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ICHS — epidemiologie a dusledky
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Chronicke srdecni selhani

USA: rocné 5 milionG pacientl ro¢né, 1
milion hospitalizaci a 300 000 Umrti
Odhadovana prevalence 0,5-2% (5,5%)

Prevalence = 10 % u osob ve véku nad
70 let

Nejménée 1/2 nemocnych se SS HFrEF

Nemocni s HFpEF maji o neco lepsi
prognozu nez ti s HFrEF

Jedine kardiovaskularni onemocnéni se
vzristajici prevalenci, incidenci, poctem
hospitalizaci, naklady na lecbu

American Heart Association. Heart and Stroke Statistics:
2004 Update. Dallas, Texas: American Heart

Association; 2003. http://www.americanheart.org. [. INTERNI KLINIKA

KARDIOLOGIE

FAKULTNI NEMOCNICE OLOMOUC



http://www.americanheart.org/

ICHS - chronickeé srdecni selhani

« Metananalyza 24 multicentrickych studii Iécby CHF

« Publikovanych v NEJM (1986-2005)

« Zahrnujici > 43 000 pacientl

« Prevalence ICHS u srdecniho selhani u 62% pacientd

» CHF prevalence: 0,5-2% (5,5%)

Trial Year All Patients CAD Patients
V-HeFT | 1986 642 282
CONSENSUS 1987 253 146
Milrinone 1989 230 115
PROMISE 1991 1088 590
SOLVD-T 1991 2569 1828
V-HeFT I 1991 804 427
SOLVD-P 1992 4228 3518
RADIANCE 1993 178 107
Vesnarinone 1993 477 249
CHF-STAT 1995 674 481
Carvedilol 1996 1094 521
PRAISE 1996 1153 732
DIG 1997 6800 4793
VEST 1998 3833 2230
RALES 1999 1663 907
DIAMOND 1999 1518 1017
COPERNICUS 2001 2289 1534
BEST 2001 2708 1587
Val-HeFT 2001 5010 2866
MIRACLE 2002 453 244
COMPANION 2004 1520 842
A-HeFT 2004 1050 242
SCD-HeFT 2005 2521 1310
CARE-HF 20057 813 309
Total 19y 43568 m

Gheorghiade M. et al. Navigating the Crossroads of Coronary Artery Disease and Heart Failure Circulation. 2006;114:1202-1213
American Heart Association. Heart and Stroke Statistics: 2004 Update. Dallas, Texas: AHA; 2003. http://www.americanheart.org
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Prognosticky vyznam ejekcni frakce LK

« 7599 pacientl studie CHARM

- Zvyseni RR celkové mortality 0 39% s
poklesem EF LK o0 10% aZ do hodnoty EF
LK 45%

 Od hodnoty EF LK 45% je riziko celkové a
KV mortality stabilni
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Scott D. Solomon, Nagesh Anavekar, Hicham Skali et al. Influence of Ejection Fraction on Cardiovascular Outcomes in a Broad Spectrum of Heart Failure Patients Circulation 2005; 112; 3738-3744
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Is viability still viable after the STICH trial?
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Hyperbolic curves relating mortality and radionuclide and echocardiographic assessed
LVEF in patients recovering from an acute myocardial infarction.

Cortigiani L et al. Eur J Echocardiogr 2011;ejechocard.jer237 (’
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Sheppard, Nicholas et al. The histology of viable and hibernating myocardium in relation to imaging characteristics. J. Am. Coll. Cardiol. 2002;39;428-435



Rest MIBI

Rest MIBI + NTG

P

Zobrazovaci metody - uvod

. I
-  Dobutaminova echokardiografie
e +.... dalsi metody
-  SPECT/PET

- CeCMR je referencni metodou v zobrazeni
lokalizace, distribuce a rozsahu jizvy a ma
vysokou presnost v predikci (ne)viabilniho
myokardu. (1:2)

l——nq-22.

Peak Systolic Strain

e

1. Kim RJ, et al. Relationship of MRI delayed contrast enhancement to irreversible injury, infarct age, and contractile function. Circulation 1999;100:1992-2002.

2. Kim RJ, et al. The use of contrast-enhanced magnetic resonance imaging to identify reversible myocardial dysfunction. N Engl J Med 2000;343:1445-53.

