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MANAGEMENT OF CORONARY ARTERY DISEASE IN BPJS ERA

Starry H. Rampengan, MD, FIHA, FICA, FAHA, FACC, FESC, PhD
Department of Cardiology and Vascular Medicine
Faculty of Medicine, Univerity of Sam Ratulangi
North Sulawesi

Coronary Artery Disease (CAD) is most commonly due to the arrowing of
the coronary arteries sufficiently to prevent adequate blood supply to the
myocardium. The narrowing is usually caused by atherosclerosis,
Atherosclerosis is a process that can involve many of the body's blood
vessels with a variety of presentations. When it involves the coronary
arteries it results in coronary artery disease, the cerebral arteries:
cerebrovascular disease (transient ischemic attack, stroke), the aorta; aortic
aneurysms, the ileo-femoral and popliteal arteries; peripheral vascular
disease, the mesenteric arteries; intestinal ischemia.

Coronary artery disease is the single most common cause of death in the
developed world, responsible for about 1 in every 5 deaths. It is estimated
that more than 16 million Americans have CAD and 8 million have had a
myocardial infarction (Ml). Every year approximately 1 million will have a
new myocardial infarction. Based on data from the Framingham trial nearly
50% of males and 30% of females over the age of 40 will develop coronary
artery disease,

Coronary artery disease can present in a variety of ways. The classical
presentation is with chest discomfort, Chest discomfort resulting from
myocardial ischemia secondary to coronary artery disease is called angina
pectoris (squeezing of the chest). Discomfort is diffuse and not localized
and may radiate down the arms, as low as the umbilicus and up to the
lower jaw. This may be associated with shortness of breath (dyspnea). This
discomfort is the result of myocardial ischemia however it is one of the last
manifestations to appear. Due to the myocardium's complete reliance on
coronary blood flow for energy supply, within a few beats of coronary
occlusion, diastolic and systolic  dysfunction set in and the
electrocardiogram begins to register abnormalities before the patient begins
to experience angina pectoris. This explains why patients may describe
associated shortness of breath when they experience angina. The
association of both symptoms together indicates that the myocardium fed
by the narrowed vessel is sizable,
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The following are the more frequent clinical consequences of coronary
artery disease. Coronary Artery Disease may be manifested in a variety of
ways. asymptomatic, stable angina, unstable angina, acute myocardial
infarction (MI) or Sudden Death. These “gcenarios” may progress from one
to another
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and their recognition allows for their proper management to preclude any
potential lethal consegquence. the term acute coronary syndrome refers to
unstable angina, acute Non ST elevation myocardial infarction (NSTEMI)
and ST elevation myocardial infarction (STEMI). One fourth of acute
coronary syndrome patients are diagnosed with STEMI, the remainders
have unstable angina or NSTEML.

Half of all deaths in the developed world and a quarter of deaths in the
developing world are due to Cardiovascular Disease which are comprised
of hyoertension and the diseases caused by atherosclerosis.

The treatment of stable angina has two major purposes by prevention of M|
or death, and ischemia reduction also symptom relief.

Prevention of MI and death by using a lipid-lowering agents — for
aggressive LDL reduction with goal of LDL <100, or LDL <70 for very high
risk patients. Statins are generally considered to be first-line drugs for
treatmnent of dyslipidemia, combined with lifestyle modification. Patients at
low to moderate risk for CAD may be treated with lifestyle modification
alone, or with medications, according to cardiac risk. Cardiac risk can be
estimated using a CAD risk assessment tool (Using this tool, a 10 yea
cardiac risk of >20% is considered high risk, 10-20% moderate risk, and
<10% low to moderate risk.) Aspirin - 81 to 325 mg/d if no
contraindications. Clopidogrel if aspirin is absolutely contraindicated.
Combination of ASA and Clopidogrel, without interruption, is commonly
used for up to one year or more following coronary stent placement.
Clinicians should refer to most current clinical recommendations regarding
post-stent medications and their use.

lschemia reduction and symptom relief by using sub-lingua! nitroglycerin
prn, beta blocker (if no contraindications) to reduce resting heart rate to 50-
80 bpm, ACE inhibitor in all CAD patients who also have diabetes or left
ventricular systolic dysfunction, if no contraindications. Calcium channel
blockers (long-acting) — if contraindications to beta blockers exist, if
symptomatic relief cannot be achieved by combination of beta blockers and
nitrates, or if vasospastic angina is suspected. Long-acting nitrates - if
contraindications to both beta blockers and calcium channel blockers exist.
Long-acting nitrates also add to the anti-anginal effects of both beta
biockers and calcium channel blockers. Treatment of coexisting medical
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conditions—anemia, hyperthyroidism, hypertension, diabetes, smcking,
obesity, hypoxia due to lung disease.

Treatment of stable angina can be summarized using the following
mnemonic (ABCDE): Aspirin and Antianginal therapy, Beta-blocker and
Blood pressure control, Cholesterol lowering, Cigarettes (smoking
cessation), Diet and Diabetes, Education and Exercise.

in the era of BPJS, the choice of treatment depends on both the need to
relieve symptoms and the need to identify those at increased risk of death.
Consider coronary angiography if angina pecteris symptoms are refractory
or if
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the exercise electrocardiogram is abnormal, especially with poor work

capacity. Also, for intermediate and high risk patient with CAD suggest to

do agressively coronary angiography and percutaneus coronary
intervention (PCl) if needed or coronary artery bypass graft (CABG). It is full
covered by Indonesian government.
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