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PERKUTANNA KORONARNA INTERVENCIA U PACIENTOV S AKUTNYM
INFARKTOM MYOKARDU VO VYSSOM VEKU NA ODDELENI INTERVENCNEJ
KARDIOLOGIE SUSCH V ROKOCH 2001-2004

Jan MALIK1, Branislav LISKA2, Stanislav MIZERA1, Jozef PACAK1, Vasil HRICAK2,
Viliam FRIDRICH1, Igor RIECANSKY3

Percutaneous coronary intervention in patients with acute myocardial infarction in
elderly at the Department of Interventional Cardiology of SUSCH during 2001-2004
(Z 10ddelenia intervencnej kardiolégie, primar MUDr. Viliam Fridrich, PhD., z
20ddelenia akutnej kardiologie, primar prof. MUDr. Vasil Hricak, CSc., z 3Kardiologickej
kliniky Slovenského ustavu srdcovych a cievnych choréb a Katedry kardioldgie Fakulty
zdravotnickych Specializacnych Studii Slovenskej zdravotnickej univerzity v Bratislave,
prednosta a veduci prof. MUDr. Igor Rie¢ansky, CSc.)

SUHRN

Vychodisko: Indikacia perkutannej koronarnej intervencie (PKI) u pacientov s akutnym
infarktom myokardu nie je ohranicena vekom pacienta. V praci sme zhodnotili
Skusenosti s perkutannou koronarnou intervenciou u pacientov vo vyssom veku na
nasom pracovisku v r. 2001 — 2004.

Sabor: Sledovany subor tvorilo 623 pacientov s akutnym infarktom myokardu (AIM)
rozdelenych podfa veku do 2 skupin: Pacienti do 65 rokov n = 413 (m: 335, vek 52 £ 8
rokov, z: 78, vek 54 + 7 rokov). Pacienti nad 65 rokov n =210 (m: 108, vek: 72 + 5
rokov, z: 102, vek: 74 £ 5 rokov).

Metdédy: Pacienti s moznou diagnézou akutneho infarktu myokardu boli urgentne prijati
na nasu kliniku. Pre splnenie diagnostickych kritérii akutneho infarktu myokardu sme
pacientov vySetrili selektivhou koronarnou angiografi ou a podfa klinického stavu a
anatomickych pomerov na koronarnom riecisku sme rozhodli o dalsom intervenénom
postupe [perkutanna koronarna intervencia, urgentné aortokoronarne premostenie
(AKP) alebo konzervativny postup]. Pacientov sme rozdelili podfa veku do 2 skupin a v
oboch sme zhodnotili demografi cké charakteristiky, rozsah koronarneho postihnutia,
zvoleny intervenény vykon, jeho uspe$nost, ,Casové okna“ a vyskyt komplikacii vykonu.
Vysledky: Vo vekovej skupine do 65 rokov sme realizovali priamu PKI u 338 pacientov
(aspesnost’ 95,6 %), zachrannu PKI u 54 pacientov (uspesnost 85,2 %), urgentné AKP u
5 pacientov a konzervativny terapeuticky postup u 16 pacientov. Komplikacie
intervenéného vykonu sme evidovali u 4,6 % pacientov. Vo vekovej skupine nad 65
rokov sme realizovali priamu PKI u 170 pacientov (uspeSnost 85,9 %), zachrannu PKI u
24 pacientov (uspesnost' 70,8 %), urgentné AKP u 1 pacienta a konzervativny
terapeuticky postup u 15 pacientov. Komplikacie intervenéného vykonu sa vyskytli u
16,4 % pacientov.

Zaver: Perkutanna koronarna intervencia pri AIM je bezpecna terapeuticka metoéda aj u
pacientov vo vys§som veku s uspesnostou vykonu vy$Sou ako pri reperfuzii systémovo
podanym trombolytikom a s minimalizaciou rizika fatalneho krvacania do centralneho
nervoveého systemu.

Klucové slova: akutny infarkt myokardu — perkutanna koronarna intervencia vo vy$Som
veku.

SUMMARY



Background: The indication of percutaneous coronary intervention in patients with
acute myocardial infarction is not limited by patient’s age. The paper evaluates our
experiences with percutaneous coronary intervention in elderly patients hospitalized in
our department during 2001 — 2004.

Patients: The group followed up consisted of 623 patients with acute myocardial
infarction divided according to their age into 2 groups: Patients up to 65 years n = 413
(males: 335, age 52 + 8 years, females: 78, age 54 + 7 years). Patients over 65 years n
=210 (males: 108, age: 72 + 5 years, females:102, age: 74 + 5 years).

Methods: Patients with possible diagnosis of acute myocardial infarction were
immediately admitted in our clinic. In fulfi lling the diagnostic criteria of acute myocardial
infarction, the patients were examined by selective coronary angiography and based on
their clinical status and anatomic relations at coronary bed we decided about further
interventional procedure (percutaneous coronary intervention, urgent aortocoronary
bypass or conservative procedure). Patients were divided according to their age into two
groups and in both groups demographic characteristics, extent of coronary affection,
chosen intervention, its successfulness, ,time delay“ and incidence of complication at
intervention were evaluated.

Results: In the age group up to 65 years direct percutaneous coronary intervention was
conducted in 338 patients (successfulness 95.6 %), rescue percutaneous coronary
intervention in 54 patients (successfulness 85.2 %), urgent aortocoronary bypass in 5
patients and conservative treatment was performed in 16 patients. Complications during
intervention were recorded in 4.6 % of patients. In the age group over 65 years a direct
percutaneous coronary intervention was conducted in 170 patients (successfulness 85.9
%), rescue percutaneous coronary intervention in 24 patients (successfulness 70.8 %),
urgent aortocoronary bypass in 1 patient and conservative treatment in 15 patients.
Complications during intervention appeared in 16.4 % of patients.

Conclusion: Percutaneous coronary intervention in acute myocardial infarction is a safe
therapeutic method also in elderly patients, it is more successful than reperfusion by
systemic thrombolysis and poses minimal risk of fatal hemorrhage into central nervous
system.

Key words: acute myocardial infarction — percutaneous coronary intervention in elderly.
MANAZMENT PACIENTOV S KORONARNYM BYPASSOM PO ANGIOGRAFICKOM
ZHODNOTENi KORONARNEJ PERFUZIE SUSCH janudr 2004 — april 2005

Jozef PACAK1, Viliam FRIDRICH1, Jan MALIK1, Martin GOCAR1, Stanislav MIZERA1,
Jan ZELENAY1, Igor RIECANSKY?2

Management of patients with coronary bypass after angiographic evaluation of
coronary perfusion

(Z 10ddelenia intervencnej kardiologie Kardiologickej kliniky, primar MUDr. Viliam
Fridrich, PhD., z 2Kardiologickej kliniky Slovenského ustavu srdcovych s cievnych
chordb v Bratislave, prednosta prof. MUDr. Igor Rie€ansky, CSc.)

SUHRN

Ciel’: Cielom prace bolo vyhodnotit na podklade koronarnej angiografi e u
symptomatickych pacientov, ktori mali v minulosti vykonanu chirurgicku revaskularizaciu
myokardu (CABG), volbu terapeutickej taktiky a jej komplikacie.

Metody: Retrospektivny rozbor hospitalizovanych pacientov v SUSCH Bratislava od
1.1.2004 do 30.4.2005.



Suabor: Subor tvorilo 154 pacientov, z toho 22 Zien (14,3 %), s priemernym vekom 64 +
8,8 rokov. Priemerna doba od CABG bola 70 + 40 mesiacov; Péatnast pacientov (9,7 %)
podstupilo viac ako 1 CABG v minulosti, ostatni mali v anamnéze len 1 operaciu.
Priemerny pocet bypassov bol 2,7 na pacienta. Ejekéna frakcia lavej komory bola 47,1
12,9 %. Anginou pectoris CCSI-II.° trpelo 72 (46,8 %) pacientov, tazsou formou CCS IlI-
IV° 57 (37 %) pacientov. V. NYHA I-Il bolo 120 (77,9 %), v NYHA llI-IV 34 (22,1 %)
pacientov. Z rizikovych faktorov sme najcastejSie zaznamenali artériovu hypertenziu u
120 (78,1 %) pacientov.