3. Becker M, et al. Myocardial Deformation Imaging Based on Ultrasonic Pixel Tracking to Identify Reversible Myocardial Dysfunction. J Am Coll Cardiol 2008;51;1473-1481
4. Becker M. et al. Eur Heart J. 2006 Nov;27(21):2560-6. Epub 2006 Oct 11.
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Eur J Echocardiography (2006) 7, 79—108

GUIDELINES
Recommendations for chamber quantification™

Roberto M. Lang, Michelle Bierig, Richard B. Devereux,
Frank A. Flachskampf*, Elyse Foster, Patricia A. Pellikka,
Michael H. Picard, Mary J. Roman, James Seward,

Jack Shanewise, Scott Solomon, Kirk T. Spencer,

Martin St. John Sutton, William Stewart

EUROPEAN
SOCIETY OF
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Standardized myocardial segmentation and

nomenclature for tomographic imaging of the heart:
A statement for healthcare professionals from the

Cardiac Imaging Committee of the Council on Clinical
Cardiology of the American Heart Association

Manuel D. Cerqueira, MD,” Neil ]. Weissman, MD,* Vasken Dilsizian, MD,” Alice K.
Jacobs, MD,® Sanjiv Kaul, MD,* Warren K. Laskey, MD,” Dudley |. Pennell, MD,® John A
Rumberger, MD,® Thomas Ryan, MD,* Mario S. Verani, MDH',” and American Heart
Association Writing Group on Myocardial Segmentation and Registration for Cardiac

Imaging""""c“"E
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Left Ventricular Segmentation
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6. basal anterolateral
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Figure 5. Assignment of the 17 myocardial segments to the
territories of the left anterior descending (LAD), right coronary
artery (RCA), and the left circumflex coronary artery (LCX).
Modified from reference 5.

Lang R M et al. Eur J Echocardiogr 2006;7:79-108

Cerqueira MD et al. Standardized myocardial segmentation and nomenclature for tomographic imaging of the heart: A statement for healthcare professionals from the Cardiac Imaging Committee of

the Council on Clinical Cardiology of the American Heart Association. Circulation 2002;105:539-42.
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Vyznam viability myokardu
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1. PROGNOSTICKY VYZNAM A I — -
EVIDENCE REVASKULARIZACE:

Metanalyza 24 nerandomizovanych studii, 3088 pacientd,
préimérna EF LK 33%.....vyznamny profit pacient{ s
predoperacnim priikazem viability myokardu a systolickou
dysfunkci LK z revaskularizace a naopak negativni
prognosticky marker neprovedeni revaskularizace viabilniho
myokardu

Annualized Incidence (%)
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Allman K.C. et al. Myocardial viability testing and impact of revascularization on prognosis in patients with coronary artery disease and left ventricular dysfunction: Viable

a meta-analysis. JACC 2002 39: 1151-58 .
[. INTERNI KLINIKA
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Scott D. Solomon, et al. Influence of Ejection Fraction on Cardiovascular Outcomes in a Broad Spectrum of Heart Failure Patients Circulation 2005; 112; 3738-3744
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European Heart Journal (2014) 35, 2541-2619
funorEAN doi:10.1093eurheartj/ehu278
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ESC/EACTS GUIDELINES @

2014 ESC/EACTS Guidelines on myocardial
revascularization

The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association
for Cardio-Thoracic Surgery (EACTS)

1964

I Balloon angioplasty ws. CABG [ BMS v=. CABG I DES vs. CA

BMS = bare-metal steng CABG = coronary artery bypass grafting; DES = drug-eluting stent
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Operacni riziko

Analyza databaze 55 515 pacient( statu NY, ktefi podstoupili CABG v letech 1997-1999

EF <20, 2442,
4.4%

EF 21-30, 5772,
10.4%

EF 31-40, 11365,
20.5%

EF> 40, 35936,
64.7%

O P N W b 01 OO N

Hospitalizacni mortalita  Perioperacni mortalita

OEF<20% BEF 20-30% BEF 30-40% ®EF240%
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Topkara et al.: Coronary Artery Bypass Grafting in Patients With Low Ejection Fraction, Circulation 2005;112;344-350




