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Presenter
Presentation Notes
Figure 9-31.
Three-dimensional reconstruction of the left ventricular (LV) wall with myocardial strain represented in color. Data were obtained using magnetic resonance tagging in a normal dog heart. Blue indicates contraction (negative circumferential strain), red indicates the reference state (end diastole), and yellow indicates stretch (positive circumferential strain). Data are shown for late diastole and early systole, midsystole, and late systole for right atrial (RA), biventricular (RVa+LV), RV apex (RVa), and LV (LV) pacing. White arrow points to the midseptum. Note the considerable strain differences during both RVa and LV pacing in early systole and midsystole. RVa + LV pacing reduces these differences, but differences are still more pronounced than during RA pacing. 

(Modified from Wyman BT, Hunter WC, Prinzen FW, et al: Effects of single- and biventricular pacing on temporal and spatial dynamics of ventricular contraction. Am J Physiol 282:H372-H379, 2002.)
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Trial (ref) No. Deslgn NYHA | LVEF | QRS Primary Secondary endpolints Main Findings
endpoints
MUSTIC-SR= 58 Single-blinded, n <35% | =150 6M$D NYHA class, QoL, CRT-P improved 6MWD, I E B M C R T
Crossover, peak VO LV volumes, | NYHA class, QoL peak VO, -
randomized CRT vs. MR, hospitalizations, reduced LV volumes and MR
QOMT, & months mortality and reduced hospitalizations
PATH-CHF' 41 Singie-blinded, -1V | NA | 250 Peak VO, NYHA class, QoL CRT-P improved NYHA class,
CrOSSOVEr, MWD hospltalizations QoL and MWD and reduced
COMPANION®= 1520 Double-blinded -1 | =35% | =20 All-cause All-cause mortality, CRT-P and CRT-D reduced
randomized mortality or cardiac mortalicy all-cause mortality or
OMT vs. CRT-P/or hospitalization hospitalization
vi. CRT-D,
|5 months
CARE-HF* 813 Couble-blinded -y | =35% | =20 All-cause All-causa mortallity, CRT-P reduced all-cause
randomized mortality or MYHA class, Qol mortality and hospitalization
OMT vs. CRT-P hospitalization and Improved NTHA class and
19.4 months QoL
REVERSE®' 610 Double-biinded, - | =40% | =20 % worsened LVESY Index, CRT-PCRT-Dr did not change
randomized by chinical heart fallure the primary endpoint and did
CRT-ON vs. compaosie hospitalizations and not reduce all-cause mortality
CRT-OFF, endpoint all-cause mortality but reduced LVESY index and
I2 months heart fallure hospitalizations.
MADIT-CRT* 1820 Single-blindad. - | =30% | =30 All-cause All-cauze mortality CRT-D reduced the endpoint
randomized mortality or and LVESV heart fallure hospitalizatons or
CRT-D vs. ICD, heart fallure all-cause mortality and LVESY.
I2 months hospitalizations CRT-D did not reduced
all-cause mortality
RAFT I798 | Double-blinded, - | =30% | =20 All-cause All-cause mortality CRT-D reduced the endpoint
randomized CRT-D mortalicy or and cardiovascular all-cause mortality or heart
vs. ICD heart fallure death fallure hospitalizations. In
40 months hospitalizations NYHA lIl, CRT-D only reduced
significantly all-cause mortality
significantly all-cause mortalicy
Bric s GUio on cardiac pacing and cardiac resynchronization ther

Eur Heart J. 2013;34:2281-329.
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Presenter
Presentation Notes
Main purpose: Show that a large number of patients have been studied in completed and ongoing randomized controlled studies of CRT.  Use in conjunction with previous slide.
Key messages:
 Over 3000 patients have been enrolled in randomized controlled clinical trials presented to date.
 When CARE-HF, another landmark trial assessing mortality and hospitalization, is reported, close to 4,000 patients will have been studied.
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Linde C et al. Long-term impact of cardiac resynchronization therapy in mild heart failure:

5-year results from the REVERSE study. European heart journal. 2013;34:2592-9.

