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FORMY ISCHEMICKE CHOROBY SRDECNT A JEJICH DIAGNOSTICKA KRITERIA

/F. Kolbel, J. PetrdSek, J. Fabidn, V. Stan&k/

Ischemickd choroba srde&nf /ICHS/ je st¥edem intenzivnfho zdjmu vyz-
kumnych i klinickych pracovi¥t a n&kolikrdt byly proto také zpracovény
a v zahrani&nim i domdcim pisemnictvi publikovdny ndvrhy klasifikace to-
hoto onemocné&nf{. Pfesto nen{ klasifikace klinickych projevd ICHS v praxi
jednotnd a proto pfedkldddme k diskusi ndvrh, ktery p¥ihlf%{ k aktudlnim
moZnostem diagnostiky rdznych forem tohoto onemocn&nf v praxi na¥ich
zdravotnickych za¥fzenf.

Formy ICHS
Ky Akutn{ formy ICHS

labiln{ /nestabilni/ angina pectoris
intermedidrnf korondrni syndrom
akutnf{ infarkt myokardu

n&hld smrt.

AL cncl alehl Cacmee TATA

2.3 ICHS s dysrytmiemi /stat. znacka 414.8/

Vznikne-1i kterdkoli ze srde&nich dysrytmif ndhle, je t¥eba po-

mySlet p¥edev8im na ICHS jako na moZnou p¥f{&inu poruchy srde&niho

rytmu. Dysrytmie vS8ak miZe byt p¥ftomna i dlouhodobé&, jako jeden
z projevd ischemické choroby srdeén{.

ICHS klinickd a symptomatickd /stat. znacka 414/

a/ abnormity klidového a/nebo zdt&Zového ekg /horizontdlni nebo ses-
tupné deprese S-T vét3{ neZ 2 mm/ u osob bez jinych projevi ICHS
a po vyloudeni jinych moZnych' p¥f&in t&chto zménj;
ekg zndmky prob&hlého transmurdlnfho infarktu myokardu s opakova-
nym ndlezem patologického kmitu Q bez klinické symptomatologic;




Adults With Atrial Fibrillation, in milions

Projected number of
persons with AF (millions)
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Go Aetal., JAMA 2001
Circulation. 2006;114:119-125.




The population-attributable risk of AF in men and
women determined from a community-based
longitudinal study.

For both men and women, a substantial portion
of atrial fibrillation risk remains unexplained !

LVH1%
HTN 14%

il Ml 1% Unknown Unknown

42% 58%

Magnani J W et al. Circulation 2011;124:1982-1993




COMORBIDITY in pts with AF
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REALFIB
Komorobidity a rizikove faktory pre CMP

EURO Heart Survey

(Holstenson et al, 2011)

o [ I N

C: Srdcové zlyhanie 45% 16% 20% 34% 32% 21%
H: Hypertenzia 91% 65% 70% 68% 56% 52%
A: Vek 75 rokov a viac 29% 20% 35% 15% 30% 41%
D: Diabetes mellitus 26% 21% 16% 12% 22% 16%
S: CMP/TIA 19% 4% 5% 5% 6% 6%
V: Koronarna choroba 60% 36% 30% 50% 27% 41%
A: Vek 65-75 rokov 38% 43% 35% 37% 30% 29%
Sc: Zenské pohlavie 48% 40% 39% 44% 44% 49%

CMP, cievna mozgova prihoda; TIA, tranzitorny ischemicky atak, koronarna choroba z EHS: MI
(akatna+anamnéza) + angina pectoris



Concomitant diseases in AFIB patients
(German AFNET Registry)

Demographics

Age (years)
Fermale gender (%)
Concomitant disease

Hypertension (%)

First detected
10.8% (n = 1035)

670 + 123
40.1

£8.9

Paroxysmal Persistent
30.2% (n = 2893) 19.5% (n = 1873)

65.5
41.2

65.9

+ 11.3 676 + 11.2
352

70.6

Permanent
32.8% (n = 3141)

387

711

|Coronary artery disease (%)

26.8

250

284

31.0

Old infarction ()

Previous PCI/CABG (%)

Angina (%)

Heart failure (%)

Valvular heart disease (%)
Rheumatic origin (%)
MNon-rheumatic origin (%)

Valve replacement (%)

Cardiomyopathy (%)

14.5
14.7
155
316
277
3.1
246
24
712

11.2
16.7
129
241
257
25
226
3.9
6.8

14.0
166
13.2
414
370

3.3
337

4.3
136

145
176
13.1
45.2
48.1

53
427

7.6
138

Nabauer M et al., Europace 2009




AFIB impact on prognosis of pts
with atherothrombosis (death / Ml / stroke)
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direct atrial iIschemia create substrate

Endocardium
Occlusions

Sinno H et al. Circulation 2003;107:1930-1936




INFARCTION OF THE CARDIAC AURICLES (ATRIA)
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Fig, I, —Dwagrams o show the sitaation of human atrial infarcts,
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Transient ST-Segment Depression During Paroxysms
of Atrial Fibrillation in Otherwise Normal Individuals

