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Pouziti CT a MR v diagnostice (hyper)akutnich stavu na JIP

CT MR

 rychlost (vyhoda pfi vySetreni nestabilnich nebo omezené pro radu situaci lepsi senzitivita a specificita

spolupracujicich pacientl)
* horsi dostupnost

e dostupnost
* 0btiznéjsi provedeni — specifické protokoly/sekvence vysetieni pro dané

. . v Vd 7 v Vv . . 7 .
radiacni zatéz klinické situace

*  limitace pri potrebe aplikace kontrastni latky * specifické kontraindikace (MR-nekompatibilni implantaty)
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Marine Aliaga Diagnostic yield and safety of CT scans in ICU

Jean-Marie Forel

Pouziti CT v prostredi JIP

Table 2 Main diagnostic hypotheses formulated by physician and Boris Jung

confirmation by CT scan

Diagnostic Diagnostic . o
I'able 1 CT scans and IHT characteristics

hypothesis confirmation

before CT by CT

scan, % (n)  scan, % (n) Anatomical regions explored by CT scan, % (n)
Infectious cause 42.2 (225) 48.9 (110) Thoraco-abdominal-pelvic 36 (192)
Intracranial disease 33.0 (176) 46.0 (81) Brain 27.4 (146)
Venous thromboembolism 8.8 (47) 27.7(13) Whole body 13.5 (72)
Extracranial bleeding 1.7 (41) 39.0 (16) Chest 10.1 (54)
Pleural effusion or Lung atelectasis 3.6 (19) 63.2 (12) Abdominal-pelvic 7.3 (39)
Malignant tumour 0.9 (5) 40.0 (2) Brain and chest 5.6 (30)
Other varied causes 3.8 (20) 63.0 (13)

Table 3 Comparison of expected therapeutic change (before CT) and effective therapeutic change (after CT)

Effective therapeutic change after C'T scan % (n)

Interventional Medical No change
Expected therapeutic change before CT scan % (n) Interventional 69.8 (372) 37.1 (138) 18.3 (68) 44.6 (166)
Medical 30.2 (161) 9.3 (15) 42.9 (69) 47.8 (77)

* 3 JIP v univerzitnich nemocnicich - Francie (Marseille, Montpellier); 2012-2013

e 533 CT vysetreni; 359 pacient
Aliga M et al.Intensive Care Med (2015) 41:436—443
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CT v prostredi JIP — nezadouci prihody

80 -

152
o
1

Percentage of AE and difficult transport

| Transport perception  Prreng< 0.001

M Adverse event p.,s=0.006

1)
2 3 25
n=98 n=134 n=121 n=89 n=29 2)
Amount of equipment
3)
4)

* nezadouci prihody: 22,3 % pripadu transportu JIP - CT
(7 % povazovano za zivot ohrozujici)
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Respiratory 37.8% (45)

Material malfunction 31.1% (37)

Cardiocirculatory 30.3% (36)

Neurological EePX/AEE))

0% 10% 20% 30% 40%

Respiratory AE: oxygen desaturation; bronchospasm; pneumothorax;
accidental extubation; selective intubation; patient-ventilator asynchrony

Cardiocirculatory AE: severe hypotension; arrhythmia; cardiac arrest,
Neurological AE: agitation, intracranial hypertension

Material malfunction AE: catheter disconnection, dislodgment or
thrombosis, accidental dislodging of urinary catheter or nasogastric tube;
incidents with airway equipment: disconnection of endotracheal tube,
alarms or transport ventilator malfunction, or problems with oxygen supply;
electric syringe battery down; bed electric command or elevator out of order.