Cleland JG et al. Long-term mortality in the CARE-HF trial. European journal of heart failure. 2012;14:628-34.
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Presenter
Presentation Notes
Main purpose: Show that a large number of patients have been studied in completed and ongoing randomized controlled studies of CRT.  Use in conjunction with previous slide.
Key messages:
 Over 3000 patients have been enrolled in randomized controlled clinical trials presented to date.
 When CARE-HF, another landmark trial assessing mortality and hospitalization, is reported, close to 4,000 patients will have been studied.
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HF Guidelines ESC 2016

Recommendations

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

CRT is recommended for symptomatic pat 3B QRS
morphology and with LVEF <35% despite ( L B B B > 1 5 O I I l S

CRT may be considered for symptomatic p on-LBBB
QRS morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality.

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).

CRT should be considered for patients with LVEF <35% in NYHA Class IlI-/V¢ despite OMT in order to improve symptoms and
reduce morbidity and mortality, if they are in AF and have a QRS duration =130 msec provided a strategy to ensure bi-ventricular
capture is in place or the patient is expected to return to sinus rhythm.

lla

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 HE

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

European Heart Journal (2016) 37, 2129-2200
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Presenter
Presentation Notes
Figure 1. Left: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with RBBB without masked LBBB. Two LV breakthrough sites are recorded in the septum and in the antero-basal wall (red/orange spots). After almost 60 ms, a single RV septo-apical breakthrough site is noted. The latest activated regions are the lateral walls of both RV and LV. Right: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with LBBB. The earliest ventricular activation site is recorded at the RV antero-lateral region (red spot). After almost 45 ms, a single LV septal breakthrough site is noted. The latest activated region is the LV postero-lateral wall (blue to purple isochronal lines). (LAO = left anterior oblique; LV = left ventricle; RV = right ventricle.)


HF Guidelines ESC 2016

Recommendations Class?

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

CRT |S recommended .I'Or ........... L, e I I | il S S ey I re R 1 » |« R ey e T a N I A1l nnn Do
morphology and with LVE 2628
CRT may be considered f N O n L B B B > 1 5 O I I IS 266,273
QRS morphology and wit '
CRT rather than RV pacing
pacing and high degree AV S
CRT should be considere 275
reduce morbidity and mo 2?8—2‘8|
capture is in place or the | ’) ’) ’7 ’7 ’? ’? ’)

| | | | | | |
Patients with HFrEF who

and who have a high proportion of RV pacing may be considered for upgrade to CRT.This does not apply to patients with stable HE

266,

CRT is contra-indicated in patients with a QRS duration < 130 msec. 183-285

European Heart Journal (2016) 37, 2129-2200
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Presenter
Presentation Notes
Figure 1. Left: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with RBBB without masked LBBB. Two LV breakthrough sites are recorded in the septum and in the antero-basal wall (red/orange spots). After almost 60 ms, a single RV septo-apical breakthrough site is noted. The latest activated regions are the lateral walls of both RV and LV. Right: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with LBBB. The earliest ventricular activation site is recorded at the RV antero-lateral region (red spot). After almost 45 ms, a single LV septal breakthrough site is noted. The latest activated region is the LV postero-lateral wall (blue to purple isochronal lines). (LAO = left anterior oblique; LV = left ventricle; RV = right ventricle.)


Analyzy u pacientu s non-LBBB

Risk Lower Upper

Study name Ratio
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HF Guidelines ESC 2016

Recommendations Class? | Level® Ref*

CRT is recommended for symptomatic patients with HF in sinus rhythm with a QRS duration =150 msec and LBBB QRS

morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality. 261-272

CRT should be considered for symptomatic patients with HF in sinus rhythm with a QRS duration =150 msec and non-LBBB

QRS morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality. 261-272

lla

CRT is recommended for syr
et AN lOKAdA, dysfu N kce L K **
CRT may be considered for s 46.973

QRS morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidi o

and mortality.

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).

CRT should be considered for patients with LVEF <35% in NYHA Class IlI-/V¢ despite OMT in order to improve symptoms and
reduce morbidity and mortality, if they are in AF and have a QRS duration =130 msec provided a strategy to ensure bi-ventricular | lla
capture is in place or the patient is expected to return to sinus rhythm.