Vysledky: Vo vacsine pripadov (u 105 pacientov — 68,8 %), sme po koronarografi i
indikovali konzervativhu medikamentoznu lieCbu bez opakovanej revaskularizacie. Z
tejto skupiny sa dvaja pacienti (1,3 %) zaradili do transplantacného programu, z nich
Jeden pri transplantécii exitoval. U 39 (25,3 %) sa indikovala perkutanna translimenova
koronarna angio plastika (PTCA) — revaskularizacia a len u 9 (5,8 %) pacientov sa
indikoval opakovany bypass. Z chirurgickej skupiny 2 pacienti (1,3 %) skoncili len so
sternotomiou, jeden pacient exitoval (0,65 %). Len u jedného boli 3 bypassy. Celkova
mortalita v subore bola 1,3 %, komplikacie v chirurgickej skupine sa vyskytli az v 66,6 %
oproti 7,1 % komplikacii v PTCA-skupine.

Zaver: ReCABG je spojeny s vysSim percentom komplikacii a s horSimi vysledkami ako
prvy CABG, aj ked' k reoperacii boli indikovani taZki pacienti s pokrocCilou aterosklerézou
a v pripade umrtia aj s vyznamnou systolickou dysfunkciou lavej komory. Na podklade
nasich skusenosti u pacientov po CABG preferujeme farmakoterapiu a PTCA pred
reCABG, ktory indikujeme aZ po starostlivej selekcii.

Klucéove slova: bypass — opakovany bypass (reCABG) — perkutanna translimenova
koronéarna angioplastika (PTCA) — koronarna choroba srdca — terapia ischemickej
choroby srdca.

SUMMARY

Background: The aim of the paper is to describe the further treatment strategy after
angiographic evaluations of native coronary arteries and bypass grafts in patients after
prior coronary artery bypass graft surgery (CABG).

Patients: The group consisted of 154 patients, of them 22 women (14.3 %) with the
mean age of 64 + 8.8 years. The mean interval from fi rst CABG was 70 + 40 months; 15
patients (9.7 %) underwent more than 1 CABG in the past, the rest of patients had just 1
operation in their past history. The mean number of bypasses was 2.7 for a patient. The
left ejection fraction was 47.1 £ 12.9 %. 72 (46.8 %) patients suffered from angina
pectoris CCS I-Il, a more severe form of CCS IlI-1V was seen in 57 (37 %) of patients.
NYHA I-1l comprised 120 (77.9 %) patients and NYHA IlI-1V 34 (22.1 %) patients. Risk
factors involved most frequently arterial hypertension that was recorded in 120 (78.1 %)
patients.

Methods: A retrospective analysis was conducted on patients hospitalized in SUSCH
(Slovak Institute of Cardiovascular Diseases) in Bratislava from 1 January 2004 to 30
April 2005.

Results: In the majority of cases (in 105 patients — 68.8 %) pharmacological treatment
without reperfusion therapy was indicated after coronarography. Of this group 2 patients
(1.3 %) were included in Heart Transplantation Programme. One patient died during
transplantation. In 39 (25.3 %) percutaneous transluminal coronary angioplasty (PTCA)
— revascularization was indicated and in only 9 (6.8 %) patients repeated bypass was



indicated. Of the surgical group in 2 patients (1.3 %) only sternotomy was performed, 1
patient died (0.65 %). Just one patient underwent 3 bypasses. An overall mortality in the
group was 1.3 %, complications in the surgical group appeared in as much as 66.6 %
versus 7.1 % of complications in PTCA- group.

Conclusions: Due to high frequency of complications, higher mortality associated with
reCABG, PTCA is our preferred strategy for repeated revascularization. However, this
procedure could be performed in only 25.3 % of patients. Despite the symptoms
observed in two thirds of patients with the history of previous CABG, repeated
angiography led to second revascularization in only a third of patients and a major group
was treated with medical therapy alone.

Key words: coronary artery bypass graft surgery (CABG) — redo coronary artery bypass
graft surgery (reCABG) — percutaneous transluminal angioplasty — coronary artery
diseases — treatment of ischemic heart disease.

PREDIKTORY MALIGNYCH KOMOROVYCH TACHYKARDII V ERE REPERFUZNEJ
LIECBY U CHORYCH PO PREKONANOM INFARKTE MYOKARDU

Peter HLIVAK1, Robert HATALA1, Peter MARGITFALVI1, Igor RIECANSKY?2
Predictors of malignant ventricular tachycardia in the era of reperfusion treatment
in patients with the history of past myocardial infarction

(Z oddelenia poruch rytmu Kardiologickej kliniky, primar prof. MUDr. Robert Hatala,
CSc., z 2Kardiologickej kliniky Slovenského ustavu srdcovych a cievnych choréb v
Bratislave, prednosta prof. MUDr. Igor Rie¢ansky, CSc.)

SUHRN

Vychodisko: Ischemicka choroba srdca s infarktom myokardu (IM) a s naslednou
remodeléaciou a dysfunkciou lavej komory predstavuje vyznamny substrat pre vznik
malignych komorovych tachydysrytmii. Moderna reperfizna stratégia lieCby akutneho IM
vyznamne znizila dysrytmogénnost infarktovej jazvy, takze maligne komorové dysrytmie
sa manifestuju len u relativne malej ¢asti pacientov v chronickej faze infarktu myokardu.
Cielom naS$ej retrospektivnej Studie bolo analyzovat klinické, echokardiografi cké a
angiografi cké prediktory vzniku tychto dysrytmii v su¢asnosti.

Suabor a metody: Z 2500 pacientov prijatych na naSe oddelenie v r. 2002 az 2004 sme
identifi kovali 82 pacientov s prekonanym IM (priemerny vek 60 + 10r., 69 muZov), u
ktorych sa urobilo koronarografické a invazivne elektrofyziologické vySetrenie s
programovanou stimulaciou komér z dévodu pritomnosti klinickej dysrytmie a/alebo
synkopy/presynkop a/alebo anamnesticky zavaznych palpitacii.

Vysledky: Klinicku a/alebo indukovatelnu pretrvavajucu monomorfnd komorovi
tachykardiu (KT) malo 58 (70 %) pacientov. V porovnani s pacientmi bez dysrytmie chori
s KT boli ¢astejSie muzského pohlavia (p < 0,05), mali nizsiu ejekénu frakciu lavej
komory (EFLK) (0,35 vz. 0,44, p = 0,003) a dIh$i ¢as od IM (8,3 vz. 3,3, p < 0,05).
Pouzitim multivariantnej analyzy sme nepotvrdili signifi kantt asociaciu vyskytu
komorovych tachykardii s ostatnymi analyzovanymi klinickymi (vek), morfologickymi
(lokalizacia infarktu: prednej vz. lateralnej vz. spodnej steny) ani angiografi ckymi
premennymi (uzaver infarktovej artérie, pocet postihnutych koronarnych artérii).



Zaver: Vyskyt malignych komorovych tachydysrytmii u pacientov po IM v nasej Studii
vyznamne a nezavisle koreloval s 2 klinickymi premennymi: muZské pohlavie a stupen
dysfunkcie lavej komory. Retrospektivny charakter a obmedzeny pocet pacientov
predstavuju najvacsie obmedzenia nasej studie. Vysledky ale ukazuju, Ze u
symptomatickych chorych po IM je mozné identifi kovat pacientov s vysokou
pravdepodobnostou vyskytu malignych komorovych tachydysrytmii uz pouZzitim
Jjednoduchych klinickych premennych.

Klucové slova: komorova tachykardia — infarkt myokardu — invazivne
elektrofyziologické vySetrenie.

SUMMARY

Background: Ischemic heart disease and myocardial infarction with subsequent
remodelling and left ventricular dysfunction represent a signifi cant substrate for the
onset of malignant ventricular tachyarrthythmias. Modern reperfusion strategy of the
treatment of acute myocardial infarction signifi cantly decreased arrhythmogenicity of the
infarction scar so that malignant ventricular arrhythmias are manifested in only a small
part of patient in the chronic phase of myocardial infarction. The goal of our retrospective
study was to analyze clinical, echocardiographic and angiographic predictors of the
onset of these arrhythmias at present.

