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Perioperacni poskozeni myokardu
meta-analyza 9 studii zahrnujici cca 40 000 CABG

* Vyskyt 5-14% z provedenych CABG

« 30-ti denni mortalita nemocnych:
— PCI19.2%
— re CABG 11.7%
— konzervativni léCba 5.9%

Biancari F. J. of Cardiothoracic Surgery 2018;13:24



Mechanismy vzniku periperacni ischéemie

Ischémie zpusobena okluzi bypassu

— tromboza graft/ zalomeni graftu / stendza graftu / uzaver
anastomozy / velka tenze graftu

Vyskyt Casné okluze graftu (pred dimisi)

— SVG 3-12%

— 3-4% radialni Step

— 1-2.5% LIMA

Periferni embolizace do nativniho reciste

Disekce nativni tepny

Inkompletni revaskularizace

NedostateCna cardioprotekce behem cardioplegie

Neischemickeé poskozeni myokardu
— Manipulace se srdem

— Akcelerované zanétliva odpoved po CABG
Thielmann M. EHJ 2017;38:2392-2411



Nalezy pri casne SKG

Negativni nalez 32%

Akutni uzaver graftu 62%
Nekompletni revaskularizace 6.1%
Nova léeze na vencitych tepnach 3.5%

Nova revaskularizace

— 46.3% pacientu s kontrolni SKG

— Ischémie v povodi RIA 56%, RCx 21%, ACD 2%, RD 5%
— 54.2% re CABG

— 46.3% PCI
Biancari F. J. of Cardiothoracic Surgery 2018;13:24



@ ESC European Heart Joumnal (2017) 38, 2392-2411 CURRENT OPINION

European Society 4o;:10.1093/eurheartj/ehx383
of Cardiology

ESC Joint Working Groups on Cardiovascular
Surgery and the Cellular Biology of the Heart
Position Paper: Peri-operative myocardial injury
and infarction in patients undergoing coronary

artery bypass graft surgery




Diagnostika periperacni ischémie
— Iinfarkt V. typu -

Ekg — omezena validita behem operace
— ST zmeny
— novy rozvoj LBBB ¢i Q kmitu

Perioperacni TEE — nové poruchy kontraktility

Elevace kardiomarkeru vice nez desetinasobné nad
normu behem 48 hodin po CABG

Angiograficky potvrzena nove léeze
Nova oblast ischemie
Hemodynamicka nestabilita bez jasne pricCiny
Recidivujici / refrakterni maligni arytmie
Thielmann M. EHJ 2017;38:2392-2411



Elevace kardialnich markeru a
prognoza po CABG

Elevations in CK-MB levels and 30-days mortality Elevations in Troponin | levels and 30-days mortality
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Domanski MJ. JAMA: J Am Med Assoc 2011:305:585-591.



Terapie periproceduralniho poskozeni
myokardu

« Strategie IéCby by mela byt stanovena se znalosti
funkce nasitych bypasu

 V pripade indikace k re CABG se doporucuje
provadet operace “off-pump” pro zmenseni
reperfuzniho poskzeni

« Zmenseni ischemickeho poskozeni vyuzitim:
— I1schemic preconditioning
— post-conditioning
— remote ischemic preconditioning


















Nemocna s rozvojem ST elevaci na
predni stene bezprostredné po SAVR
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Prevence PMI

Liberalni pristup ke krevnim transfuzim k hodnotam nad
90 g/l hemoglobinu

Beta blokatory pred a Casne po CABG

Zavedeni IABK pred CABG u hemodynamicky
nestabilnich pacientu , prfipadné ECMO ¢&i LVAD

Nevysazovat rutinné ASA pred CABG

Vysadit DAPT

— Ticagrelor 3-4 dny

— Clopidogrel 5 dnu

— Prasugrel 7 dnu

— Inhibitory Gp llb/llla 4 hodiny

Predoperacni zahajeni IéCby statiny neprinasi benefit

Sousa-Uva M. J of Cradio-Thoracis Surgery 2017



Zaver

Periproceduralni myokardialni postizeni (vCetne
samostatné elevace kardiomarkeru bez Ekg zmén)
zhorSuje prognoézu pacientu

PMI muze probihat oligosymptomaticky a je proto
nutno po nem aktivne patrat

Je doporucovan alespon jeden odber cTn a echokg
beéhem 48 hodin po CABG

LeécCebna strategie zalozena na re SKG zlepsuje
prognozu pacientu

30% nemocnych s PMI nema novy problem na graftu
Ci nativni tepne



CABG surgery
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Thielmann M. EHJ 2017:38:2392-2411




European Journal of Cardio-Thoracic Surgery 00 (2017) 1-29
doi:10.1093/ejcts/ezx314

2017 EACTS Guidelines on perioperative medication

Preoperative period

In patients on ASA who need to
undergo CABG surgery, continuing
ASA throughout the preoperative
period should be considered.

in adult cardiac surgery

Postoperative period

Stopping ASA at least 5 days before
surgery should be considered in
patients who refuse blood transfu-
sions, undergo non-coronary
cardiac surgery or are at high risk
of re-exploration for bleeding.

Itis recommended to (re)start ASA

as soon as there is no concern over
bleeding, but within 24 hours of
CABG.

Bridging oral antiplatelet therapy
with LMWH is not recommended.

In patients undergoing non-coron-
ary cardiac surgery with a pre-

operative indication for ASA, it is
recommended that treatment is
restarted as soon asthere is no
concern over bleeding, but within
24 hours after surgery.




