 0(0) 0(0) =
Death / Cmeprb, n (%) 2(2) 1(2) 1(2) 1.0

and reinfarction) was reported in 9% of all patients (8%
vs 10% in group A and B, respectively; p=0.460). All-
cause mortality occurred in 6% of patients (4% vs 8% in
group A and B, respectively; p=0.169). Reinfarction was
also reported in 2% of patients (2% in both groups,
p=1.0).

Features related to post-procedural myocardial sal-
vage

Although there was no difference in the features re-
lated to as regard to myocardial salvage as TIMI flow grade
3 (p=0.29) or ST segment resolution (STR) (p=0.34)
but MBG>2 (p=0.005), ejection fraction (p=0.005)
and incidence of IMR (p=0.02) were all better in group
A (Table 3).

Discussion

PPCl is now the preferred reperfusion therapy for pa-
tients with STEMI. Adjunctive use of GP llb/Illa inhibitors
in patients undergoing PCl for acute Ml has been shown
to reduce MACE besides improving microvascular circu-
lation and facilitating the recovery of left ventricular func-
tion [10].

Several randomized trials performed in the era of orig-
inal GP lIb/Illa inhibitor showed a reduction in MACE:
death, MI, and urgent revascularization by 35-50% when
compared with placebo in a wide variety of PCl settings
[11].

Initially, the administration of I/C rather than |/V GP
lIb/llla inhibitors was met with skepticism. It had been
widely believed that the entire pool of circulating platelets
had to be inhibited, and at least 80% to 90% of platelet
GP llb/Illa receptors bound by drugs [12].

MeXXay rpynnamm Obinn HesHa4YUMbIMU — 8% B rpynne
Aun10% B rpynne b (p=0,460), B uenom — y 9% nauu-
eHTOB. CMepTHOCTb OT BCeX MPUYMH COCTaBWa 6% Y BCex
naumneHToB (4% v 8% B rpynnax A 1 b, COOTBETCTBEHHO;
p=0,169). Peunams MM 3achmkcmpoBaH y 2% naumeH-
TOB (2% B Kaxgow rpynne; p=1,0).

Mpur3Hakn BocCcTaHOBNEHUS DYHKLMM MUOKapaa
nocne MNYKB

XOTS B OTHOLLUEHMY TakMX XapaKTePUCTK BOCCTAHOB-
NeHnsa Mnmokapa, kak KposoTok TIMI 3 1 Bo3BpalLeHve
cerMeHTa ST K U30NMHNKN CTaTUCTMHECKM 3HaYMMas pas-
HULA Mexay rpynnamu otcytcteoBana (p=0,29 u
p=0,34, COOTBETCTBEHHO), cTeneHb MCK>2, dpakums
BbIOpPOCA 11 HaCTOTa Pa3BUTUS ULLIEMNHECKOV MUTPasIbHOM
peryprutaumMm Obliv 3Ha4YMMO nydwe B rpynne A
(p=0,005, p=0,005 u p=0,02, COOTBETCTBEHHO;
Tabn. 3).

OOGcyxpaeHue

MNepsuyHoe YKB B HacTosdLLee BpeMd CHATAETCA Npes-
NOYTUTENBHBIM METOLOM PEBACKYAPU3ALLIUN Y NaLMEH-
T0B ¢ IMnST. BbIfI0 NOKa3aHo, 4TO CONPOBOAMTENbHAA
Tepanusa uHrmbutopamu M Ib/llla Bo Bpems YKB y na-
LMeHToB € ocTpbIM VIM cHumxaet yactoty BHCC, a Takxe
ynydLiaeT MUKPOLMPKYNALMIO U CNOCODCTBYET BOCCTa-
HOBNEHMIO PYHKLWMY NeBoro xenyno4yka [10].

