Chirurgicka lecba fibrilace sini

MUDr.Petr Budera, Ph.D.
Kardiochirurgicka klinika FNKV a 3.LF UK
1.Sjezd Ceské asociace ambulantnich kardiolog(

20.1.2017, Olomouc



Chirurgicka ablace FS

® James L. Cox 1987 (maze operace)
System lézi v oblasti srdecnich sini vytvori elektricky
nevodive jizvy, které prerusi makro-reentry okruhy
zodpovedne za udrzovani arytmie + zachova se kontraktilita

sini + umozni prevod vzruchu z SA do AV uzlu

® Cox-maze lll procedura 1992

(incize a sutura)

® Cox-maze IV procedura 2002
(alternativni energie- cryo, RF, M\ laserHIEY)

® Nejucinnéjsi zpUsob jak nastolit a udrzet SR

Narocneé — stfedni sternotomie, mimotélni obéh, kardioplegicka zastava
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1) Konkomitantni chirurgicka ablace

® Soucast jineho KCH vykonu, pacienti primarné podstupuji vykon pro ICHS,
chlopenni vadu, kombinované vykony

(FS —30-50% u operaci mitralni chlopné, 5-10% aortalni, 2-8% CABG)

ousko LS ousko PS

Sada lezi- Cox-maze IV

Epikardialné, endokardialné ‘

Energie- kryo, RF

Uza’Vér Ougka LS ::.}I g ) \' trikuspidalni anulus
mitralni anulus o e

PI"OleUienl’ Vykonu (0 20'30 min koronarni sinus

ACD

RCX

Leze- kontinualni, transmuralni !!!

RF Ablace =— =

chirurgicka incize "= ==
Cryo ablace @

Dalsi modifikace, zjednoduseni, jen PVI nebo levostranna ablace



Konkomitantni chirurgicka ablace - kryoenergie

Endokardialni leze

Epikardialni léeze




Konkomitantni chirurgicka ablace - uCinnost

® Cox-maze lll (incize a sutura) : 80-90% dlouhodoba ucinnost udrzeni SR
® Cox-maze IV : zkusena centra - udrzeni SR 60-80% (5 let)

® Paroxysmalni FS : izolace PZ G¢inna
® lzolace plicnich zil : nejlepsi ucinnost
bipolarni RF klesté

® Perzistentni FS : levostranna ablace Least ——— Most

ucinna pri absenci rizikovych faktor( SRS SHEEHES

selhani ablace (velikost LS, trvani FS..)

® Biatrialni léze : u neparoxysmalni FS obecné 0¢innéjsi nez IPZ!
® (im dFive je FS lé¢ena, tim vyssi Uspésnost !!!

Kvalita monitorace : drive jen EKG, 24h Holter ... nyni minimum tydenni holtery ¢i kontinualni zaznamniky



European Heart Journal Advance Access published October 3, 2016

@ European Heart Journal ESC GUIDELINES

FUROFEAN doi:10.109 3/eurheartj/ehw210

CARTAOL DGy #

2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS

The Task Force for the management of atrial fibrillation of the
European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart
Rhythm Association (EHRA) of the ESC

Endorsed by the European Stroke Organisation (ESO)

Authors/Task Force Members: Paulus Kirchhof* (Chairperson) (UK/Germany)
Stefano Benussi*' (Co-Chairperson) (Switzerland), Dipak Kotecha (UK),

Anders Ahlsson’ (Sweden), Dan Atar (Norway), Barbara Casadei (UK),
Hinunl Cactalla! (Snainy Hane " hrictanh Dianor: {Carmanyy Hain Haidbhuchol
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Recommendations for catheter ablation of atrial fibrillation and atrial fibrillation surgery

Recommendations

Catheter ablation of symptomatic paroxysmal AF is recommended to improve AF symptoms in patients who have
symptomatic recurrences of AF on antiarrhythmic drug therapy (amiodarone, dronedarone, flecainide, propafenone,
sotalol) and who prefer further rhythm control therapy, when performed by an electrophysiologist who has received
appropriate training and is performing the procedure in an experienced centre.

Ablation of common atrial flutter should be considered to prevent recurrent flutter as part of an AF ablation procedure if
documented or occurring during the AF ablation.

585-587,
713,727

Catheter ablation of AF should be considered as first-line therapy to prevent recurrent AF and to improve symptoms in

selected patients with symptomatic paroxysmal AF as an alternative to antiarrhythmic drug therapy, considering patient
choice, benefit, and risk.

All patients should receive oral anticoagulation for at least 8 weeks after catheter (llaB) or surgical {llaC) ablation.