Patients and methods: Of 2500 patients admitted in our department between 2002 —
2004, 82 had past history of myocardial infarction (mean age 60 * 10 years, 69 males)
who underwent coronary angiography and invasive electrophysiologic study with
programmed ventricular stimulation due to present clinical arrhythmia and/or
syncope/presyncope and/or serious palpitations.

Results: Clinical and /or inductable sustained monomorphic ventricular tachycardia was
observed in 68 (70 %) of patients. As opposed to patients without arrhythmia, patients
with ventricular tachycardia were mostly men (p < 0.05), they had a lower left ventricular
gjection fraction (0.35 vs. 0.44, p = 0.003) and a longer interval since myocardial
infarction (8.3 vs. 3.3, p < 0.05). Using multivariate analysis we confi rmed no signifi cant
association of the incidence of ventricular tachycardias with the remaining analyzed
clinical (age), morphological (infarction localization: anterior vs. lateral vs. inferior) or
angiographic variables (infarcted related artery patency, number of affected coronary
vessels).

Conclusion: The incidence of malignant ventricular tachyarrhythmias in patients with
myocardial infarction in our study signifi cantly and independetly correlated with 2 clinical
variables: male gender and the degree of left ventricular dysfunction. A retrospective
character and a limited number of patients represent major limitations of our study. Our
results show that in symptomatic patients after myocardial infarction we can identify
patients with high probability of the incidence of malignant ventricular tachyarrhythmias
already with using simple clinical variables.

Key words: ventricular tachycardia — myocardial infarction — invasive electrophysiologic
study.



PERKUTANNA TRANSLUMENOVA SEPTOVA MYOKARDOVA ABLACIA U
PACIENTOV S HYPERTROFICKOU OBSTRUKCNOU KARDIOMYOPATIOU
Stanislav MIZERA1, Viliam FRIDRICH1, Pavel CHNUPA2, Rébert HATALA3
Percutaneous transluminal septal myocardial ablation in patients with
hypertrophic obstructive cardiomyopathy

(Z 10ddelenia intervencnej kardiolégie, primar MUDrr. Viliam Fridrich, PhD., z
20ddelenia neinvazivnej kardiolégie, primar MUDr. Pavel Chiupa a z 30ddelenia
poruch rytmu primar prof. MUDr. Robert Hatala, CSc., Kardiologickej kliniky, prednosta
prof. MUDr. Igor Rie€ansky, CSc., Slovenského ustavu srdcovych a cievnych chordb v
Bratislave)

SUHRN

Vychodisko: Perkutanna translimenova septova myokardova ablacia (PTSMA) je
alternativna lieCebna metoda, ktora zlepSuje symptomy a znizuje tlakovy gradient vo
vytoku lavej komory (LVOTG) u pacientov s hypertrofi ckou obstruk¢nou
kardiomyopatiou (HOKMP).

Subor: Sledovany subor tvorilo 19 pacientov s HOKMP (9 muzov, 10 Zien vo veku 51 +
12 rokov).

Metdda: Pacientom s HOKMP bol selektivne do vhodnej septovej artérie podany 96 %
alkohol. Vznikol riadeny infarkt myokardu v tejto ¢asti hypertrofovaného septa. Merali
sme pokles tlakového gradientu vo vytokovej ¢asti LK v pokoji, pri zatazi. Pred
prepustenim sme merali hrubku medzikomorového septa (IVS). Pacienti boli
kontrolovani neinvazivne po 3 mesiacoch a potom v 1-ro¢nych intervaloch.

Vysledky:. V sledovanom subore 19 pacientov pokojovy gradient klesol z 77,5 + 32,9
mm Hg na 25,9 + 18,9 mm Hg pocas operacie. PoCas dlhodobého sledovania bol 23,8 £
16,7 mm Hg merany echokardiografi cky. Zatazovy LVOTG klesol z 161,2 £ 33,7 mm

Hg na 73.1 £ 33.8 mm Hg merany invazivne. V sledovanom obdobi bol 60,7 + 12,7 mm
Hg merany pomocou ECHO s pouzitim dobutaminu. VSetci pacienti udavali zlepSenie
klinickej symptomatologie z priemernej NYHA 2,74 £ 0,56 na 1,7 £ 0,6. Nezomrel ani

jeden pacient. Potreba trvalej implantacie DDD kardiostimulatora pre pretrvavajucu a-v
blokadu Il1.° bola u 1 pacienta.

Zaver: Perkutanna translimenova septova myokardova ablacia je nechirurgicka metdda
na zlepSenie symptémov a na zniZenie tlakového gradientu pri hypertrofi ckej
obstrukcnej kardiomyopatii. Je to bezpecny, menej invazivny vykon vratane kratsej
hospitalizacie, rychlejSej rekonvalescencie, ale vysledky dlhodobého sledovania nie su
este dostupné.

Klucéove slova: hypertrofi cka ob$trukcna kardiomyopatia — perkutanna translimenova
septova myokardova ablacia.

SUMMARY

Background: Percutaneous transluminal septal myocardial ablation (PTSMA) is an
alternative treatment modality that improves the symptoms and reduces the left
ventricular outfl ow tract gradients (LVOTG) in patients with hypertrophic obstructive
cardiomyopathy (HOCMP).



Patients: The followed up group of patients consisted of 19 HOCMP patients (9 men, 10
women aged 51 + 12 years).

Method: Absolute alcohol was injected in the septal artery supplying the hypertrophied
septal area in the HOCMP patients. The regulated myocardial infarction occurred in this
part of the hypertrofi ed septum. The LVOTG was measured at rest and after stress.
Before discharge of patients the septal thickness was measured by ECHO. The patients
were followed up 3 months after the discharge and in yearly intervals non-invasively.
Results: In the followed up group in 19 patients the resting LVOTG decreased from 77.5
+ 32.9 mm Hg to 25.9 + 18.9 mm Hg during the operation. In the longterm follow up 23.8
+16 mm Hg was measured by ECHO. The stressed LVOGT decreased from 161.2 +
33.1to 73.1 £ 33.8 mm Hg. In the followed up period 60.7 £ 12.7 mm Hg was measured
by ECHO. The mean New York Heart Association (NYHA) class reduced from 2.74
0.56 to 1.7 £ 0.6. No patient died. In 1 patient permanent DDD pacemaker implantation
was needed for complete a-v block.

Conclusion: PTSMA is a nonsurgical technique to reduce the symptoms and LVOTG in
hypertrophic obstructive cardiomyopathy. It is a safe, minimally invasive procedure
including a shorter hospital stay and a more rapid recovery. However the longterm follow
up results are not yeat available.

Keywords: hypertrophic obstructive cardiomyopathy — percutaneous transluminal septal
myocardial ablation.



LOKALNA TROMBOLYZA PRI AKUTNEJ PERIFERNEJ NAT/VNEJ ARTERIOVEJ
OKLUZII

Pavol LESNY1, lvan VULEV1, Matej VOZART1, Vladimir SEFRANEK2, Jan TOMKA2,
Ingrid OLEJAROVA3, Olga BZDUCHOVA4

Local thrombolysis in acute peripheral native arterial occlusion

(Z 10ddelenia diagnostickej a intervencnej radiologie, primar MUDr. Pavol Lesny, z
2Kliniky cievnej chirurgie, prednosta prof. MUDr. Vladimir Sefranek, CSc., z 30ddelenia
anestézioldgie a intenzivnej mediciny, primarka MUDr. Ingrid Olejarova, z
4Kardiologickej kliniky, prednosta prof. MUDr. Igor Rie€ansky, CSc., Slovenského
ustavu srdcovych a cievnych choréb v Bratislave)

SUHRN

Vychodisko: Ciefom prace je vyhodnotenie ucinnosti a komplikacii lokalnej, katétrom
usmernenej trombolyzy pri akutnej ischémii dolnych koncatin podmienenej trombotickou
alebo tromboembolickou okluziou nativnych artérii a porovnanie dosiahnutych vysledkov
S literarnymi adajmi.

Sabor a metédy: Analyzovany subor pozostava zo 62 pacientov, u ktorych sa
uskutocnila lokalna intraartériova trombolyza na 65 dolnych koncatinach. Aplikovanym fi
brinolytikom bola alteplaza v davke 1 mg/h pri koncentracii 0,1 mg/ml. Z dalSich
endovaskularnych intervencii sa pri rekanalizacii akutneho uzaveru uplatriovala
perkutanna aspiracna trombektomia a pri rieseni rezidualnych lézii perkutanna
translumenova angioplastika alebo stenting.