Heckonbko paHAOMU3MPOBAHHBIX MCCNef0BaHUN,
NpoBefeHHbIX B Nepnof NosBieHus NHrnMouTopos [Tl
lIb/llla, npoaeMoHCTpMpoBanu CHUXeHKe Yactotel BHCC:
cmepTn, UM 1 3KCTpeHHoM peBackynapusaunm Ha 35-
50% no cpaBHEHMIO C Mnauebo Npu Pas3nuYHbIX Bapu-
aHTax YKB [11].
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Table 3. Features related to of post-procedural myocardial salvage
Tabnuua 3. MapameTpbl, XapakTepusytoLle BOCCTaHOBNIEHME MUOKapaa nocsie npoleaypsl

All patients Group A Group B
Bce nauueHTbI lpynna A lpynna b
n=100 n=50 n=50 p

TIMI 111 flow post PCI / 3 creneb kpoBotoka no TIMI nocne YKB, n (%) 92(92) 47(94) 45 (90) 0.29
Myocardial blush grade 2/3 / CreneHb MuokapanansHoro caesenns 2/3, n (%) 56 (56) 37(74) 19(38) 0.005
Patient with ST-segment resolution >70% / CHixetue cermena ST>70%, n (%) 92(92) 47 (94) 45(90) 034
EF (Simpson’s) / ®B (no meTomy Cumncona), % 43.546.8 46.11£7.81 40.8846.26 0.005
Incidence of IMR / Yactora pa3sutis VIMP n (%) 23(23) 8(16) 15(30) 0.02

PCl - percutaneous coronary intervention, EF - ejection fraction, IMR - ischemic mitral regurgitation
4KB - ypeckoxHoe KopoHapHoe BMeluaTenbeTso, OB — dpakuus Bbiopoca, MIMP — niem14eckas MUTpanbHas perypruTaLims

The aim of the current study was to examine the
angiographic, echocardiographic, clinical outcomes,
and safety profile in patients with anterior STEMI un-
dergoing PPCI using I/C vs I/V double bolus dose
regimen of the GP Ilb/Illa inhibitor eptifibatide fol-
lowed by 12-hour infusion.

The present study included 100 patients with
acute anterior STEMI eligible for PPCl equally divided
into 2 groups (group A received bolus | /C eptifibatide
and group B received it 1/V) followed by 12-hour
continuous | /V administration. In-hospital outcome
including MACE and features related to myocardial
salvage in the form of TIMI flow grade Ill, MBG 3, ST
segment resolution beside left ventricular systolic
function evaluation with short term follow up for 1
month.

Both groups had comparable baseline criteria in-
cluding age, gender, CAD risk factors, LV systolic
function and time from onset to admission and door
to balloon and all procedure data.

In the current study we evaluated myocardial sal-
vage features and it was found that group A achieved
statistically significant better MBG 3 (42% vs 10%,
p=0.005), ejection faction 30 days after PPCI
(46.11+£7.81 vs 40.88+6.26, p=0.005) but sta-
tistically insignificant TIMI flow grade Ill (p=0.29)
and ST resolution (p=0.34).

In-hospital outcome and 30 days after discharge
was better in group A but was statistically insignificant
(p>0.05).

This agrees with meta-analyzes of S. Friedland et
al. [13] who found that I/C administration of GP
llb/lla inhibitors when compared to 1 /V rout has fa-
vorable effects on TIMI flow, target vessel revascu-
larization, and short-term mortality after PCl, with
no difference in rates of bleeding.

D. Soon et al. [10] also demonstrated that 1/C
bolus of eptifibatide was safe and effective in STEMI
patients undergoing PPCl in the contemporary era in

M3HavanbHO vaes 1/K, a He B/B BBEAEHUS UHIMOUTOPOB
M b /1lla Obina BCTpeyeHa cKenTudeckn. bbino pacnpocrpaHeHo
MHEHWE, YTO BeChb NyJ1 LMPKYIMPYIOLLIX TPOMOOUMTOB JOSIXKEH
ObITb UHIMOWMPOBaAH, U, Kak MUHUMYM, 80-90% I Ilb/Illa pe-
LenToOpoB TPOMOOLMTOB CBSA3bIBAIOTCA C NpenapatoMm [12].

Llenblo faHHOWM paboTbl ObINo U3y4nTb aHIMorpadryeckume,
axoKapamnorpapuyeckmne, KNMHNYecKe MCxombl, a Takxe npo-
dbunb 0e30MacHOCTM Yy MaUMEHTOB C MepefHUM OCTPbIM
NMRST, nogsepratowmxca nepsryHomy HYKB ¢ ncnonbsosa-
HVEM W1 /K UNK B/B PEXMMOB BBELEHWS IBOVNHOWM DOMIOCHOM
LL03bl HrMouTopa M Iib/llla 3nTndmbatnaa ¢ nocnenyioLLen
12-4acoBoun MHYy3men.