275,
278-28|

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 HE

266,

CRT is contra-indicated in patients with a QRS duration < 130 msec. 183-285

European Heart Journal (2016) 37, 2129-2200
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Presenter
Presentation Notes
Figure 1. Left: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with RBBB without masked LBBB. Two LV breakthrough sites are recorded in the septum and in the antero-basal wall (red/orange spots). After almost 60 ms, a single RV septo-apical breakthrough site is noted. The latest activated regions are the lateral walls of both RV and LV. Right: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with LBBB. The earliest ventricular activation site is recorded at the RV antero-lateral region (red spot). After almost 45 ms, a single LV septal breakthrough site is noted. The latest activated region is the LV postero-lateral wall (blue to purple isochronal lines). (LAO = left anterior oblique; LV = left ventricle; RV = right ventricle.)


HF Guidelines ESC 2016

Recommendations Class?®
CRT is recommended for symptomatic patients with HF in sinus rhythm with a QRS duration =150 msec and LBBB QRS I
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 =150 msec and non-LBBB Ila

QRS morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality.
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-~ Srdeéni selhani pfi PK

CRT may be considered for symptomz
QRS morphology and with LVEF <35%

CRT rather than RV pacing is recomme Stl I I l u I aC I

pacing and high degree AV block in ord

CRT should be considered for patients with LVEF <35% in NYHA Class IlI-/V¢ despite OMT in order to improve symptoms and
reduce morbidity and mortality, if they are in AF and have a QRS duration =130 msec provided a strategy to ensure bi-ventricular
capture is in place or the patient is expected to return to sinus rhythm.

lla

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

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

European Heart Journal (2016) 37, 2129-2200
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Presenter
Presentation Notes
Figure 1. Left: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with RBBB without masked LBBB. Two LV breakthrough sites are recorded in the septum and in the antero-basal wall (red/orange spots). After almost 60 ms, a single RV septo-apical breakthrough site is noted. The latest activated regions are the lateral walls of both RV and LV. Right: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with LBBB. The earliest ventricular activation site is recorded at the RV antero-lateral region (red spot). After almost 45 ms, a single LV septal breakthrough site is noted. The latest activated region is the LV postero-lateral wall (blue to purple isochronal lines). (LAO = left anterior oblique; LV = left ventricle; RV = right ventricle.)


HF Guidelines ESC 2016

Recommendations

CRT is recommended for symptomatic patients with HF in sinus rhythm with a QRS duration =150 msec and LBBB QRS

morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality. 261-272

CRT should be considered for symptomatic patients with HF in sinus rhythm with a QRS duration =150 msec and non-LBBB

QRS morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality. 261-272

CRT is recommended for symptomati

morphology and with LVEF <35% desp 266,273

CRT may be considered for symptomg
QRS morphology and with LVEF <35%

266,273

CRT rather than RV pacing is recomme

pacing and high degree AV block in ord 274-277

CRT should be considered for patients with LVEF <35% in NYHA Class IlI-/V¢ despite OMT in order to improve symptoms and
reduce morbidity and mortality, if they are in AF and have a QRS duration =130 msec provided a strategy to ensure bi-ventricular | lla
capture is in place or the patient is expected to return to sinus rhythm.

275,
278-28|

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 HE

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

European Heart Journal (2016) 37, 2129-2200
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Presenter
Presentation Notes
Figure 1. Left: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with RBBB without masked LBBB. Two LV breakthrough sites are recorded in the septum and in the antero-basal wall (red/orange spots). After almost 60 ms, a single RV septo-apical breakthrough site is noted. The latest activated regions are the lateral walls of both RV and LV. Right: Color-coded electroanatomic isochronal maps of RV and LV activation in a heart failure patient with LBBB. The earliest ventricular activation site is recorded at the RV antero-lateral region (red spot). After almost 45 ms, a single LV septal breakthrough site is noted. The latest activated region is the LV postero-lateral wall (blue to purple isochronal lines). (LAO = left anterior oblique; LV = left ventricle; RV = right ventricle.)


