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Fibrilace sini

Prevalence 0,7-17,8% (dle véku), ¢astéjsi u
muzu

Typy FiSi

Rizikové faktory (genetika ......alkohol)

Trigger — elektrické a strukturalni abnormality

Snizeni CO

Yy, CRTCW



Historie

e 1980 —izolace LS

Izolace FiSi na urcitou oblast

“rozdil mezi MAZE Ill a IV.
Khargi K, Eur J Cardiothorac Surg 2005

of

Vo

ae I J ,,IQUIQIIII VYI\UII /by Ebavlastm’FiSi
e 2002- MAZE IV — zhotoveni linii J\/A

pomoci energie
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MAZE IV

Yy, CKTCY



Otazky

Operace pro jinou patologii — kdy provést
MAZE ?

Jaky typ energie ?

Operacni lécba fibrilace sini jako jediné
choroby — hybridni vykon?

Ousko LS —co s nim?

Yy, CRTCW



Otazky

* Operace pro jinou patologii — kdy proveést
MAZE ?

Yy, CRTCW



Guidelines

European Heart Journal Advance Access published October 3, 2016

@ European Heart Journal ESC GUIDELINES
doi:10.1093/eurheartj/ehw210

Eun
SOCIETY OF
CARDADLDGT ™

2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS

The Task Force for the management of atrial fibrillation of the
European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart
Rhythm Association (EHRA) of the ESC

Endorsed by the European Stroke Organisation (ESO)

Maze surgery, preferably biatrial, should be considered in patients undergoing cardiac surgery to improve symptoms
attributable to AF, balancing the added risk of the procedure and the benefit of rhythm control therapy.

Concomitant biatrial maze or pulmonary vein isolation may be considered in asymptomatic AF patients undergoing cardiac
surgery.

Y, CKTCH



Chirurgicka ablace

Freedom from atrial fibrillation, atrial flutter and atrial tachycardia after surgical
atrial fibrillation ablation

Surgical ablation Mo ablation Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight Ficed effects, 95% CI Fixed effects, 95% CI
#brau Flka 2005 3 47 i pl: 10.5% 2195 [1.52, 5.75] —.
Blomstrom-Lundgyist 2007 I 14 B 15 10.2% 206 [1.02,4.17] —
Buedera 2012 36 17 0 105 A 62 [100, 2.61] - —
Cheesrniawskey 2014 49 &l 1l 34 1B.3% 248 [1.50, 4.10] —
Joneson 2012 19 35 g 15 6% A1, 400 —
Enaut 2010 1l 14 i il TE .38 [0.65, 2.50] 14—
Polaeshalow 2012 I 14 B I7 10.6% 18 [1.11, 3.21] ——
Schwetz 2003 | 14 I 17 | £% 1.38 [D.27, 21.05]
Total (95% CI) 155 194 100.0% .04 [1.63, 2.55] &
Total events 181 7l F 5 5 1

0l 1A | ] 1030

Heteropenaity Ch" = 187, df =7 [P = 079 F = 0% Mo AF surgery  AF surgery
Teest for cverall effect: £ = 6.25 [P <0.00001)

Web Fipure 3 Forest plot of the effect of concomitant atdal fibrllation surgery on freedom from aodal fibAllacon, luceer, or
tachycardia off anth-arrhythmic drugs >3 months after surgery. This systematic review was commissioned by the ESC AF Guidelines Task
Force. Reproduced with permission fram™. AF = atral fibnllation; Cl = confidence interval, ESC = European Sodety of Cardiology.



DUvody pro soucasnou lécbu FiSi
(pri ICHS,AVR, MVP...)

