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AKUTNI KORONARNI SYNDROM
A

CHRONICKA PRIMARNI MR CHRONICKA SEKUNDARNI MR
(Typ 1) (Typ 1, Typ llib)
CHRONICKA DEKOMPENZOVANA SEKUNDARNi MR AKUTNi SEKUNDARNI MR
(Typ I, Typ llib) (Typ Ilib)

AKUTNI ISCHEMICKA MR —
RUPTURA PAPILARNIHO SVALU
(Typ 1)




MR A AKS Z POHLEDU KARDIOCHIRURGA

AKUTNI KORONARNI SYNDROM A KCH

Recommendations for invasive evaluation and
revascularization in non-ST-elevation acute coronary
syndrome

Recommendations

Urgent coronary angiography (<2 h) is rec-

ommended in patients at very high ischae-

mic risk (Figure 4)397

An early invasive strategy (<24 h) is recom-

mended in patients with at least one high-

risk criterion (Figure 4).16""17“'176

An invasive strategy (<72 h after first
presentation) is indicated in patients
with at least one intermediate-risk crite-

rion (Figure 4) or recurrent
170171

symptoms

_—
It is recommended to base the revasculari-

zation strategy (ad hoc culprit lesion PCl/
multivessel PCI/CABG) on the clinical smtus
and comorbidities, as well as the disease
severity [i.e. the distribution and angio-
graphic lesion characteristics (e.g. SYNTAX
score)], according to the principles for
\ip\oc 194

In cardiogenic ShocR ETEvaSTOtariza-

tion of non-IRA lesions is not recommended
190

during primary PCL
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dural aspects (strategy and technique)

Primary percutaneous coronary intervention for myocardial reperfusion in ST-elevation myocardial infarction: proce-

Recommendations

Class® | Level®

Strategy

211-214

discharge.

Routine revascularization of non-IRA lesions should be considered in patients with multivessel disease before hospital

IRA cannot be performed.

CABG should be considered in patients with ongoing ischaemia and large areas of jeopardized myocardium if PCI of the la

In cardiogenic shock, routine revascularization of non-IRA lesions is not recommended during primary PCL.'*

Technique

Routine use of thrombus aspiration is not recommended.

223-226228

©ESC 2018

. kvétna 2023

Neuman FJ et al: Eur Heart J 2019;40:87-165
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AKUTNI KORONARNI SYNDROM A KCH

* KCH INTERVENCE U AKS JE INIDIKOVANA TEHDY
POKUD NENI PRIMARNI REVASKULARIZACNI
STRATEGIE POMOCI PCl MOZNA NEBO VHODNA
(TYP LEZE, ROZSAH POSTIZENI)

« MA PRITOMNOST MR ZMENIT INDIKACI KE KCH
VYKONU???
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1 MR A AKS Z POHLEDU KARDIOCHIRURGA

AKS A CHRONICKA PRIMARNI MITRALNiI REGURGITACE
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——
< Recommendations on indications for intervention in seve

w mitral regurgitation

Recommendations

Mitral valve repair is the recommended surgi-

cal technique when the results are expected to
be durable [293-296].

patients who are operable and not high risk
[293-296].

Surgery is recommended in asymptomatic
patients with LV dysfunction (LVESD >40 mm
and/or LVEF <60%) [277, 286, 292].

ery should be considered in asymptomatic
s with preserved LV function (LVESD

tre and a durable repair is likely [285, 288}
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AKUTNI KORONARNI SYNDROM A PRIMARNI MR

Vahanian A et al: Eur Heart J 2021;00:1-72



A MR A AKS Z POHLEDU KARDIOCHIRURGA

AKUTNI KORONARNI SYNDROM A PRIMARNI MR

e e 4]

* Vzdy je otazka co je pricinou patologického stavu pacienta (AKS vs. chronicka MR)

* O indikaci kombinovaného vykonu rozhoduje symptomatologie v predchorobi, vék,
celkovy stav a komorbidity, nikoliv jen samotna vyznamnost MR

* Rozsireni vykonu o korekci MR zvysuje chirurgickeé riziko
 Milady nemocny s AKS a primarni chronickou MR by mél podstoupit kombinovany vykon

» Starsi fragilni pacient, kde je jesté otazna symptomatologie MR obvykle profituje z
chirurgické nebo hybridni revaskularizace bez intervence na MCH

XXXI. Vyroéni sjezd Ceské kardiologické spoleénosti, Brno, Praha, 9.-16. kvétna 2023



]:%;H MR A AKS Z POHLEDU KARDIOCHIRURGA

AKS A SEKUNDARNI MITRALNI REGURGITACE

ERO 20,2 cm? RV = 30mL
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AKUTNI KORONARNI SYNDROM A SEKUNDARNI MR

