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SRDECNI SELHANI A TEPENNY SYSTEM
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KONTRAKTILNIi PROTEINY JAKO SPOJOVACI S
MECHANISMUS MEZI SRDECNIM SELHANIM A P it bl
VASKULARNI (DYS)FUNKCI
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Figure 1. NM myosin expression is increased in HFrEF. Separation of NM and SM regulatory light chains by two-dimensional gel electrophoresis. Spots 1 and 2 represent
the phosphorylated and nonphosphorylated RLCs of NM myosin, and Spots 3 and 4 represent the phosphorylated and nonphosphorylated RLCs of SM myosin [18].
Histogram demonstrates the expression of NM myosin in normal controls (n = 6), HFrEF (n = 5) and HFpEF (n = 4), and the expression of NM myosin is significantly
higher in patients with HFrEF (*, p < 0.05). Uncropped images are provided in Supplemental Figure 1.
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Figure 4. MYPT1 and LZ + MYPT] expression increase with age. In normal
Figure 3. MYPT1 and LZ + MYPT1 expression is lower in HF. Immunoblots demonstrate the expression of MYPT1 and the LZ + MYPT1 isoform. Histograms dem controls, MYPT1 and LZ + MYPT1 expression appears to increase with age
onstrates MYPT1 and LZ + MYPTI expression in normal controls (n = 6), HFrEF (n = 5) and HFpEF (n = 4), and MYPT1 and LZ + MYPTI expression is lower in HF (¥, (hypothesis generating), but is significantly lower in patients with HF.
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Lyle MA, Alabdaljabar MS, Han YS, Brozovich FV. The vasculature in HFpEF vs HFrEF: differences in contractile protein expression produce distinct phenotypes. Heliyon. 2019; 6(1):e03129.
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TEPENNA ONEMOCNENI A SRDECNI SELHANI

* ReSeni onemocnéni tepen pied srdeénim selhanim ... USNADNUJE PECI

* Onemocnéni tepen pfi selhavajicim myokardu KOMPLIKUJE PECI




Patient with Suspected Peripheral Artery Disease
Take medical history

Perform physical examination

| | |

Resting ABl, =1.4

L )

Resting ABI, 0.91-1.4 Resting ABI, 0.5-0.9 Resting ABI, <0.5

| J | l

Administer exercise test Administer exercise Perform transcutaneous .
. . . Measure toe— brachial indexes
to assess postexercise ABI test to assess functional o imatry
capacity

L

Postexercise ABI =0.9 or
=20% drop from resting ABI

Management of Symptomatic Peripheral Artery Disease

Reduce cardiovascular risk
High-intensity statin
Treatment of hypertension and diabetes
Smoking cessation

Antiplatelet aspirin (F5-325 mg/day)
or clopidogrel {75 mg/day)

| |
Mo Yes

Evaluate for other .

causes of leg Symptomatic? | — Yes

dizcomfort I
No Supervised exercise program
Cilostazol (100 mg, orally twice daily)
Revascularization if no response to exercise
and medication

Treat coexisting conditions

Follow-up
Assess adherence to lifestyle changes and drugs

and functional capacity

Treat cardiovascular
risk factors

whao have undergone revascularization

Figure 2. Suggested Approach to the Evaluation and Treatment of Patients with Peripheral Artery Disease.
The ankle—brachial index (ABI) is the ratio of the systelic blood pressure at the ankle to the systelic blood pressure in the arm.?

Kullo 13 and Rooke WT. N Engl J Med 2016; 374:861-871



PRED MANIFESTACI

Stredomorska dieta

REZIMOVA OPATRENI Dieta DASH

+ NUTRACEUTIKA PortFolio dieta
Pesco-vegetarianska dieta

+ steroly/stanoly, berberin, monacolin,

omega3 MK/derivaty...
FARMAKA: Atorvastatin 10-80 mg, Rosuvastatin 5-
STATI NY + EZETIMIB 40 mg, ... + Ezetimib 10 mg

Alirocumab, Evolocumab, Inclisiran

+iPCSK9+ ...
+ kys. Bempedova, kolchicCin .ol

LDL/Lp(a)
AFEREZA




2021 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

* 13.9 Hyperlipidaemia and lipid-modifying therapy

* Two large RCTs, including mainly patients with HFrEF, as well as a meta-analysis of 24 RCTs,
showed no benefit of statin treatment on CV mortality or stroke in patients with HFrEF. A
reduction in HF hospitalizations as well as a small reduction in Ml was observed in a meta-

analysis of the CORONA and GISSI-HF trials.