CRT Trials: Effect of QRS Duration

P Value for
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Figure 3. Subgroup Analyses of Death or Hospitalization for Heart Failure (Composite Primary Qutcome). .
Hazard ratios and 95% confidence intervals are shown for the primary outcome in each prespecified subgroup. GFR denctes glomearular M OSS et al . MAD I T-C RT Trlal . N EJ M 2009
filtration rate, NIVCD nonspecific intraventricular conduction delay, and NYHA New York Heart Association.

Tang et al. RAFT Trial. NEJM 2010
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Echo-CRT

All-Cause Mortality

CRT Group — — HR = 1.81 [1.11, 2.93}
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Kazuistika

62-lety pacient s end-stage NIDCM
Farmakologicka terapie optimalizovana
CRT ,nhon-responder”, implantace 2014

Nedavno hospitalizovan pro zhorseni srdecniho selhani,
EF 20%, LVEDD 75mm, tézka plicni hypertenze

Doporucen ke zvazeni transplantace nebo LVAD
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Komponenty prospechu ze CRT

(integrativni pristup)

Predimplantaéni— selekce pacientu

LBBB (true-LBBB) a Sife QRS
Absence fibrozy, jizev a dilatace
Absence renalni insuficience
Absence vyznamné MR

Implantacni

Pozice Lk elektrody (konfigurace vSech elektrod)
Spravna programace
Minimalizace komplikaci (infekci)

Postimplantacni

Optimalizace farmakoterapie

% biventrikularni stimulace

Ablace AV uzlu u pacientu s fibrilaci sini

Reprogramace

Remote monitoring

Optimalizace CRT pfistrojovymi algoritiiyii s k arpioLoc1E n I
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Aktualni téemata v CRT

Multisite pacing
LV endokardialni stimulace — Select LV
Automatizovana optimalizace pristrojem

Kombinovaneé postupy k uplatnéni CRT a zlepseni

mitralni regurgitace
Chirurgie

Mitraclip

CRT

Terapie vyuzivajici CS
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MitraClip komblnovany s WICS-LV

Transmitter

Pulse

Ge_une rator

Receiver
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ICD

Doporuceni

DANISH

Redukce neadekvatni terapie

SJM alert — mozné predcasne vybiti baterie

S-ICD
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ICD — doporuceni 2016

Recommendations

Secondary prevention
An ICD is recommended to reduce the risk of sudden death and all-cause mortality in patients who have recovered from a
ventricular arrhythmia causing haemodynamic instability, and who are expected to survive for >| 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 II-11), 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).

* DCM.

ICD implantation is not recommended within 40 days of an MI as implantation at this time does not improve prognosis.

ICD therapy is not recommended in patients in NYHA Class IV with severe symptoms refractory to pharmacological therapy
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.

A wearable ICD 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.
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S-ICD — Emblem MRI (3. generace)
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DANISH

A DANish randomized, controlled, multicenter study to assess the
efficacy of Implantable cardioverter defibrillator in patients with
nonischemic Systolic Heart failure on mortality)

Lars Kober
Department of Cardiology
Rigshospitalet

University of Copenhagen

on behalf of the DANISH Study group
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Baseline characteristics

DANISH

ICD (N=556) Control (N=560)

Age (years) 64 (56-72) 63 (56-70)

Female gender (%) 151 (27) 156 (28)

NT-proBNP (pg/ml) 1244 (616-2321) 1110 (547-2166)

LVEF (%) 25 (20-30) 25 (20-30)

eGFR (ml/min/1.73 m2) 74 (58-91) 73 (58-92)

NYHA 11 (%) 297 (53) 300 (54)

NYHA 11l (%) 252 (45) 253 (45)

NYHA IV (%) 7 (1) 7 (1)

Duration of HF (months) 20 (8-72) 18 (8-50)

BMI (kg/m2) 26.8 (23.9-30.5) 26.8 (23.8-30.1)
Hypertension (%) 181 (11) 167 (30)
Diabetes (%) 99 (18) 112 (20)
Perm. atrial fibr. (%) 135 (24) 113 (20)
Aetiology (%)