Casté&jsi ndvrat SR po operaci

Zlepsena kvalita zivota

Meéneé Casta a vyznamna Tri regurgitace
Ménée CMP

Zlepseni funkce LK

Lepsi dlouhodobé prezivani

Louagie Y,. Ann Thorac Surg 2009;87:440-6F
Forlani S, Ann Thorac Surg 2006,81:863-7

Stulak JM, Ann Thorac Surg 2008,;86:40-4

Itoh A, Eur J Cardiothorac Surg 2006,29:1030-5
Fukunaga S, Ann Thorac Surg 2008;86:1212-7

Lee R. J Thorac Cardiovasc Surg 2012;143:1341-51

Yy, CRTCW



Vysledky chirurgickeé |écby

Surgical Ablation for Atrial Fibrillation in Cardiac Surgery

A Meta-Analysis and Systematic Review
Innovations = Volume 5, Number 2, March/April 2010

33 studii, 4647 pacient(

%m_mm

Bai 04 NSR, DIC
Bando02  NSR,DIC
Chen01  NSR,DIC
Gata00  NSR,DIC
Handa8  NSR,DIC
Louagle 09  NSR, DIC
Maniovan 03 NSR, 30 d
Myrdko 08 NSR, DIC
Tuinenburg 00 NSR, DIC
Yang02  NSR,DIC
Yoshihara 98 NSR, Td
YudaO4  NSR,30d

Abreu Filho xx NS, DIC
Mpinar 03 NSR, DIC
Deneke 02  NSR, DIC
Dowkas 05  NSR, DIC

Schuetz 03 NSR, DIC
Srivastava 08 NSR, DIC
von Oppell 09 NSR, DIC
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Statistics for each study

Odds Lower Upper
ratio  Bmit  limit

Bando 02 NSR 18y 5182
Handa 99 NSR. 2ys 761
Jatene 00 NSR 1-3yrs 3037
Johansson 08 NSR 3y 268
Kawaguchi 96 NSR, 1-3yrs 86.00
lovagie09 NSR Syr 1650
Nakajima 04 NSR, 5 yrs KM36.23
Raanani 01  NSR. 1-3y 515
Tunenburg 00 NSR 2yrs 306
Yang 02 NSR, 3y 954

1551
Snvastava 08 NSR midierm 667

667

Yy, CKTCY
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Ablation + CV Surgery
p-Value CV Surgery  Alone
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Group by Study name Outcome

R?

N Mantovan 03 TIA

N Johansson 08 Stroke 3yr

N Handa 99 Stroke, late

N Raanani 01 Stroke, 3y

N Louagie 09 Stroke, neuro
N Kawaguchi 96 Stroke

N Jatene 00 TE event

N Kobayashi 02 Stroke/TIA

N Damiano 03 Stroke, 30d

N Bando 05 Stroke, 8y

N

Y Blomstrom Lundqwist 07 Stroke/TIA, 12mos
Y de Lima 04 Stroke, 30d

, ¢ Jessurun 02 Stroke, 1y

¥ Akpinar 03 TE Event

Y Doukas 05 Stroke/TIA, 30d
Y

Overall

Yy, CKTCY

CMP nebo tromboembolicka prihoda

Statistics for each study Odds ratio and 95% Cl
Odds Lower Upper
ratio  limit  limit p-Value
080 003 2031 08952 -q
037 007 202 02498 -
015 001 2983 02128 t .
010 001 185 01290 o
089 015 508 08917 X
033 001 821 04966 -
009 001 172 0.1102 b -
085 018 391 08354 ——
034 002 555 04458 «
009 003 029 00001 E B
028 015 052 00001 <
019 001 420 02960 L
015 001 415 02661 =
012 000 332 02134 B
019 001 420 02059 Bl
200 018 2281 05768 B
035 009 132 01208 =2
020 016 051 00000 R
0.01 0.1 1 10 100



Casna mortalita

%_ Study name

§<<<<<<<<zzzzzz

Yy, CKTCY

Outcome  Statistics for each study

ratio limit  lmit p-Value CV Surgery

Odds Lower Upper
Gaita 00 Death 12mos 114 019 696
Handa % Death 1y 113 024 533
Kobayashi 02 Death 12mos 584 028 12333
Mantovan 03 Death, 12mos 051 009 285
Raanani 01 Death 12mos 100 013 741