* Based on current evidence, routine administration of statins in patients with HF without other
indications for their use (e.g. CAD) is not recommended. Because there is no evidence of harm
in patients on statin treatment after the occurrence of HF, there is no need for statin

discontinuation for patients already treated.

McDonagh TA, et al. ; ESC Scientific Document Group. 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure. Eur Heart J. 2021
;42(36):3599-3726. doi: 10.1093/eurheartj/ehab368.




VYVOJ SRDECNIHO SELHANI U PACIENTU S ISCHEMICKOU
CHOROBOU DOLNICH KONCETIN: STUDIE EUCLID

* | kdyz nemame jasné definované rizikové faktory srdecniho selhani
u pacientti s ICHDK/onemocnénim perifernich tepen napovédéla

post hoc analyza studie EUCLID (ticagrelor ... ):
* Hlavnimi riziky srdecniho selhani u osob s ICHDK u zde byly:
* Vék
* Diabetes mellitus

* Vzrustajici hmotnost




VYVOJ SRDECNiIHO SELHANI U PACIENTU S ISCHEMICKOU CHOROBOU DOLNICH
KONCETIN: STUDIE EUCLID

HF Mo HF HF
Events Evenls vE. Mo HF
MNooPY NoaPy HR {95% CI) P
Efficacy Outcomes
CV death / M1 ischemic strk 6.65 4,05 13110113 =001 —5—
CV death 369 1.76 1.58(1.31 =001 ——
lschemic strake 1.18 0,83 1.36 (0,90 0.058 —_——
Wi 2 81 1.84 1.20 (0,97 0096 —p—
Death 5.35 330 1.38(1.1%9 <001 —i—
Major amputation ! ALI hosp 1.07 1.14 0.84 (0.60 0288 —
Hospitalization (all-cause) 25.00 22.19 1,06 (0,98 0.161 -
Safely Culcomes
TIMI major bleed 0.50 0.79 0.67 (0.41.1.10) 0.112 =
TIMI major er minar bleed 0.79 1.33 0.65 (0,45, 0.96) 0.030 &
T T T 1
0.25 0.5 1 2 4
HF better Hazard Ratio (95% CI) HF warse
Samsky MD, et al. Association of Heart Failure With Outcomes Among Patients With Peripheral Artery Disease: Insights From EUCLID. J Am Heart Assoc.
2021 Jun 15;10(12):e018684. doi: 10.1161/JAHA.120.018684..




Muz 59 let

ICHDK v r. 2005 implantace stentu do povodi obou DK (SRN)

OSI na podkl. ischem. KMP, st.p. impl. HM3 7/2019 pro kardiogenni Sok, pfechodné ECMO,

Impella, RVAD, ...

st.p. STEMI predni stény, stp. PCI RIA (r. 2008),
st.p. KPR pri STEMI pfi in-stent trombodze 1.7.2019,
Exkurak, do r. 2019 20 cig/den, DM-0, vaha - 87.0 kg, vyska- 186 cm BMI 25.3, eGFR(CKD-EPI) 0,91 ml/s/1,73

m2

Klaudikace LDK 50-100 m/CT 7.10.2022

pravd koncetina

a. iliaca com. l.dx.

stent prichodny

a. iliaca int. l.dx.

uzavér

a. iliaca ext. l.dx.

stendza nevyznamna

a. femoralis prof. l.dx.

stendza vyznamna v
odstupu

a. femoralis sup. dist.
l.dx.

stendza jiz vyznamna
kratka

a. poplitea prox. l.dx.

sten6za nevyznamna v
urovni kloubni stérbiny

a. tibialis post. l.dx.

stendza vyznamna az
tésna v odstupu s
kalcifikacemi

levd koncetina

a. iliaca com. l.sin.

stent jinédeformace
prox. ¢asti stentu

a. femoralis sup. prox. uzavér
l.sin.
a. femoralis sup. dist. uzaveér

l.sin.

