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bez radiaCni zatéze, nizSi rozliSeni nez
CT ale stale dostacuijici, velmi dlouha
sekvence vyzadujici spolupraci pacienta,
vyuziti u follow-up, screening
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lépe dostupné, rychlé, nejvyssi rozliSeni, u
vidime cely hrudnik

nutnost aplikace a spravného nacasovani
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podobné jako CT ale ma nizSi rozliSeni a
obecné vice artefaktl (hlavné v oblasti
kofene aorty), trva déle, oproti CT zas tolik
vyhod nema



Pridat brisni aortu a panevni tepny?

Pokud je chceme na CT v jedné akvizici
s hrudni aortou, znamena to, ze bude s
EKG synchronizaci - veétSinou vySsi
radiacni zatez i nutnost aplikace vetsiho
mnozstvi kontrastni latky

Na MR omezeni velikosti civky a
velikosti pacienta, vetSinou se da
zobrazit nad bifurkaci briSni aorty
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Mid aorticarch.
The guidelines advise to measure between the left
common carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic
arch, where the aorta runs horizontally.

Proximal aortic arch
The diameter of the proximal aortic arch should
be measured just proximal to the origin of the
brachiocephalic artery.(2, 3)

Mid di .
The mid ascending aorta is located halfway
from the STJ to the proximal aortic arch.(2, 3}
The maximal diameter of the ascending aorta
along with the distance from the STJ should
be reported.(1,9)
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The proximal part of the descending aorta is meas-
ured circa 2 cm distal to the left subclavian
artery.(2, 3)

des

Sinotubular junction
The Sinotubular Junction (STJ) should be meas-
ured at the transition of the aortic sinus to the ; 0
The guidelines use different measurement loca-

more tubular ascending aorta (1)
tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
Sinus of Valsalva k the proximal descending aorta and the
The guidelines differ on whether to measure aorta at diaphragm level gives the best distribution

of measurement points and is therefore recom-
mended. The bifurcation of the pulmonary trunk is.
an easily identifiable landmark and could serve as a
good alternative.

sinus-to-sinus or cusp-to-commissure and whether to
report the average of the 3 measurements or the larg-
est diameter.(1, 4, 7) The average cusp-to-commissure
and largest cusp-to-cusp measurement are recom-
mended.

Aorta at diaphragm
This landmark should be measured 2 cm above the
celiac trunk.(2, 3)

Aortic annulus
The aortic annulus is frequently not round, but elliptical in
shape. Therefore both diameters, small (anteroposterior) and
large (medial lateral), should be reported.(1) The annulus is the
only landmark that is measured during systole, for which a
short stack of SSFP cines of the root parallel to the valve should
be performed,

celiac trunk.(2, 3) However, when considering surgi-
b \‘ calfendovascular therapies, suprarenal and infrarenal

" ents can be of importance and we therefore
advise to measure supra- and inf | dimen . In
case of wall thickening, for example with atherosclerosis
of intramural hematoma, it is advisable to report both
internal and external diameters.(4)

Right before aortic bifurcation
This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create
measurement consistency.

Beyond -
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often par-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
commaon iliac arteries, external iliac arteries and the
common femoral arteries.




I
The diameter of the proximal aortic arch should
be measured just proximal to the arigin of the
brachiocephalic artery.(2, 3)

Mid ascending aorta
The mid ascending aorta is located halfway
from the 5T] to the proximal aortic arch.(2, 3)
The maximal diameter of the ascending aorta
along with the distance from the STJ should
be reported.(1,9)

The Sinotubular Junction (5TJ) should be meas-
ured at the transition of the aortic sinus to the

Sinus of Valsalva
The guidelines differ on whether to measure
sinus-to-sinus or cusp-to-commissure and whether to
report the average of the 3 measurements or the larg-
est diameter.(1, 4, 7) The average cusp-to-commissure
and largest cusp-to-cusp measurement are recom-
mended,

Right before aortic bifurcation

measurement consistency.

This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create

Mid aortic arch.
The guidelines advise to measure between the left
common carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic
arch, where the aorta runs horizontally.
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The proximal part of the descending aorta is meas-
ured circa 2 cm distal to the left subclavian
artery(2, 3)

The guidelines use different measurement loca-
tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
between the proximal descending aorta and the
aorta at diaphragm level gives the best distribution
of measurement points and is therefore recom-
mended. The bifurcation of the pulmonary trunk is
an easily identifiable landmark and could serve asa
good alternative.