Secondary mitral regurgitation

In SMR, the valve leaflets and chordae are structurally normal
and mitral regurgitation results from an imbalance between clos-
ing and tethering forces secondary to alterations in LV and LA
geometry [317, 318]. It is most commonly seen in dilated or
ischaemic cardiomyopathies, both in severely dilated LV with
markedly depressed LV function or after an isolated infero-basal
myocardial infarction leading to posterior leaflet tethering,
despite almost normal LV size and ejection fraction. SMR may
also arise as a consequence of LA enlargement and mitral annular
dilatation in patients with longstanding AF, in whom LVEF is usu-
ally normal and LV dilatation less pronounced (so called ‘atrial
functional mitral regurgitation’) [319].

Vahanian A et al: Eur Heart J 2021;00:1-72
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Secondary ischemic MR

Functional ,ischemic” MR

FIGURE 14-1
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AKUTNI KORONARNI SYNDROM A SEKUNDARNI MR

Secondar @ R

Functional MR

Nishimura RA et al: J Am Coll Cardiol 2014;63:2438-88
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AKUTNI KORONARNI SYNDROM A SEKUNDARNI MR

C

ﬁ:nyocardial revascularization
and valve intervention

-b

SAVR is indicated in patients with
severe AS undergoing CABG, or

surgery-efthe ascending aorta or
afother valve.

Mitral valve surgery is indicated in patients
with severe secondary MR undergoing
CABG and LVEF >30%.

Mitral valve surgery should be considered in
symptomatic patients with severe secondary
MR and LVEF <307%, but with evidence of
myocardial viability and an option for surgi-

cal revasculanzation.
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Neuman FJ et al: Eur Heart J 2019;40:87-165
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AKUTNI KORONARNI SYNDROM A SEKUNDARNI MR

== e ——c-

C

Recommendations on indications for mitral valve inter-
Wﬂ chronic severe secondary mitral regulgw

Recommendations Class® Level©

Valve surgery/intervention is recommended
only in patients with severe SMR who remain
symptomatic despite GDMT (including CRT if
indicated) and has to be decided by a structured

collaborative Heart Team,2#7323:336.337

Patients with concomitant coronary artery or other cardiac

diseas

Valve surgery is recommended in patients

undergoing CABG or other cardiac

surgery.329'33°'333

Mho are judged not
appropriate for surgery by the Heart Team on
the basis of their individual characteristics,” PCI
(and/or TAVI) possibly followed by TEER (in
case of persisting severe SMR) should be

considered.

D
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Vahanian A et al: Eur Heart J 2021;00:1-72



CABG+MVP A CHRONICKA SEKUNDARNI MR
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Fig. 8. Incidence of postoperative =2+ MR reported in the literature as a function of time after MVA.

Magne J et al: Cardiology 2009;112:244-259
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A MR A AKS Z POHLEDU KARDIOCHIRURGA

CABG vs. CABG+MVP A CHRONICKA SEKUNDARNI MR
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AKUTNI KORONARNI SYNDROM A SEKUNDARNI MR

* Je tfeba rozliSovat ,,sekundarni ischemickou“ MR zplisobenou ischemii v urcitém povodi a
»sekundarni neischemickou” MR zpusobenou globalni dysfunkci LK

rd

e Rozsireni vykonu o korekci MR zvysuje chirurgické riziko a u chronické sekundarni MR

s,

neprinasi dlouhodoby benefit

* Moderni transkatetrové intervence na mitralni chlopni dale snizuji prah pro indikaci k
chirurgické intervenci na sekundarni MR u AKS

* U nemocného s akutni ¢i dekompenzovanou sekundarni MR je jako primarni strategie
prostor spiSe pro mechanické srdec¢ni podpory (IABK, Impela) nez pro chirurgickou
intervenci na mitralni chlopni
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AKS A AKUTNI ISCHEMICKA MITRALNI REGURGITACE
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AKS A AKUTNI ISCHEMICKA MITRALNI REGURGITACE




A MR A AKS Z POHLEDU KARDIOCHIRURGA

AKUTNI KORONARNI SYNDROM A ISCHEMICKA MR

«  HISTORICKA DATA:
e U Cisté akutni ischemické MR je pri€inou ruptura papilarniho svalu (PM v 75% a AL v 25%)
* Jen 25 % pacientl lé¢enych nechirurgicky prezije 24 hodin a 5 % 48 hodin