Thallium-201 Myocardial Myocardial Contrast Stress
Treadmill Stress Test® Scintigraphy Echocardiography

Patients with CAD (+/- for ischemia) (n = 27) 18/6 23/4 24/3
Patients without CAD (+/- for ischemia) (n = 56) 4/ 23/33 /49
Sensitivity, % (35% C1) 15.0(533-90.2) 85.2(66.3-95.8 88.9(70.8-97.6

PRY, % (95% C) 4.2 (304-628) 50,0 (349-65.4

2 774 (589-904
NPV, % (95°% C) B1.8(65.4-930) 89.2 (146-970

94.2(84.1-98.8

) )
Specificity, % (3% CI) b6.3 (41.2-70.5) 58.9 (45.0-719) 87.5(75.9-94.8)
) )
) )

In patients without a history of CV disease there was no strong
association between transient ischemic type ST-segment
depression during paroxysms of AF and underlying occult CAD.

Aznaouridis KA et al., JACC 2007
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Clinical profile and angiographic findings among
patients with atrial fibrillation presenting for
selective coronary angiography

Wael Elabbassi', Mohammed Andaleeb Chowdhury?, Brano Liska®, Robert Hatala*

Aim: retrospective study to assess the prevalence of
CAD in relation to presence/absence of AF in an
unselected patient population referred for chest pain
for coronary angiography

Records of unselected patients admitted to a single
institution (NCVI) in 2 randomly selected months (April
and November 2010) were evaluated. We compared
patients with AF at admission or documented within
the last 12 months and those without AF.




Angiographic findings and clinical profile among
patients with AF presenting for coronary angiography

. 494 patients were included

. 122 patients had AF (24.5%)

— older (mean 65.5 years vs. 60 years; P=0.041),

- more often women (41% vs. 29%; p=0.013)

— history of congestive heart failure (39% vs. 17%;
p=0.001)

. Indication for SCAG among AF patients was
more frequently atypical chest pain, shortness
of breath and palpitations (57% vs.19%;

P=0.001)
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CAG finding in pt's with AF vs non AF
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Treatment options in pt's with AF vs
non AF

CABG/Valve
replacement




Prevalence and management of CAD (drugs vs.
PCI/CABG) according to subtype of AF (diff ns)
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Kralev S et al., pOne 2012: doi:10.1371/journal.pone.0024964.9003



Overview of reported incidences of coronary artery disease in
patients presenting with atrial fibrillation.

13%
stable
CAD
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Kralev S et al., pOne 2012: doi:10.1371/journal.pone.0024964.9003



Left Atrial Function in Acute Transient Left
Ventricular Ischemia Produced During
Percutaneous Transluminal Coronary

Angioplasty of the Left Anterior Descending

Coronary Artery

Ulrich Sigwart, MD, Milan Grbic, MD, Jean-Jacques Goy, MD, and Lukas Kappenberger, MD
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FIGURE 3. Left atrial pressure recorded at rest and during left anterior descending (LAD) ccclusion with left atrial first
derivative, During acule ischemia there is left atrial pressure increase (prominent A wave) with LA max dP/dt increase and
shortening of the isovohamic relaxation time.

Sigwart U et al., Am J Cardiol. 1990 Feb 1;65(5):282-6.




Prognostic risk of atrial fibrillation in acute
myocardial infarction complicated by left
ventricular dysfunction: the OPTIMAAL experience

Mika Lehto'*, Steven Snapinn?', Kenneth Dickstein?, Karl Swedberg®, and
Markku S. Nieminen' on behalf of the OPTIMAAL investigators

' Division of Cardiology, Helsinki University Central Hospital, Helsinki, Finland

2 Merck Research Laboratories, West Point, PA, USA

*University of Bergen, Cardiology Division, Central Hospital in Rogaland, Stavanger, Norway
‘Department of Medicine, Sahlgrenska University Hospital, Géteborg, Sweden
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Aims The present study aimed to determine the frequency and the impact on clinical
outcome of atrial fibrillation (AF) in patients with acute myocardial infarction (AMI)
and left ventricular dysfunction.

Methods and results In the OPTIMAAL trial, 5477 patients with AMI and signs of left
ventricular dysfunction were included. At baseline, 655 patients (12%) had AF, and
345 (7.2%) developed new-onset AF during follow-up (2.7 + 0.9 years). Older patients,
patients with history of angina and worse Killip class had and developed AF more
frequently (P < 0.001). Patients with AF at baseline were at increased risk relative
to those without AF for mortality [adjusted hazard ratio (HR) of 1.32, P=0.001]
and for stroke (HR 1.77, P < 0.001). New-onset AF was associated with increased sub-
sequent mortality for the first 30 days following randomization (HR 3.83, P 0.001)
and the entire trial period (HR 1.82, P < 0.001). Risk of stroke was increased for
the first 30 days (HR 14.6, P<0.001) and for the whole trial period (HR 2.29,
P < 0.001).

Conclusion AF is frequently observed in patients with AMI complicated by heart
failure. Current AF, and the development of new AF soon after AMI, is associated
with increased risk of death and stroke.