VysledKy: Inicialny terapeuticky efekt bol 92,3 %, v¢asny, po 30 drioch, 86,0 %, k
amputacii bezprostredne po neucinnej trombolyze bolo potrebné pristupit' v 2 pripadoch
(3,1 %), exitus do 24 hodin po trombolyze sme zaznamenali dvakréat. Zavazné
hemoragické komplikacie sa vyskytli v 13,8 %.

Zaver: Lokalna trombolyza je akceptovanou endovaskularnou alternativou chirurgickej
revaskularizacie pri terapii akutnej ischémie dolnych koncatin. Dosiahnuté vysledky v
analyzovanom subore pacientov su v rozsahu literarnych udajov.

Klucové slova: akutna ischémia dolnych koncatin — lokalna intraartériova trombolyza —
alteplaza — endovaskularne intervencie.

SUMMARY

Background: The aim of the paper is to evaluate the effi cacy and complications of local
catheter-directed thrombolysis in acute lower extremity ischemia induced by thrombotic
or thromboembolic occlusion of native arteries and to compare the obtained results with
literature data.

Patients and methods: The group analyzed, consists of 62 patients in whom local
intraarterial thrombolysis was performed on 65 lower extremities. The applied fi brinolytic
was alteplase in the dose of 1 mg/hour in the concentration of 0.1 mg/ml. Of other
endovascular interventions percutaneous aspiration thrombectomy was conducted in
recanalization of acute occlusion and percutaneous transluminal angioplasty or stenting
were performed in residual lesion management.

Results: The initial therapeutic effect was 92.3 %, early after 30 days 86.0 %,
amputation immediately after ineffective thrombolysis had to be made in 2 cases (3.1

%), exitus within 24 hours after thrombolysis was recorded twice. Serious hemorrhagic
complication occured in 13.8 %.



Conclusion: Local thrombolysis is an acceptable endovascular alternative mode of
surgical revascularization in the therapy of acute limb ischemia. The results obtained in
the analyzed group of patients correspond with literature data.

Key words: acute limb ischemia — local intraarterial thrombolysis — alteplase —
endovascular interventions.



MYOKARDOVY SVALOVY MOSTIK NA KORONARNYCH TEPNACH

Jan ZELENAY1, Viliam FRIDRICH1, Igor RIECANSKY?2

Myocardial bridge in coronary arteries

(Z 10ddelenia intervencnej kardiolégie, primar MUDrr. Viliam Fridrich, PhD., z
2Kardiologicke;j kliniky Slovenského ustavu srdcovych a cievnych chordb v Bratislave a
Katedry kardiologie Fakulty zdravotnickych Specializacnych studii Slovenskej
zdravotnickej univerzity, veduci katedry a prednosta prof. MUDr. Igor Rie€ansky, CSc.)

SUHRN

Vychodisko: Myokardovy svalovy mostik (MSM) je kongenitalne anomalne
usporiadanie myokardovych svalovych vlakien, ktoré v ohrani¢enych segmentoch
prekryvaju epikardové koronarne artérie. Myokardovy svalovy mostik méze spdésobovat’
zavazné systolické stlacovanie koronarnej tepny s naslednou vyznamnou ischémiou.
Chorobu mozno lieCit konzervativne, pomocou perkutannej koronarnej intervencie (PKI)
alebo kardiochirurgicky.

Subor a metody: Zo 6113 invazivne vySetrenych pacientov (vySetrenych v rokoch 1998
a 2000) sme nahodne vybrali 1000 pacientov, ktori absolvovali selektivnu koronarografi
u (SKG) z pravej a. femoralis communis metédou podla Judkinsa. Do retrospektivnej
Studie sme zaradili 14 pacientov, u ktorych sa zistil vyznamny myokardovy svalovy
mostik. Z uvedeného poctu je 12 muZov a 2 Zeny. Priemerny vek v subore je 58,5 rokov.
Invazivne vySetrenie sme uskutocnili na rtg. angiografi ckych pristrojoch Coroscop HS,
Coroscop Top a Bicor Siemens.

Vysledky: Zavazny (> 75 %) MSM sme nasli u 1,4 % koronarografovanych pacientov. U
13 (92 %) chorych sa naSiel MSM na r. interventricularis anterior. U jedného pacienta (8
%) bol MSM na r. diagonalis. Znaky ischémie na EKG pri bicyklovej ergometrii sme nasli
u 8 pacientov (57,8 %).

Zaver: Zavazny MSM spésobuje vyznamné systolické komprimovanie koronarnej tepny
s oneskorenou diastolickou relaxaciou, ¢o méze viest hlavne pri tachykardii alebo
tachykardickych poruchach srdcového rytmu k vyznamnej ischémii, infarktu myokardu,
pripadne i k nahlej smrti. Chorobu mozno liecit’ konzervativne (betablokatory), pomocou
PKI (so stentom s velkou radialnou silou), pripadne kardiochirurgicky (aortokoronarny
graft alebo resekcia svalovych snopéekov).

Klucéové slova: myokardovy svalovy mostik — epikardové koronarne tepny.

SUMMARY

Background: Myocardial bridge is congenital anomalous arrangement of myocardial fi
bers that overlap epicardial coronary arteries in segments. Myocardial bridge may cause
serious systolic compression of coronary artery with subsequent signifi cant ischemia.
The disease may be treated conservatively, percutaneous coronary intervention or by
cardiosurgery.

Patients and methods: Of 6113 patients examined by invasive method in the years
1998 and 2002, we randomly chose 1000 patients who underwent selective
coronarography from right a femoralis communis by Judgins method. In a retrospective
study 14 patients (12 males, 2 females) were included in whom signifi cant myocardial
bridging was detected. The mean age of the group was 58.5 years. Invasive
examinations were carried out on X-ray angiographic equipment Coroskop HS,
Coroskop top and Bicor Siemens.



Results: Serious myocardial bridge (>75 %) was found in 1,4 % of coronarographed
patients. In 13 (92 %) patients myocardial bridge was found on ramus interventricularis
anterior. In one patient (8 %) myocardial bridge was found on ramus diagonalis. The
signs of ischemia on ECG in bicycle ergometry were observed in 8 patients (57.8 %).
Conclusion: Serious myocardial bridging causes signifi cant systolic compression of
coronary artery with delayed diastolic relaxation. This may lead to signifi cant ischemia,
myocardial infarction or sudden death mainly in association with tachycardia or
tachycardiac rhythm disorders. The disease may be treated conservatively
(betablockers), by percutaneous coronary intervention (stent with great radial force), or
by cardiosurgery (aortocoronary graft or resection of muscle fascicles).

Key words: myocardial bridge — epicardial coronary arteries.



ZKUSENOSTI S CENTRALIZACI NEMOCNYCH S PLICNI HYPERTENZI V CESKE
REPUBLICE

Pavel JANSA1, Jaroslav LINDNER2, Michael ASCHERMANN1, Tomas PALECEK1,
Marcela SKVARILOVA1, Jan HORAK1, Radim BECVAR3, Dana TEGZOVA3, Samuel
HELLER1, Ale§ KOVARIK1, David AMBROZ1, Jan KUNSTYR4, Ale§ LINHART1
Experiences with centralization of patients with pulmonary hypertension in Czech
Republic

(Z 111. interni kliniky kardiologie a angiologie VSeobecné fakultni nemocnice a 1.
Lékarské fakulty Univerzity Karlovy v Praze, pfednosta prof. MUDr. Michael
Aschermann, DrSc., F.E.S.C., z 2Il. chirurgické kliniky kardiovaskularni chirurgie
VSeobecné fakultni nemocnice a 1. Lékarské fakulty Univerzity Karlovy v Praze,
prednosta doc. MUDr. Jan ToSovsky, CSc., z 3Revmatologického ustavu v Praze,
prednosta prof. MUDr. Karel Pavelka, DrSc., a z 4Kliniky anesteziologie a resuscitace
VSeobecné fakultni nemocnice a 1. Lékarské fakulty Univerzity Karlovy v Praze,
prfednosta MUDr. Martin Stfitesky, CSc.)

