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Klinické scénare

Pacient 1 Pacient 2 Pacient 3

» 51-leta kuracka s * 065-lety kurak ridicC « 78-lety obezni
pozitivni rodinou kamionu s diabetik po CABG a
anamnézou ICHS a hyperlipidémii, ktery IM leCenem PCI| ACD
HLP symptomaticka je posledni mesic + stent,
atypickymi bolestmi symptomaticky symptomaticky
na hrudi (bolest na typickou namahovou namahovou dusnosti
hrudi bez vazby na anginou s rychlou lll. st. NYHA
namahu) progresi (zhorseni béhem

posledniho roku)



Selektivni koronarografie

SKG je povazovana za ,,zlaty standard”
Jedna se o 2D obraz 3D struktury — limitace
Hodnoceni semikvantitativni nebo QCA

ma vynikajici NPH u tepen s minimalni
aterosklerozou (do 30%) a PPH u tepen se
sten6zami nad 80%

selhava v kvantifikaci sten6z u pfriblizne 1/3 u
lézi v rozmezi 40-70%

Nové moznosti:
— morfologicke - IVUS, OCT
_ — funkéni - FFR, iFR, dPR, ...




Selektivni koronarografie

Zasadni vyhodou je moznost navazujici koronarni intervence (lécby)

zavér ACD u pacienta se STEMI PCIl s implantaci stentu Finalni vysledek po PCI

z obrazového archivu Il. Interni kliniky VFN a 1. LF UK




Komplikace

Radiaéni davka 4,1 mSv, CCTA 4,1 mSv, SPECT7,4mSv &

. Zavazné (velké) - PROMILE -
— Umrti, CMP, IM (< 0,1%) (& 0
— Maligni arytmie (0,1-0,5%) }(
— Krvéaceni — rozsahlé (0,1-0,5%) e A T LAY
. , . T AN
— Kontrastem indukovana nefropatie (0,1-0,5 %) ? D A5 U o
. Nezavazné (malé) - PROCENTA ’Xﬁgsssw ~

Pericardial tamp

— Krvaceni — lokalné (1-5%) /»
Emergent | (x\ ) ’
bypass surgery

— Pseudoaneurysma, A-V pistél, uzaver tepny (1-2%) c2parioo L\ ousocuc

Vsechny komplikace, které si vymyslite, jisté nastanou _ | |
Singh M Circ Cardiovasc Interv -
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Selektivni koronarni angiografie

Akutni koronarni syndromy Chronickeé koronarni syndromy

 Vysoke riziko poskozeni pacientaz « Relativnhe malo rizikova skupina
duvodu Casového odlozeni pacientu z hlediska vyskytu
revaskularizace u nekterych skupin zavaznych kardiovaskularnich
pacientu komplikaci

» Pacienty je tfeba stratifikovat na - Casovy faktor neni tak dilezity
zaklade dalsich vysetreni - Stratifikace rizika zohledriuje fadu
— EKG dalSich parametru (vék, charakter
— Troponiny potizi, rizikovy profil, anamnézu)

— Kiinicky stav
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Akutni koronarni syndromy

STEMI . NSTE-ACS . NSTE-ACS
2) with very high-risk features®  without very high-risk features®

Working ’L o "
diagnosis

Immediate angiography * Immediate angiography Consider angiography
@ PPCI or fibrinolysis if timely + PCl within 24 h for NSTE-ACS
/ PPCI not feasible with high risk features
Early invasive .
angiography = / =
according to \ ¥
patient risk PPCI  ATT Fibrinolysis P ATT PCI  ATT
Non-immediate Echo Intravascular ~ Non-invasive hs-cTn? ECG
angiography imaging imaging levels monitoring
Further E '
investigations SUNY
F
PCI Long-term Lifestyle Smoking
@ medical therapy measures cessation

Further
management

X
*
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CENTRUM

q:,’:i::“""‘ 2023 ESC Guidelines for the Management of Acute Coronary Syndron



Akutni koronarni syndromy bez STE
Ve,?; f.—f’gh Immediate transfer ’