Aliga M et al.Intensive Care Med (2015) 41:436—443
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CT mozku — intrakranialni krvaceni

* vysoka senzitivita a specificita

epiduralni krvaceni

subduralni krvaceni

subarachnoidalni krvaceni

intracerebralni krvaceni

» Cockovity, bikonvexni tvar, neprekracuje hranice Svu

* srpkovity tvar, hrance Svu prekracuje

OOOOOOO

podél likvorovych prostoru

primo v mozkové tkani, expandujici hyperdenzi lozisko s perifokalnim edémem

etiologie: art. hypertenze, koagulopatie, komplikace antikoagulace, reperfuze, trauma, nador...

v Olomouci

Williamson C et al. Semin Respir Crit Care Med 2017;38:840-852; Zizka J, Dvofdk P In: Sevcik P et al. Intenzivni medicina, Galén, 2014

www.fnol.cz



CT mozku - ischemicke mozkove prihody

* vylouceni hemoragické etiologie/komplikace

e prukaz ischemické etiologie
* v prvnich 6 hodinach priikaz pouze u 2/3 pripadt
* perakutni znamky ischémie
* velmi diskrétni zmeény, obtizné hodnoceni
e setreni rozhrani mezi Sedou a bilou hmotou (cortical ribbon sign)
* vyhlazeni sulkll na povrchu postizené Casti (sulcal effacement)
* hypodenzita v postizené oblasti

e priznak denzni tepny (dence artery sign) — Cerstvy trombus

e CT angiografie

* prlikaz stendzy/okluze na privodnych mozkovych tepnach a intrakranidlni cirkulaci; arteridlni disekce, anuryzma, cévni
malformace

e CT pefuze

Reif M et al. Kardiol Rev Int Med 2013, 15(1): 11-25; Zizka J, Dvofék P In: Sevéik P et al. Intenzivni medicina, Galén, 2014
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MR mozku — ischemické mozkove prihody

* vySSi senzitivita a specificita v dg. vétsiny patologickych stavt CNS oproti CT

e akutniischémie

 DWI (difuzné vazené sekvence)
* restrikce difuze — velmi ¢asné zobrazeni (v Fadu minut) — cytotoxicky edém béhem akutni ischémie

T2 FLAIR (T2-vazené sekvence s potlacenim signalu vody, resp. likvoru)
e znamky ischémie po 1-4 h
 odhad délky ischémie (korelace T2 FLAIR s DWI)

* hemoragie
* sekvence citlivé na derivaty hemoglobinu (GRE, SWI)

e posouzeni hemoragie v hyperakutni fazi (stanoveni deoxyhemoglobinu)
* detekce drobnych hemoragii na CT inaparentnich

» odliSeni hemoragie od kalcifikaci

Holesta M In: Widimsky P et al. Neurokardiologie, Maxdorf, 2021
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CT hrudniku

detailni informace o charakteru plicni tkané pri nativhim vysetreni

PNO, pneumomediastinum, podkozni emfyzém

infiltrace, atelektazy, konsolidace

difuzni postizeni — emfyzém, edém, ARDS, intersticialni pneumonie

hemotorax

OOOOOOO

v Olomouci

Zizka J, Dvoradk P In: Sevcik P et al. Intenzivni medicina, Galén, 2014

www.fnol.cz
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CT hrudniku — plicni embolizace

e zobrazeni plicnich arterii az po subsegmentalni uroven

e posouzeni PK v ramci prognostické stratifikace

* alternativni/paralelni patologie (plicni parenchym, mediastinum, pleura...)

\0

FAKULTNI NEMOCNICE®
OLOMOUC

Tabulka 6 - Zobrazovaci metody pro diagnostiku plicni embolie

Silné stranky
CTPA

V/Q
scintigrafie

V/Q SPECT

Plicni
angiografie

v

* Ve vétsiné center snadno a nepretrzité
dostupné
* /ynikajici pfesnost

¢ Silna validace v prospektivnich klinickych

studiich

¢ Nizka mira neprukaznych vysledku
(3-5%)

* Pokud je vyloucena PE, muze odhalit
alternativni diagnozu

¢ Kratka doba akvizice

» Témér zadné kontraindikace

¢ Relativné levna

* Spolehlivé validovana v prospektivnich
klinickych studiich

* Témér zadné kontraindikace

* Nejnizsi pocet nediagnostickych testu
(<3 %)