Aorta at diaphragm.
This landmark should be measured 2 cm above the
celiac trunk.(2, 3)

The guidelines recommend to measure at the level of the
celiac trunk.(2, 3) However, when considering surgi-
cal/endovascular therapies, suprarenal and infrarenal
measurements can be of importance and we therefore
advise to measure supra- and infrarenal dimensions. In
case of wall thickening, for example with atherosclerosis
or intramural hematoma, it is advisable to report both
internal and external diameters.(4)

Beyond the aorta
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often per-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
common iliac arteries, external iliac arteries and the
common femoral arteries.
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The diameter of the proximal aortic arch should
be measured just proximal to the arigin of the
brachiocephalic artery.(2, 3)

Mid aortic arch.
The guidelines advise to measure between the left
common carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic

The mid ascending aorta is located halfway arch, where the aorta runs horizontally.

from the 5T] to the proximal aortic arch.(2, 3)
The maximal diameter of the ascending aorta
along with the distance from the STJ should
be reported.(1,9)

Sinotubular junction
The Sinotubular Junction (5TJ) should be meas-
ured at the transition of the aortic sinus to the

more tubular ascending aorta.(1)

Proximal descending aorta.
The proximal part of the descending aorta is meas-
ured circa 2 em distal to the left subclavian
artery.(2, 3)

The guidelines use different measurement loca-
tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
between the proximal descending aorta and the
aorta at diaphragm level gives the best distribution
of measurement points and is therefore recom-

to
g mended. The bifurcation of the pulmonary trunk is
re an easily identifiable landmark and could serve asa
S *
and largest cusp-to-cusp measurement are recom- good alternative.
mended.

This landmark should be measured 2 cm above the
celiac trunk.(2, 3)

The aortic annulus is frequently not round, but elliptical in
shape, Therefore both diameters, small {anteroposterior) and
large (medial lateral), should be reported.(1) The annulus is the
only landmark that is measured during systole, for which a
short stack of S5FP cines of the root parallel to the valve should
be performed.

The guidelines recommend to measure at the level of the
celiac trunk.(2, 3) However, when considering surgi-
cal/endovascular therapies, suprarenal and infrarenal
measurements can be of importance and we therefore
advise to measure supra- and infrarenal dimensions. In
case of wall thickening, for example with atherosclerosis
or intramural hematoma, it is advisable to report both
internal and external diameters.(4)

Right before aortic bifurcation
This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create
measurement consistency.

Beyond the aorta
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often per-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
common iliac arteries, external iliac arteries and the
common femoral arteries.
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The diameter of the proximal aortic arch should
be measured just proximal to the arigin of the
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Mid aortic arch.
The guidelines advise to measure between the left
common carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic
arch, where the aorta runs horizontally.

Mid ascending aorta \
The mid ascending aorta is located halfway ‘
from the 5TJ to the proximal aortic arch.(2, 3)
The maximal diameter of the ascending aorta
along with the distance from the 5TJ should -
be reported.(1, 9) e

Proximal descending aorta.
The proximal part of the descending aorta is meas-
ured circa 2 em distal to the left subclavian
artery.(2, 3)

The guidelines use different measurement loca-
tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
between the proximal descending aorta and the
aorta at diaphragm level gives the best distribution
of measurement points and is therefore recom-
mended. The bifurcation of the pulmonary trunk is
an easily identifiable landmark and could serve asa
good alternative.

Sinus of Valsalva
The guidelines differ an whether to measure
sinus-to-sinus or cusp-to-commissure and whether to
report the average of the 3 measurements or the larg-
est diameter(1, 4, 7) The ge cusp-to-cor
and largest cusp-to-cusp measurement are recom-
mended.

Aorta at diaphragm.
This landmark should be measured 2 cm above the
celiac trunk.(2, 3)
The aortic annulus is frequently not round, but elliptical in
shape, Therefore both diameters, small {anteroposterior) and
large (medial lateral), should be reported.(1) The annulus is the
only landmark that is measured during systole, for which a
short stack of S5FP cines of the root parallel to the valve should
be performed.