SOUHRN

Vychodisko: Plicni hypertenze je zavazny syndrom s velmi nepfiznivou prognézou.
Zahrnuje Fadu onemocnéni, ktera Ize s uspéchem lécit farmaky (skupina plicni arterialni
hypertenze — PAH) nebo chirurgicky (chronicka tromboembolicka plicni hypertenze —
CTEPH). Vzhledem ke komplikovanosti diagnostiky a lIé¢by plicni hypertenze je trendem
soustredit péci o tyto pacienty do specializovanych center. Autori prezentuji viastni
zkuSenosti s centralizaci téchto nemocnych v Ceské republice.

Soubor: Od roku 1998 do dubna 2005 bylo v Centru pro plicni hypertenzi na Il. interni
klinice VSeobecné fakultni nemocnice v Praze diagnostikovano 71 nemocnych s PAH
(62 % Zen, prumérny vék 47 let) a 25 nemocnych s CTEPH (48 % Zen, primérny vék 49
let). Echokardiografi cky screening PAH byl proveden u 54 pacient( se systémovou
Sklerodermii.

Metodika: Nemocni s PAH byli IéCeni na zakladé testu akutni plicni vazodilatace
konvencné (blokatory kalciovych kanald) nebo prostanoidy (intraven6zni epoprostenol,
subkutanni treprostinil) a bosentanem. U 1 pacienta s PAH byla provedena balénkova
atriaIni septostomie. K endarterektomii plicnice bylo indikovano 7 pacientu s CTEPH.
Vysledky: Dlouhodoba odpovéd na lé¢bu blokatory kalciovych kanald byla pritomna
pouze u 5 nemocnych s PAH. Pri lecbé epoprostenolem byla po 9 mésicich zlepSena
vzdalenost dosazena pfi testu Sestiminutové chize primérné o 174 m, pfi lécbé
treprostinilem o 136 m, a pfi Ié¢bé bosentanem o 39 m. U 1 pacienta po balonkové
atrialni septostomii bylo dosaZeno poklesu stfedniho tlaku v plicnici z 55 mm Hg na 45
mm Hg a zlepSeni vzdalenosti pfi testu Sestiminutové chiize o 65 m. Mortalita pacien td,
u nichz byla provedena endarterektomie plicnice byla nulova. Operaci bylo dosaZzeno
prakticky normalizace hemodynamickych parametr(i v malém obéhu, vzdalenost
dosazZena pfi testu Sestiminutové chize se jiz po mésici od operace prodlouZila
pramérné o 155 m.

Zavéry: PAH je nadale nevylécitelné onemocnéni. Moderni farmakoterapii Ize viak
zasadne ovlivnit symptomy a rovnéz prognozu choroby. Endarterektomie plicnice je
kurativni metodou pro pacienty s CTEPH s chirurgicky dosaZitelnou trombotickou
obstrukci plicnice. Centralizace péce o nemocné s plicni hypertenzi je racionalni



nutnosti umoZzriujici ziskat maximum zku$enosti s komplikovanou diagnostikou a
ekonomicky mimoradné narocnou lé¢bou tohoto syndromu.

Kli¢ova slova: plicni hypertenze — plicni arterialni hypertenze — chronicka
tromboembolicka plicni hypertenze — endarterektomie plicnice.

SUMMARY

Background: Pulmonary hypertension is a serious syndrome with a very unfavourable
prognosis. It embraces numerous diseases that can be successfully treated by
pharmaceuticals (group of pulmonary arterial hypertension — PAH) or surgically (chronic
thromboembolic pulmonary hypertension — CTEPH). Due to the complicated diagnostics
and therapy of pulmonary hypertension, the care for these patients is concentrated in
specialized centres. The authors present their own experiences with the centralization of
these patients in the Czech Republic.

Patients: From the year 1998 till April 2005 the Centre for Pulmonary Hypertension at II.
Internal Clinic of General University Hospital in Prague, 71 patients with PAH (62 % of
females, mean age 47 years) and 25 patients with CTEPH (48 % of females, mean age
49 years) were diagnosed. Echocardiographic screening of PAH was conducted in 54
patients with systemic scleroderma.

Methods: Patients with PAH were treated based on the test of acute pulmonary
vasodilation conventionally (calcium channel blockers) or by prostanoids (intravenous
epoprostenol, subcutaneous treprostinil) and bosentan. In 1 PAH patient baloon atrial
septostomy was performed. Seven CTEPH patients were indicated for pulmonary
endarterectomy.

Results: Longterm response to calcium channel blockers treatment was present in only
5 patients with PAH. In epoprostenol treatment the distance achieved at 6-minute walk
test was improved in average by 174 m after 9 months, in treprostinil treatment by 136 m
and in bosentan treatment by 39 m. After baloon atrial septostomy one patient showed
decreased mean pulmonary artery pressure from 55 mm Hg to 456 mm Hg and the
distance improvement by 65 m at 6-minute walk test. The mortality of patients who
underwent pulmonary endarterectomy equaled zero. The operation resulted in normal
hemodynamic parameters in pulmonary circulation, the distance at 6-minute walk test
one month since the operation has prolonged by 155 m in average.

Conclusions: PAH remains an incurable disease. Modern pharmacotherapy may
fundamentally affect the symptoms and the prognosis of the disease. Pulmonary
endarterectomy is a curative method for patients with CTEPH with surgically accessible
thrombotic obstruction of pulmonary artery. The centralized care for patients with
pulmonary hypertension is a rational inevitability to achieve the maximum of experiences
with the complicated diagnostics and a very costly method of this syndrome.

Key words: pulmonary hypertension — pulmonary arterial hypertension — chronic
thromboembolic pulmonary hypertension — pulmonary endarterectomy.



PLUCNA HYPERTENZIA — AKTUALNY PROBLEM NA SLOVENSKU

lveta SIMKOVA, Igor RIECANSKY

Pulmonary hypertension — actual problem in Slovakia

(Z Katedry kardiologie Fakulty zdravotnickych Specializacnych Studii Slovenskej
zdravotnickej univerzity v Bratislave, Kardiologickej kliniky Slovenského ustavu
srdcovych a cievnych chordb v Bratislave, veduci katedry a prednosta prof. MUDr. Igor
Rie¢ansky, CSc.)

SUHRN

Plucna artériova hypertenzia (PAH) je devastujuca progresivne prebiehajica choroba s
velmi zlou kvalitou Zivota a prognézou. Nebyvaly rozmach vedomosti v oblasti
patogenézy a diagnostiky PAH v ostatnom obdobi otvara nové horizonty terapeutického
ovplyvnenia. Nekonvencnou alebo tieZ Specifi ckou lie¢bou PAH (prostanoidy,
antagonisty endotelinovych receptorov) je farmakoterapia, ktora vzhladom na svoje
pdsobenie cez patomechanizmy choroby zasadne meni lieCebnu stratégiu, ucinne
zlepsuje klinicky priebeh a predlZuje Zivot. Pltucna artériova hypertenzia je tizko
Specializovana kardiologicko-cievna problematika, ktora vyZaduje sustredenie do
kardiocentier odborne a materialno-technicky vybavenych na komplexny manaZzment
PAH a na tesnu spolupracu so Specializovanymi pneumologickymi a reumatologickymi
zariadeniami. Autori poukazuju na skutocnost, Ze na Slovensku takéto systematicke
rieSenie problematiky PAH a moderna lieCba pacientov chybaju. Nevyhnutnym
predpokladom zvysenia urovne manazmentu pacientov s PAH u nas je systematicka
edukacia v problematike, osvojenie si zakladov odportcani Europskej kardiologickej
spolocnosti a etablovanie centralizovanej starostlivosti pri vytvoreni adekvatneho
Specialneho fi nanéného zdroja zo strany zdravotnych poistovni.

Kruacové slova: plicna hypertenzia — nekonvencna, Specifi cka liecba.

SUMMARY Pulmonary arterial hypertension (PAH) is a devasting progressive disease
with very poor life quality and prognosis. Major advances in understanding of the
mechanism of the disease development, in the diagnostic process opened new horizons
of therapeutic possibilities. Unconventional therapy of PAH (prostanoids, endothelin
receptor antagonists) is pharmacologic treatment, acting through pathogenic pathways
and therefore changes therapeutic strategy, effectively improves clinical course and
prolongs life. PAH is a very specialized cardio-vascular problem, which requires
concentration in centers with professionally trained personal and equipped with the
necessary technique for the PAH complex management and close cooperation with
pneumologic and rheumatologic centers. The authors point to the absence of the
problem solution and modern treatment of PAH in Slovakia. An essential condition in the
enhancement of PAH patients management in our country is an improvement of the
education, learning the basics of ESC Guidelines and establishing PAH centers and fi
nancial resources from insurance companies.