¢ Dle dostupnych tdajd vysoka presnost

* Bindrni interpretace (,,PE"” vs. ,bez PE")

e Historicky zlaty standard

Lékarska
fakulta

Univerzita Palackého
v Olomouci

Slabé stranky/limitace

* Expozice ionizujicimu zareni
* Expozice jodovému kontrastu:
- omezené pouziti pfi alergii na jod
a hypertyreoze
- rizika u téhotnych a kojicich zen

- kontraindikovano pfi zdvazném selhani

ledvin
e Sklon k naduzivani kvili snadné
dostupnosti

¢ Klinicky vyznam diagnozy subsegmentarni

PE stanovené pomoci CTPA neni znam

* Neni snadno dostupna ve viech centrech
* Interobservacni variabilita v interpretaci

nalezu

* Vysledky uvadéné jako poméry
pravdépodobnosti

* V50 % pripadu je neprukazna

* Pokud je vyloucena PE, neposkytuje
informaci o alternativni diagnoze

* Variabilita techniky

« Variabilita diagnostickych kritérii

* Pokud je vyloucena PE, neposkytuje
informaci o alternativni diagnoze

e 74dn4 validace v prospektivnich klinickych

studiich

¢ Invazivni metoda

* Neni snadno dostupna ve viech centrech

Problematika radiacniho zareni?

* Radiacné ucinné davka
3-10 mSv®

* \/yznamna expozice
ionizujicimu zareni do prsni
tkané mladych zen

* Nizsi expozice ionizujicimu
zafeni nez pri CTPA, efektivni
davka ~2 mSv®

* Nizsi expozice ionizujicimu
zareni nez pri CTPA, efektivni
davka ~2 mSv®

* Nejvyssi expozice
ionizujicimu zéreni, efektivni
davka 10-20 mSv®

Rokyta R et al. Cor Vasa 2020;62:154-182

www.fnol.cz



CT hrudniku — patologie aorty

e klicova uloha CTA v diagnostice a rizikove
stratifikaci onemocnéni aorty

* |lokalizace postizeni, kvantifikace rozmérdu,
pritomnost ateromu, trombu, intramuralni
hematom, pseudoaneurysma, kalcifikace,
postizeni odstupujicich vétvi

e disekce aorty

* preferované vstupni vysetreni

e zobrazeni listu disekce (intimal flap) — oddéleni pravého a
falesného lumen

* triple-rule-out

v Olomouci
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CTA koronarniho reciste

Adla T; Postgradualni medicina, 2009, roc. 11, ¢C. 9, s. 982-991
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MR a akutni koronarni syndrom

Table. Technical Descriptions of the Various Components of the Myocardium Assessed by CMR in STEMI

Components Technical Description A
Native T1, postcontrast T1, This is the time constant to recover 63% of its longitudinal magnetization (spin-lattice relaxation) and is expressed in
and ECV milliseconds. It is referred to as native T1 when performed before the administration of gadolinium chelate.

It is recommended that postcontrast T1 be performed at least 10 min after contrast administration.™

Once the native and postcontrast T1 of the blood and myocardium and the hematocrit are known, the ECV can be calculated .
e Salvaged myocardium
ECV (%)=(100-hematocrit)x(1/postcontrast T1, . )-(1/native T1___ . ) .
(1/postcontrast T1,_)—(1/native T1,__) LGE Area-at-risk
T2 This refers to the constant representing the decay of transverse magnetization (spin-spin relaxation) to 37% of its initial hvpointense core Ml size [
equilibrium value and is expressed in milliseconds." yp
T2* This is the time constant representing the decay of transverse magnetization in the presence of local magnetic field (MVO or IMH)
inhomogeneities and is expressed in milliseconds." ’
Parametric mapping This is a process whereby an anatomic map is generated with each pixel representing a specific magnetic tissue property Remote myoca rdium
(T1, T2, or T2* or ECV) derived from the spatially corresponding voxel of a set of coregistered magnetic resonance source
images."! } i ; ! [
. . . . . B e . . l ; : I
Ml size This refers to the mass or volume of infarcted myocardium and is conventionally quantified by late gadolinium enhancement. B : Do i 0-3 minutes ! 4-10 minutes ' 10-20 minutes i
After 10 min, pseudoequilibrium of gadolinium chelate concentration between blood and well-perfused myocardium : ! post-contrast H post-contrast i post-contrast :
develops. During this time, a higher concentration of contrast is distributed in areas of acute or chronic Ml (significantly ! r r !