* Haemodynamic instability or cardiogenic shock

* Recurrent or ongoing chest pain refractory to medical treatment

* Acute heart failure presumed secondary to ongoing myocardial ischaemia
« Life-threatening arrhythmias or cardiac arrest after presentation

* Mechanical complications

* Recurrent dynamic ECG changes suggestive of ischaemia

) Early/inpatient transfer :
High risk? : > High risk

* Confirmed diagnosis of NSTEMI based on ESC algorithms
* GRACE risk score >140
* Transient ST-segment elevation
* Dynamic ST-segment or T wave changes

Risk stratify
and determine :
therapeutic | R SR 1) N S ) A S
strate + In patients without very-hlgh or : : — :
& i high-risk features and a low index & : Early (<24 h)
» of suspicion for unstable angina E : invasive
E B P PP Gebuaaas . ‘ strategy
P : : (Class lla)
vwy
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Non- hlgh Inpatient transfer ’ Non-high
1 risk (if required) risk




Rizikové nalezy na EKG

-

CEEmen™) (

Critera " @

Signifying D¢ Figure

Pasterior:
STEMI

LCx occl n/
right ventricular
Mi

ischa
lefe main
obstruction

Left bundle
branch block/
paced rhythm

Yi

Right bundle
branch black

New ST-eglevation at the J-point in

2 2 contiguous leads’
22.5 mm in men <40 years, 22 mm
in men 240 years, or 21.5 mm in
women regardless of age in leads
V2-V3 andlor 2| mm in the other
leads (in the absence of LV

hypertrophy or left bundle branch
blog
Sneluding V3R and V4R y

$T-segment depression in leads
VI=V3, especially when the terminal
T-wave is positive (ST-segment
elevation equivalent), and

itant ST |

20.5 mm recorded in leads V7-V9

J

$T-segment elevation in W7-V9
and V3R and V4R, respectively

ST depression = | mm in six or
more surface leads (inferolateral
ST depression), coupled with
$T-segment elevation in aVR
andfer V|

A

QRS duration greater than 120 ms
Absence of Q wave in leads I,
V5 and Vé

Menomorphic R wave in |, V5
and Vé

5T and T wave displacement
oppesite to the major deflection
of the QRS complex )

QRS duration greater than 120 ms
rsR’ "bunny ear” pattern in the
anterior precordial leads

(leads V1-V3)

Slurred § waves in leads |, aVL
and frequently V5 and Vé

Ongoing acute coronary
artery acclusion

>
Posterior STEMI

A
Left circumflex (LCX) artery
occlusion or right ventricular
Mi

y V7-W9, VIR and V4R

Multivessel ischaemia or left main
coronary artery abstruction,

particularly if the patient presents
with haemodynamic compromise

ST depression ST elevation in
|zl mminsix or aVRandlor VI
./ more surface leads

Patients with a high clinical suspicion
of angaing myocardial ischaemia |
should be managed in a similar way
to STEMI patients

Patients with a high clinical suspicion
of ongoing myocardial ischaemia
should be managed in a similar way
to STEMI patients

A

y

a 4

Isolated T-wave
inversion

b

ST-segment
depression

C i

Transient
ST-segment
elevation

_d
De Winter ST-T

Wellens sign

T-wave inversion =| mm in 25
leads including I, Il, aVL,
and V2-Vé

| point depressed by
20.05 mm in leads V2 and V3 or
2| mm in all other leads

followed by a horizontal or
downsloping $T-segment for
20.08 s in 2| leads (except aVR)

ST segment elevation in 22
contiguous leads of 22.5 mm in
men <40 years, 22 mm in men 2
40 years, or 1.5 mm in wemen
regardless of age in leads ¥2-V3
andlor 2| mm in the other leads

lasting <20 min /

1-3 mm upsloping 5T-segment
depression at the | point in leads
VI-Vé that continue into tall,
positive, and symmetrical T waves

ic or
J point (<] mm)
5

biphasic T wave in leads V2 and V3
(type A)

or

symmetric and deeply inverted T
waves in leads V2 and V3,
occasionally in leads V1, V4, V5, and

V6 (type B)