B naHHoe nccnegoBaHume Obino BktodeHo 100 naumeHToB
C oCTpbIM nepedHuM MMNST, nogxoaawmx ong nposeneHns
MYKB, B paBHOW NMponopuMM NOAENEHHbIX Ha ABE rPynmbl:
naumeHTbl rpynnbl A nonydany 6osocHyo Ao3y anTugurbda-
TMAa W/K, a nauneHTsl rpynnbl b — B/B, C nocnedylolwmm
12-4acoBbiM B/B BBeLeHMEM Mpenapata B obenx rpynnax.
BHyTprbONbHUYHbIE ncxoabl BkMtodann BHCC v ceupetens-
CTBa BOCCTAHOBNEHNS (DYHKLMN MVOKapAa: KOPOHAPHbIN KPO-
BOTOK 3 creneHw no TIMI, ceeveHVe Myokapha 3 CTeneHu,
perpeccus cerMeHTa ST; Takke OLeHMBanacb cMcronmyeckas
YHKLMA NeBoro xenynoyka. Cnycrs KOPOTKUM Nepurog, Ha-
oniogenus (1 Mec) naymeHTbl 06CNefoBancb NOBTOPHO.

Mpu BKIIOYEHUM B UCCNeoBaHWe obe rpynnbl Obiin cono-
CTaBUMbI MO MOJ1y, BO3pacTy, haktopam pucka NbC, nokasate-
NIIM CUCTONMYECKOW DYHKLMN IEBOTO XKENyAo4Ka U BPEMEH-
HbIM NMPOMEXYTKaM: «MOSABNEHNE CUMMTOMOB — MOCTyMNEHME
B CTaLMOHap», «ABepb NPUEMHOro Nokos — BBeAeHUe KaTe-
Tepa», a Tak>ke Mo BCeM NapaMeTpam NpoBefeHVId NpoLedypbl.

[Npwm oLeHKe NokazaTenen BOCCTaHOBNEHUSA PYHKLMM MMUO-
KapAa Mbl YCTAHOBWJIU, YTO Y NaLMEHTOB rpynnbl A CTaTUCTK-
4eCKM 3Ha4YMMO Hallle HabMoAanocs MMokapamanbHoe CcBeye-
Hue 3 cTeneHn (42% no cpasHeHuio ¢ 10% B rpynne b;
p=0,005), 6bina BbilLie hpakLma Bbibpoca JIXK cnycra 30 aHel
nocne MYKB (46,11+7,81 1 40,88+6,26, COOTBETCTBEHHO;
p=0,005), nNpu 3TOM pa3nNu4Msa B YacToTe BOCCTAHOBNEHMUS
kpoBoToka TIMI 3 u perpeccun cermenTa ST ObInn CTaTUCTLA-
Yeckm HesHauMbIMK (p=0,29 1 p=0,34, COOTBETCTBEHHO).
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which patients were pre-treated with high dose clopi-
dogrel. Good angiographic outcomes were demon-
strated where TIMI 3 flow achieved > 90% of cases.

Similarly, in the CICERO trial conducted by Y.L. Gu
et al. [14], it was found that the incidence of MBG
2-3 was significantly higher in the I/C group than in
the I/V group. A.J. Deibele et al. [15] also showed
that there was higher number of patients with MBG
3 score compared to 1/V bolus, but this difference
was not significant between both groups. However,
this study was underpowered to demonstrate a dif-
ference in MBG (only 41 subjects vs 100 subjects in
our study).

AIDA STEM I trial [16] showed that the use of the
| /Cbolus improved ejection fraction and reduced the
rate of new onset of heart failure in 3 months after
acute event compared with an I/V bolus and this
end point might be considered an important target
of therapy and may be related to an effect on LV
filling pressures.

However, results from AIDA STEMI, the largest
trial assessing clinical outcomes in patients receiving
I/Cabciximab and conducted by H. Thiele et al. [16],
did not demonstrate a favorable effect of I/Cvs I/V
approach.

J. Kubica et al. [17] in a systematic review and
meta-analysis attributed these results to the fact that
patients were at low risk of adverse events and the
study ended up with inadequate power in assessing
mortality.

However, in contrast to our findings, 1. Eitel et al.
[18] reported no improvement in LV ejection fraction
if patients were given |/V abciximab.