Anticoagulation for stroke prevention should be continued indefinitely after apparently successful catheter or surgical
ablation of AF in patients at high-risk of stroke.

When catheter ablation of AF is planned, continuation of oral anticoagulation with a VKA (l1aB) er NOAC (llaC) should be
considered during the procedure, maintaining effective anticoagulation.

Catheter ablation should target isolation of the pulmonary veins using radiofrequency ablation or cryothermy balloon
catheters.

585,715,
716,734,
735

185,
. ) ) - . . . _— . 216228,
AF ablation should be considered in symptomatic patients with AF and heart failure with reduced ejection fraction to lla 770
improve symptoms and cardiac function when tachycardiomyopathy is suspected. ???—?I?")
828
AF ablation should be considered as a strategy to avoid pacemaker implantation in patients with AF-related bradycardia. lla 829,830
Catheter or surgical ablation should be considered in patients with symptomatic persistent or long-standing persistent AF 468,735,
refractory to AAD therapy to improve symptoms, considering patient choice, benefit and risk, supported by an AF Heart lla 777,831,
Team. 832, 1040
Minimally invasive surgery with epicardial pulmonary vein isolation should be considered in patients with symptomatic AF I 468 812,
when catheter ablation has failed. Decisions on such patients should be supported by an AF Heart Team. 4 819,823
Maze surgery, possibly via a minimally invasive approach, performed by an adeguately trained operator in an experienced
centre, should be considered by an AF Heart Team as a treatment option for patients with symptomatic refractory lla 808,832

Maze surgery, preferably biatrial, should be considered in patients undergeing cardiac surgery to improve symptoms
attributable to AF, balancing the added risk of the procedure and the benefit of rhythm control therapy.

461, 466,
790,791,
796,797
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Konkomitantni chirurgicka ablace v CR

Tabulka A. Pocet kardiochirurgickych operaci s konkomitantni ablaci fibrilace sini
v jednotlivych zdravotnickych zafizenich v obdobi 2010-2015

Operace Fibrilace sini Konkomitantni ablace
Zdravotnické zarizeni 1 n; % Z 11 13 % Z 13 0% 50% 100%
1 1]

2764 298 10.8 % 257 86,2 % ]

3950 586 14.8 % 162 78,8 % ]

3737 387 10.4 % 253 65,4 % ]

3067 350 11.4 % 208 59.4 % [ ]

4 984 673 13.5 % 398 59,1 % ]

4123 576 14,0 % 323 56,1 % 1

4 177 443 10,6 % 241 54,4 % ]

6 662 928 13.9 % 483 52,0 % ]

3 088 519 16.8 % 267 51,4 % ]

2052 208 10,1 % 63 30,3 % [

3874 346 8.9 % 100 28.9 % ]

5734 689 12,0 % 187 2 0 [ ]
Celkem” 48 212 6 003 12,5 % 3 242 w [

STS ACS database 2005 —2010* : 40,6% pacientl s FS podstoupilo chir.ablaci

*Ad et al. Surgical ablation of atrial fibrillation trends and outcomes in North America. J Thorac Cardiovasc Surg. 2012 Nov;144(5):1051-60.




Konkomitantni ablace — pro praxi

Pacienti s FS, podstupujici KCH vykon mohou ale nemusi podstoupit chirurgickou ablaci
Nezvysuje riziko operace (i u rizikovych pacientU)
PROTI -rizikove faktory selhani ablace (vék, velikost LS nad 6omm, trvani FS)

- ocekavany prinos ablace ?

Po vykonu antiarytmika, vysazeni pri SR cca za 1-2 mésice

Antikoagulace — minimalné 3 mésice ponechat !!!
Vysazeni — nejprve kvalitni ovéreni pretrvavani SR (24h, tydenni holter..)
- poté individualné (pfi nizkém riziko iktu vs. po operaci mitralni chlopné...)

- pozor na pozdni recidivy (ac nejvic recidiv FS je v prvnich 3 mésicich) !



2) Samostatne vykony pro izolovanou FS

® Pacienti bez strukturalniho onemocneni srdce, bez ICHS, chlop.vady !

® Farmakologicka a katetrizacni lecba nedostatecné Ucinna, zejména u
neparoxysmalni FS

® Miniinvazivni maze — on-pump, mala torakotomie, Cox-maze Ill, IV

- vyborna efektivita, ale vysoka invazivita (92 % po 3 letech, Ad 2013)

® Torakoskopicke ablace - off-pump, epikardialni
ablace (Wolf, USA ; La Meir, Maastricht ..)