Only mildly impaired prognosis

More severe ischaemia

Only mildly impaired prognosis

Proximal LAD occlusion/
severe stenosis

Proximal LAD occlusion/

severe stencsis

I, Il, a¥L,or V2 to Vé

2 | leads

(V1)V2-V3(-V4)

@Esc



Stratifikace rizika u pacientu s AKS

Rule out/in algoritmus

 Pokud neni pacient na zakladée :
EKG a Tnl hodnocen jako rizikovy, ﬁ\
pak do hodnoticiho algoritmu P oot e i Y
vstupuji dalsi rizikoveé faktory |
_ V&K e T a0 and 192
— Ptedchozi PCI, CABG [
— Rizikové faktory P
— Diabetes, renalni funkce, ... T

OR
Low initial hs-cTn and no

»  Rozhodovani o dalsim postupu se .
blizi pacientum s chronickym

based on the hs-cTn levels and clinical situation

koronarnim syndromem
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Patients who do not meet
the criteria for either of

High initial hs-cTn
OR

h hi
il L D Increase in | h/2 h hs-cTn




Co chceme lécit?

,koronarni ateroskleroza“ nebo ,,ischemicka choroba srdecni*

Prukaz koronarni aterosklerézy Prukaz ischémie
 Invazivni * Invazivni
— Selektivni koronarni angiografie — Funkcni vysetreni (FFR, iFR, DPR, ...)
— Intravaskularni ultrazvuk « Neinvazivni
— Opticka koherentni tomografie — Zatézova elektrokardiografie
 Neinvazivni — Zatézova echokardiografie
— CT koronarografie — Zatézova scintigrafie, PET
— MR koronarografie — Zatézova magneticka rezonance

— CTFFR
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Klasifikace bolesti na hrudi

Typicka angina Méela by splnovat 3 ze 3 kritérii:
1) retrosternalni tlakova bolest
typického charakteru a trvani
2) provokovani zatézi nebo emocCnim

stresem
3) ustupuje v klidu nebo po nitratu v
radu minut
Atypicka angina Spliuje 2 ze 3 kritérii
Neanginozni bolest na hrudi Splnuje 1 nebo zadné kritérium pro

typickou anginu
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Zvaz klinickou pravdepodobnost ICHS

- \ f B
Symptom characteristics
ymp } Symptom score (0-3 points)
Decreasing likelihood of CCS ﬁ Increasing likelihood of CCS
Chest pain characteristics ) Symptom score
* Burning - Strangling Tyoe and location  oMstricting discomfort located retrosternally S
. *Sharp + Constricting P or in neck, jaw, shoulder or arm (I point) ymp :
Quality = Tearing - Ripping * Squeezing Chest bai
* Pleuritic * Pressure Aggravated by Physical or emotional stress (| point) estpam
= Aching = Heaviness (0—3 pOIl’ItS)
Relieved by Rest or nitrates within 5 min (| point)
« Ri + Retrosternal — . or
Lo:m;io" 2 Shgrft‘i:ng . Ext‘ending o Ireﬁ: arm, or to jugular . Dyspnoea characteristics ) Dyspnoea
1d .
AnSSxe = Large area or fine spot . o;,;::s::pu A reaen Shortness of breath and/or trouble catching breath (2 points)
aggravated by physical exertion (2 points)
- - " = Short: up to 5-10 min if triggered by
Duration SEE physical exertion or emotion
Number of risk factors for CAD (0-5):
_Eheae * At rest = On effort Family history, smoking, dyslipidaemia, hypertension and diabetes
discomfort + On deep inspiration or when » More frequent in cold weather, strong winds
Trigger coughing or after a heavy meal
* When pressing on ribs or sternum + Emotional distress (anxiety, anger,
excitation or nightmare)
Estimate the Risk Factor-weighted Clinical Likelihood (RF-CL)
» Subsiding within |-5 min after R
Relief . B cacids, drinki ik effort discontinuation of obstructive CAD
bl + Relief accelerated by sublingual
nitroglycerin Symptom score
0-I point 2 points 3 points
L] L] [ ]
! i Women ! Men ‘i Women f# Men i Women 7 Men
Quality gici Tl ale « Difficulty catching breath Number of
= With wheezing visk fickors 0-1 2-3 4-5 0-| 2-3 4-5 0-1 2-3 4-5 0-1 2-34-5 0-1 2-3 4-5 0-1 2-3 4-5
Age30-39  ©@OO@ 026G D00 0600 POO® 002
e L e - O efor rev09 000 000 0060 000 900 017
= While coughing = el = x 4 -
Age 50-59 ree 20 POO 00 009 : v
Dysproea A6 @@ O® 7 PDOO O @5 32353
. » Slowly subsiding at rest or after = Rapidly subsiding after effort B
Relief i i i e Age70-80 @@® @® 19 24 @16 2227 34 16 19 23 44 44 45
Clinical likelihood: @ Very low @ Low Moderate @ ESC
@Esc— \
/‘*w KOMPLEXNI
KARDIO . . . . .
i . -
@ JVaslan 2024 ESC guidelines for diagnosis and management of chronic coronary syndr
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Zvaz klinickou pravdepodobnost ICHS

