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* Pribyva pacientU s potfebou okamzité hemodynamické
stabilizace v akutni fazi KV onemocnéni

* Jsou k dispozici vedecka data a koncenzualni
stanovisko odbornych spolecnosti

* Vyznamny pokrok technologii — prechod od
chirurgickych k endovazalnim technikam zavadéni HP

Lékarska fakulta o
Univerzity Palackého I. INTERNI KLIN |!<A
KARDIOLOGICKA

v Olomouci

FAKULTNT NEMOCNICE OLOMOUC

. UY

AAAAAAAAAAAAAAAAAAAAAAA



IABP: Kontroverzni indikace v souc¢asné dobé

Maortality (%6)
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P=10.92 by log-rank test

Control

Shock + ERV +/- IABP
(89% on catecholamine)

IABF

SHOCK Il Trial (H.Thiele, NEJM 2012)

STEMI patients with ERV

Randomized to IABP:

30-day mortality 39.1% vs 41.3 % ; p ns
Conclusion: IABP does not affect outcomes in
shock pts already receiving catecholamines
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Soucasné kratkodobé perkutanni mechanické srdecni
podpory

A |ABP B Impella C TandemHeart D ECMO




Jak uéinna a bezpeéna muie byt |é¢ba perkutannimi
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Insertion method

Guidewire thickness

Placement
measurement

2.5

Partial

O Fr

12 Fr

Percutaneous
via introducer
sheath

0.018”

Fluid-filled pressure

lumen

Cannula geometry Curved, Pigtail

lla CP® Impella 5.0™
3.5 5.0
Partial High-flow
9 Fr 9 Fr
14 Fr 21 Fr
Percutaneous Perioheral
via introducer . .p
<heath via arterial cut-down
0.018” 0.018”

lumen

Fluid-filled pressure

Curved, Pigtail

)

Differential pressure
sensor

\ Curved, Pigtail )

?

Impella LD™

5.0
High-flow
9 Fr

21 Fr

Direct,
surgical insertion

N/A

Differential pressure
sensor

Straight




Soucasné kratkodobé perkutanni mechanické srdeéni
podpory Il

" Impeller

Cannula Inlet
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1. Centra pro obéhovou zastavu

2. Centra hemodynamickych podpor
plati:
* trvalé MSP: pouze transplantacni centra, péce o pacienty s

MSP muze byt vedena ve special. ambulancich srde¢niho
selhani regionalné

* docasné MSP: definovana centra = princip kontrolované
centrove péce

KOMPLEXNI
KARDIOYASKULARNI CENTRUM

Koncensudlni stanovisko CKS a Ceské spolec¢nosti C?
kardiovaskuldrni chirurgie, Cor Vasa 2/2017 @ V
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Navrh center akutnich perkutannich MSP
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Il: Srdecéni
transplantace



International Society for Heart and Lung
Transplantation (pocty transplantaci)
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Transplantace srdce v CR
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hemodynamické
podpory



* experimentalni prace - 70. léta (prof. Vaskd,
Brno)

* rozvoj transplantacniho programu v 90.letech
* pokles poctu transplantaci na prelomu tisicileti
* zvysujici se mortalita na cekaci listiné

* program premosteni k transplantaci srdce
zahajen 3. 4. 2003

e 2 centra: IKEM a CKTCH Brno




2 HTx centra — 2 ruzné technologie

HeartMate II/1lI Heartware MVAD




Charakteristika souboru nemocnych
IKEM (2006 - 2015)

__ N=-is3

Muzi/zeny 148/35
Vek (roky) 49 (15-71)
Srdecni index (I/min/m?) 1,9 +0,40
Inotropika (%) 92,5
NYHA IV (%) 88,1

EF levé komory (%) 19+6

EF pravé komory (%) 30+6




Pfezivani po implantaci MSP (IKEM)
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Vysledky ISP CKTCH Brno
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Destinacni terapie: Novy trend NF lécby SS
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Bezdratoveé technologie
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Pozor: Zména v indikacnich kritériich CRT — ESC 2016

Recommendations

CRT is recommended for symptomatic patients with HF in sinus rhythm with a QRS duration =150 msec and LBBB QRS 261-272
morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality.