a. tibialis ant. l.sin.

stendza vyznamna
vicecetna

S
bypass bypass
g . Jind céva

jind céva
popis popis




Transplantace srdce — specifika péce v kazdodenni praxi
22.6.2021
MUDr. Lenka HosSkova, Ph.D., prof. MUDr. Vojtéch Melenovsky, CSc., doc. MUDr. lvan Malek, CSc., MUDr.
Mariana Podzimkova, MUDr. Markéta Hegarova, Ph.D., MUDr. Zora Dorazilova, prof. MUDr. Ivan Netuka,
Ph.D., MUDr. Milan Rocen, Ph.D., prof. MUDr. Jan Pirk,Vyslo v titulu Medicina po promoci

Tab. 1 Kontraindikace transplantace srdce

Absolutni

Vek = 70 let

Aktivni systémova infekce

Dbexnta — BMI = &0 kp/m®

Fixowana plicni hy pertenze (PAR = & W)

Malignita v poslednich 2-13 letech (v pripadé vyléceného onemocnéni lze tuto dobu zkratit)
Psychara, demence, neurologicky deficit

lina zavaZna onemocnéni {pokrotilé onemocnéni ledvin, cirhoza jater, dysfunkce plic pii CHOPN)
Symptomaticka aternskleraza perifernich 1epen

Iavislost na alkoholu nebo drogova zavislost v poslednich & mésicich, aktivni kouteni
Spatna spoluprace, nedodrZovdni léEebného refimu a Eivotospravy

Relativai (vice neX 1 relativni kentraindikace pFedstavuje absolutni kentraindikaci)
Vek = 65 let

Stredmé wwznamné postizeni ledvin (CKD 3. stupni)

Nedostatecné kompenzovany diabetes mellitus nebo orgdanové komplikace diabeiu
Asymptomaticka ateroskleroza perifernich tepen

Mnohotetné sternotomie, aneurysma nebo kalcifikace aorty

Aktivni vredova choroba zaludku

Infekini fokus (vEetné bércowych viedii)

Dbezita — BMI 35-40 kgfm®

Psychiatrickd onemocnéni a nestabilni socialni zazemi

BMI — index télesmé hmotnesti (body mass index); PAR — plicmi arterialmi rezistence; Wl — Woodova jedmnotka;
CKD — chronické onemocnéni ledvin (chronic kidney disease)


https://www.tribune.cz/nase-tituly/medicina-po-promoci

GUIDELINES FOR HEART TRANSPLANTATION
Neth Heart J 2008;16:79-87

... Systemic vascular disease may contribute to both poor prognosis for survival as well
as poor quality of life on a noncardiac basis and should theretore be considered as a
major comorbidity that can preclude eligibility for heart transplantation.

The severity of symptoms and the dpotential options for revascularisation may affect
this decision. It has been suggested that the p_ro?ression of vascular disease may be
accelerated after heart transplantation, especial

y in patients transplanted for
ischaemic heart disease.

10 SA, Kouretas PC, Balsam LB, Robbins RC. Heart transEIantation. In Zipes DP, Libby P,
Bonow RO, Braunwald E. Braunwald’s Heart Disease. 7th edition. Elsevier Saunders 2005.

35 Vantrimpont PJ, van Dalen BM, van Riemsdijk-van Overbeeke IC, Maat AP, Balk AH.
élggorgnal aortic aneurysms after heart transplantation. J Heart Lung Transplant
4:23:171-7.




Published 1n final edited form as:
Am J Cardiol 2014 October 1; 114(7): 1111-1115. do1:10.1016/j.amjcard 2014 .07.027.

