Interaktivni kazuistika

Tupa Kristyna
Kardiologicka klinika, FN Plzen




Muz, 38 let

- pacient t.C. postupujici lécbu pro hematoonkologickou malignitu,
hospitalizovany na Hematoonkologickem oddéleni

jinak doposud interneé nestonajici

-zadano akutni kardiologické konzilium pro palpitace




Na EKG krivce vpravo |

e pritomna:
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Vstupni EKG?

a)  normalni nalez

b) preexcitace

c) LBBB

st. p. QIM predni stény LKS
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Pri fyzikalnim vysetreni

- pacient ventilacné stabilni, normotenzni, subjektivné pocit rychleho
buseni srdce

- anamnesticky jiz nekolik let opakované palpitace (cca 1 x za 3 mesice)
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Jak budeme postupovat?
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Pohled Guidelines

Recommendations for the acute therapy of pre-excited atrial fibrillation

Class"  Level®
Sy'ncfrmized O cardioversion is recommended in haemodynamically unstable patiarrs.e"f“”’:' -- |
Ibutilide or procainamide (iv.) should be considered, ™' 437128 i

I Flecainide or propafencne (Lv.) may be considered,*4*!

Synchronized D cardioversion is recommended if drug therapy fails to convert or control the tachycardia * '™

Amiodarone (iv.) is not recommended. ¥ ** -- 5

iv. ibutide is contraindicated in patients with prolonged QTe interval.
iv. procainamide profongs the QT interval but much less than class 1] agents.

iv. flecainide and propafenone are contraindicated in patients with Echaemic or structural heart diseass. They alse prolong the QTe interval but much less than dass Il apents.
D = direct current.

Chass of recommendation.

Blevel of eviderce.

Chronic therapy

Catheter ablation of AP(s) is recommended in patients with symptomatic, recurrent [, 1 e s

Beta-blockers or non-dihydropyridine calcium-channel blockers (verapamil or diltizzem in the absence of HFrEF) should be consid-
ered if no signs of pre-excitation are present on resting ECG, if ablation is not desirable or feasible 141244

Propafenone or flecainide may be considered in patients with AVRT and without ischaemic or structural heart disease, if ablation
i not desirzble or feasible, #3415

Digoxin, beta-blockers, dittiazern, verapamil, and amicdarone are not recommended and are potentialty harmiful in patients with

: ATTATEATT 434,446
pre-esicited AF.

i ineffective

Figure 20 Acute therapy of pre-excited atrial fibrillation.
AF = atrial fibrillation; iv. = intravenous.

zdroj guidelines ESC
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Dalsi prubéeh hospitalizace

- pacient prelozen na JIP Kardiologické kliniky

- indikovano provedeni EKV




Casovani EKV?

a) urgentni

b) provedeme v nasledujicich dnech

c) nebudeme provadet, pockame dle vyvoje

d) nebudeme provadeét, pacienta smérujeme primo k EFV/k:




Dalsi prubéeh hospitalizace

- provedena urgentni EKV s obnovenim sinusoveho rytmu

= a

- pacient sméerovan ke katetrizacni ablaci




Casovani EFV/katetrizaéni ablace?

a) urgentni
b) provedeme v nasledujicich dnech
c) pacienta dimitujeme a objedname elektivne

d) EFV a katetrizacni ablaci neindikujeme




Pohled Guidelines — EFV/ablace u preexcitace

Symptomaticky pacient Asymptomaticky pacient

Chronic therapy
Asymptomatic
pre-excitation

Catheter ablation of AP(s) is recommended in patients with symptomatic, recurrent AVRT ! ~#72438 441

Batz-blockers or non-dihydropyridine caldum-channel blockers (verapamil or diltiazem in the absence of HFrEF) should be consid-
ered if no signs of pre-excitation are present on resting ECG, if ablation is not desirable or feasible ** 111244

ila
Propafencone or flecainide may be considered in patients with AVRT and without ischaemic or structural heart disease, if ablation
is not desirable or feasible 12744445

Biﬂ:xin, beta-blockers, diltiazzem, verapamil, and amiodarone are not recommended and are potentially harmiul in patients with --

i AE A2TATE AT 434,446

High-risk occupation
or competitive athlece!

()

!

Clinical follow-up
(0

Catheter ablation is recommended in asymp-
tomatic patients in whom electrophysiclogy
testing with the use of isoprenaline identifies
high-risk properties, such as SPERRI <250 ms,
AP ERP =250 ms, multiple APs, and an induci-

ble AP-mediated tachycardia,***#30:452434 460

zdroj guidelines ESC
F@a |
1 Lk ..




adana

HENE IR R EE R R EE
EEEEIEIE SRS
] H i

AEEEAEERE
ENEINES

=

a) vpravo

- SSSRESESE

1
1 A A AL
& TaBaAVEAYRAVEAVRIVAT \1 IEiisTE. 1”! \“i \H
b) vlevo i 7 . '

/| A/U‘u/\/\ RAANN R ANZAAA
IEIBIENIRIE IR E SRR TREI
t'f EEIE 1r‘ \ EEREEE EEa

EEEEEENE I EEEEEEEEE
IEEIEEIE B =S EEEEEE)
YA s AN EN E N

BEHIIT

—
—

il
i

—
—

=
ey

HiEaREEEE=
|
T
P |

[ SRSEY

EEEEEEEE
RS ANEE PSS PATIS
B

—---‘____
i
T —
T

\ A ACEA i
‘1! “UWHH! ‘# ‘1! ‘U V ‘lrf Wi iy

—avR

REAY,

HA

A AR
I S WiV

L N A A A A

4

—

aal

P

/

|

EERIEES TEER I R TEERIRRE B
|EEE EEEE R TR

—

|

|

/

EavL V | v v il W i s I vy

=

|

EEEEEEEE
/\ AR AEETERER AR H !I

I
’l /|

|

S B
AR LR R 684 S AR LR

) |
il \..H |

EEER
A
ENELNEY

\/\f’\f\f\f’V“\F\/U\/“V'UUUU\FUUUUU”\J"“ WAV

E—faVvF

| | Il
EEREEERNENEEEEEEERE RGBS
i Bt Tl — i P = T ) TR T

=

K 1




ahy

W1l

" QRS negative Ne
in both lead 11l and V1
avFRiRs
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& The 5t George's algorithm for the localization of accessory pathways ™™ +ve = QRS complex-positive; —ve = QRS complex-negative; +/- =
lex equiphasic; AP = accessory pathway: LAL = left anterolateral; LP = left posterior; LPL = left posterclateral; LPS = left posteroseptal; MS =
RAS = right anteroseptal; RL =

right lateral; RP = right posterior; RPS = right posteroseptal.
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Katetrizacni ablace — EKG po vykonu

-ablovana pridatna draha
parahisalné vpravo

- pacient predavan ~ Al b A A
zpét do péce hematoonkologl
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Dékuji za pozornost
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