CRT should be considered for symptomatic patients with HF in sinus rhythm with a QRS duration 2150 msec and non-LBBB

QRS morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality. 261272

CRT is recommended for symptomatic patients with HF in sinus rhythm with a QRS duration of [30—149 msec and LBBB QRS

morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality. 266,273

CRT may be considered for symptomatic patients with HF in sinus rhythm with a QRS duration of 130-149 msec and non-LBBB
QRS morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality.

266,273

CRT rather than RV pacing is recommended for patients with HFrEF regardless of NYHA class who have an indication for ventricular

pacing and high degree AV block in order to reduce morbidity. This includes patients with AF (see Section 10.1). 274217

CRT should be considered for patients with LVEF <35% in NYHA Class IlI-V¢ despite OMT in order to improve symptoms and

o L . . . . . 275,
reduce morbidity and mortality, if they are in AF and have a QRS duration 2130 msec provided a strategy to ensure bi-ventricular 2788
capture is in place or the patient is expected to return to sinus rhythm.

Patients with HFrEF who have received a conventional pacemaker or an ICD and subsequently develop worsening HF despite OMT
and who have a high proportion of RV pacing may be considered for upgrade to CRT.This does not apply to patients with stable HF.

266,

CRT is contra-indicated in patients with a QRS duration < 130 msec. 283-285

European Heart Journal (2016) 37, 2129-2200 Lékatska fakulta ”
doi:10.1093/eurheartj/ehw128 Univerzity Palackého [. INTERNI KLINTKA
Komem v Olomouci KARDIOLOGICKA

KARDIOVASKULARNI CENTRUM FAKULTNT NEMOCNICE OLOMOUC
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* Therapy o CAD/AMI — PCI 95 % in EU = dif. substrates

* HF therapy (sacubitril/valsartan...), early detection,
special HF programs...

¢ D M th e ra py - In DM 2 population, those who received thiazolidinediones (TZDs or glitazones) or dipeptidyl
peptidase-4 (DPP-4) inhibitors (gliptins) alone or in combination therapy had a lower risk of heart failure, cardiovascular

disease, and all-cause mortality compared with those who did not receive these drugs x a number of controversies...

* Are the results of the pioneer CRT studies is still
valid today?

Lékarska fakulta o
Univerzity Palackého I. INTERNI KLIN |!<A
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Preferably avoid the LV apical location (MADIT CRT)

04
Unadjusted P=0.014

03

0.2 - -

Probability of HF or Death

Years from Randomization
Non-q)iw.al maRk 414 (011 186 (0.1
[ | ‘ - .
Apical 110 92(&#;)) 61 (0.20 30(?.275])
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A Rotation angiography and 3D CS-reconstruction

Results:

* In 36 of 37 (97%) patients an
appropriate target vein was
identified and successful

g * Implantation could be performed
in 34 of 37 (92%) patients.

e Among those patients clinical
- - - and echocardiographic response
was observed in 91% and 81%,
respectively.

Doring M. Europace (2013) 15, 718-727, c?
doi:10.1093/europace/eus396
KOMPLEXN[
AAAAAAAAAAAAAAAAAAAAAAA
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CRT: LV endocardial pacing

DEPARTMENT OF INTERNAL
MEDICINE | - CARDIOLOGY

UNIVERSITY HOSPITAL OLOMOUC

Morgan J.M. European Heart Journal (2016) 37, 2118-2127 Faculty of Medicine
doi:10.1093/eurheartj/ehv723 @ V and Dentistry
Palacky University Olomouc




SELECT -LV Study

Cardiac Resynchronization Therapy With ®
Wireless Left Ventricular Endocardial Pacing
The SELECT-LV Study