104 045 243
Abtreu Fiho 05 Death 1y 100 016 640
Akpinar 03 Desth ty 067 010 427
Blomstrom-Lundqvist 0Death, 1y 546 025 11806
de Lima 04 Desth, 12mos 162 006 4325
Deneke 02 Death. 1y 509 080 5229
Doukas 05 Desth 12mos 072 015 339
von Oppel 09 Death 12mos 0.19 001 421

107 047 243

106 059 190

0.8847
0.8820
0.2569
04519
1.0000
09204
1.0000
0.6687
0.2790
07748
0.1709
06751
0.2948
08775
08570

Events / Total
Ablation « CV Surgery

4/32
3139
2185
4/102
2147
167306
342
213
2134
120
4715
/48
0/24
151217
30 /622

5.7%

Alone

2/18
4/58
097
2127
2147
10/247
2/28
I
0/35
0/10
1116
4/48
2126
121195
21442

5.0%

Odds ratio and 95% CI
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%!u!: Study name  Outcome Statistics for each study Events / Total

Odds Lower Upper Ablation + CV Surgery

ratio limit  limit pValue CV Surgery Alone
N Bando 02 Death, 13y 033 011 097 00437 9/258 6/61
N Chen 01 Death, -2y 070 015 326 056481 3/61 4/58
N Jalene00 Death 3y 137 027 684 07030 3/2 4/35
N Johansson 08 Death, 3y 078 019 3w 0723 4/ 5139
N louage09 Death, Sy 015 005 042 00004 5/37 34166
N Raanani01 Death 3y 025 005 129 00990 2147 7147
N 041 021 079 00084 26/462 60 / 306
Y Srivistava(08 Death 3y 182 041 904 04108 11/120 2/40
Y 192 041 9S04 04108 11/120 2140
Overall 062 028 09 00362 37/582 62 /346

6.4% 17.9%

Yy, CKTCY

Pozdni mortalita

Odds ratio and 95% CI
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&y THEANNALS OF
"® “THORACIC SURGERY

Atrial Fibrillation Correction Surgery: Lessons From The Society of Thoracic
Surgeons National Cardiac Database
James 5. Gammie, Michel Haddad, Sarah Milford-Beland, Karl F. Welke, T. Bruce
Ferguson, Jr, Sean M. O'Brien, Bartley P. Gnffith and Eric D. Peterson
Ann Therac Surg 2008:85:909-914
DOI: 10.1016/;.athoracsur. 2007.10.097

Table 1. Prevalence of Preoperative Atrial Fibrillation and Likelihood of Receiving Concomitant Atrial Fibrillation Correction
Surgery Among Patients Undergoing Cardiac Surgery

Among Preoperative AF

Number of Preoperative Preoperative AF Correction AF Correction

Orperation Patients (n) AF (n) AF (%) Surgery (n) Surgery (%)
Bdsiwsl - A& R~ Ad 874 1% 36 279 & d16 (.|

Table 5. Standardized Outcome Rates Stratified Using Ten Propensity Subclasses

Standardized Outcome Rate Standardized Outcome Rate p Value for Mantel

Outcome Among STAF Patients Among Non-5TAF Patients Haenszel Test

Mortality 5.26% 5.34% 09955

Any reoperation 11.584% 11.54%, 0.9542

Renal failure or dialysis T.34% 6.92% 0.4353

Prolonged ventilation 18.84% 19.45%, 04484

Meed for permanent 10 2.94% 0.0158

pacemaker

Postprocedure LOS = 14 days 14.68% 15.22% 0.5684

LS = length of stay;  STAF = surgical treatment of atrial fibrillation.




Metaanalyza 16 randomizovanych studii

Chirurgicka lécba x medikamentdzni lécbou

Kombinované vykony
SR za 12meésicu
OR 6,72

Nebyl rozdil — mortalita, implantace PM,

neurologické komplikace

Yy, CRTCW

)

Phan K, Heart. 2014



Innovations (Phila). 2010 Mar;5(2).74-83.

Surgical Ablation for Atrial Fibrillation in Cardiac Surgery: A Consensus Statementjof the
International Society of Minimally Invasive Cardiothoracic Surgery (ISMICS) 2009.