Key words: Pulmonary arterial hypertension — unconventional, specifi ¢ treatment.



AUTOMATICKY IMPLANTOVATELNY KARDIOVERTER-DEFIBRILATOR,

JEHO SUCASTI A FUNKCIE

Tibor MALACKY

Automatic implantable cardioverter-defi brillator, its components and functions
(Z Oddelenia poruch rytmu, primar prof. MUDr. Rébert Hatala CSc., Kardiologickej
kliniky, prednosta prof. MUDr. Igor Rie€ansky, CSc., Slovenského ustavu srdcovych a
cievnych chordb v Bratislave)

SUHRN

Automaticky implantovatelny kardioverter-defi brilator (AICD) sa stal beZznou
terapeutickou modalitou v lie¢be pacientov po odvratenej nahlej srdcovej smrti, alebo
rizikovych skupin. Moderné pristroje su relativne malé, implantovatelné do lavej hornej
Casti hrudnika pri lokalnej anestézii. Defi brilator pozostava z batérie a z elektronickych
okruhov na zabezpecCenie monitorovania poruch rytmu a na dodanie adekvatnej terapie.
Implantacia pristroja je bezpecna. Sledovanie pacientov sa robi v $pecializovanych
implantacnych centrach v pravidelnych intervaloch 1 — 6 mesiacov.

Krluacové slova: automaticky implantovatelny kardioverterdefi brilator (AICD) — nahla
srdcova smrt.

SUMMARY

Automatic implantable cardioverter-defi brillator (AICD) have been proven to prolong
survival in patients who suffered or are at risk of sudden cardiac death. The modern
AICD is a relatively small device, that is implant in the upper chest under local
anesthesia. AICD consist of battery and electronic circuitry. The implantation procedure
has become very safe. AICD monitors a patient’s heart rhythm and delivers corrective
electrical treatments. The patient with an AICD is follow-up at regular intervals usually 1
to 6 months.

Key words: automatic implantable cardioverter-defi brillator (AICD) — sudden cardiac
death.



KOMPLEXNA ENDOVASKULARNA LIECBA CHOROB DESCENDENTNEJ
HRUDNIKOVEJ AORTY

lvan VULEV1, Marian HOLOMAN2, Pavol LESNY1, Matej VOZAR1, Zuzana
RAVINGEROVA3, Pavel CHNUPA4

Complex endovascular treatment of the descending thoracic aortic diseases

(Z 10ddelenia diagnostickej a intervenecnej radioldgie, primar MUDr. Pavol Lesny, z
2Kliniky srdcovej chirurgie, prednosta prof. MUDr. Viliam Fischer, CSc. z 30ddelenia
anestézioldgie a intenzivnej mediciny, primar MUDr. Ingrid Olejarova a z 40ddelenia
neinvazivnej kardiologie, primar MUDr. Pavel Chrnupa, Kardiologickej kliniky, prednosta
prof. MUDr. Igor Rie¢ansky, CSc., Slovenského ustavu srdcovych a cievnych chordb v
Bratislave)

SUHRN

Cielom c¢lanku je podat prehlad suc¢asnych komplexnych moznosti lie¢by chordb
descendentnej hrudnikovej aorty, ktoré ponuka intervencna radioldgia, uviest teda
Citatela do vSeobecnych konceptov endovaskularnej liecby, jej multidisciplinovej povahy,
spdésobov identifikacie spravnych kandidatov a vyznamu zobrazovacich modalit pre
uspesnu implantaciu stentgraftov v regiéne hrudnikovej aorty. Dalej sa autori podelili s
vlastnou skusenostou a podcCiarkuju prinosy a obmedzenia tejto lieCby, predovsetkym v
nadvéznosti na jej délezité technické Specifi ka.

Klucéové slova: intervencna radiolégia — endovaskularna liecba — stentgraft —
aneuryzma — disekcia.

SUMMARY The aim of this article is to review current complex options of interventional
radiology treatment in the region of descending thoracic aorta and introduce to the
general concepts and possibilities of endovascular aortic repair, its multidisciplinary
character, how to identify suitable candidates for this treatment and the imaging
requirements for implantation of stentgrafts in the region of descending thoracic aorta.
We also wanted to share our fi rst experiences and to outline the benefi ts and
limitations of the endovascular approach in descending thoracic aorta with reference to
its important technical issues.

Key words: interventional radiology — endovascular treatment — stentgraft — aneurysm —
dissection.



KONTRASTOVA ECHOKARDIOGRAFIA — SUCASNOST A PERSPEKTIVY

Jan POSTULKA ml.1, Pavel CHNUPA1, Igor RIECANSKY?2

Contrast echocardiography — the presence and perspectives

(Z 10ddelenia neinvazivnej kardiologie Kardiologickej kliniky, primar prof. Pavel
Chnupa, z 2Kardiologickej kliniky Slovenského ustavu srdcovych a cievnych choréb v
Bratislave, prednosta prof. MUDr. Igor Rie€ansky, CSc.)

SUHRN

Kontrastova echokardiografi a je relativne novou echokardiografi ckou metodikou, ktora
preukazala jednoznacny prakticky prinos pre zlepSenie zobrazenia kardialnych Struktur
u tazko vySetritelnych pacientov so suboptimalnym zobrazenim pri pouZziti standardnej
echokardiografi e. V praxi sa vyuZiva najméa pri diagnostike regionalnych portch
systolickej funkcie favej komory (LK) v pokoji i pri zataZovej echokardiografi i, a pri
diagnostike intrakardiovych utvarov. Rovnako ma vyznam i pri skvalitneni merania
rychlosti zaloZzenom na pouZiti Dopplerovho javu. Nezastupitelnha je uloha echokontrastu
pri diagnostike malych pravo-lavych skratov na trovni predsieriového septa u pacientov
So systémovou embolizaciou. Kontrastova echokardiografi a je Standardnou metdédou
vyuZzivanou pri selekcii pacientov s obStrukcénou hypertrofi ckou kardiomyopatiou pred
intervencénou septovou alkoholovou ablaciou. Presnost’ stanovenia koronarnej rezervy
(obmedzena na ramus interventricularis anterior) je porovnatelna s invazivnym
meranim. VyS$etrenie perfuzie myokardu pomocou myokardovej kontrastovej
echokardiografi e (MCE) zostava v stcasnosti v polohe vyskumnej metodiky — zatial je
MCE zataZena problémami s nedostatocnou kvalitou zobrazenia a limitujacimi
artefaktmi. Ide o slubnt metodiku s perspektivou realneho klinického vyuZitia po
vyrieSeni technickych tazkosti.

Klucové slova: kontrastova echokardiografi a — echokontrastné latky.

SUMMARY

Contrast echocardiography is a relatively new echocardiographic method that offers an
unequivocal practical contribution for the improved visualization of cardiac structures in
patients with suboptimal visualization when using standard echocaradiography. In
practice it is used especially in the diagnostics of regional disorders of left ventricular
systolic function at rest and in stress echocardiography, and in the diagnostics of
intracardiac confi gurations. Similarly, it is also signifi cant in the quality upgrade of
Doppler based measurement rate. Echocontrast has an irreplaceable role in the
diagnostics of small right-left shunts at atrial septal area in patients with systemic
embolization. Contrast echocardiography as a standard method used in the selection of
patients with obstructive hypertrophic cardiomyopathy is preferred to interventional
septal alcohol ablation. The accuracy of assessment of coronary reserve/reservoir
(limited to ramus interventricularis ant.) is comparable with invasive measurement. The
examination of myocardial perfusion by means of myocardial contrast echocardiography
(MCE) is currently considered an experi mental method — so far MCE provides poor
visualization quality and limiting artefacts. It is a promising method with the perspectives
of real clinical exploitation upon managing technical problems.

Key words: contrast echocardiography — contrast media.