Our results were the same as the CICERO trial re-
garding the incidence of 30-day MACE (10% vs 6%,
p=0.46), being higher inthe | /V than the | /C group.

I/C administration of eptifibatide during PPCl in
patients with STEMI vs |/V administration of eptifi-
batide was evaluated in the study of E. Amir et al.
[19] and they found that 1/C rout was associated
with significantly better TIMI flow grade, TIMI per-
fusion grade, and corrected TIMI frame count and
also secondary end points including LV ejection frac-
tion, restoration of ST-segment elevation, and in-
hospital MACEs.

In the study of H.R. Sanati et al. [20] PPCI candi-
dates were randomized into 3 groups according to
methods of administration of eptifibatide: | /V bolus
injection followed by 12-hour infusion (I/V-1/V),
I/C bolus injection followed by 1/V infusion (1/C-
|/V), and only | /C bolus injection. The study included
99 patients. There was no significant difference
among 3 groups regarding in-hospital and 1-month
mortality (p=0.99), myocardial reinfarction

Ncxombl B ctaumoHape 1 cnycta 30 aHen HabnopeHus
ObInK Nyyile B rpynne A, HO pas3nnyUs He JOCTUranu cratu-
CTM4eckom 3Havmmoctm (p>0,05).

Halu faHHble COrnacytoTcs C pesynsraTaMu MeTa-aHanmsa,
npoBeneHHoro S. Friedland ¢ coaBT. [13], koTopble NMoka3sanu,
4TO 1 /K BBEAeHMe nHrnbutopos [T lib/Illa no cpaBHeHWMIO ¢
B/B BBeleH/EM UMEeET NPerMYyLLEeCTBa B OTHOLUEHUW CTEMEeHN
BOCCTaHOBJIEHHOIO KPOBOTOKa MO Knaccudukaumm TIMI, pe-
BaCKyIAPU3aLLMM LLeNIeBOro COCYAa 1 KPaTKOCPOYHOM NeTarnb-
Hoctw nocne YKB, Npm 3TOM pa3HuMLLa B YaCTOTe KPOBOTEYEH W
OTCYTCTBOBAna.

D. Soon ¢ coaBT. [10] Takxxe nokasanu, Y4To y NauyeHToB C
NMRST u/k bonioc antndmbatmaa so Bpems MNMYKB nocne
npenBapuTeNIbHOro NPMemMa BbICOKOW [03bl KONMAorpena
Obin 6e3onacHbIM U1 3PHEKTUBHBIM. BbINV NPOAEMOHCTPUPO-
BaHbl XOpollne aHrnmorpaduryeckmne nMcxodbl — KPOBOTOK
TIMI 3 6bIn1 BocTnrHyT bonee yem B 90% crny4yaes.

CxonHbIM 0bpa3oM B uccnepoBaHum CICERO, nposeaeH-
HoM Y.L. Gu m ap. [14], Obino nokasaHo, YTo 4acToTa MMUOKap-
LVanbHOro CBeYeHWs 2-3 cTeneHu Obina CTaTUCTMYECKU
3Ha4YMMO BblILLie B FPynrne NaLMeHToB C U/K BBEOEHEM npe-
napata no cpaBHeHuIo C B/B BBefileHeM. A.J. Deibele c coasT.
[15] npofeMOHCTpMpPOBanu, YTo Npu 1/K BBEOEeHUN npena-
paTa CBeYeHVe MMOKapAA 3 CTerneHn LOCTUraeTcs y OonbLuero
KONMYecTBa MaLMEHTOB MO CpaBHeHWIO ¢ B/B BoMocom, HO
paznnymsa Mexay ABYMs rpynnamMu Obinm HeLOCTOBEPHbBIMU.
OpHako 3To nccnefoBaHMe ObiNo HEAOCTAaTOYHO MOLLHBIM,
4TOObI NPOAEMOHCTPUPOBATL PA3INYMA B CTEMEHN MUOKap-
OuanbHoro ceeverus (Bcero 41 cyObekT Mo CPaBHEHMIO CO
100 cybbekTaMu B HaLLEeM UCCIEA0BAHNUN).