@ Risk Factor-weighted Clinical Likelihood (RF-CL)

Risk factor-weighted clinical likelihood Appropriate first-line test for
of obstructive CAD suspected CCS

Symptom score

0| point 2 points 3 points Invasive coronary angiography
i Women i Men i Women i Men i Women i Men I - G ]
Mumber:of 0-1 2-3 4-5 0-1 2-34-5 01 2-3 45 0=l 2—3 45 0| 2-3 4-5 0=l 2-345

risk factors

re30-33 D00 0060 000 000 060 002
s OO0 000 00O 000 OO0 O Y

won OO0 900 000 007 ©00 v Functional imas
Ages069 @D@@ @@ 17 o000 :171 @@ 1> 32 35 39 unctional Imaging
Age70-80 @ @@ @ 19 4 @@®1s 2227 34 16 19 23 44 44 45 .
Clinical likelihood: @ Very low @ Low Moderate £
PET/SPECT CMR  Stress ECHO
Adjust clinical likelihood based on abnormal clinical findings @

CCTA Functional imaging

Resting ECG changes (Q-wave or ST-segment/T-wave changes) -

Exercise ECG with abnormal findings Moderate OR ‘ ‘

LV dysfunction (severe or segmental) >|5-50% o
CMR

Ventricular arrhythmia
Peripheral artery disease PET/SPECT Stress ECHO

Coronary calcification on pre-existing chest CT

Adjust the clinical likelihood CCTA

- a8 - =8

» Defer further testing

Consider reclassification of low RF-CL (>5-15%) using (Class lla)
= CACS to identify very low (s5%) CACS-CL

CACS 21000
CACS 400-999
CACS 100-399
CACS 10-99
CACS |-9
CACS O

Coronary artery calcium
score (CACS)-weighted clinical

10Q

8
o1
3

2

|

|
likelihood of obstructive CAD (%)

1]
0 10 20 30 40 50 60 70 80
Risk Factor-Weighted Clinical Likelihood of obstructive CAD (%)

. @Esc— b @Eesc—
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Srovnani jednotlivych diagnostickych testu ICHS

Doporucéeni z roku 2019 Doporuceni z roku 2024

A Test  Clinical Lieinood of ICA-sgnifcant CAD B Test  Clnical Likeihood of FFR-signifiant CAD Reateteat INchiood )
Results % 50% 100% Results 0% S0% l00% 100
StressECG i "h ca |
- E - e
I' : 80 «
-—— o~

+
Comyet L

T

60

o o+
3
x
|
|
|
s 4

Stress  + ——— Stress
oR . o
1
i |
Stress  + RN seecT ¢ ——
doavdogty - - —
' 20
; 15% 85%
+
T — ——
: Ciinical Likelihood range where test
15% 5% - can rule-in CAD (Post-test probability will nse above 85%)

- Clinical Likelihood range where test 100

can rule-out CAD (Post-test probability will rise below | 5%)

Pre-test likelihood (%) @
L ESC—
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Discharge Trial

\bstract

;ackground: In the diagnosis of obstructive coronary artery disease (CAD), computed tomography
_T) is an accurate, noninvasive alternative to invasive coronary angiography (ICA). However, the
omparative effectiveness of CT and ICA in the management of CAD to reduce the frequency of major
dverse cardiovascular events is uncertain.