* Operace je indikovana témér vidy, neni-li nemocny kontraindikovan pro jiné prognosticky
nepriznivé onemocnéni nebo nesouhlas nemocného

 Operace co nejdrive —u neoperovanych mortalita 95% do 48 hodin

Publikovana operacni mortalita je 20 - 50 %
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AKUTNI KORONARNI SYNDROM A ISCHEMICKA MR

Papillary muscle rupture usually
presents as sudden haemodynamic deterioration with acute dysp-
noea, pulmonary oedema, and/or cardiogenic shock. A systolic mur-
mur is frequently underappreciated. Emergency echocardiography is
diagnostic. Immediate treatment is based on afterload reduction to
reduce regurgitant volume and pulmonary congestion. Intravenous
diuretic and vasodilator/inotropic support, as well as IABP, may stabi-
lize patients in preparation for angiography and surgery. Emergency
surgery is the treatment of choice although it carries a high operative
mortality (20-25%). Valve replacement is often required, but cases
of successful repair by papiltary muscle suture have been increasingly
reported and appear to be a better option in expenenced hands.*

Ibanez B et al: Eur Heart J 2017;00:1-8
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Recent ACS + symptoms

of acute heart failure, Akutnll postl M M R

-Clinical and haemodynamical exam b VyVine Se u 10 - 12 % paCientG S IM S ST elevacemi

-TTE (assess LVEF, RV, pulmonary
pressure)

-Revascularization as appropiate
-TEE: Define aethiology

* Mortalita az 50%

— “_"‘__,.

[ Clinical/haemodynamical status ]

* Volba idealni [éCby je stale kontroverzni

o S

[ Cardiogenic shock/pulmonary edema Heart Failure
! !

Intensive Cardiac Care/Shock team -LVEF >30%

T{in(isecr;nr:g inotropes/vasodilators :;anzl;?:::r:::hanical ¢ _\/ét§ i n a E,a C i,e nt Cl m a, ,Vys,ovké C h i ru rg i C ké _riZi I§o n e b O j e
Mechaialeniaton vonsaton inoperabilni a proto je lécena konzervativne s vysokou
7 % mortalitou

N\
» A Yes

Mild €S Moderate/severe CS //
Impella, VA-ECMO, ,/ Ca.rdia: surgery
om0 impe | e * U téchto pacientu je TEER alternativou chirurgické lécby

7
Haemodinamic /
/

stabilization /

| // * Nedilnou soucasti IéCebné strategie je ECLS — kontroverzni
e vsak zustava volba metody ECLS

I ' Intensive Cardiac Care clinical and
e e Gomez-Polo JC A et al: Eur Heart J Suppl 2022;24(1):1104-1110
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Akutni mitralni regurgitace pri rupture papilarniho svalu
Orientacni srovnani hemodynamického ucinku mechanickych podpor

MAP Pratok karotidou LVEDP

mmHg mL/min mmHg
Vstupneée 45 300 22
|ABK +3 +50 -2
Impella +10 +70 -4
ECMO +30 +100 +3
ECMO+IABK +35 +110 -1
ECMO+Impella +40 +150 -5

Ostadal et al., nepublikovana data



Akutni mitralni regurgitace pri rupture papilarniho svalu
Navrh strategie pouziti mechanickych podpor

pro hemodynamickou stabilizaci
IABK
NedostatecCny
ucinek
2 I v
Pridat ECMO Vyména IABK za
(ECMO + |IABK) Impella
[ S |
NedostatecCny
ucinek
ECMella

(ECMO + Impella)

Ostadal et al., nepublikovana data



MR A AKS Z POHLEDU KARDIOCHIRURGA

ZAVERY

* Kombinace MR a AKS mizZe pfichazet v riznych podobach a v moderni éfe PCl se vyskytuje u 10 —12 %
pacientu s STE IM

* Koincidence AKS a primarni MR a lehké formy sekundarni MR nevyzaduiji intervenci na chlopni a
lécebnou strategii prvni volby je revaskularizace at jiz PCI, chirurgicky Ci hybridné

* TéZka akutni sekundarni MR (vétSinou Typ lllb) nebo ischemicka MR s rupturou PM (Typ Il) vyZzaduje
agresivni intervenci, bez které je mortalita vysoka.

* Kli¢ovou roli hraji systémy ECLS, velkou roli ma stale podcenovana IABK
* TEER si ziskava svoje misto i u akutni MR v dusledku AKS

Chirurgicka lécba nese vysoké riziko a méla by byt rezervovana pro nemocné, ktefi z ni budou profitovat.



MR A AKS Z POHLEDU KARDIOCHIRURGA

Dékuji za pozornost!!!
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