Vliv revaskularizace na smetomy

- Starsi registry s minimalnim vlivem CABG na redukci symptomd
srdecniho selhani, ktera byla dolozena u 9-25% pacientt

- Novéjsi studie s vyraznym benefitem revaskularizace na redukci
symptomd srdecniho selhani u 59-92% pacientd

Vliv revaskularizace na systolickou funkci LK
- 1 starsi randomizovana studie s nesignifikantnim vlivem
revaskularizace na EF LK v CABG (n=102) a konzervativné lecené
skupiné (n=92).
- Observacni studie s prikazem signifikantniho vlivu na EF LK v
revaskularizované skupin€, ale s limitacemi

Baker DW, et sl. Management of heart failure: the role of revascularization in the treatment of patients with- moderate or severe left ventricular systolic dysfunction. JAMA 1994;272:1528 —34
Detre KM, Peduzzi P, Hammermeister KE, Murphy ML, Hultgren HN, Takaro T. Five-year effect of medical and surgical therapy on resting left ventricular function in stable angina: Veterans

Administration Cooperative Study. Am J Cardiol 1984;53:444 -50.
Sciagra et al.: Predicting Revascularization Outcome in Patients With Coronary Artery Disease and Left Ventricular Dysfunction (Data from the SEMINATOR Study). Am J Cardiol 2002;89:1369-1373
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OEtiméIni nacasovani revaskularizace

[ Hibernating Myocardium | Presnost predikce reverzni
—Remodeling ] remodelace LK pomoci
zobrazovacich metod

Predictive Values of

5ensitirit}' Speciﬁci tv Positive Negative

(%) (%) Test (%)  Test (%)
AN Dobutamine 81 80 77 85
Revascularization echocardio Era ph}"I
Radionuclidet 21-86 5066 69-71 7780
Positron-emission a3 58 71 26
End-diastole tomography
------ End-systole

*32 smdies, 1,090 patients; £53 studies; 1,346 patients; 320 studies; 598 patients.
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{ Reverse' Remodeling |- - - -[lll-- - - |

Rahimtoola SH. : Hibernating Myocardium: Another Piece of the Puzzle Falls Into Place. JACC. 2006;47;978-980




Zobrazovaci metody

Echokardiografie
. Dobutaminova zatézova, deformace myokardu LK

Magneticka rezonance
. LGE

SPECT a PET myokardu
: Perfuzni scintigrafie myokardu

. metabolizmus

Perfusion Rest MIBI Defect Blackout Map

Region Extent
LAD 0%
LCX 91%
RCA 3%

T(@G  Defect Blackout Map

403.0
Fixed
LAD 100% 0%
LCX 9% 62%
RCA 97% 3%
TOT 78% 15%




Biomed Pap Med Fac Univ Palacky Olomouc Czech Repub. 2010 Sep; 154(3):251-256.
O T. Skala, M. Hutyra, D. Horak, M. Taborsky

SEGMENTAL COLOR DOPPLER MYOCARDIAL IMAGING DERIVED
PRE-EJECTION VELOCITIES ARE NOT CLINICALLY USEFUL
IN THE ASSESSMENT OF POST-INFARCTION SCAR TRANSMURALITY

Tomas Skala**, Martin Hutyra®, David Horak®, Milos Taborsky*

Echokardiografie — klidove vysetreni/regionalni
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NPV 27.1 % 23.7 % —30.4 %
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Imaging

Myocardial ischaemia and viability: the pivotal
role of echocardiography

Petros Nihoyannopoulos"?* and Jean Louis Vanoverschelde 34

Chronic stunning
Transition phase

Chronic hibernation

Infarction

Remodelling

Stress method

i) Yes
i Yes
L May be absent
b No

-

May be absent

Regional

Fasting FDG uptake Structural changes Reversibility
— No Yes
< or 1 Mild Yes
t More severel/fibrosis  Delayed/incomplete
i Fibrosis No
S Fibrosis No
Global

Normal response

Ischemic response

Normal response

Ischemic response

Treadmill

Supine bicycle

Dobutamine

Vasodilator

Atrial pacing

Postexercise increase
in function
compared with
rest

Peak exercise
increase in
function
compared with
rest

Increase in functon,
velocity of
contraction
compared with
rest and usually
with low dose