Effect of Peripheral Vascular Disease on Mortality in Cardiac
Transplant Recipients (from the United Network of Organ
Sharing Database)

Jorge Silva Enciso, MD?, Tomoko S. Kato, MD, PhD32, Zhezhen Jin, PhD®, Christine Chung,

MD? Jonathan Yang. MDd, Hiroo Takayama, MD, PhDd, Donna M. Mancini, MD2 and P.
Christian Schulze, MD, PhD®"

Fa,
Patients with PVD (n=711)
Patients with PVD (n=711) 1.0 e Patients with No PVD (n=3526)
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e 0.9 S ——
i R =, W 0.8 b
0.8 g 0.7 R o
e s X T 06 e
T 06 N < —e
= = - = a 0 5 ) ~
€ 05 s =
@ o ? 04
0.4 ; 3 1 year 5 year 10 year log-rank p
year 5 year 10 year log-rank p 0.3
03 i
0.2 RV 5% T4I% 405% 0.2 PVD 91.5%  74.8% 48.6 %
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0.1 No PVD 949% 826% 547% 0.1 No PVD 93.8 % 812% 50.9 %
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Years after transplant Years after transplant

(A4) Kaplan-Meier survival curves of patients with and without PVD. The Blue line indicates
patients with PVD, and the red [ine indicates patients without PVD. (B) Kaplan-Meier
survival curves of patients (propensity cohort) with and without PVD. The Biue lne
indicates patients with PVD, and the red line indicates patients without PVD.




Muz 59 let
DUS 25.1.2022

e Oboustranné difuzni zmény, vpravo arteficidlni pratok

do

horni 1/4 stehna bez urychleni pratoku, vlevo uzavér afs, a.
poplitea vpravo podobny pritok jako v afc/afs vlevo nizky a
témeér nepulzatilni pritok. Vzhledem k predchozim nalezim

dale podrobnéji nevysetrovano.

ABI - HK dx/sin HK 90/90, adp 90/110 - pomoci barevného

dopplera atp -/- ABI -1/1,2

e Zaver: Vyznamné postizeni tepen, predevsim LDK, kde

detekovatelny prutok na periferii v atp, kde

nestandardnim postupem zachycen i relativné vyssi TK




Muz 59 let
zaver 27.1. 2022

Pacient po opakovanych infarktech myokardu, s tézkou dysfunkci levé komory, t.¢. na mechanické srde¢ni podpofre (+ afunkéni ICD) zvazovan k transplantaci
srdce. Zavaznou komplikaci a relativni kontraindikaci vykonu je pokrocila ischemicka choroba dolnich koncetin v rdmci difuzniho aterosklerotického postizeni.
Nekoufi  odr. 2019, diabetes mellitus kontrolovan dietou, spolupracuje.

Subjektivné pacient udava klaudikace po 100 m na levé dolni koncetiné, soucasné ale limitovan i dusnosti. Bez klidovych bolesti, bez trofickych zmén na DK.

Dle sonografie 25.1. 2022 nestandardni metodou (nepulsatilni tok), zméreny i periferni tlaky, které v klidu 90-100 mm Hg v oblasti detekovanych
kotnikovych tepen, ABI oboustranné priblizné 1,0.

Zavér: Angiologicky zavér: nejedna se o kritickou koncetinovou ischemii a transplantace srdce je
mozna. Z hlediska maximalniho snizeni rizika cévnich komplikacich v dalSich lokalitach nyni
agresivni konzervativni terapie zamérena na metabolické (LDL cholesterol optimalné v rozmezi
1,4-1,0 mmol/l, véetné pripadného podani inhibitort PCSK9, ...) i prozanétlivé rizikové faktory
(kolchicin 0,5 mg) .

Doporuceni

U pacienta technicky mozné provedeni femoropoplitedlniho bypassu prox. allo zilou vlevo, ale
vzhledem k nizkému srdec¢nimu vydeji vysoka pravdépodobnost casného uzavéru (Doc. MUDr. L.
Janousek).

Po transplantaci Ize ocekavat zlepSeni hemodynamickych parametrl v LDK, pfipadné
revaskularizacni vykon mozny s mnohem mensim rizikem komplikaci.

Nyni kromé dislednych rezimovych opatreni (dale nekourit,
primérena pohybova aktivita), statiny, ezetimib a kolchicin, dle
moznosti chize/cviceni




Muz 59 let
Lipidogram X/2021 .. 1V/2022 .. 1X/2022

* Cholesterol 3,3..2,5..2,9 mmol/I
* Triacylglyceroly 0,91..0,84..1,72 mmol/I
* Cholesterol HDL 0,93..0,95..1,41 mmol/I
* Cholesterol LDL 2,0..1,2 .. 0,7 mmol/I
* Cholesterol non-HDL 2,4..1,6..1,5 mmol/I