Zakladem je IPZ, box-léze

- Bipolarni RF energie




Torakoskopicky pristup




Torakoskopicke vykony pro izolovanou FS

® unilateralni vykon — system COBRA




Torakoskopicke vykony pro izolovanou FS

® bilateralni vykon —r0zne systémy (Isolator Synergy, Cardioblate Gemini..)




®Video —Torakoskopicka ablace FS ve FNKV



Torakoskopickée vykony pro izolovanou FS

® Rada rOznych strategii, sad lézi, katétrd

® USPESNOST (literatura 2011-2016)

- SR bez antiarytmik za 1-2 roky

- paroxFS 69-91% ; persistFS 56-75% ; LSpersist FS 50-75%
P P P

® Komplikace celkové pod 3%

(sternotomie 0,85% ; PM 0,77% ; CMP/TIA 0,34% ; revize 0,26% ; Umrti 0,26% ; paréza phrenicu 0,17% ...)

NEDOSTATKY : nemoznost proveést nekteré léze (Mi, Tri isthmus..)

nemoznost oveérit kvalitu lezi

v CR (nejen) se spise opousti .. Cast pracovist pfechod na hybridni léébu FS




3) Hybridni ablace FS - racionale

Izolovana thorakoskopicka ablace - Katetrizacni ablace — nedostatecna
v nekterych pripadech neuplne léze dlouhodoba efektivita u neparox.FS
Chirurgicky (torakoskopicky): Katetrizacné:

® Box-léze (IPZ+zadni sténa LS) ® EP evaluace + zkompletovani lezi
® Uzavér ouska LS, Marshall.lig. ® Mitralni isthmus, kavotrikuspidalni

istmus, fokalni arytmie..




3) Hybridni ablace FS - racionale

HYBRIDNIi ABLACE = hs
1)MINIINVAZIVNi (TORAKOSKOPICKY) [
CHIRURGICKY ZAKROK I

a nasledne %I’

2) ELEKTROFYZIOLOGICKE VYSETRENI A bini
KATETRIZACNI ABLACE I
(ZKOMPLETOVANI ZAMYSLENE SADY LEZI) :










Preruseni Marshallova ligamenta



Preruseni Marshallova ligamenta




Preruseni Marshallova ligamenta




Chirurgicka cast — uzaveéer ouska LS




Chirurgicka cast — uzaveéer ouska LS




Hybridni ablace FS - vysledky

® ROzne strategie

- RUzné chirurgickeé léze, rdzné katétry

- Ve 2 krocich + rGzné dlouhy interval mezi zakroky (dny az mésice)
- Va1 kroku na hybridnim sale

- RU0zné rozsahlé vykony katetrizacni ablace

® SR bez antiarytmik za 1 rok — nejcastéji 60-90%

FNKYV : 65 neparoxFS pacientl od 09/2013 ; 84% SR, jen 5% ma permanFS + rate control

Limitaci pro dalSi rozvoj je maly pocet pacientd, mala informovanost, spoluprace s kardiology
Registr EHAFAR (organizovan ESC, EHRA)

Celoevropsky registr epikardialnich a hybridnich ablaci

Od roku 2016



Hybridni ablace FS — vysledky 2




Hybridni ablace — pro ktere pacienty vhodne ??7?

® Pacienti s neparoxysmalni FS
® Symptomaticti

- i klasické symptomy FS ; Casto snizena kvalita Zivota, namahova dusnost,
prizpUsobeni se arytmii, snizena vykonnost, negativa leku ; posttachykardicke
dysfunkce LKS

Po selhani antiarytmika, opakované verze

Schopni chirurgického vykonu (selektivni ventilace, anestezie..)

I SrUsty v perikardu (predchozi KCH vykon), tézke plicni onemocnéni !!!

Bez ICHS, chlopenni vady (vylouci se v kardiocentru)

Indikace ke katetrizacni ablaci Ci hybridni ablaci dle zvyklosti (moznosti) pracoviste




Zavery + take home message

Chirurgicka lecba FS dnes predstavuje velmi dynamicky se rozvijejici oblast
kardiochirurgie

Konkomitantni ablace FS je dnes provadéna u vice jak 5o% pacientU s FS
podstupujicich kardiochirurgicky vykon z jine indikace

Operace pro izolovanou FS se rozviji ve specializovanych centrech v uzke
spolupraci kardiochirurgu a arytmologu a jsou vyhrazeny pacientim s
neparoxysmalni formou FS

Jako perspektivni se jevi hybridni ablace — torakoskopicky zakrok +
nasledne elektrofyziologicke vysetreni s katetrizacni ablaci

V léte 2017 — specialni cislo Cor et Vasa venované chirurgickym a hybridnim ablacim FS !!!
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