flethods: We conducted a pragmatic, randomized trial comparing CT with I1CA as initial diagnostic
naging strategies for guiding the treatment of patients with stable chest pain who had an
1termediate pretest probability of obstructive CAD and were referred for ICA at one of 26 European
enters. The primary outcome was major adverse cardiovascular events (cardiovascular death, nonfatal
wyocardial infarction, or nonfatal stroke) over 3.5 years. Key secondary outcomes were procedure-
=|lated complications and angina pectoris.

esults: Among 3561 patients (56.2% of whom were women), follow-up was complete for 3523
38.99%). Major adverse cardiovascular events occurred in 38 of 1808 patients (2.1%) in the CT group
nd in 52 of 1753 (3.0%) in the ICA group (hazard ratio, 0.70; 95% confidence interval [Cl], 0.46 to
.07; P = 0.10). Major procedure-related complications occurred in 9 patients (0.5%) in the CT group
nd in 33 (1.9%) in the ICA group (hazard ratio, 0.26; 95% Cl, 0.13 to 0.55). Angina during the final 4
reeks of follow-up was reported in 8.8% of the patients in the CT group and in 7.5% of those in the
_A group (odds ratio, 1.17; 95% Cl, 0.92 to 1.48).

onclusions: Among patients referred for ICA because of stable chest pain and intermediate pretest
robability of CAD, the risk of major adverse cardiovascular events was similar in the CT group and
he ICA group. The frequency of major procedure-related complications was lower with an initial CT
trategy. (Funded by the European Union Seventh Framework Program and others; DISCHARGE
linicalTrials.gov number, NCT02400229.).
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100+
5.0
90+ Hazard ratio, 0.70 (95% CI, 0.46-1.07)
40 P=010 . g
80 ; Invasive coronary angiography
& 70 3.04
[
1%}
-§ 60
S 2.0
= 504
v Computed tomography
3 40 1.0+
£
5] 30 0.0 T T T T T T T T
204 0 6 12 18 24 30 i6 432 43
10+
0 I T S [ ] | I I | I
0 6 12 18 24 30 36 42 48
Months since Randomization
No. at Risk
Invasive coronary angiography 1753 1714 1692 1664 1654 1496 1190 823 526
Computed tomography 1808 1773 1758 1741 1731 1541 1244 865 542

Figure 1. Time-to-Event Curves for the Primary Composite Outcome.

Shown is the cumulative incidence of the primary composite outcome of major adverse cardiovascular events, which
included cardiovascular death, nonfatal myocardial infarction, or nonfatal stroke. The inset shows the same data or
an expanded y axis. The tick marks indicate censored data.

Dewey M et al. NEJM 2022



DISCHARGE Trial

SCOT-HEART Trial

Table 1. Characteristics of the Patients at Baseline.*

Characteristic
Median age (IQR) — yr
Female sex — no. (%)
Outpatient at time of enrollment — no.[total no. (%)
Type of chest pain — no. (%)}
Typical angina
Atypical angina
Nonanginal chest pain
Other
Median pretest probability of obstructive CAD (IQR) — %&§
Category for ICA referral — no.ftotal no. (%)

Clinical constellation suggesting high event risk, particularly with inad-
equate response to medical treatment

Severe angina, particularly with inadequate response to medical treatment

Intermediate pretest probability of CAD or LVEF <50% without typical
angina after functional testing showing ischemia

Low or intermediate event risk with inadequate response to medical
treatment

Intermediate pretest probability or LVEF <50% without typical angina
after nondiagnostic functional testing

Other|
Cardiovascular risk factor — no.ftotal no. (%6)**
Arterial hypertension
Diabetes mellitus
Hyperlipidemia
=1 Functional test performed before assigned intervention — no. (%) {1
Positive results
Negative results
Nondiagnostic
Score on EQ-5D visual-analogue scalef i

Score on SF-12v2 physical component summary{f

Computed
Tomography
[N=1808)

613 (53.2-67.8)
1019 (56.4)
1386/1752 (79.1)

232 (12.8)
843 (46.6)
677 (37.4)
56 (3.1)
36.6 (28.8-46.2)