DUPLEXNA SONOGRAFIA V DIAGNOSTIKE CHRONICKEJ MEZENTERIOVEJ
ISCHEMIE

Augustin MISTRIK1, Ivan VULEV2, Pavol LESNY2, Igor RIECANSKY3

Duplex sonography in the diagnostics of chronic mesenteric ischemia

(Z 1Ambulantného oddelenia, primarka MUDr. Zlatica Schreinerova, z 20ddelenia
diagnostickej a intervencnej radiologie, primar MUDr. Pavol Lesny a z 3Kardiologickej
kliniky Slovenského ustavu srdcovych choréb v Bratislave, prednosta prof. MUDr. Igor
Rie¢ansky, CSc.)

SUHRN

Vo svojom prehlfadnom referate sa venujeme vyznamu duplexnej sonografi e (DS) v
diagnostike stenoz mezenteriovych artérii. Uvadzame charakteristiky hemodynamiky
normalnych artérii a kritéria pre hodnotenie hemodynamicky zavaznych stenéz. Svoje
doterajSie praktické skusenosti s vysetrenim dokumentujeme aj v obrazovej
dokumentacii. Aj na podklade nich méZeme konStato vat, Ze duplexna a farebna
duplexna sonografi a (CDS) je v diagnostike stenoz truncus coeliacus a arteria
mesenterica superior spolahlivou, jednoduchou a dostupnou neinvazivnou metodou.
Kluacové slova: duplexna sonografi a — stenéza mezenteriovych artérii — truncus
coeliacus.

SUMMARY

In our review article we deal with the signifi cance of duplex sonography in the
diagnostics of mesenteric artery stenoses. We present the characteristics of
hemodynamics of normal arteries and the criteria for the evaluation of hemodynamically
signifi cant stenoses. Our hitherto practical experiences are documented in the attached
picture atlas. On its basis we can state that duplex and colour duplex sonography is a
reliable, simple and available miniinvasive method in the diagnostics of stenoses of
truncus coeliacus and superior mesenteric artery.

Key words: duplex sonography — stenosis of mesenterial arteries — truncus coeliacus.



CHIRURGICKA LIECBA FIBRILACIE PREDSIENI

Richard OUTRATA1, Viliam FISCHER2

Surgical treatment of atrial fi brillatrion

(Z 1Kliniky srdcovej chirurgie Slovenského ustavu srdcovych a cievnych choréb v
Bratislave, a z 2Katedry kardiochirurgie Fakulty zdravotnic - kych Specializaénych Studii
Slovenskej zdravotnickej univerzity v Bratislave, prednosta a veduci katedry prof. MUDr.
Viliam Fischer, CSc.)

SUHRN

Autori sa vo svojej praci zaoberaju fi brilaciou predsieni, ktora predstavuje vyznamny
klinicky, medicinsky a v neposlednom rade i ekonomicky problém. V praci podavaju
stru¢ny prehlad rozsiahlej problematiky tejto dysrytmie s poukazanim na rézne
terapeutické moznosti. PrinaSaju podrobnejsi opis chirurgickej lieCby a na zaver
prezentuju svoje prvé skusenosti s pouZitim kryoablacie pri lieCbe fi brilacie predsieni u
prvych 13 pacientov, operovanych od februara 2004, ked sa tato technika zaCala
pouzivat na SUSCH v Bratislave, do februara 2005. Pri prepusteni 58,3 % pacientov
malo sinusovy rytmus.

Klucové slova: fibrilacia predsieni — Coxova ,MAZE" operacia — kryoablacia.

SUMMARY In their paper the authors deal with atrial fi brillation that represents a signifi
cant clinical, medical and economic problem. The authors briefl y summarize an
extensive area of problems of this type of arrhythmia pointing at various therapeutic
modalities. A more detailed description of surgical treatment is given. In the connclusion
the authors present their experiences with cryoablation used in the treatment of atrial fi
brillation in fi rst 13 patients operated on from February 2004 till February 2005, when
this technique was introduced at (Slovak Cardiovascular Diseases (SUSCH) in
Bratislava. On discharge there were 58.3 % of patients in sinus rhythm.

Key words: atrial fibrillation — Cox MAZE operation — cryoablation.



POSTPERIKARDIOTOMICKY SYNDROM

Eva BUCEKOVAT1, Iveta SIMKOVAZ2, Viliam FISCHER1, Kristina HAVLINOVA1, Pavol
CHNUPAZ2, Igor RIECANSKY?2

Postpericardiotomy syndrome

(Z 1Kliniky srdcovej chirurgie Slovenského ustavu srdcovych a cievnych chordb v
Bratislave, prednosta prof. MUDr. Viliam Fischer, CSc. a z 2Kardiologickej kliniky
Slovenského ustavu srdcovych a cievnych choréb v Bratislave, prednosta prof. MUDr.
Igor RieCansky, CSc.).

SUHRN

Autori v praci analyzuju sucasné diagnosticke a terapeutické moznosti
postperikardiotomického syndromu a konfrontuju literarne udaje s viastnymi
skusenostami. Postperikardiotomicky syndrom predstavuje beznu komplikaciu v
kardiochirurgii. Primarnou pric¢inou je pravdepodobne autoimunitna reakcia perikardu,
epikar du a pleury. Vzhfadom k relativne ¢astej incidencii (3 — 30 %) a k neSpecifi ckym
klinickym priznakom (subfebrility az febrility, hrudna bolest, kasel, unava)
nejednoznacnou interpretaciou pri pomocnych vySetrovacich metédach (EKG, rg.,
laboratorne vySetrenia) je v sulade s literarnymi udajmi transtorakalne echokardiografi
cké vysetrenie metodou prvej volby na odhalenie perikardového vypotku, ktory méze
viest' v ramci rozvinutého postperikardiotomického syndromu k hemodynamickému
Zruteniu pacienta.

Klucéové slova: postperikardiotomicky syndrom — srdcova operacia — perikardovy
vypotok.

SUMMARY

In their article the authors analysed common diagnostic and therapeutic options of
postpericardiotomy syndrome and they confront literature facts with their own
experiences. Postpericardiotomy syndrome is common complication in cardiosurgery.
Immunological response of pericardium, epicardium and pleural cavity is probably the
primary cause. According to the frequency of occurrence (3 — 30 %), non-specifi ¢
clinical symptoms (fever, chest pain, cough, dizziness), inexact interpretation of
examination methods (ECG, x-ray, laboratory tests) transthoracic echocardiogpahy is
the leading method in determination of pericardial effusion that can cause
haemodynamic collapse of patient.

Key words: postpericardiotomy syndrome — heart operation — pericardial effusion.



DOSPELI PACIENTI S FALLOTOVOU TETRALOGIOU - MANAZMENT Z ASPEKTU
KARDIOLOGA

Katarina KANALIKOVA

Adult patients with tetralogy of Fallot — management from cardiologist’s aspect
(Z ambulantného oddelenia Slovenského ustavu srdcovych a cievnych choréb v
Bratislave, primarka MUDr. Zlatica Schreinerova)

SUHRN Fallotova tetralégia (FT) je v dospelom veku najéastejSou cyanotickou vrodenou
chybou srdca, s ktorou sa stretava kardiolog pre dospelych vo svojej praxi. Patologicko-
anatomicky zahrnuje defekt komorového septa, obStrukciu vytokového traktu pravej
komory, hypertrofi u pravej komory a nasadajucu aortu na defekt komorového septa V
suhrnnom prehlade sa autorka snaZzi zhrnat informéacie o klinickom (predoperacnom i
pooperacnom) obraze FT v dospelom veku. Ciefom prace je nacrtnut manaZzment a
predpokladant progndzu tejto choroby.

Kracove slova: Fallotova tetralogia — dospeli pacienti — dlhodoba starostlivost.

SUMMARY Tetralogy of Fallot (ToF) in the adult age is the common cyanotic congenital
heart disease, the cardiologist meets in his praxis. Pathological-anatomic fi ndings of this
syndrome are composed of ventricular septal defect, obstruction of right ventricular outfl
ow tract, right ventricular hypertrophy and aortic override of the ventricular septal defect.
The author would like to compile the actual informations of clinical (pre- and
postoperative) picture of the adults with ToF. The aim of the review is to give some
indications for management and to show the expected prognosis for adult patients with
this syndrome.

Key words: Tetralogy of Fallot — adult patients — long-time care.

Vyznamné zivotné jubileum doc. RNDr. PhMr. Milana Lehkého, CSc.