Vivek Y. Reddy, MD,* Marc A. Miller, MD,? Petr Neuzil, MD,” Peter Segaard, MD,® Christian Butter, MD,%
Martin Seifert, MD,? Peter Paul Delnoy, MD,® Lieselot van Erven, MD,” Martin Schalji, MD,"
Lucas V.A. Boersma, MD,* Sam Riahi, MD, PuD®

ABSTRACT

BACKGROUND A total of 30% to 40% of patients with congestive heart failure eligible for cardiac resynchronization
therapy (CRT) either do not respond to conventional CRT or remain untreated due to an inability or impediment to
coronary sinus (CS) lead implantation. The WIiSE-CRT system (EBR Systems, Sunnyvale, California) was developed to
address this at-risk patient population by performing biventricular pacing via a wireless left ventricular (LV) endocardial
pacing electrode.

OBJECTIVES The SELECT-LV (Safety and Performance of Electrodes implanted in the Left Ventricle) study is a
prospective multicenter non-randomized trial assessing the safety and performance of the WIiSE-CRT system.

METHODS A total of 35 patients indicated for CRT who had “failed" conventional CRT underwent implantation of an LV
endocardial pacing electrode and a subcutaneous pulse generator. System performance, clinical efficacy, and safety
events were assessed out to 6 months post-implant.

RESULTS The procedure was successful in 97.1% (n = 34) of attempted implants. The most common indications
for endocardial LV pacing were difficult CS anatomy (n =12), failure to respond to conventional CRT (n = 10), and
a high CS pacing threshold or phrenic nerve capture (n = 5). The primary performance endpoint, biventricular
pacing on the 12-lead electrocardiogram at 1 month, was achieved in 33 of 34 patients. A total of 28 patients
(84.8%) had improvement in the clinical composite score at 6 months, and 21 (66%) demonstrated a positive
echocardiographic CRT response (=5% absolute increase in LV ejection fraction). There were no pericardial
effusions, but serious procedure/device-related events occurred in 3 patients (8.6%) within 24 h, and 8 patients
(22.9%) between 24 h and 1 month.

CONCLUSIONS The SELECT-LV study demonstrates the clinical feasibility for the WiSE-CRT system, and provided
clinical benefits to a majority of patients within an otherwise "failed" CRT population. (Safety and Performance

of Electrodes Implanted in the Left Ventricle [SELECT-LV]; NCTO1905670) (J Am Coll Cardiol 2017;69:2119-29)

© 2017 by the American College of Cardiology Foundation.
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Receiver/Pacing
Electrode

Retrograde Delivery

Sheah\‘

Receiver/Pacing Electrod

4

(A and B) Fluoroscopic images of the retrograde delivery sheath and pacing electrode Lékatska fakulta 5

engaged into the myocardium and following deployment. (C) Photograph and dimensions c 7 . itv Palackéh . INTERNI KLINIKA
of the pacing electrode. (D to F) Schematic representations of the implanted system and KOMPLE Univerzity : GlEELENY KARDIOLOGICKA
posteroanterior/lateral chest x-rays the day after implant. The dashed line encircles the KARDIOVASKULARNI CENTRUM v Olomouci

receiver/pacing electrode. FAKULTNI NEMOCNICE OLOMOUC



Clinical Efficacy Endpoints and Response to CRT

Response Rate

Parameter Baseline 6 Months Change p Value Response Definition at 6 Months (%)
LVESV, ml (n =25) 183.8+629 157.0 + 757 —26.8 + 45.1 0.007 =15% relative reduction 5P
LVEDV, ml (n = 25) 2431+ 70.7 2224+77.0 -20.6 + 415 0.02 =10% relative reduction 40
LVEF, % (n = 32) 259 + 64 33.0+£10.3 +7.1+ 8.0 <0.0001 =5% absolute increase 66
NYHA functional 3/24/73/0 24/67/3/6 +0.8 + 0.8 =1 class improvement 67

class I/1I/11/IV
Global assessment Markedly improved: 42.4% Markedly or moderately 70
Moderately improved: 27.3% improved