Ad N', Cheng DC, Martin J, Berglin EE, Chang BC, Doukas G, Gammie JS, Nitta T, Wolf RK, Puskas JD.

* Concomitant surgical ablation is
recommended...to increase the incidence of
sinus rhythm both at short- and long-term
follow-up... to improve ejection fraction and
exercise tolerance...to reduce the risk of stroke
and thromboembolic events...and to improve
long-term survival

Yy, CRTCW



Typ operace

lzolace PZ MAZE IV
« CABG - PAF e CABG — nonPAF
* AVR - PAF * AVR - nonPAF

* MVR

PAF — paroxyzmalni, nonPAF — ne-paroxyznalni

Cox JL, Ann Cardiothorac Surg. 2014 Jan; 3(1): 80-88.

Yy, CRTCW



Pristup

Epikardiani Endokardialni
* Soucasna ablace plexu * Snadnéjsi dosazeni
transmurality
° Mengi poéet komplikacijako ¢ R|Z|k0 néSténné trombézy
poskozeni n.phrenicus, po RF ablaci
tromboembolické prihody

Yy, CRTCW



EUROPEAN JOURNAL OF

CARDIO-THORACIC SURGERY

Guideline for the surgical treatment of atrial =
fibrillation

Joel Dlmningﬂ-u, Myura Nagendran®, Ottavio R. AlfieriC, Stefano Eliad, A. Pieter Kappetein®,
UIf Lockowandt?, Ceorge E. Sarrisd, Phillippe H. Kolhh, on behalf of the EACTS Clinical

Guidelines Committee

Zmenseni LS

Overall, the evidence suggests that patients with an enlarged LA (=55
mmy) or giant LA (=75 mm) who are at risk of failing to obtain sinus
conversion after a standard maze procedure may derive benefit from
concomitant atrial reduction surgery

Y, CKTCH

2013 Nov;44(5):777-91

lla/C



Otazky

e Jaky typ energie ?

Yy, CRTCW



Typ pouzité energie

Monopolarni radiofrekvencni

Bipolarni radiofrekvencni

Kryo
~okus

Lazer
Mikro

Yy, CRTCW

azvuk

gie



EUROPEAN JOURNAL OF

CARDIO-THORACIC SURGERY

Unipolarni RF lla/C

In patients undergoing cardiac surgery, concomitant unipolar RF
ablation to treat AF is effective at restoring SR. Success rates range

Bipolarni RF /A

Bipolar RF ablation has a higher success rate in restoring 5R as an
adjunct to cardiac surgery compared with no ablation for at least 1
year. On average, this requires 15 min additional cross-clamp time.

Kryoablace lla/B

Cryoablation during concomitant surgery is an acceptable intervention
for the treatment of AF with acceptable 5R conversion rates of between
60 and 82% at 12 months. Six of 9 studies suggested that cryoablation
is most successful in patients suffering from paroxysmal rather than
permanent AF.

Y, CKTCH

Kombinace




Otazky

* Operacni lécba fibrilace sini jako jediné
choroby — hybridni vykon?

Yy, CRTCW



European Heart Journal Advance Access published October 3, 2016

European Heart Journal ESC GUIDELINES
EURCPEAN doi10.1093/eurheartj/ehw210

SOCIETY OF
CARDACLDGET 7

2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS

The Task Force for the management of atrial fibrillation of the

European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart
Rhythm Association (EHRA) of the ESC

Endorsed by the European Stroke Organisation (ESO)

Catheter or surgical ablation should be considered in patients with symp‘t_bmatiC persistent or long-standing persistent AF
refractory to AAD therapy to improve symptoms, considering patient choice, benelit and risk, supported by an AF Heart
Team.

lla

Minimally invasive surgery with epicardial pulmonary vein isolation should be considered in patients with symptomatic AF
when catheter ablation has failed. Decisions on such patients should be supported by an AF Heart Team.