Increase in function
compared with
rest

No change or
increase in
function
compared with
rest

Postexercise decrease in
function compared
with rest

Peak exercise decrease
in function compared
with rest

Decrease in function,
velocity of
contraction
compared with low
dose; may be less
compared with rest

Decrease in function
compared with rest

Decrease in function
compared with rest

Decrease in
ESV, increase
in EF

Decrease in
ESV,
in EF

increase

Greater decrease
in ESV,
marked
increase in EF

Decrease in
ESV, increase
in EF

Decrease in
ESV, no

change in EF

Increase in ESV, decrease
in EF in multivessel or
L main disease

Increase in ESV and
decrease in EF in
multivessel or L main
disease

Often same as normal

response; infrequently,
ischemia produces
decreased EF; cavity
dilatation rarely occurs

Often same as normal
response; occasionally,
ischemia produces
decreased EF; cavity
dilatation rarely occurs

No change or increase
ESV, decrease in EF

GUIDELINES AND STANDARDS

American Society of Echocardiography
Recommendations for Performance,
Interpretation, and Application of Stress
Echocardiography

Patricia A. Pellikka, MD, Sherif F. Naguch, MD, Abdou A. Elhendy, MD, PhD,

Cathryn A. Kuehl, RDCS, and Stephen G. Sawada, MD, Rochester, Minnesota; Houston,

Texas; Marshfield, Wisconsing and Indianapolis, Indiana
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Prognosticky vyznam rozsahu viabilniho myokardu
a ESV LK

Cardiac events (cardiac death, myocardial infarction, and hospitalization for heart failure) at 3-year follow-up for four different patient
categories with ischemic LV dysfunction according to the presence of substantial viable myocardium (>4 segments) at dobutamine stress echo
and the left ventricular end-systolic volume.
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Cortigiani L et al. Eur J Echocardiogr 2011;ejechocard.jer237

Bax 13, Schinkel AF, Boersma E et al. Extensive left ventricular remodeling does not allow viable myocardium to improve in left ventricular ejection fraction after revascularization and is associated
with worse long-term prognosis. Circulation 2004;110(11 Suppl 1):1118-22.
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Rozsah viabilniho myokardu a reverzni remodelace LK

. Before revasc. . After revasc.

P <0.01
[ |
60 - |
P <0.01 P =ns

(2]
o

Ejection fraction (%)
W =
o o

N
o

-
o

0 -
>6 Viable 2-5 Viable No viability
segments segments

Meluzin J, et al. Prognostic value of the amount of dysfunctional but viable myocardium in revascularized patients with coronary artery disease and left ventricular dysfunction. JACC 1998;32:912-20.
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Coronary Revascularization

Myocardial Viability Testing and Impact - oy . .

OfyRevascularimO;yon Prognosis e Is viability still viable after the STICH trial?
Patients With Coronary Artery Disease and
Left Ventricular DYSﬁlnCtiOn: A Meta"Anal}ISiS 'Cardiovasaular Urit, Campo di Marte Hespital, Lueca, katy; *Department of Cardiovascular Sciences, University School of Medicine, Milan, Italy: and institute of Clinical Physiclogy,

Kevin C. Allman, MB, BS, FRACP, FACC,* Leslee J. Shaw, PHD,} Rory Hachamovitch, MD, FACC,} CNR. Via G. Moruzi 1, 56124 R Ity
James E. Udelson, MD, FACC#

Lauro Cortigiani!, Riccardo Bigi?, and Rosa Sicari®*
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Revasc. Medical

Revasc. Medical
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Viable

Non-viable Viable Non-viable

Results of two meta-analysis on 3088 and 2217 patients with ischaemic cardiomyopathy, assessing the effect of
revascularization and medical therapy according to the presence of viability at dobutamine echo or nuclear techniques

Allman KC. et al. Myocardial Viability Testing and Impact of Revascularization on Prognosis in Patients With Coronary Artery Disease and Left Ventricular Dysfunction: A Meta-Analysis. 3 Am Coll
Cardiol 2002;39:1151-8

Cortigiani L, Bigi R, Sicari R. Is viability still viable after the STICH trial? Eur J Echocardiogr 2011;ejechocard.jer237
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Predikce reverzni remodelace (MR)~