shortening T1) than in normal myocardium. Therefore, with appropriate nulling of the remote myocardium with inversion CMR Native T1 First-pass Post- Post-
recovery T1-weighted sequences, the necrotic or scarred areas appear bright.5* sequences perfusion contrast contrast
Early microvascular obstruction This can be identified as areas of dark core within the MI zone with first-pass perfusion or EGE imaging performed with a T1 map

fixed, high Tl (eg, 440 to 500 ms at 1.5 T) acquired at 1-4 min after contrast injection.

Late microvascular obstruction This can be identified as a dark core within the areas of hyperenhancement on conventional late gadolinium enhancement
sequences acquired >10 min after contrast injection.

Intramyocardial hemorrhage This can be identified with T2* -weighted imaging or T2* mapping.

IMH v v vvv

From brain imaging data, the degradation of the extravasated erythrocytes to oxyhemoglobin, deoxyhemoglobin, and
methemoglobin (strongly paramagnetic) is dynamic and exhibits different magnetic properties at various stages, as previously
described by Bradley.'® Breakdown of the erythrocyte membrane eventually leads to ferritin and hemosiderin deposits within MVO v v v VvV VvV v v vV v v

the macrophages, and the iron-degradation products can be detected with T2* imaging.

Early Early Early Early Late Late Late
Most studies have used a cutoff value for T2*of <20 ms''® to detect intramyocardial hemorrhage, but a threshold-based .
method of 2 SDs below the mean remote myocardial T2* can also be used.?® In centers where T2* imaging is not available, Mi size v Vv v i
many studies have also used T2-weighted imaging, but its diagnostic performance is less robust than T2*-weighted imaging.”’
Area at risk This refers to the territory supplied by the infarct-related artery and includes both the reversibly-injured myocardial (the Area-at-risk vvv vvv vv vv vv v
salvaged myocardium) and the infarcted myocardium. The area at risk can be indirectly assessed by CMR with late gadolinium ESA

enhancement imaging (to derive the endocardial surface area),”” T2-weighted imaging,”®?* T2 mapping,®® native T1
mapping,’®?’ EGE imaging,”®?® precontrast SSFP cine,’® and postcontrast SSFP cine imaging.?'*?

T1 mapping and T2 mapping are currently considered the most robust of the CMR techniques because they have a better
contrast-to-noise ratio than the T2-weighted/T 1-weighted/cine imaging techniques, they are less prone to blood pool and
motion artifacts, and they are less likely to have signal dropout resulting from surface coil inhomogeneities.?>?7-

Myocardial salvage and Myocardial salvage can be calculated by subtracting the Ml size from the area at risk.
myocardial salvage index

The myocardial salvage index refers to the ratio of the myocardial salvage to the area at risk.*

Remote myocardium This is usually defined as a myocardial segment 180° from the infarcted territory.