Y, CKTCH

lla




Operace pro fibrilaci sini (stand-alone)

THE JOURNAL OF

THORACIC /1o

CAHDIOVASGULAH SUHGEHY August 1995 Volume 110, Issue 2, Pages 473-484

Modification of the maze procedure for atrial flutter and
atrial fibrillationsc ¥k k% ¢

James | Cox, MD, John P. Boineau, MD, Bichard B. Schuessler, PhD, Robert D B. Jaguiss, MD, Demetrios
G. Lappas, MD

Procedure  Sinus rhythm (%) Atrial paced (%) Atrial flurter (%) Atrial fibrilation (%)

Maze | 44 53 0 3

Maze II 71 29 0 0

Maze Il 75* 25 0 0
Postop. test Mazel(n=32)  Mazelifn=11)  Mazelll (n=41) Prokazano ECHO,MR
Total with positive RA function (%) 100 100 98

Total with positive LA function (%) 72 64 94%*t

////, VN Vol



Operace pro FiSt MAZE Il1,1IV

Patient Demographics
CMP III (n=112) CMP IV (n=100) p - value
Mean Age (years) 31=10(93% CI20-77) 3610 (95% CI28-73)  0.002%
Male gender 80% T6% 0.548
Median AF duration (years) TO0(IQR 3.2-13) T4=6.76 (IQE. 2.4-10.0%  0.039
Paroxysmal AF 63% 31% <0.001
NYHA class Il or IV 3% 22% =0.001
Failed previous catheter ablation 2% 40% =0.001
PM 8% 7%
Velké komplikace 10% 1% (CMP)
Mortalita 2% 1% (CMP)

Weimar T. Circ Arrhythm Electrophysiol. 2012 Feb;5(1):8-14.

Y, CKTCH



Operace pro FiSI MAZE II1,1V

 Late Follow-Up

[ cMPII(n=112) Y CMPIV (n=100) \CMP III + IV (n = 212)

Median follow-up (years) 5.9 (IQR 2.5-7.8) | 1.0(IQR 0.74-1.9) 2.2 (IQR. 0.9-6.2)
Freedom from AF 06% (93% CI 86-98)| 90% (95% CI 81-95) | 93% (95% CI 87-96)

Freedom from AF off antiarthythmicd 83% (93% CI 68-88)| 82% (95% CI71-89) | 2% (95% CI 75-87)
Freedom from Warfarin 86% (93% CI 75-92)| 74% (95% CI 62-83) | 80% (95% CI 72-86)

Late Stroke (> 30 days) 1 (0.8%) 0 1(0.4%)

CMP, Cox-Maze Procedure; AF, Atrial Fibrillation; 93% CI, 93% confidence interval; IQR, interquartile range.

Weimar T. Circ Arrhythm Electrophysiol. 2012 Feb;5(1):8-14.

Yy, CRTCW



VI

iniinvazivni pristup — MAZE IV

Varables N = 89
Age (v) &0 =11
Male sex B3 (T1%)
AF duration (y) 6.4 =57
Type of AF
Paroxysmal 31 (35%)
Persistent 21 (24%)
Long-standing persistent A7 (42%)
Previous failed electrical cardioversion 46 (52%)
Previous failed catheter ablation 26 (29%)
Left ventricular ejection fraction (%) &0 =10
Body mass index (kgim®) 173+ 45
Hypertension 52 (58%)
Diabetes mellitus 104011%)
Data are expressad as counts or mean = standard deviation.
AF = atrial fibrillation,
100~ p=0.147 p=0.504 p=0.556
90+ — -
80+ =1
o 704
ﬁg 604
3 50+
o 404
& 304
204
104
0
6 mos 12 mos 24 mos
Pts. atrisk: 31 58 21 30 10 9

Wl Paroxysmal AF
3 Persistent/Longstanding

persistent AF

Vysledky

Konverze na 0

sternotomii

PM 1%

Mortalita 0

CMP 0

F-U 3,6,12 mésicu (4-28)
AF free 88%,90%,90%

AF free bez AA 71%,82%,90%

Weimar T., Ann Thorac Surg : 2012,94:1886-1892



Stopy po chirurgovi ...

Yy, CKTCY



Operace pro fibrilaci sini (stand-alone)

 Randomizované studie (torakoskopie x
katetrizacni lécba)

— FAST — Nieuwegein, Barcelona
— CASA-AF — Brompton hospital (bézici)

Yy, CRTCW



The FAST (Atrial Fibrillation Catheter Ablation vs.