B cootBeTcTBUM C pesynbratamm nccnefoBaHug AIDA STEMI
[16] ncnonb3oBaHve npenapata B Buae 1/K bonoca nosbi-
wano gpakumio Bbiopoca JIXK 1 CHMXaNo 4acrtoTy pa3sutus
cepaeyHon HegoCTaTOYHOCTM CNyCTa 3 Mec nocsle octporo M
Mo CpaBHeHWIO C B/B DOMIOCHBIM BBeAeHVEM. STa KOHeYHas
TOYKA JOMMKHA PAaCCMAaTPMBATLCA Kak BaXkKHas Lienb Tepannu,
1 MOXKeET ObITb CBSI3aHa C BUSHMEM Ha [aBfieH1e HanoHeHNs
JIX.

OpHako pe3syneratel AIDA STEMI, KpynHeurwwero nccneno-
BaHMA MO OLEeHKe KIMHNYECKMX MCXOL0B Y NauneHToB nocse
n/K BBeAEHWs abumkcMaba, npoBefeHHoro H. Thiele ¢ coasT.
[16], He MpoAeMOHCTPUPOBANW NPEVIMYLLECTB U /K BBeOEeHWA
no cpaBHeHuto ¢ B/B. J. Kubica c coasT. [17] B cucTematnye-
CKOM 0030pe 1 MeTa-aHanmse oObACHUNM Takne pesynsraThl
TeM, YTO NaLMEHTbl UMENU HU3KNIN PUCK Pa3BUTUS Hebnaro-
NPUATHBIX CEPAEYHO-COCYAMNCTBIX CODLITUM, 1 TEM, YTO UCCIe-
LOBaHVIe UMeNO HeLOCTaTOYHYIO CUITY B OLIEHKE CMEPTHOCTU.

B NpoTrBOMONOXHOCTb HalnM AaHHbIM |, Eitel ¢ coaBT.
[18] He BbIfBMNM NOBbILEHWs dpakumn Beibpoca JIK nocne
B/B BBeAeHVs abumkcnmaba.

B oTHOWeHMM YacToTbl pa3uTua BHCC cnycrs 30 gHew Ha-
OnofeHVs Halun pe3ynbTaTbl COBNadatoT C AaHHbIMK McCe-
noaHus CICERO: 10% B rpynne ¢ B/B BBeieH/EM MO CpaBHe-
HWMo € 6% B rpynne ¢ n/k BBefeHneM npenapata; p=0,46.
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(p=0.89), post-PCI TIMI flow grade 3 (p=0.97), ST
segment resolution (p=0.77) and peak troponin lev-
els (p=0.82).The comparison of vascular access and
major bleeding complications were not possible due
to low events rate [20]. And they concluded that by
modifying the route of administration of eptifibatide,
the clinical effect might be preserved without increas-
ing the short-term mortality and procedural failure
[20].

Conclusion

Both regimens were safe and effective in STEMI
patients undergoing PPCl and regimen of | /C bolus
eptifibatide achieved better myocardial blush grade
and systolic function.

Limitation. The main limitations of the present
study are being single center, inclusion of small num-
ber of patients, short term follow up and the focus
only on patients with anterior Ml, use of only clopi-
dodrel but not of prasugrel or ticagrelor and use of
bare metal stents in all cases.
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E. Amir ¢ coaBT. [19] Takxe cpaBHVBaNu 1/K 1 B/B NyTU
BBeAeHUs aNTdKrbatMaa y naumeHto ¢ IMnST. OHK ycTaHo-
BWIN, 4TO W /K NyTb BBEAEHMA aCCOLMMPOBANCH CO 3HAYUMbIM
ynydlueHvem cteneHmn kposoToka no TIMI, cteneHwn nepdy3nmn
no TIMI, KoppekTMPOBaHHOWM CTEMEHM KPOBOTOKA, OLEHEHHOM
no konu4yectey kagpos (TIMI frame count). Kpome Toro, 6b1110
BbISIBJIEHO YNy4LUEHEe NMOKa3aTeNen BO BTOPUYHBIX KOHEYHbIX
TouKax, BKMovasa dpakumio Beiopoca JIK, BoccTaHOBNEHME
cermeHTa ST, KONMYeCTBO BHYTPMOONbHNYHbIX BHCC.