Bulluck H et al. Circulation. 2018;137:1949-1964

Lékarska

fakult
(,FAKULTN.-NEMOCN.CE« @ skl www.fnol.cz
OLOMOUC Univerzita Palackého

v Olomouci



Diagnostika komplikaci, dif. dg. MINOCA

e intrakardidalni trombodza

Budge L et al. Cardiol Res Pract 2011,2011:605785;
Camastra et al. World J Radiol 2017 June 28; 9(6): 280-286

www.fnol.cz
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CT hrudniku/srdce — perikard

 dif. dg. perikardialni patologie
e periproceduralni komplikace

* mechanické komplikace IM

Epicardial
—hlat
: s Blood in

B Pericardial

ol space

J Cardiol Cases 2012 Apr 18,5(3):e147-e149; Radiographics Nov-Dec 2007;27(6):1595-610

www.fnol.cz
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Dif. dg. perikardialni separace — subakutni ruptura myokardu

Table 45.1 Algorithm for the diagnosis and treatment of subacute ventricular rupture Survival after mechanical cgmplica‘tinn
| o
Criteria for the diagnosis of subacute False + Recommended action N, e e e —————— - —— e ==
LV wall rupture diagnosis No mechanical complication
D oy 3 o
HypOtenSion + + + + + + EChoCardiOgraphy FE : T omm e e e @ 6  w @ F O R R R S B e S e O e B = e @ 8 —EE:- .l:"}
= ' Acute mitral regurgitatio
[ ]
Pericardial effusion >5 mm + + + Follow-up echocardiography E 0.6 1 E2 of 5745 pt& 15 (0,26%)
] H
o - (0.91%)
Intrapericardial echoes Th Echocardiographic contrast CT scan, if available g . 23,5 h after symptoms onset
:E A R e e e 37 %
Right atrial/RV compression + Consider emergency surgery, even if echocardiographic (] Free wall rupture
contrast is negative g' 30 (0,52%) 20%
Blood in pericardiocentesis + o 0.3 Ventricular septal rupture
10 (0,17%)
Contrast in pericardial cavity 0 Emergency surgery
1[0
Lk ) . . ol . . .
Direct identification of rupture 0 Days post-complication or post-randomization

Epicardial

‘ fat
ot Blood in

2134708 MC
AdB:74 year

Axial CT

Lopez-Sendon J et al. In: The ESC Textbook of Intensive and Acute Cardiovascular Care (2 ed.);
French et. al., Am J Cardiol 2010
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Infekcéni endokarditida Klinické podezieni na E
| Modifikovand Duke kritéria (1) |

 extravalvulvuldrni Sifeni v i v v
e zobrazeni vegetace - -
* stendza/regurgitace postizené chlopné Nativni Chiloanti

chloperi | nahrada

1. Opakovana echokardiografie 1. Opakovana echokardiografie (TTE a TEE)/
(TTE a TEE)/mikrobiologie [ mikrobiologie

¢ 720 b Fazenli em b (@) | IC kyC h p Il h (@) d 2. Zobrazovani embolickych 2. '*F-FDG PET/CT nebo SPECT/CT znaenymi leukocyty
ptihod? 3. CT srdce
3. CT srdce 4. Zobrazovani embolickych pfihod

Modifikované diagnosticks kritéria ESC 2015
.

Potvrzena IE Mozna IE | Vylouéend IE

CT - vypocetni tomografie; FDG - fluorodeoxyglukéza; IE - infekéni endokarditida;
PET - pozitronova emisni tomografie; SPECT - jednofotonova emisni vypocetni
tomografie; TEE - transezofagealni echokardiografie; TTE - transthorakalni
echokardiografie.

@ Muze zahrnovat MR mozku, celotélové CT a/nebo PET/CT.

®Viz tabulku 14.

Linhartovd K et al. Cor et Vasa 58 (2016) e107—e128

Lékarska
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CT bricha

* podezreni na nahlou prihodu brisni

e patrani po zdroji zanétu — sepse

* zesileni stény dutého organu, prosaknuti nitrobrisniho tuku v oblasti zanétu

V4

 zdroj krvaceni (dutina brisni, retroperitoneum)

* parenchymatozni organy

V4 /7 V4

e cevni léze

* nativni vySetreni

e j.v. kontrast

m\ a Py — ‘3 ,

: o | \

N N A 455 Mies
. 3 -T‘*T*'r‘ A 'a, = f\;
— vy DRI A AN
N s e EORIN: LRk
S L} h A WA P
) : 6