The guidelines recommend to measure at the level of the
celiac trunk.(2, 3) However, when considering surgi-
cal/endovascular therapies, suprarenal and infrarenal
measurements can be of importance and we therefore
advise to measure supra- and infrarenal dimensions. In
case of wall thickening, for example with atherosclerosis
or intramural hematoma, it is advisable to report both
internal and external diameters.(4)

Right before aortic bifurcation
This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create
measurement consistency.

Beyond the aorta
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often per-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
common iliac arteries, external iliac arteries and the
common femoral arteries.




Proximal aortic arch
The diameter of the proximal aortic arch should
be measured just proximal to the origin of the
brachiocephalic artery.(2, 3)
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along with the distance from the STJ should
be reported.(1,9)

Mid aortic arch.
The guidelines advise to measure between the left
common carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic
arch, where the aorta runs horizontally.

Proximal descending aorta.
The proximal part of the descending aorta is meas-
ured circa 2 em distal to the left subclavian
artery.(2, 3)

The Sinotubular Junction (5TJ) should be meas-
ured at the transition of the aortic sinus to the
more tubular ascending aorta(1) The guidelines use different measurement loca-
tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
between the proximal descending aorta and the
aorta at diaphragm level gives the best distribution
of measurement points and is therefore recom-
mended. The bifurcation of the pulmonary trunk is
an easily identifiable landmark and could serve asa
good alternative.

Sinus of Valsalva
The guidelines differ an whether to measure
sinus-to-sinus or cusp-to-commissure and whether to
report the average of the 3 measurements or the larg-
est diameter(1, 4, 7) The ge cusp-to-cor
and largest cusp-to-cusp measurement are recom-
mended.

Aorta at diaphragm.
This landmark should be measured 2 cm above the
celiac trunk.(2, 3)
The aortic annulus is frequently not round, but elliptical in
shape, Therefore both diameters, small {anteroposterior) and
large (medial lateral), should be reported.(1) The annulus is the
only landmark that is measured during systole, for which a
short stack of S5FP cines of the root parallel to the valve should
be performed.

The guidelines recommend to measure at the level of the
celiac trunk.(2, 3) However, when considering surgi-
cal/endovascular therapies, suprarenal and infrarenal
measurements can be of importance and we therefore
advise to measure supra- and infrarenal dimensions. In
case of wall thickening, for example with atherosclerosis
or intramural hematoma, it is advisable to report both
internal and external diameters.(4)

Right before aortic bifurcation
This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create
measurement consistency.

Beyond the aorta
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often per-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
common iliac arteries, external iliac arteries and the
common femoral arteries.
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The diameter of the proximal aortic arch should
be measured just proximal to the arigin of the
brachiocephalic artery.(2, 3)

Mid aortic arch.
The guidelines advise to measure between the left
commeon carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic
arch, where the aorta runs horizontally.

Mid ascending aorta
The mid ascending aorta is located halfway
from the 5T to the proximal aortic arch.(2, 3)
The maximal diameter of the ascending aorta
along with the distance from the STJ should
be reported.(1,9)

The Sinotubular Junction (5TJ) should be meas-
ured at the transition of the aortic sinus to the
more tubular ascending aorta(1) The guidelines use different measurement loca-
tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
between the proximal descending aorta and the
aorta at diaphragm level gives the best distribution
of measurement points and is therefore recom-
mended. The bifurcation of the pulmonary trunk is
an easily identifiable landmark and could serve asa
good alternative.

Sinus of Valsalva
The guidelines differ an whether to measure
sinus-to-sinus or cusp-to-commissure and whether to
report the average of the 3 measurements or the larg-
est diameter(1, 4, 7) The ge cusp-to-cor
and largest cusp-to-cusp measurement are recom-
mended.

Aorta at diaphragm.
This landmark should be measured 2 cm above the
celiac trunk.(2, 3)

The aortic annulus is frequently not round, but elliptical in
shape, Therefore both diameters, small {anteroposterior) and
large (medial lateral), should be reported.(1) The annulus is the
only landmark that is measured during systole, for which a
short stack of S5FP cines of the root parallel to the valve should

be performed, The guidelines recommend to measure at the level of the

celiac trunk.(2, 3) However, when considering surgi-
calfendovascular therapies, suprarenal and infrarenal
measurements can be of importance and we therefore
advise to measure supra- and infrarenal dimensions. In
case of wall thickening, for example with atherosclerasis
or intramural hematoma, it is advisable to report both
internal and external diameters.(4)

Right before aortic bifurcation
This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create
measurement consistency.