B nccneposannm H.R. Sanati ¢ coast. [20] kaHOWAaThl Ans
MYKB OblNn paHAOMKW3MPOBaHbI B TPW rPYMTbl B COOTBETCTBUN
co cnocobom BBeaeHMs anTndnbatnaa: B/ bonocHas NHb-
ekums ¢ nocnenyiowen 12-4acoBon MHdy3mnen (B/B-8/B),
n/K DOMOCHAasA MHbeKUMA C nocnenyolern B/B NHQYy3men
(n/k-B/B) 1 TOoNbKO 1/K BomocHoe BBeaeHve (1/k). Nccne-
[l0BaHVe BKJ04ano 99 naumeHToB. He Obino BbISIBNEHO 3HA4M-
MbIX Pa3fivymm Mexay 3 rpynnamu B OTHOLLEHWU CMEPTHOCTU
B CTauMoHape 1 cnycta 1 mec HabmogeHus (p=0,99), peun-
ovea M (p=O,89), 4aCTOTbl JOCTUXEHWS 3 CTeneHU KPOBO-
Toka no TIMI nocne MYKB (p=0,97), cHMXeHWs cermeHTa ST
(p=0,77) n nnKoBbIX ypoBHeM TpornoHuHa (p=0,82). CpaBHe-
HMe rpynn no YacroTe pas3BUTUS BONbLLIMX KPOBOTEHEHWNI He
©ObIN10 BO3MOXHbIM B CBSI3U C HEOOMbLLIVMM KONUYECTBOM AaH-
HbIX 0CNOXHeHNK [20]. o MHeHWIO aBTOPOB NPU U3MEHEHN
NyTV BBeAEHWS 3NTUdMOaTMAA COXPAHAETCA KIMHNYECKN 3d-
heKT Oe3 yBenmyeHs KpaTKOCPOHHOM NETanbHOCTU U Heyaad,
CBfA3aHHbIX C NPOLeAYyPOW.

3aknoyeHue

Y naumenToB ¢ IMnST, noggseprimxcs npoegeHumio NMYKB,
0ba pexrMa BBegeHUs anTnhmnbaTinaa okasanncb besonac-
HbIMU 11 3DDEKTUBHBIMU, MPW 3TOM NpK 1/K BOMOCHOM BBE-
OeHUW npenapata Oblna AoCTUrHyTa bonee Bbicokas CTerneHb
MUOKapAManbHOro cBeYeHns 1 bonee BbICOKME MOKa3aTenu
cncronmyeckom pyHkumm JIK.

OrpaHunyeHns. OCHOBHbIMM OrPaHNYEHVAMN OAHHOW pa-
0OTbI ObINW: OAMH LEHTP NPOBeAEHNS UCCNeoBaHWs, HeOONb-
LIOe KONMMYEeCTBO BKJTIOYEHHbIX NALMEHTOB, KPAaTKOCPOUHbIN
nepvof HabnoaeHWs, hokyc TONbKO Ha NALMEHTOB C nepep-
HUM VM, ncnosnb3oBaHue KIoNWaorpena BMeCro npacyrpena
VNN TUKarpenopa, MCrosnb3oBaHMe TOMIbKO rofioMeTannye-
CKMX CTEHTOB BO BCEX Cly4asnX.

Bnarop.apHocwl. Mbl 6naro,u.apV|M BCex nauneHTos, CO-
MacMBLUNXCA MPUHATL y4acTe B JaHHOM NCcd1eaoBaHNN.

KoHnuKT nHTepecoB. Bce aBTOpbI 3a9BMAIOT 06 OTCyT-
CTBUW MOTEHUMANBHOTO KOHMIIVIKTA NHTEpecoB, TpebytoLlero
PaCKPbITUA B JAHHOW CTaTbe.
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Ceenerusi 06 aBTopax:

Hab Moxamen XaccaH — KOHCY/IbTaHT 10 KapAvonoriu,
HaumoHanbHb MHcTuTyT Cepaua

Mocracpa LLavima — fjoLeHT, Kagenpa Kapamonori, MeanLUmMHCKA
pakyneteT beHxa, YHuBepcuTteT berHxa

Anbpabar Xanua — Kagenpa Kkapanonorym, MeauUMHCKA gakynstet
beHxa, YHusepcuter beHxa

Kabun Xam3a — npogeccop, kageapa kapavonorim, MeaULMHCKUNA
akynibrer beHxa, YHuBepcuTer beHxa

nmenern Hama — KOHCY/IbTaHT 10 Kapanonoriv, kagenpa
KapAMonorin, MeguUUHCKuL akynster beHxa, YHuBepcuTeT beHxa
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