Idiopathic 424 (76) 425 (76)

Hpt, valvular, other 132 (24) 135 (24)
Medications (%)

ACEi/ARB 533 (96) 544 (97)

Beta-blocker 509 (92) 517 (92)

MRA 326 (59) 320 (57)
Planned CRT (%) 322 (58) 323 (58)

n IKE
M



Primary outcome
— all-cause mortality

D —_
82 ]
o | 120 died in the ICD group and 131 in the control group
f" Hazard ratio = 0.87 (0.68 — 1.12)
S P=0.28
8o
g Controls
3
oN
° ICD
o
° o0 1 2 3 4 5 8 7 8
Years
560 540 517 438 344 248 169 88 12 Controls
556 540 526 451 358 272 186 107 17 ICD

Secondary outcome
- sggden cardiac death
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Subgroup analysis: all-cause mortality

Subgroup

Age

=59 years

259 — <68 years

=68 years

Gender

Women

Men

NT-proBNP

<1177 pg/mL

=1177 pa/mL

LV ejection fraction
=25%

=25%

eGFR

=73 mL/min/1.73m?
=72 mLY/min/1.73m?
NYHA functional class
I

=

Heart failure duration
<18 months

=18 months

Overall

ICD

17/167
36/173
B7/216

22/151
98/405

32/266
57/292

T0/2684
50/282

75/272
45/283

527297
B58/259

317254
89/301

Control

34/181
50/202
471177

23/156
108/404

T4/268
88/290

65/242
66/318

80/278
50/280

54/300
77260

361277
95/283

HR

0.51 (0.29-0.92)
0.75 (0.48-1.16)
1.12 (0.81-1.72)

1.02 (0.57-1.87)
0.85 (0.64-1.12)

0.58 (0.38-0.91)
0.99 (0.73-1.36)

0.87 (0.62-1.22)
0.72 (0.54-1.14)

0.88 (0D.64-1.21)
0.82 (0.55-1.23)

0.92 (0.63-1.35)
0.81 (0.58-1.13)

0.88 (0.54-1.43)
0.81 (0.61-1.09)

0.87 (0.68-1.12)

P value P value
0.009
0.02 L
0.19 ——
0.38 —a—
0.66
092 =
0.24 —a—
0.06
0.02 —.—
0.96 —a—
0.69
0.42 —-
0.21 —
0.86
042 —a—
0.33 ——
0.71
0.68 ——
0.21 —.—
0.73
0.61 — .
0.17 —_—
0.28 _—
I T T 1
0.25 0.50 1.0 2.0
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-
Age
<58 years
259 — <68 years
=68 years

17187 34/181
36/M173 50/202
67/216 47177

0.51 (0.29-0.92)
0.75 (D.48-1.16)
1.19 (0.81-1.72)

- vn?n
W aviwii

0.02 ' -
0.19 i - i
0.28 —
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SJM riziko predcasnéeho vybiti

baterie

Rijen 2016: SJM ICD family battery advisory alert (350 tis. celosvétové)
PriCina: interni zkrat v lithiové baterii
Viybiti: v Fadu tydnd (nékdy i hodin?)

IKEM:
|dentifikace vSech postizenych
Implantace: 528 pacientt 24.8. 2010 — 12.10 2016
81 pacientu jiz zemrelo (15,5 %)
28 pacientl po transplantaci srdce
38 pacientu je sledovano v jiném centru
414 Zijicich pacientu s rizikovym implantatem
170 pacientl vysoce rizikovych (depence, KT)
1 pacient s vybitym pristrojem, 1 pacient s nahlym poklesem
Zivotnosti baterie

Reseni: informace pacient(l, vibraéni alert, Merlin, vymé&ny
KLINIKA KARDIOLOGIE n II&E



Presenter
Presentation Notes
Identifikace a analýza spektra pacientů postižených oznámením o riziku předčasného vybití baterie u ICD a CRTD 
 