* p.o. kontrast (odliseni meziklickovych |

Zizka J, Dvordk P In: Sevcik P et al. Intenzivni medicina, Galén, 2014

www.fnol.cz
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,Alergie” na kontrastni latku

e ,alergie na jod“
* neni mozna —jod je zakladni stopovy prvek
* anamnesticky udaj vétsSinou odpovida kontaktni dermatitidé na antisepticky prostredek obsahujici jod (zplisobena nosicem
- polyvinylpyrrolidinem) — neni kontraindikaci k podani jodove KL
* nezadouci ucinky po podani jodové KL
 alergoidni, anafylaktoidni (,,allergy-like“) reakce

 Idiosynkrazie: urtica, pruritus, nauzea, vomitus, otok v obliCeji, bronchospazmus, otok laryngu, arytmie, kfeCe a
smrt

« mediatory nespecifického imunitniho systému s aktivaci komplementu a dalSich mediatort molekulou kontrastni latky

* non-idiosynkratické: bradykardie, hypotenze, vasovagalni reakce, neuropatie, nauzea, zvraceni, neurotoxicke
poskozeni, AKIN

» primy toxicky a osmolarni ucinek jodové KL
e incidence NU - mirné: 2,5 %, stifedni: 1,2 %: tézké 0,4 %.
e priprava

* rizikovy pacient: pfedchozi anamnéza NU KL, alergie, astma bronchiale Holm F. Interv Akut Kardiol 2015; 14(4): 142—143

www.fnol.cz
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Kontrastova nefropatie

* kontrastni latkou indukovana nefropatie

e zvySeni sKreat o vice nez 44,2 upmol/l (0,5 mg/dl), nebo jeho zvySeni alesponl o 25 % oproti vstupni hodnoté
ESUR 2018: zvyseni sKreat 226,5 umol/ (0,3 mg/dl), nebo 21.5-1.9 oproti vstupni hodnoté (odpovida KDIGO definici)

* rozvoj behem 48-72 hod po podani kontrastni latky

* rizikové faktory

* neovlinitelné: preexistujici renalni poskozeni; diabetes mellitus; obezita; srdecni selhani; vék (nad 75 let); transplantovana
ledvina

* ovlivnitelné: typ a mnozstvi kontrastni latky; dehydratace; hypotenze, hypoxie; anémie; metabolické odchylky
(hyponatrémie, hypalbuminemie, hypokalémie)
°* prevence
» dostatecnda hydratace - >21-1,5 ml/kg/h i.v. krystaloidu 3-12 h pred a 6-12 h po podani KL

* preruseni nefrotoxické medikace 48 hod prfed podanim KL
* N-acetyl cystein —sporny vliv (PRESERVE trial — zadny benefit)
* preventivni hemodialyza neni doporucena

Faucon AL et al. Eur J Radiol 2019 Jul;116:231-241; Teplan V. Vnitr Lek 2012, 58(7-8):93-96

www.fnol.cz
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Kontrastova nefropatie

ORIGINAL

Contrast-associated acute kidney

@ CrossMark

injury in the critically ill: systematic review
and Bayesian meta-analysis

Stephan Ehrmann'? ®, Andrew Quartin®*, Brian P Hobbs’, Vincent Robert-Edan®, Cynthia Cely>*,
Cynthia Bell”, Genevieve Lyons”, Tai Pham®°'°, Roland Schein®“, Yimin Geng'', Karim Lakhal®

and Chaan S.Ng'?