Surgical Ablation Treatment) trial

Freedom of LA

Arriwthmia CA N=63 SA N=61 P-Value
Overall, 12 mo 23 (36.5%) 40 [55.6%) P=0.0022
Overall, 12 mo 7 (42.9%) A8 (78.7%) Pe=0),0001
allowing AAD

Overall, & mo 28 (44.4%) M B7.2%) P=0.0M78
PAF group 12737 (35.1%) /45 (58.0%) P=0.0047
PersAF group W25 (36%) W16 (56%) P=0.3411
Prior failed CA 14728 (36.5%) /44 53.2%) P=0.0080
LA dilation/ /25 (36.0%) 1017 (58.5%) P=0,3411
hypertension

Nieuwegein 10V30 (33.3%) 18/20 {52.1%) P=0.0513
Rarcelona 12723 (30.4%) 233 (70.0%) P=0.0336

CKTCV

Boersma LV, Circulation,2012, VVolume 125, Issue 1




Table 4. Procedural Adverse Events of CA and SA

Table 5.  Adverse Evenis During 12-mo Follow-Up of CA and SA

Adverse Events CA N=63 S5A N=61

P-Yalue

Penicardial effussonamponade 1 1
TIA/Siroke 1 1
Preumaothorax e 6
Hematothorax 1
Rib fracture 1
Sternotomy for bleeding 1
Prewmonia 1
PM innplant e 2
Total 2 (3.2%) 14 (23.00%)
Minor
Groin hematoma'blesd 4 (6.3%)

P=0.001

Adverse Evenls CAN=E3 SA N=E1 P¥alue
atroke 1
TA 1 -
Preumonia 2 2
Hydrothorax - 2
Heart failure by AF 2
SAB causing death ..
Pericardilis - 1
Fever unkmown origin - 1
llgus 1 1
PV stenosis == % cis as
Total B126%) 7(11.5%) P=1.10
Minor
Groin hematoma’bleed 2 (3.2%)

Y, CKTCH

SAB — subarachnoidalni krvaceni pfi antikoagulaci




Hybridni pristup

Vyhody Nevyhody
* Snizené riziko e Velka LS — horsi vysledky a
mikroembolizace (5+6 MES vyssi riziko komplikaci

epikardalni x 3908+2816
endokardialni)

* Lepsi celkové vysledky

MES — mikroembolizacni signal



Hybridni pristup — dvoudoby

Vyhody Nevyhody

e /I zachyceniinkompletnosti ¢ Inkompletniléze 1 riziko SV
|éze tachkardii

* Pri kompletni chirurgickeé * Dva samostatné vykony
|ézi neni nutna (as, rekonvalescence,

« J logistika penize...)

Yy, CRTCW



Hybridni pristup — jednodoby

Vyhody

* Spokojenost pacienta —
jeden vykon

 Okamzita potvrzeni
transmuralni léze a moznost
okamzitého provedeni
dalSiho vykonu

* Eliminuje riziko tamponady
a poranéni jicnu

Yy, CRTCW

Nevyhody

Delsi doba vykonu

Zvysené naroky na logistiku
(personal, HOS)

Heparinizace

Riziko falesné negativnich i
pozitivnich vysledkU



Otazky

e Qusko LS —-co s nim?

Yy, CRTCW



Ousko — guidelines

* ESC 2016 1lb/B

Muze byt zvazeno ....
+ AHA/ACC I1b/C } Y
e CCS 2010 Meéelo by byt provedeno ...

N

Studie LAAOS I
Y, CRTCH



Ousko LS

* ,most lethal human attachment”

* LA appendage should be closed in every

patient with AF who enters our operating
rooms

Cox JL, Ann Cardiothorac Surg. 2014 Jan; 3(1): 80-88.