Mild improvement: 6.1%
No change: 15.2%
Slightly worse: 0.0%
Moderately worse: 3.0%
Markedly worse: 6.1%




Device- or Procedure-Related Adverse Events (n = 35)

<24 h 3 (8.6%)
VF during catheter contact with LV endocardium 1
Electrode embolization to lower extremity 1
Femoral artery fistula (required surgical repair) 1

24 h to 1 month 8 (22.3)
Acute CVA (AF noncompliant with anticoagulation) 1
Femoral pseudoaneurysm 2
Pocket hematoma (generator) 1
Suspected infection (generator site) 3
Death (following VF during initial implant procedure) 1

1 to 6 months 3(8.6)

Defective transmitter circuitry 3
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ESC guidelines 2016:

Recommendations Class? | Level ® Ref*

Secondary prevention
An ICD is recommended to reduce the risk of sudden death and all-cause mortality in patients who have recovered from a 223-226
ventricular arrhythmia causing haemodynamic instability,and who are expected to survive for >1 year with good functional status.

Primary prevention

An ICD is recommended to reduce the risk of sudden death and all-cause mortality in patients with symptomatic HF (NYHA
Class lI-1l), and an LVEF <35% despite 23 months of OMT, provided they are expected to survive substantially longer than one
year with good functional status,and they have:

* IHD (unless they have had an Ml in the prior 40 days — see below). |4;’2|756’
156, 157
* DCM. 297
ICD implantation is not recommended within 40 days of an Ml as implantation at this time does not improve prognosis. 158,228

ICD therapy is not recommended in patients in NYHA Class |V with severe symptoms refractory to pharmacological therapy

. . . . . . 229-233
unless they are candidates for CRT, a ventricular assist device, or cardiac transplantation.

Patients should be carefully evaluated by an experienced cardiologist before generator replacement, because management goals

and the patient’s needs and clinical status may have changed. 234-238

A wearable |CD may be considered for patients with HF who are at risk of sudden cardiac death for a limited period or as a

bridge to an implanted device. 239-241




DANISH Study: Blesk z Cistého nebe

Defibrillator Implantation in Patients with
Nonischemic Systolic Heart Failure

Lars Keber, M.D., D.M.Sc., Jens ). Thune, M.D., Ph.D.,
Jens C. Nielsen, M.D., D.M.Sc., Jens Haarbo, M.D., D.M.Sc.,
Lars Videbak, M.D., Ph.D., Eva Korup, M.D., Ph.D., Gunnar Jensen, M.D., Ph.D.,
Per Hildebrandt, M.D., D.M.Sc., Flemming H. Steffensen, M.D.,

Niels E. Bruun, M.D., D.M.Sc., Hans Eiskjeer, M.D., D.M.Sc., Axel Brandes, M.D.,
Anna M. Thogersen, M.D., Ph.D., Finn Gustafsson, M.D., D.M.Sc.,
Kenneth Egstrup, M.D., D.M.Sc., Regitze Videbaek, M.D.,

Christian Hassager, M.D., D.M.Sc., Jesper H. Svendsen, M.D., D.M.Sc.,
Dan E. Hofsten, M.D., Ph.D., Christian Torp-Pedersen, M.D., D.M.Sc., and
Steen Pehrson, M.D., D.M.Sc., for the DANISH Investigators*

ABSTRACT

BACKGROUND

The benefit of an implantable cardioverter-defibrillator (ICD) in patients with
symptomatic systolic heart failure caused by coronary artery disease has been well
documented. However, the evidence for a benefit of prophylactic ICDs in patients
with systolic heart failure that is not due to coronary artery disease has been based

The authors’ affiliations are listed in the
Appendix. Address reprint requests to
Dr. Keber at the Department of Cardiol-
ogy. Rigshospitalet, University Hospital,
Blegdamsvej 9, Copenhagen, Denmark,
or at lars. koeb h.dk

primarily on subgroup analyses. The of heart failure has improved
since the landmark ICD trials, and many patients now receive cardiac resynchro-

nization therapy (CRT).