$70/1802 (48.3)

354/1802 (19.6)
277/1802 (15.4)

189/1802 (10.5)
52/1802 (2.9)

60/1802 (3.3)

1102/1799 (61.3)
263/1799 (14.6)
874/1799 (48.6)
599 (33.1)
277 (15.3)
270 (14.9)
52 (2.9)
67.8+17.4
441291

Invasive Coronary
Angiography
(N=1753)

60.6 (53.0-67.4)
983 (56.1)
1327/1695 (78.3)

275 (15.7)
805 (45.9)
634 (36.2)
39 (2.2)
37.9 (29.5-46.5)

791/1745 (45.3)

397/1745 (22.8)
275/1745 (15.8)

177/1745 (10.1)
51/1745 (2.9)

54/1745 (3.1)

1020/1745 (58.5)

2941742 (16.9)

832/1742 (47.8)
606 (34.6)
275 (15.7)
230 (16.0)

51(2.9)

66.5£17.5
434293

KARDIO
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Table 1. Baseline Characteristics of the Participants before Randomization.®

All Participants
Characteristic (N =4146)
Male sex — no. (%) 2325 (56)
Age —yr 57.129.7
Body-mass index} 29.745.9
Cardiovascular risk factor — no. ftotal ne. (%)
Current or former smoker 2185/4139 (53)
Hypertension L395/4105 (24)
Diabetes mellitus 4444146 (11)
Hypercholesteralemia 21764142 (53)
Family history of CHD 17164103 (42)
History of CHD — ne. ftotal ne. (%) 3724142 (9)
Atrial fibrillation — no.[total no. (%) 8474142 (2)
Relevant medications — no. flotal no, (%)
Antiplatelet agent 1993 /4142 (48)
Statin 17864142 (43)
Beta-blocker 13574142 (33)
ACE inhibitor or ARB 685/4142 (17)
Calcium-channel blocker 3774142 (9)
Nitrates 116074142 (28)
Other antianginal agent 191 /4142 (5)
Anginal symptoms — no.jtotal no. (%1
Typical angina 14624142 (35)
Atypical angina 988 /4142 (24)
Monanginal chest pain L692/4142 (41)
Resting ECG results — no. ftotal no. (36)
Normal 34924100 (85)
Abnormal G08,/4100 (15)
Stress ECG performed — no_ftotal no. (%) 3517,/4128 (BS)
Wormal results 2188/3283 (67)
Inconchusive results 5663283 (17)
Abnormal results§ 529/3283 (16)
Further investigations — no. ftotal no, (%) L13L5/4140 (32)
Stress imaging
Radionuclide scintigraphy 38974142 (9)
Other imaging 30/4142 (<1}
Invasive coronary angiography 515/4142 (12)
Diagnosis at baseline — no.ftotal no. (%)
CHD 1938/4142 (47)
Angina due to CHD 1485 /4142 (36)

Standard Care
(N=2073)

1163 (56)
57.0:9.7
29.8:6.0

1090/2068 (53)
6832053 (33)
2212073 (11)

10772070 (52)
82972052 (40)
1862070 (9)

42/2070 (2)

9842070 (48)
B34/2070 (43)
6722070 (32)
344/2070 (17)
1942070 (9)
590/2070 (29)
96/2070 (5)

725/2070 (35)
486/2070 (23)
859/2070 (41)

17352051 (85)
3162051 (15)
17642063 (36)
110371651 (67)
284/1651 (17)
264/1651 (16)
6332069 (31)

176/2070 (9)
16/2070 [<1)
2552070 (12)

982/2070 (47)
742/2070 (36)

Standard Care plus CTA
(N =2073)

1162 (56)
57.1£9.7
29.7:58

10952071 (53)
712{2052 (35)
2232073 (11)

1099/2072 (53)
887/2051 (43)
186/2072 (9)

42/2072 (2)

1009/2072 (49)
902/2072 (44)
685/2072 (33)
341/2072 (16)
18372072 (9)
5702072 (28)

95/2072 (5)

7372072 (36)
502f2072 (24)
8332072 (40)