Muz 59 let

0SI na podkl. ischem.KMP, st.p. impl HM3 7/2019 pro kardiogenni Sok, prechodné ECMO, Impella, RVAD, stp. tamponadé,
dehiscenci sternotomie

DUS 19.4.2022

* Oboustranné difuzni zmény, vpravo prutok patrny od a. iliaca
externa po a. poplitea, bez vyraznych urychleni pritokd, atp a
adp zachyceny pouze v 1-2 usecich - prutok patrny. Vlevo trva
uzavér afs, a. poplitea drobna, nizsi rychlosti pratoku nez
vpravo, dnes patrny prutok i Usecich kolem kotniku v atp a
adp, ktery je odlisitelny od zilniho.

ABI - HK dx/sin HK 80/85, adp 80/60, atp 70/60 ABI -
0,94/0,71

e Zaver: Trva vyznamné postizeni tepen predevsim LDK, kde
dnes detekovatelny prutok na periferii v atp i adp a moznost jiz
i standardnim merenim urcit ABI, ktery snizeny. Jisté bez
zhorseni proti puvodnimu nalezu. LDL pfi sou¢asné terapii
optimalni (1,2 mmol/L). Dale z naseho hlediska beze zmeény.




Muz 59 let
OTS VII/2022- KONTROLA 1X/2022

* 59]ety pacient po OTS z LVAD (iKMP) 18.7.2022 s nutnosti nasledni revize
sternotomickeé rany. Echokardiograficky dobra systolicka funkce LK stépu
bez poruchy kinetiky a vyznamne chlopenni vady a s nevyznamnym
perikardidlnim vypotkem. Histologické vysetreni vzorki myokardu bez
znamek rejekce.

* Klinicky a laboratorné je bez znamek CMV infekce. Laboratorné jen mirna
anémie v regresi, bez leukopenie. Imunosupresivni terapie nastavena v
souladu s cilovou hladinou tacrolimu v séru a dalsimi laboratornimi
a klinickymi parametry.

* Jinak po celou dobu hospitalizace hemodynamicky stabilni, telemetrie bez
arytmii. Pacient dimitovan do ambulantni pecCe v KP kompenzovaném
stavu.




Muz 59 let

0SI na podkl. ischem.KMP, st.p. impl HM3 7/2019 pro kardiogenni Sok, pfechodné ECMO, Impella, RVAD, stp. tamponadé,

DUS 6.9. 2022

Oboustranné difuzni zmény od panevnich tepen po trifurkace. Vpravo trifazické charaktery
pratokl ve vSech Usecich aZ do oblasti atp a adp, bez znamek urychleni pratoki/vyznamnych
stenos. Vlevo v a. fem. com. trifazicky charakter pratokd, afs uzaviena, bez znamek prutoku,
ale mohutna afp, sledovatelnda az do 1/2 stehna s trifazickym charakterem pratokd. V
a.poplitea l. sin. stfidavé nizkoodporovy a trifazicky pratok, v atp a adp, které velmi dobre

patrné nizkoodporovy, ale jisté ne poststenoticky pratok.

Zaveér: Vyrazné zlepseni prutokt v oblasti LDK proti predchozim
vySetrenim pred OTS - dostatecna kolateralizace uzavrené afs I. sin. pres
afp. (nyni ujde 1000 m bez obtizi).

Doporuceni: Zatim konzervativni postup, puvodné planovany
revaskularizacni vykon nyni neni nutny.




SHRNUTI

* U pacientu se srdec¢nim selhanim a ICHDK je vhodna agresivni

intervence rizikovych faktort vcetné lipidogramu
* U vybranych/spolupracujicich ... pacientl je mozné zvazit
transplantaci srdce i pri pritomnosti zavazného postizeni periferniho

cévniho systému




DEKUJI ZA POZORNOST A DALE DEKUJI:

e Zora Dorazilov3, Klinika kardiologie

e Libor Janousek, Klinika cévni a

transplantacni chirurgie

* Darina Cupalova, Klinika

zobrazovacich metod

* IKEM, Praha, Ceska republika
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o symptomatické chronické Zilni onemocnéni
¢ posterova sekce

¢ workshopy

+ sesterska sekce

www.angio-sympozium.cz

082