Received: 19 March 2010/ Accepted: 24 July 2010/ Published online: 20 August 20
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ORIGINAL PAPER

Prediction of long-term reverse left ventricular remodeling
after revascularization or medical treatment in patients
with ischemic cardiomyopathy: a comparative study

between SPECT and MRI

Tomas Skala - Martin Hutyra - Jan Vaclavik -
Milan Kaminek + David Horak « Josel Novotny *

+Jan Lukl - Dan Mar s Taborsky

© Springer Science+Business Media, B.V. 2010

. <5 segments with delayed
enhancement/wall thickness ratio

Sensitivity 86 %, specificity 75% (AUC 0,81)

. =<2 segments with delayed

=50%

enhancement/wall thickness ratio =275%

Sensitivity 71%, specificity 67% (AUC 0,75)
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ORIGINAL PAPER

Prediction of long-term reverse left ventricular remodeling
after revascularization or medical treatment in patients
with ischemic cardiomyopathy: a comparative study

Predikce reverzni remodelace
(SPECT)

SPECT - fixed perfusion defect

ROC Curve, FPD1

o 91% responders: FPD <25,5% LV
0o 75% nonresponders: FPD >35% LV
2064 FPD extent <16,5% of LV
g (in prediction of reverse remodeling
@ o4 presence after revascularization):
0.2+ Sensitivity 64%, specificity 69% (AUC 0,64)
Q0,0 f T

T T
0.0 02 04 0.6 08 1,0
1 - Specificity
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CONTRAST-ENHANCED MAGNETIC RESONANCE IMAGING TO IDENTIFY REVERSIBLE MYOCARDIAL DYSFUNCTION

THE USE OF CONTRAST-ENHANCED MAGNETIC RESONANCE IMAGING
TO IDENTIFY REVERSIBLE MYOCARDIAL DYSFUNCTION

Raymonp J. Kim, M.D., Ebwin Wu, M.D., ALLEN RarFaeL, M.D., Enn-Ling CHEN, PH.D., MicHELE A. PARKER, M.S.,
CM R ORLANDO SIMONETTI, PH.D., FrRaNcis J. KLockg, M.D., Rosert O. Bonow, M.D., AND RoBerT M. Jupp, PH.D.
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Diagnosticka presnost zobrazovacich metod

Sensitivity/specificity of nuclear techniques and DSE in predicting functional recovery after revascularization in patients with ischemic LV dysfunction.
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Cortigiani L et al. Eur J Echocardiogr 2011;ejechocard.jer237

Bax 13, Cornel JH, Visser FC, Fioretti PM, van Lingen A, Reijs AE et al. Prediction of recovery of myocardial dysfunction after revascularization. Comparison of fluorine-18 fluorodeoxyglucose/thallium-

201 SPECT, thallium-201 stress-reinjection SPECT and dobutamine echocardiography. J Am Coll Cardiol 1996;28:558-64.
Chareonthaitawee P. Revascularization in Severe Left Ventricular Dysfunction: The Role of Viability Testing. JACC, 2005;46;567-574
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Dg.: ICHS, EF LK < 35% ‘
Parametry: viabilita myokardu (SPECT, DSE) Myocardial Viability and Survival in Ischemic
EP: mortalita Left Ventricular Dysfunction

L |
FU' Silr Robert O. Bonow. M.D. Gerald Maurer M.D._ Kerrv | lee Ph.D.

Ninety-nine sites in 22 countries enrolled 1221 patients on a time span of almost 10 years.
Analyzable subset with myocardial viability was of only 601 patients.

The results from echo and SPECT were lumped together.

The long-time span of enrolment may have changed surgical techniques, but mostly medical therapy.