17572045 (36)
2922049 (14)
17532065 (85)
10851632 (66)
282/1632 (17)
2651632 (16)
6822071 (33)

2132072 (10)
142072 (<1)
26012072 (13)

9562072 (46)
7432072 (36)
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\I g o rl tm u S Vys et re n I Individual with suspected CCS: pre-test likelihood of obstructive CAD?
‘ + .
R\ | i
O > "\with FFRIFR prefer
= L] - ./ « Very high pre-test lil
L I m I ta c e : Anatomical imaging by CCTA Functional imaging by stress echo, of obstructive CAD
preferable if: SPECT, PET or CMR preferable if: + Low-threshold angin
» Low or moderate pre-test likelihood of equivalent
. . - L4 b ive CAD . i g ikeli » Findi ti
> Algontmus je konmpovan Lo e Modsram or igh precescelood R B
non-obstructive) desired * Information on myocardial ischaemia, LV dysfunction, vent:
v v r . o * Individual characteristics suggest high viability or microvascular disease arrhythmia, or hypot
pro Vysetre ni pacie ntu s s Fe [
v , « Selective
High-risk sequential Severe
PO dezrenim na L de novo a CCTA e B o
CCS | eaedil
! -
- . v s Refractory
] Lifestyle and risk factor modification i
g N ezo h I ed n UJ e d a | S I fa kto ry . Disease-modifying and antianginal treatment ﬁpmms i
— Pfedchozi PCI, CABG !
7 ’ “ Invasive investigation : """
— Renalni funkce
)|
v 7 . v v
_ S rd ecn I fre kve n Ce ( F I S) Obstructive epicardial CAD No obstructive CAD
. , , Consider revascularization Consider ICFT:ANOCA/INOCA?
— Rodinna anamneéza, ... \
7~ ) KARDIO T : : , ©
@t vascurarni 2024 ESC guidelines for diagnosis and management of chronic coronary syndre
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Klinické scénare

Pacient 1 Pacient 2 Pacient 3
» 51-leta kuracka s * 065-lety kurak ridicC « 78-lety obezni
pozitivni rodinou kamionu s diabetik po CABG a

anamnézou ICHS a
HLP symptomaticka
atypickymi bolestmi
na hrudi (bolest na
hrudi bez vazby na
namahu)

hyperlipidemii, ktery
je posledni mesic
symptomaticky
typickou namahovou
anginou s progresi s
rychlou progresi

39 %

IM leCenem PCI| ACD
+ stent,
symptomaticky
namahovou dusnosti
lll. st. NYHA
(zhorseni béhem
posledniho roku)

27 %



Pacient 2

Yy, Z obrazového archivu Il. Interni kliniky VFN a 1. LF U
~f CENTRUM

i
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Pacient 2

tp. IM spodni stény 2010, stp. CABG (RIA/LIMA, SVG ad RIM+RMS, SVG ad RIVP 2010

CCCCCC
i WFN Praha

qmﬁi‘g Z obrazového archivu Il. Interni kliniky VFN a 1. LF Ul



Pacient 3

» Stp. IM spodni steny 2010, stp. CABG (RIA/LIMA, SVG ad
RMS1+2, SVG ad RIVP 2010
» SKG (CTCA)

— Tézké difuzni postizeni koronarnich tepen (uzavér RIA, RMS1+2, stendza
ACD (pruchodna LIMA ad RIA, SVG ad RMS2, uzavér sekvence SVG ad
RMS, uzaver SVG ad ACD)

_, zatézovy test (SPECT)

— ireverzibilni ischémie na spodni stene, reverzibnilni ischémie na lateralné
sténé (4%)

» Konzervativni postup




Zaver

Selektivni koronarografie dnes uz neni jedinou spravnou metodou
pri diagnoze ICHS

Neinvazivni metody ji v souCasnosti uz dokazi v radé pfipadu
zastoupit nebo nahradit

Je tak indikovana predevsim u rizikovych pacientu s podezreni
na akutni koronarni syndrom nebo u vysoce rizikovych pacientu s
chronickym koronarnim syndromem, protoze muze navazovat PC
K jeji spravne indikaci potrebujeme stanovit riziko pacienta pomoci
dalSich parametru
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