Beyond the aorta
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often per-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
common iliac arteries, external iliac arteries and the
common femoral arteries.
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The diameter of the proximal aortic arch should
be measured just proximal to the arigin of the
brachiocephalic artery.(2, 3)

Mid aortic arch.
The guidelines advise to measure between the left
common carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic
arch, where the aorta runs horizontally.

Proximal descending aorta
The proximal part of the descending aorta is meas-
ured circa 2 cm distal to the left subclavian

artery.(2, 3)

tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
between the proximal descending aorta and the
aorta at diaphragm level gives the best distribution
of measurement points and is therefore recom-
mended. The bifurcation of the pulmonary trunk is
an easily identifiable landmark and could serve asa
good alternative.

Mid ascending aorta
The mid ascending aorta is located halfway
from the ST) to the proximal aortic arch.(2, 3}
The maximal diameter of the ascending aorta
along with the distance from the STJ should
be reported.(1,9)

The Sinotubular Junction (5TJ) should be meas-
ured at the transition of the aortic sinus to the
more tubular ascending aorta.(1)

Sinus of Valsalva
The guidelines differ an whether to measure
sinus-to-sinus or cusp-to-commissure and whether to
report the average of the 3 measurements or the larg-
est diameter(1, 4, 7) The ge cusp-to-cor
and largest cusp-to-cusp measurement are recom-
mended.

Aorta at diaphragm.
This landmark should be measured 2 cm above the
celiac trunk.(2, 3)
The aortic annulus is frequently not round, but elliptical in
shape, Therefore both diameters, small {anteroposterior) and
large (medial lateral), should be reported.(1) The annulus is the
only landmark that is measured during systole, for which a
short stack of S5FP cines of the root parallel to the valve should
be performed.

The guidelines recommend to measure at the level of the
celiac trunk.(2, 3) However, when considering surgi-
cal/endovascular therapies, suprarenal and infrarenal
measurements can be of importance and we therefore
advise to measure supra- and infrarenal dimensions. In
case of wall thickening, for example with atherosclerosis
or intramural hematoma, it is advisable to report both
internal and external diameters.{4)

Right before aortic bifurcation
This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create
measurement consistency.

Beyond the aorta
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often per-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
common iliac arteries, external iliac arteries and the
common femoral arteries.
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The diameter of the proximal aortic arch should
be measured just proximal to the arigin of the
brachiocephalic artery.(2, 3)

Mid aortic arch.
The guidelines advise to measure between the left
common carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic

Mid ascending aorta ,
The mid ascending aorta is located halfway arch, where the aorta runs horizontally.

from the ST) to the proximal aortic arch.(2, 3}
The maximal diameter of the ascending aorta
along with the distance from the STJ should
be reported.(1,9)

Proximal descending aorta.
The proximal part of the descending aorta is meas-
ured circa 2 em distal to the left subclavian

artery(2, 3)

Mid descending aorta.
The guidelines use different measurement loca-
tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
between the proximal descending aorta and the
aorta at diaphragm level gives the best distribution
of measurement points and is therefore recom-
mended. The bifurcation of the pulmonary trunk is
an easily identifiable landmark and could serve as a
mee g0Od alternative,
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advise to measure supra- and infrarenal dimensions. In
case of wall thickening, for example with atherosclerosis
or intramural hematoma, it is advisable to report both
internal and external diameters.{4)

The Sinotubular Junction (5TJ) should be meas-
ured at the transition of the aortic sinus to the
more tubular ascending aorta.(1)

Sinus of Valsalva
The guidelines differ an whether to measure
sinus-to-sinus or cusp-to-commissure and whether to
report the average of the 3 measurements or the larg-
est diameter(1, 4, 7) The ge cusp-to-cor
and largest cusp-to-cusp measurement are recom-
mended.

This
celic
The aortic annulus is frequently not round, but elliptical in
shape, Therefore both diameters, small {anteroposterior) and
large (medial lateral), should be reported.(1) The annulus is the
only landmark that is measured during systole, for which a
short stack of S5FP cines of the root parallel to the valve should
be performed.