METHODS

In a randomized, controlled trial, 556 patients with symptomatic systolic heart
failure (left ventricular ejection fraction, <35%) not caused by coronary artery disease
were assigned to receive an ICD, and 560 patients were assigned to receive usual
clinical care (control group). In both groups, 58% of the patients received CRT. The
primary outcome of the trial was death from any cause. The secondary outcomes
were sudden cardiac death and cardiovascular death.

RESULTS
After a median follow-up period of 67.6 months, the primary outcome had oc-
curred in 120 patients (21.6%) in the ICD group and in 131 patients (23.4%) in the
control group (hazard ratio, 0.87; 95% confidence interval [CI], 0.68 to 1.12;
P=0.28). Sudden cardiac death occurred in 24 patients (4.3%) in the ICD group
and in 46 patients (8.2%) in the control group (hazard ratio, 0.50; 95% CI, 0.31 to 0.82;
P=0.005). Device infection occurred in 27 patients (4.9%) in the ICD group and in
20 patients (3.6%) in the control group (P=0.29).

CONCLUSIONS

In this trial, prophylactic ICD implantation in patients with symptomatic systolic
heart failure not caused by coronary artery disease was not associated with a signifi-
cantly lower long-term rate of death from any cause than was usual clinical care.
(Funded by Medtronic and others; DANISH ClinicalTrials.gov number, NCT00542945.)

*A complete list of investigators in the
Danish Study to Assess the Efficacy of
ICDs in Patients with Non-ischemic Sys-
tolic Heart Failure on Mortality (DANISH)
is provided in the Supplementary Ap-
pendix, available at NEJM.org.

This article was published on August 28,
2016, at NEJM.org.

DOI: 10.1056/NEJM0al608029
Copyright © 2016 Massochusetts Medical Society.




DANISH Study: ICD u pacientu s neischemickou KMP

A Death from Any Cause

Cumulative Event Rate
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B Cardiovascular Death
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Kdo profituje z Iécby ICD u NI KMP ?

P Value for
Subgroup ICD Group  Control Group Hazard Ratio (95% CI) PValue Interaction
no. of events/total no.
Age 0.009
<50yr 17/167 34/181 — 0.51 {0.20-0.92) 0.02
=50 to <68 yr 36/173 50/202 —.— 075 (0.48-1.16) 0.19
=68 yr 67/216 177 — - 1.19 (0.81-1.72) 038
Sex 0.66
Female 22/151 23/156 —t 1.03 (0.57-1.87) 0.92
Male 93/405 108/404 —— 0.85 (0.64-1.12) 024
NT-proBNP 0.06
<1177 pg/ml 32/266 74/268 —— 0.59 (0.38-0.91) 0.02
=1177 pg/ml 57/292 88/200 —— 0.99 {0.73-1.36) 0.96
LV ejection fraction 0.69
<25% 70/264 65/242 — 0.87 (0.62-1.22) 0.42
=25% 50/202 66/31% — 0.79 (0.54-1.14) 021
Estimated GFR 0.86
<73 mljmin/1.73 m2 75/272 80/278 — 0.28 (0.64-1.21) 0.42
=73 ml/min/1.73 m? 45/283 50/280 —. 0.82 (0.55-1.23) 033
NYHA functional class 0.7l
1] 52/297 54/300 — 0.92 (0.63-1.35) 0.68
-1V 68/250 77/260 - 0.81 (0.58-1.13) 021
Heart failure duration .73
<18 mo 31/254 36277 — 0.88 (0.54-1.43) 0.61
=18 mo 30/301 95/283 —— 0.81 (0.61-1.00) 017
Hypertension 0.63
No 78/375 87/392 ——— 0.90 (0.66-1.22) 0.48
Yes 42/181 44167 — 079 (0.51-1.21) 0.27
Diabetes 0.60
No 87457 05448 ——— 0.35 (0.63-1.31) 0.26
Yes 33/99 36/112 — 0.92 (0.57-1.50) 0.74
Permanent atrial fibrillation 0.30
No 83/421 01447 — . 0.92 (0.68-1.24) 058
Yes 37/135 40/113 —— 0.76 (0.48-1.20) 0.24
Cause of heart failure 0.80
Idiopathic 90/424 1007425 — - 0.88 (0.66-1.17) 037
Valvular 4420 5121 ] 0,59 (0.13-2.71) 050
Hypertension 13/62 12/55 L 0.68 (0.29-1.63) 0.39
Other 13/50 14/59 e ] 1.02 (0.47-2.20) 0.96
Preexisting pacemaker 071
No 108/500 120/514 —— 0.88 (0.68-1.14) 0.34
Yes 12/56 11/46 L 0.88 (0.36-2.20) 079
CRT 073
No 58/234 65/237 —.— 0.83 (0.58-1.19) 031
Yes 62/322 66/323 — 0.91 (0.64-1.29) 0.59
Overall i 0.87 (0.68-1.12) 0.28