Yy, CRTCW



Ousko LS —riziko iCMP

Typ

— Chicken-wing - nizké riziko 4%
— Windsock- stredni 10%

— Cactus - stredni 12%

— Cauliflower - vysoké 18%
Pocet laloku

— 1 a2 - nizké riziko 3%

— 3 laloky - vysoké 33%

— 4 laloky - vysoké 56%
Extenzivni trabekularizace
— vysoke riziko

Yy, CRTCW

Inkompletni uzavér nebo
rezidualni pouch nad 1 cm
zvysuje riziko CMP 15x




Resekce ouska

Metaanalyza 3653 pacientu

Resekce ano ne
CMP — 30 dnl 0,9% 1,9%
CMP — posledni 1,4% 4,1%
kontrola

Mortalita 1,9% 5,0%
Pooperacni n.s. n.s.
komplikace

Yy, CRTCW

Tsai YC, Eur J Cardiothorac Surg. 2015



Ousko LS — resekce

Proti - vyznavaci EBM

Funkce
— Neurohumoralni regulace
— Srdecni reservoir

Neni prikaz

3 randomizované (LAAQOS
LII, Prevail) - bez prikazu
redukce CMP, (kratky FU,
nedostatek dat ..)

Yy, CRTCW

Pro — vyznavaci klinické zkusenosti

ZkusSenosti pracovist —
signifikantni snizeni
perioperacniho CMP (MVP +
resekce ouska)

Riziko operace — minimalni

Mozna modifikace pooperacni
antikoagulacni terapie



Zavery

Chirurgové nejsou novacky

Chirurgicka |écba ma pevné misto — vysledky
zatim neprekonany

Nabizi Siroké spektrum vykonu

V ramci kombinovaného vykonu by méla byt
zvazena (provedena) vzdy

Yy, CRTCW



Zavery

* Jako samostatny vykon — miniinvazivné
e Hybridni pristup

e Operace neni strasak a chirurg neni skudce —
jeho zajem je pomoci pacientovi

Yy, CRTCW



DEkuji za pozornost

Y, CKTCH



Catheter or surgical ablation should be considered in patients with symptomatic persistent or long-standing persistent AF

refractory to AAD therapy to improve symptoms, considering patient choice, benefit and risk, supported by an AF Heart | lla
Team.

Minimally invasive surgery with epicardial pulmonary vein isolation should be considered in patients with symptomatic AF lla
when catheter ablation has failed. Decisions on such patients should be supported by an AF Heart Team.

Maze surgery, possibly via a minimally invasive approach, performed by an adequately trained operator in an experienced

centre, should be considered by an AF Heart Team as a treatment option for patients with symptomatic refractory lla
persistent AF or post-ablation AF to improve symptoms.

Maze surgery, preferably biatrial, should be considered in patients undergoing cardiac surgery to improve symptoms lla
attributable to AF, balancing the added risk of the procedure and the benefit of rhythm control therapy.

Concomitant biatrial maze or pulmonary vein isolation may be considered in asymptomatic AF patients undergoing cardiac b

surgery.




Vysledky

e Velmi obtizna interpretace

* Heterogenni skupiny
— Délky trvani fibribilace
— Pridruzenych onemocnéni
— Vlastniho vykonu



' @
Souhrn Aktualizace doporucenych postupu

SOCIETY OF

ESC pro lécbu fibrilace sini z roku 2012. .
Pfipraven Ceskou kardiologickou spole¢nosti

CESKA KARDIOLOGICKA SPOLECNOST
THE CZECH SOCIETY OF CARDIOLOGY

(Summary of the 2012 focused update of the ESC Guidelines
for the management of atrial fibrillation.
Prepared by the Czech Society of Cardiology)

Riziky chirurgické excize jsou velké krvaceni a neuplny
uzavér ouska s rezidualnim rizikem CMP - CKS



* Ve srovnani s katetrizachimi metodami lze
chirurgickou ablaci snadno dosahnout uplné

elektrické izolace s dostatecné transmuralnimi
lézemi.



e Haissaguerre M et al. Spontaneous initiation
of atrial fibrillation by ectopic beats
originating in the pulmonary veins. N Engl J
Med 1998;339:659-66