Right before aortic bifurcation
This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create
measurement consistency.

Beyond the aorta
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often per-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
common iliac arteries, external iliac arteries and the
common femoral arteries.
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The diameter of the proximal aortic arch should
be measured just proximal to the arigin of the
brachiocephalic artery.(2, 3)

Mid ascending aorta
The mid ascending aorta is located halfway
from the 5T] to the proximal aortic arch.(2, 3)
The maximal diameter of the ascending aorta
along with the distance from the STJ should
be reported.(1,9)

The Sinotubular Junction (5TJ) should be meas-
ured at the transition of the aortic sinus to the
more tubular ascending aorta.(1)

Sinus of Valsalva
The guidelines differ an whether to measure
sinus-to-sinus or cusp-to-commissure and whether to
report the average of the 3 measurements or the larg-
est diameter(1,4,7) The ge cusp-to-cor
and largest cusp-to-cusp measurement are recom-
mended.

Mid aortic arch.
The guidelines advise to measure between the left
common carotid artery and the subclavian arteries (2,
3), however due to anatomic variations this descrip-
tion can be unclear. A more consistent location which
we advise to use is the highest point of the aortic
arch, where the aorta runs horizontally.
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The proximal part of the descending aorta is meas-
ured circa 2 cm distal to the left subclavian
artery(2, 3)

The guidelines use different measurement loca-
tions: at the level of the pulmonary arteries and the
midpoint between the proximal descending aorta
and the aorta at diaphragm level.(2, 3) Midway
between the proximal descending aorta and the
aorta at diaphragm level gives the best distribution
of measurement points and is therefore recom-
mended. The bifurcation of the pulmonary trunk is

Aorta at diaphragm
This landmark should be measured 2 cm above the
celiac trunk.(2, 3)

The aortic annulus is frequently not round, but elliptical in
shape, Therefore both diameters, small {anteroposterior) and
large (medial lateral), should be reported.(1) The annulus is the
only landmark that is measured during systole, for which a
short stack of S5FP cines of the root parallel to the valve should
be performed.
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celiac trunk.(2, 3) However, when considering surgi-
cal/endovascular therapies, suprarenal and infrarenal
measurements can be of importance and we therefore
advise to measure supra- and infrarenal dimensions. In
case of wall thickening, for example with atherosclerosis
or intramural hematoma, it is advisable to report both
internal and external diameters.(4)

Right before aortic bifurcation
This anatomic landmark is frequently not specified, we advise
to measure an arbitrary 2 cm above the bifurcation to create
measurement consistency.

Beyond the aorta
The guidelines do not discuss any landmarks beyond the
bifurcation. However imaging of the aorta is often per-
formed pre-procedural, for instance for transcatheter aortic
valve replacements, to asses arterial accessibility. In these
cases it is important to also report diameters of the proximal
common iliac arteries, external iliac arteries and the
common femoral arteries.
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(@) Vnitfni pramér (inner-to-inner diameter), v
diastole

(a) Pokud je sténa zesilena (ateromy, IMH,
aortitida), méfime zevni primér (outer-to-outer B _
diameter)

(a) Pokud je pritomen trombus, merime vnitrni
prumeér véetné trombu. Pokud je trombus
crikularni, méfime zevni primér.

(a) U disekci méfime vnitfni primér obou lumen
dohromadly.







Koren aorty - Valsalvovy

e muUzZeme méfit sinus-sinus,
sinus-komisura, systola / diastola
o toje celkem 12 rozméru

e maximalni rozmeér sinus-sinus v

jastole
vétSinou staci udat jeden rozmér

okud se rozméry liSi 0 5 mm a vice,
avaji se dva rozmeéry




Normalini hodnoty dle ESC

34 mm 31 mm
37mm 34 mm ,

40mm 36 mm < 3 == 29mm 26 mm

38mm 33mm = o
22mm/m?> 40 mm - 20 mm



Follow up

e \Variabilita méreni je obvykle < 2mm.

e Proto by méla byt zména velikosti
uvazovana pouze pokud je rozdil
mezi méfenimi 2mm a vice.

e Pokud jde o vyznamnou zménu
velikosti (tj. vétSinou alespon 3mm

ok), je nutné zmérit soucasne

aktualni vySetreni.
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Dalsi otazky?
michal.klan@homolka.cz
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