Polena et al. 2005 [26]
Tremblay et al. 2005 [27]

Oleinik et al. 2009 [28]

McGillicuddy et al. 2010 [29]
Ng et al. 2010 [30]°

Cely et al. 2012 [31]°

Kimetal 2012 [32]
Ehrmann et al. 2013 [33]°
Christ et al. 2015 [34]

Gao et al. 2015 [35]

w
Q
w
ICU, retrospective cohort N=75 N=75 No statistical risk adjustment =
18.6% AKI 2.0 % AK| °
Trauma center, retrospective cohort N =156 N =39 No statistical risk adjustment Proportion of ICU patients unclear -:f Subjective OR = 1.37
9% AKI 4% AKI 8
Intracerebral hemorrhage, prospective N =368 N=130 No statistical risk adjustment Main focus of study: computed tomo- .2-‘
cohort 6% AKI 14% AK graphic angiography. Some control
patients received contrast
Trauma center, retrospective cohort N =822 N =249 No statistical risk adjustment Proportion of ICU patients unclear
1.9% AKI 24% AKI b pe Ehrmann ef al., France (33)
ICU, retrospective cohort N=281 N =81 1-to-1 matching on baseline serum creati- g Ng et al., Texas (30)
17% AKI 17% AKI nine, SOFA score, and age Cely et al., Florida (31)
ICU, prospective cohort N=153 N =53 1-to-1 matching on baseline creatinine
9.4% AKI 15% AKI clearance, diabetes, mechanical ventila-
tion, vasopressor use c Objective Meta-analysis
(objective a priori hypothesis
Trauma and surgical ICU, case—control N =389 N=182 No statistical risk adjustment Proportion of ICU patients unclear e
30% AKI 29% AK] =
o
ICU, prospective cohort N=146 N =146 1-to-1 propensity score-based matching =
5.5% AKI 5.5 AKI 2 Subjective Meta-analyses
. . - . . D (subjective a priori hypotheses
Post-cardiac arrest, retrospective cohort N=289 N =153 No statistical risk adjustment & combined with observed data)
15.7% AKI 37.7% AKI %
ICU, retrospective cohort N=474 N = 1896 Logistic regression OR 1.66 (0.72-3.90)
14.8% AKI 12.4% AKI

Results: Ten studies were identified; only four took into account the baseline acute kidney injury risk, three by patient
matching (560 patients). Objective meta-analysis of these three studies (vague and impartial a priori hypothesis
concerning attributable acute kidney injury risk) did not find that iodinated contrast media increased the incidence of
acute kidney injury (odds ratio 0.95, 95% highest posterior density interval 0.45-1.62). Bayesian analysis demonstrated
that, to conclude in favor of a statistically significant incidence of acute kidney injury attributable to contrast media
despite this observed lack of association, one’s a priori belief would have to be very strongly biased, assigning to previ-
ous uncontrolled reports 3-12 times the weight of evidence strength provided by the matched studies including a
control group.

Conclusions: Meta-analysis of matched cohort studies of iodinated contrast medium exposure does not support a
significant incidence of acute kidney injury attributable to iodinated contrast media in critically ill patients.
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MR a implantovany kardiostimulacni/ICD systém

~

l Recommendations for performing magnetic resonance
H imaging in pacemaker patients
Recommendations Class® Level®
m ] In patients with MRI-conditional pacemaker sys-
tems,” MRIs can be performed safely following
? the manufacturer’s instructions.”>73375
In patients with non-MRI-conditional pacemaker |
B orludadapﬁors.'mﬂm systems, MRI should be considered if no alterna-
+ ® - tive imaging mode is available and if no epicardial lla

leads, abandoned or damaged leads, or lead

adaptors/extenders are present.”**74
MRI may be considered in pacemaker patients

with abandoned transvenous leads if no alterna-
748—751

©ESC 2021

' v v tive imaging modality is available.

MRI following
MRI appropriate
standardized
(Class lla) workflow
(Class Ila) (Class llb)

) @ESC— Eur Heart J 2021 Sep 14,;42(35):3427-3520. doi: 10.1093/eurheartj/ehab364.
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Kdy vyrazit na CT a MR behem nocni sluzby na JIP?

* Pokud predpokladam, ze vysledek CT nebo MR zméni dalsi postup.

* Neexistuje lépe dosazitelna alternativni zobrazovaci metoda (napfr. UZ).

* Jsem pripraven na reseni pripadnych komplikaci.
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