Maze Il




Primerna ucinnost katetrové ablace /bez AA/

Paroxyzmalni fibrilace sini - za 12 M 57-89%
[/75%/

Perzistujici—za 12 M 65%
Dlouhodobé perzistujici—za 12 M 63%

Priimérna /u nespecifikované fibrilace sini/
63% za 5 let

Data z dlouhodobého sledovani jsou slaba



Vysledky chirurgickeé |écby

Bez FiSi
s AA/bezAA

Henn,2015 576 pts, 5 rok(l , Parox,Persistent 78%/66%
MAZE IV
Mack CA,2005 63 pts, 12 mésicl Parox, Persistent 88,5%

MAZE IV



CHIRURGICKA ABLACE

* | kdyz ma relativnhé vysokou uspésnost 70-85% po 1
roce /CCS Pagé 2010/,
/6 randomizovanych studii — ani
jedna/

- v nerandomizovanych byl ale vyskyt CMP/TIA
zlepsuje prezivani /maji ale low quality evid
ence neb jsou retrospektivni ...

* | kdyz rec. data tvrdi, ze restorace s.r. nejenom
zlepsuje prezivani ale i snizuje riziko stroke —
pravdépodobné pricitané excizy LAA /Saint 2012/



Vseobecneé se akceptuje, ze k chirurgické ablaci jako
soucast jiného KCH zakroku je indikovana kazda
symptomaticka fibrilace sin /CCS 2010, ESC 2010 -
llaA, Expert Consesus 2012/. U asymptomatické je
potreba zvazovat individualni riziko - ano pokud je
riziko ablace malé /CCS 2010, ECS 2010 — I1bC/

llaC /AHA 2014/
lla - Mélo by byt zvdaZeno u vSech pacientu
podstupujicich KCH operaci s FS /Henn 2015/

VSechny procedury musi zahrnovat resekci LAA /CCS
2010/




EUROPEAN JOURNAL OF

CARDIO-THORACIC SURGERY

Unipolérni RF lla/C

In patients undergoing cardiac surgery, concomitant unipolar RF
ablation to treat AF is effective at restoring SR. Success rates range

Bipoldrni RF /A

Bipolar RF ablation has a higher success rate in restoring 5R as an
adjunct to cardiac surgery compared with no ablation for at least 1
year. On average, this requires 15 min additional cross-clamp time.

Kryoablace lla/B

Cryoablation during concomitant surgery is an acceptable intervention
for the treatment of AF with acceptable SR conversion rates of between
60 and 82% at 12 months. Six of 9 studies suggested that cryoablation
is most successful in patients suffering from paroxysmal rather than
permanent AF.




Ousko — guideline ESC

Surgical occlusion or exclusion of
the LAA may be considered for

o i : lib 463
stroke prevention in patients with
AF undergoing cardiac surgery.
Surgical occlusion or exclusion of the
LAA may be considered for stroke b 468

prevention in patients undergoing
thoracoscopic AF surgery.




Sinové arytmie

Kardiolog + chirurg
Mapovani na otevieném hrudniku
Cilené lécba

<—ZlepSeni technického vybaveni

Kardiolog Chirurg

Snaha dosahnout co
% \'4 7
nejlepsi vysledky

Kardiolog + chirurg

Sebezdokonalovani Hybridni vykony



JAKTOV
KARDIOCHIRU

2, ckrcy X3




Kombinované vykony

AF patient undergoing open heart surgery (e.g. CABG, valve surgery) )

'

Rhythm control therapy
desirable to improve
AF-related symptoms
Yes No

[ Patient choice informed by AF Heart Team )

v '

[ AF surgery (llaA)* ] [ No AF surgery ]

( Consider to add surgical LAA exclusion in selected patients (IIbC)° J




EUROPEAN JOURNAL OF
CARDIO-THORACIC SURGERY

Stand alone lla/B

. Surgery may be considered for
symptomatic patients refractory or intolerant of at least one
antiarrhythmic medication. Surgery may be considered for patients who
prefer surgery to catheter ablation or who have failed ablation in
paroxysmal, persistent or long-standing AF.

Y, CKTCH