All Patients Patients with Myocardial Viability Patients without Myocardial Viability
Characteristic (N=601) (N=487) (N=114) |
I Medications at baseline — no. (%)
Medical Medical B Betablock 534 (89 221 (91 216 (89 038 52 (87 45 (83 0.62
Therapy CABG Therapy CABG || EREEEr (89) e1) (89) . E2) (83) .
(N=243) (N=244) P Value (N=60) (N=54) PValue || ACE inhibitor 514 (86) 202 (83) 210 (86) 0.37 54 (90) 43 (89) 0.85
Age —yr 60.7=9.4 60.0+9.7 61.549.2 0.05 616485 60.0£9.2 0.34 E ARB 46 (8) 20 (8) 20 (8) 0.99 309 3(6) 1.00
Male sex — no. (%) 521 (87) 205 (84) 211 (86) 0.51 55 (92) 50 (93) 100 §  ACEinhibitor or ARB 554 (92) 219 (90) 227 (93) 0.25 57 (95) 51(94) .00
Previous myocardial infarction 431 (80) 190 (78) 183 (75) 0.41 56 (93) 52 (96) 068 ||  Statin 508 (85) 212 (87) 193 (79) 0.02 56 (93) 47 (87) 0.26
Current Canadian Cardiac Society angina 0.60 003 H Aspirin 513 (89) 209 (86) 205 (84) 0.54 56 (93) 43 (80) 0.03
class — no. (%) | Coronary artery disease distribution —
0 236 (39) 101 (42) 101 (41) 18 (30) 16 (30) B no. (%)
| 94 (16) 34 (14) 34 (14) 19 (32) 7(13) = No. of diseased vessels with 0.79 0.45
H =75% stenosis
I 253 (42) 104 (43) 99 (41) 23 (38) 27 (50) 2]
B 0 12 (2) 6(2) 3(1) 2(3) 102)
i 14 (2) 3(1) 8 (3) 0 3 (6) =
B 1 152 (25) 62 (26) 62 (25) 17 (28) 11 (20)
\Y 4(1) 1(<1) 2 (1) 0 1(2) B
B 2 221 (37) 87 (36) 92 (38) 18 (30) 24 (44)
Highest New York Heart Association 0.51 025 WM
functional class in 3 pre- | 3 215 (36) 88 (36) 86 (35) 23 (38) 18 (33)
vious mo — no. (%) | Left ventricular ejection fraction — % 26.7+8.6 28.1:8.4 27.0+8.2 0.30 226285 233:91 0.50
| 27 (4) 15 (6) 9(4) 0 3(6) | Left ventricular end-diastolic volume index  122.8+41.9  117.8+:37.9 116+35.1 0.63 152.3+51.3 140.0+£53.8 0.16
- — 2 =
I 212 (35) 94 (39) 88 (36) 14 (23) 16 (30) | ml/m* of body-surface area
i 275 (46) 100 (41) 111 (45) 36 (60) 28 (52) & Left ventricular end-systolic volume index ~ 91.7+38.9 85.8:34.3 86.0+32.1 0.97 120.8+49.6 111.2+50.8 0.25
= — ml/m? of body-surface area
\Y 37 (14) 34 (14) 36 (15) 10 (17) 7 (13) i
Risk-at-randomization score 12.5+8.8 119+8.4 12.8+9.0 0.28 13.7:9.8 12.0+8.8 037

Definice viabilniho myokardu:
SPECT myokardu (> 11 viabilnich segment()

Zatézova echokardiografie (> 5 segmentd s abnormaini klidovou systolickou funkci a kontraktilni rezervou)

Bonow RO et al. Myocardial Viability and Survival in Ischemic Left Ventricular Dysfunction. N Engl J Med 2011;364:1617-25.
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Revaskularizace

European Heart Journal (2010) 31, 25012555 ESC/EACTS GUIDELINES O

EURCPEAN
SOCIETY OF

doi:10.1093/eurheartj/ehq277

Guidelines on myocardial revascularization

The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association for
Cardio-Thoracic Surgery (EACTS)

Table 26 Recommendations for patients with chronic Table 27 Recommendations for patients with chroni Table 19 Recommendations for combined valve

heart failure and systolic left ventricular dysfunction
(ejection fraction <35%), presenting predominantly
with anginal symptoms

CABG is recommended for:
+ significant LM stenosis
* LM equivalent (proximal stenosis
of both LAD and LCx)
= proximal LAD stenosis with 2- or
3- vessel disease.

CABG with SYR may be considered
in patients with LVESV index

>60 mU/m? and scarred LAD
territory.

PCl may be considered if anatomy
is suitable, in the presence of viable
myocardium.