Kaplan—Meier curves for total mortality stratified by the presence of
AF at baseline.
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Kaplan—Meier curves for total mortality of acute Ml stratified by the time-
dependent presence of de novo AF.
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Trends in Atrial Fibrillation in Patients
Hospitalized with an Acute Coronary
Syndrome
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Rates of major in-hospital complications in patients with any type AF
hospitalized with ACS by study year between 2000 and 2007

A - stroke, B- major bleeding, C- heart failure, D-death

McManus D etal., Am J Med 2012, 125, 1076-1084 http://dx.doi.org/10.1016/j.amjmed.2012.05.024




AV block (> 8s), n=29
Sinus brady (>8s), n=20

Sinus amrest (> 5s), n=16

Event rate

Kaplan-Meier graphs
showing time to first

Days After AMI
PATIENTS AT RISK

AV=Block 297 265 (0.06) 252 (0.08) 244 (0.09) 188 (0.10) b rad yar r h yt h m I a O r
tachyarrnythmia.

Brady 297 266 (0.05) 254 (0.06) 248 (0.07) 192 (0.07)
Sinus arrest 297 272 (0.03) 263 (0.03) 255 (0.04) 197 (0.06)

B 0.5 1 — AF, n=82

0.4 Sustained VT, n=9

-—— — VE n=8

0.3 1

0.2 1

Probability of Arrhythmias

0.1 1

0.0 -

728
Days After AMI
PATIENTS AT RISK
AF, n=82 297 236 (0.16) 209 (023) 195 (0.26) 133 (0.29)
NsVT, n=39 297 258 (0.09) 242 (0.R) 233 (0.13) 169 (0.14)
Sustained VT, n=9 297 275 (0.02) 265 (0.03) 258 (0.03) 188 (0.03)

Sl i) el —— 91 0% 5ch Thomsen P E et al. Circulation 2010: 122:1258-1264




AF po prekonani IM

. Az 25% pacientov po IM ma
nediagnostikovanu fibrilaciu predsieni

. FP, osobitne v prvych tyzdnoch po IM,
vyznamne zvysuje mortalitné riziko pacienta

. Mortalita nie je determinovana samotnou
arytmiou, ale kontextom rozvijajuceho sa SZ
a TE komplikaciami

. Aktivne patrat po FP prvé mesiace po IM
a pri je] potvrdeni adekvatne liecCit' !




Prevalence of coronary artery disease in patients with
Idiopathic AF and matched healthy controls in SR
3243 patients with CTA

P=0.014 P=0.242 P=0.098 P=0.110
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Nonobstructive Obstructive  Single-vessel Multi-vessel
CAD CAD

Welijs B et al., Heart Rhythm 2012;9:1923-1929




The presence of coronary atherosclerosis on MDCT iIs
NOT ASSOCIATED with a higher risk for AF recurrence
after RFCA.

Impact of coronary atherosclerosis on the efficacy

of radiofrequency catheter ablation for atrial
fibrillation

Dennis W. den Uijl, Mark ). Boogers, Marieke Compier, Serge A. Trines,
Arthur ).H.A. Scholte, Katja Zeppenfeld, Martin J. Schalij, Jeroen ). Bax,
and Victoria Delgado*

Department of Cardiology, Leiden University Medical Center, Albinusdreef 2, 2333 ZA Leiden, The Netherlands
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Presence and extent of coronary artery disease as predictor for AF @w
recurrences after catheter ablation: The Leipzig Heart Center AF

Ablation Registr},r{'?

Jelena Kornej *, Gerhard Hindricks, Arash Arya, Philipp Sommer, Daniela Husser, Sascha Rolf, Andreas Bollmann

Leipzig University Heart Cenier, Depariment of Electmophysiology, Germany
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Fibrilacia predsieni a ICHS —
pribuzni alebo susedia?

. Medicina dokazov nedava presvedcive
argumenty pre kauzalny vztah medzi
koronarnou aterosklerozou a fibrilaciou
predsieni

. FP a ICHS zdielaju viacera spolocne RF

. FP signifikantne zhorsuje prognozu akutnych
Koronarnych prihod




Ticha koronarna choroba —
pricina, nasledok alebo nevinny svedok FP?

. Prevalencia subklinicke] koronarnej] AS
moze byt u chorych s “idiopatickou” FP
vyssia

. Masivna akutna ischémia vsak moze byt
pricinou vzniku FP (AKS)

. ALE chybaju dokazy pre kauzalnu ulohu
KCHS (bez IM) v etiologii FP

. Koronarna angiografia nema byt
prvoplanoveé vysetrenie u chorych s FP




FP a KCHS - pribuzni alebo
susedia?

. Fibrilacia predsieni a ICHS nie su pokrvni
pribuzni, hoci maju vzdialenych predkov

. Osobitne sa Im dari v podobnych zivotnych

podmienkach, tieto treba preto likvidovat v
zarodku

. Koexistencia FP a ICHS ako susedov v
jednom dome moze mat tragické nasledky

ore cely dom




Koexistencia
‘susedov” - FP a
ICHS - vyrazne
zhorsuje
prognozu

pacienta,
osobitne pri

akutnych
koronarnych

prihodach

“I've come 1
your pipes!”