2016:

1. Zcelajiny substrat

2. D-PCl = standard |écby AIM

3. Standardni lécba po IM

4. Moderni |écba srdecniho selhani

5. Nova antidiabetika u pacientu s KV onemocnénimi

. ) RESET-SCD’s ultimate goal is to re-evaluate the optimal treatment strategies for prevention of sudden cardiac death

(SCD) in patients with ischemic cardiomyopathy and reduced left ventricular ejection fraction and specifically to re-evaluate
the role of implantable cardioverter-defibrillator (ICD). Current guidelines for SCD prevention are based on research from 15-
20 years ago. While these recommendations were a tremendous advancement for the field, major recent advances in
pharmaceuticals and medical devices require that these guidelines are updated to reflect the current state of the art. To
achieve this, we will conduct a multinational randomised clinical trial and perform a cost-effectiveness study.
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e 1. Studie EHRA: G. Hindricks — RESET — ICD Study —
ischemické kardiomyopatie

* 2. VISZEGRAD Study: M. Taborsky/ R. Hatala/
B:Merkely — CRT-P x CRT-D + remote monitoring —
neischemické KMP bez KT
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VI: Monitorace, remotel s
control, big data ...



Monitoring v EP

* Pfechod od implantatu k sofistikovanym externim
monitorim

Normal
¥ 30 BPM
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Metaanalyza Remote Control

TABLE 1 Enrollment Criteria for Included RCTs

Study (Ref. #) Number of Centers Eligibility Home Monitoring Group 10

Al-Khatib et al,, 2010 (15)  Single =18 yrs of age, have an ICD with or Patient-initiated transmissions every 10 visit every 3 months
without CRT for an approved indication, 3 months plus 10 visit at 12 months
devices followed-up at center, must
have a telephone (land line)

TRUST, 2010 (16) Multicenter =18 yrs of age, implanted within the last 10 visit at 3 and 15 months; 10 visit every 3 months
45 days or being considered for implant RM replaced office visits at
with a Biotronik ICD for class 1 6, 9, and 12 months
indications, not pacemaker dependent

CONNECT, 20m (17) Multicenter =18 yrs of age, implanted with a Medtronic 10 visit at 1, 3, and 15 months; 10 visit every 3 months
Conexus-enabled CRT-D or ICD RM replaced office visits at

6, 9, and 12 months
EVOLVO, 2012 (18) Multicenter LVEF =35%, imphntod with a wireless- 10 visit at 8 and 16 months; RM 10 visit every 4 months
Medtronic ICD replaced office visits at

or CRT-D 4 and 12 months

EVATEL, 2012 (14) Multicenter =18 yrs of age, first implantation of single- 10 visit at 6 weeks and 12 months; 10 visit at 6 weeks,
or dual-chamber ICD in primary or RM replaced office visits at then every 3 months
secondary prevention, ICD with 3, 6, and 9 months
data-transmission features, GSM mobile
phone network at patient home
compatible with remote transmission