Table |17 Recommendations for prevention of contrast-induced nephropathy

heart failure and systolic left ventricular dysfunction
(ejection fraction <35%), presenting predominantly
with heart failure symptoms (no or mild angina:
Canadian Cardiovascular Society 1-2)

surgery and coronary artery bypass grafting

LV aneurysmectomy during CABG is
indicated in patients with a large LV
aneurysm.

CABG should be considered in the

presence of viable myocardium, lla 16
irrespective of LVESV.

CABG with SVR may be considered

in patients with a scarred LAD 1lb 159, 160
territory.

PCl may be considered if anatomy
is suitable, in the presence of viable 1lb
myocardium.

Intervention
All patients with CKD

OMT (including statins, B-blockers, and ACE
inhibitors or sartans) is recommended.

According to clinical indications.

I mLikg/h

Hydration with isotonic saline is recommended. 12 h before and continued for 24 h after the procedure

(0.5 mLikgh if EF <35% or NYHA >2).

127-130

Combined valve surgery and:

CABG is recommended in patients with a
primary indication for aortic/mitral valve
surgery and coronary artery diameter stenosis
>70%.

CABG should be considered in patients with
a primary indication for aortic/mitral valve
surgery and coronary artery diameter stenosis
50-70%.

Combined CABG and:

Mitral valve surgery is indicated in patients
with a primary indication for CABG and
severe® ischaemic mitral regurgitation and EF
>30%.

Mitral valve surgery should be considered in
patients with a primary indication for CABG
and moderate ischaemic mitral regurgitation
provided valve repair is feasible, and
performed by experienced operators.

Aortic valve surgery should be considered in
patients with a primary indication for CABG
and moderate aortic stenosis (mean gradient
30-50 mmHg or Doppler velocity 3—4 m/s
or heavily calcified aortic valve even when
Doppler velocity 2.5-3 m/s).
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@ European Heart journal (2014) 35, 2541-2619 ESC/EACTS GUIDELINES @

doi:10.1093/eurheartj/ehu278

2014 ESC/EACTS Guidelines on myocardial
revascularization

The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association
for Cardio-Thoracic Surgery (EACTS)

Recommendations

CABG is recommended for
patients with significant LM stenosis
and LM equivalent with proximal
stenosis of both LAD and LCx
arteries.

CABG is recommended for
patients with significant LAD artery
stenosis and multivessel disease to
reduce death and hospitalization
for cardiovascular causes.

LV aneurysmectomy during CABG
should be considered in patients
with a large LV aneurysm, if there is
a risk of rupture, large thrombus
formation or the aneurysm is the
origin of arrhythmias.

CABG with surgical ventricular
restoration may be considered in
patients with scarred LAD

territory, especially if a post- iib
operative LVESV index <70 mL/m?

can be predictably achieved.

PCl may be considered if anatomy

is suitable, in the presence of viable b

myocardium, and surgery is not
indicated.

5.3 Detection of myocardial viability

Non-invasive assessment of myocardial viability has been used to
guide the management of patients with chronic ischaemic systolic
LV dysfunction. Multiple imaging techniques, including PET,
SPECT, and dobutamine stress echocardiography, have been evalu-
ated for assessment of viability and prediction of clinical outcome
after myocardial revascularization.> In general, nuclear imaging
techniques have a high sensitivity, whereas techniques evaluating
contractile reserve have a somewhat lower sensitivity but higher
specificity. MRI has a high diagnostic accuracy for assessing the
transmural extent of myocardial scar tissue and can also assess con-
tractile reserve, butits ability to detect viability and predict recovery
of wall motion is no better than other imaging techniques. The dif-
ferences in performance between the various imaging techniques

are small, and experience and availability commonly determine
which technique is used. The evidence is mostly based on observa-
tional studies or meta-analyses. One RCT, relating to PET imaging,
showed that patients with a substantial amount of dysfunctional but
viable myocardium are likely to benefit from myocardial revascular-

ization.”®
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Zavery a otazky

1.
Z

3.

Viabilita myokardu — kamen do mozaiky indikace k revaskularizaci

Jaka je optimalni metoda s ohledem na cenu, Casovou narocnost,
dostupnost, reprodukovatelnost, presnost, operator dependence?

Nutnost dalsi evidence - ?
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Déekuji za
pozornost
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