K. Sedláček, L. Krýže, M. Bláhová, Jan Svododa, Petr Konečný, Michaela Tanzerová, Lucie Nečasová, Jan Kukla, Vojtěch Nejedlo, Helena Jansová, D. Hačkajlo, J. Kautzner
 
Cíl
V říjnu 2016 informovala společnost St. Jude Medical o riziku předčasného vybití baterie u ICD a CRT-D přístrojů St. Jude Medical vyrobených před datem 23. května 2015. Seznam dotčených přístrojů zahrnoval modely Fortify, Fortify Assura, Quadra Assura, Quadra Assura MP, Unify, Unify Assura and Unify Quadra. Příčinou rizika předčasného vybití baterie je tvorba lithiových klastrů s možností přemostění katody a anody baterie zapříčiňujícím zkrat. V některých případech bylo vybití pozorováno v průběhu dnů a byla popsána úmrtí pacientů v souvislosti s nedostupností defibrilační terapie. 
 
Soubor a metodika:
V průběhu října a listopadu 2016 byli v IKEM identifikováni všichni pacienti, jimž byl implantován přístroj ohrožený rizikem předčasného vybití baterie a stanoveny strategie řešení tohoto problému.   
 
Výsledky: 
Inkriminované přístroje byly v IKEM implantovány v rozmezí 24.8.2010 – 12.10.2016. Celkem jsme v našem sledování v době analýzy evidovali 528 pacientů s rizikovým implantátem. Z nich v době analýzy již zemřelo 81 pacientů (15,5 %) a 29 pacientů bylo po transplantaci srdce (5,5 %). 4 pacienti již byli v době analýzy reimplantováni jiným přístrojem a u 4 byla již výměna naplánována. V jiném centru bylo sledováno 38 pacientů (7,2 %). Souhrnem jsme v době analýzy registrovali 414 žijících pacientů s rizikovým přístrojem. Z nich jsme jako vysoce rizikovou skupinu vyžadující časnou úvahu o výměně rizikového implantátu vyhodnotili 170 pacientů (41,5 %), kteří byli buď dependentní na stimulaci (n = 31), byli implantována v sekundární prevenci náhlé srdeční smrti a/nebo měli za sebou ablaci pro komorovou tachykardii (n = 86) a pacienty s blížícím se koncem životnosti baterie (implantace v letech 2010 a 2011, n = 53). Zbylých 202 pacientů bylo zařazeno do skupiny s nutností individuálního zhodnocení event. indikace výměny přístroje. V průběhu této analýzy byl registrován jeden pacient, u něhož při bylo při elektivní kontrole zjištěno kompletní vybití baterie a nemožnost interogovat přístroj. 
 
Závěr: Upozornění na možné selhání implantabilních přístrojů firmy St. Jude Medical se v ČR týká velkého množství pacientů a představuje závažný zdravotní, ekonomický a organizační problém. Mezi nejohroženější patří pacienti dependentní na stimulaci a pacienti s historií maligních komorových arytmií. Přestože riziko rychlého vybití baterie postihuje zřejmě malé procento implantovaných přístrojů, přesná čísla o jeho incidenci zatím chybí. Při absenci centrální registrace implantátů od zemřelých nositelů nelze též vyloučit možnost úmrtí pacientů v souvislosti s poruchou systému, která nebyla posmrtnou interogací přístroje podchycena. Velmi obtížné je rozhodování, kterým pacientům nabídnout preventivní výměny systému a s ohledem na rizika chirurgických revizí implantátů je třeba postupovat individuálně na základě preference lékaře a pacienta.  



Zaver
CRT: indikace viceméné zUstavaji stejné

Otazny benefit u non-LBBB, moznost zhorSeni stavu u Stihleho QRS (do
150 ms)

Vyvoj. multisite, kombinované techniky u pacientd s MR, endokardialni
pacing

ICD: nositelny (wearable) ICD (zatim ne v CR), S-ICD
DoporucCeni bez vyznamnych zmén
SJM battery advisory — potencialné velky problem

Kontakt: Email: kamil.sedlacek@ikem.cz IKE
Tel.: 728-199-382 KLINIKA KARDIOLOGIE n M
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