SAVE-HM, 2013 (19) Single ICD indicated for primary prevention of 10 visit at 12 months; RM replaced 10 visit every 6 months
sudden cardiac death in patients office visits at 6 months
experiencing chronic systolic heart
failure, geographically stable with a
stable medical condition, and sufficient
GSM network coverage at their place of
residence

MORE-CARE, 2013 (20) Multicenter Left ventricular systolic dysfunction 10 visit at 1 and 8 months; RM 10 visit at 1 month,
(LVEF =35%), NYHA functional replaced office visits at then every 4 months
class Il to IV, QRS =120 ms, with 4 and 12 months
CRT-D devices

ECOST, 2013 (21) Multicenter Indication for single- or dual-chamber 10 visit at 1-3 months and 15 and 10 visit at 1-3 months,
ICD except for NYHA functional class IV 27 months; RM replaced office then every 6 months

visits at 9 and 21 months
IN-TIME, 2014 (7) Multicenter Indication ICD or CRT-D, heart failure 10 visit at 12 months; RM replaced 10 visit every 6 months

(=3 months), NYHA functional class Il or Ill,

LVEF =35%

office visits at 6 months

All RM was activated automatically.

CONNECT = Clinical Evaluation of Remote Notification to Reduce Time to Clinical Dedsion; CRT = cardiac resynchronization therapy; CRT-D = cardiac resynchronization therapy-defibrillator; ECOST =
Effectiveness and Cost of ICDs Follow-up Schedule with Teleardoloqr EVATEL = Evaluauon of Tele Follow-up; EVOLVO = Evol of gies of Heart Failure Patients with implantable
Defibrillators; GSM = global system for mobile defibrill IN-TIME = Infl of Home Monitoring on Mortality and Morbidity in Heart Failure Patients

with Impaired Left Ventricular Function; 10 = in-office; LVEF = Im umb:uhr ejection fraction; MORE-CARE = Monitoring Resynchronization Devices and Cardiac Patients; NYHA = New York Heart As-
soclation; RCT = randomized clinical trial; RM = remote monitoring; SAVE-HM = Sodo-economic Effects and Cost Saving Potential of Remote Patient Monitoring; TRUST = Lumos-T Safely Reduces Routine
Office Device Follow-up.




Vysledky metaanalyzy: + -
Study Name 0dds Ratio and 95% Cl

Al-Khatib Study
TRUST
CONNECT
EVOLVO
MORE-CARE
ECOST

IN-TIME —-—

0.01 0.1 1 10 100
Favors RM Favors 10




Realisticky pohled na problematiku remote control

Casna informace o zméné zdravotniho stavu Vyssi naklady

Redukce rehospitalizaci, mortality a morbidity Absence dat o redukci rehospitalizaci, mortality a
(studie IN-TIME a CHAMPION) morbidity (studie OptiLINK, REM-HF)

ZlepSend compliance pacientt k é¢bé SS SpisSe pro specializovana centra

Kontinudlni dlouhodoba monitorace Malé pocty pacientt ve studiich




VI: Terminalni faze SS




Paliativni péCe o nemocné v terminalni fazi srdecniho
selhani je nedostatecna

Obtizny prechod z ambulance SS do hospicové péce —
nepripravenost

Jedna ze zdsadnich problému — legalni ,,impotence”
pro moznost deaktivace ICD

Pokud bychom realizovali, byl by to postup non lege
artis

’

Mozna vyjimka: predem vyslové prani
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0 N U s WheE

Transplantace — zaklad NF |écby pokrocilého SSS
Narustaji pocty LVAD

Prosazuje se destina&ni terapie i v podminkach CR
Otvira se znovu otazka TAH

CRT indikace 2017: QRS > 130 ms

Technicky vyvoj CRT — MSP

Pravdépodobna zmeéna indikaci ICD pro futuro

Specializovana centra péce o pacienty se SS —
komplexni pohled na moderni farmakologickou i
nefarmakologickou lécbu srdecniho selhani
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