VAZENI CITATELIA, Slovenska lekarska spolognost a Slovenska lekarska komora
vytvorili so Slovenskou zdravotnickou univerzitou a lekarskymi fakultami organizaciu
Slovensku akreditacnu radu pre kontinualne medicinske vzdelavanie (SACCME), ktora
zabezpecuje kontinualne medicinske vzdelavanie (CME). Tieto organizacie vydali nove
pokyny na ziskavanie kreditov k certifikacii, pricom sa vyZaduje za 5 rokov ziskat’ 250
kreditov, z toho 150 kreditov (30 roCne) v planovanom kontinualnom medicinskom
vzdela vani - CME. Toto spociva v ucasti na kongresoch, sympodziach, kurzoch (1 kredit
za 1 hodinu Cistého prednaskového €asu) alebo v spravnych odpovediach na
autodidakticky test.

KedZe mnohi lekari nemaju dostato¢né Casové, resp. finanéné moznosti ziskat' kredity
podla sprisnenych kritérii na kongresoch a pod., predstavuje autodidakticky test
vSeobecne pristupnu moznost’ na ziskanie novych vedomosti a tomu zodpovedajucich
kreditov aj v podmienkach vlastného pracoviska alebo domaceho prostredia. Lekarsky
obzor zaviedol uverejiiovanie testov uz od zaciatku r. 2005 a od 1. jula 2005 mu
SACCME udelila pravo na uverejfiovanie oficialnych autodidaktickych testov na ziskanie
kreditov CME.

Test spociva v spravnych odpovediach na 20 otazok z ¢lankov uverejnenych v danom
&isle Lekar skeho obzoru. Uspe$nost rieSenia 80 — 100 % znamena ziskat 2 kredity, 60
— 80 % 1 kredit, t. j. kazdy rok mozno takto ziskat az 24 kreditov (= 24 hodin Cistého
Casu na kongresoch, sympéziach, kurzoch a pod.). Nasi Citatelia tak ziskavaju moznost
vyuzit poznatky z nasSich ¢lankov na pristupnu cestu k zvySovaniu svojej kvalifikacie.

V dnesSnom dvojcisle uverejiujeme prvy test SACCME, ktory sa sklada z 20 otazok
uverejnenych niZSie. Test sa uverejfiuje spolu s navratkou, na ktorej su Cislicami a
pismenami vyznacené vSetky otazky a mozné odpovede. Test je zamerany na ¢lanky
publikované v tomto dvoj&isle, spolu obsahuju 28 spravnych odpovedi. Ugastnik testu
moZe pouzit originalnu navratku z ¢asopisu alebo jej kopiu. Musi na nej uviest svoje
registracné cislo v SLK,

meno,

adresu,

lekarsku peciatku,

datum,

podpis.

Ku kazdej otazke je vyber Styroch odpovedi, z nich m&zu byt viaceré spravne. Test sa
rieSi tak, Ze sa kruzkuju spravne odpovede. RieSenia na navratke nemozno
opravovat. Navratky treba zaslat' na adresu redakcie do 15. 9. 2005. Spravne
odpovede uverejnime v oktdbrovom Cisle Lekarskeho obzoru. Navratky, ktoré budu
zaslané po 15. 9. 2005, nebudu mat vSetky nevyhnutné naleZitosti alebo na nich budu
opravované rieSenia, sa nemdzu prijat na vyhodnotenie.

AUTODIDAKTICKY TEST (28 spravnych odpovedi)

1. Fibrilacia predsieni a) je najCastejSia dysrytmia v klinickej praxi, b)
nepredstavuje pre pacienta ziadne riziko, ¢) nevyzaduje si osobitnu liecbu, d) je to
choroba detského veku.

2. Myokardovy svalovy moéstik je usporiadanie myokardovych srdcovych
vlakien, ktoré a) sa vSiva do srdca z m. pectoralis maior po prekonanom infarkte
myokardu, b) je anomaliou, v systole mdzZe stlaCovat koronarne artérie a



vyvolavat ischémiu myokardu, c) sa lie€i betablokatormi, anatagonistami
kalciovych kanalov, perkutannou koronarnou intervenciou alebo
kardiochirurgicky, d) spaja myokard s epikardom a aortou.

Mezentériova ischémia a) vznika stlacenim brusnych artérii ZICovymi
kamienkami, b) m6ze byt su€astou celkovej aterosklerdzy, c) je obligatnym
prejavom akutnej pankreatitidy, d) mdze byt prejavom anomalie ligamentum
arcuatum, ktoré potom stlaCuje truncus coeliacus v expiriu.

. Choroby aorty (aneuryzma, dilatacia, disekcia) a) sa daju liecit' len chirurgicky,
b) byva pri nich vZdy uspesna antisyfiliticka lie€ba, c) daju sa uspesne lieCit’ aj
endovaskularnou terapiou, d) maju 100 % umrtnost aj pri modernych spésoboch
lieCby.

. Perkutanna koronarna intervencia a) sa robi len u os6b mladSich ako 70 rokov,
b) sa robi len u 0s6b mladSich ako 60 rokov, c) dnes sa robi aj u starych fudi, d)
je dnes vSeobecne pouzivanou lieCbou akutneho infarktu myokardu. 359 LEK.
OBZOR - LIV - 2005 360 LEK. OBZOR - LIV - 2005

. Pri akatnej ischémii dolnych kong¢atin a) je uspesna v€asna trombolyticka
lieCba lokalnym intraartériovym katétrom, b) uspesnost trombolytickej lieCby
zavisi od v€asnosti trombolytickej lieCby c) lokalna trombolyza nie je vhodna
metdda lie€by, d) je vhodna len systémova trombolyza, pretoze ma vysoku
ucinnost a malo hemoragickych komplikacii.

. Fibrilacia predsieni ma viacero patofyziologickych désledkov a) nadmerne
zvySuje minutovy vyvrhovy objem (MVO) preplnenim srdcovych komér, b)
zvySuje nachylnost ku vzniku fibrilacie komor, c¢) vzdy sa prejavi bradykardiou, d)
znizuje MVO o 15 - 30 %, pre pokles prispevku predsieni k plneniu komér.

. Hypertroficka obstrukéna kardiomyopatia a) je pricinou obstrukcie vytokovej
Casti lavej ev. pravej komory pocas systoly, b) je porusena diastolicka funkcia
lavej ev. pravej komory, c) lieCi sa len konzervativne, d) dutiny srdcovych komér,
najma lavej, su zvacsené.

. Klokalnej trombolyze pri akithom uzavreti artérii dolnych kon¢atin patri a)
systémové podavanie trombolytik, b) farmakologicka trombolyza cez katéter, c)
venepunkcia, d) vSetky uvedené moznosti.

10. Charakteristicka triada pri chronickej mezentériovej ischémii je a) bolest po

jedle, gastritida, porucha motility Criev, b) bolest’ po jedle, anorexia, peritonealne
drazdenie, c) bolest po jedle, anorexia, progredujuci ubytok hmotnosti, d)
porucha motility €riev, ¢revné ulceracie, progredujuci ubytok hmotnosti.

11. Ewartovo-Bambergovo znamenie (auskultaéné oslabenie spésobené

kompresiou bazy pluc) sa zist'uje pri a) pneumocystovej pneumaonii, b)
chronickej bronchitide fajCiarov, c) perikardovom vypotku, d) infarkte zadnej steny
srdca.

12.Obraz ,tienna vodnej ffase“ (gulovita kardiomegalia) pri rtg. vySetreni srdca

sved¢i pre a) perikarditidu, b) myokarditidu, c) infekénu endokarditidu, d) plucnu
artériovu hypertenziu.

13.Fallotovu tetraldgiu tvori vSetko okrem a) defektu komorového septa, b)

obstrukcie vytokového traktu pravej komory, c) aorty, nasadajucej na defekt
komoroveého septa, d) defektu septa predsieni.



14.Modernu lieébu placnej artériovej hypertenzie, nazyvanu Specificka lie€ba
tvoria a) analogy prostacyklinu, b) blokatory ACE, c) antagonisty endotelinovych
receptorov, d) blokatory receptorov pre angiotenzin.

15.Do kategérie pl'ucna artériova hypertenzia nepatri a) idiopaticka plucna
hypertenzia, b) tromboembolicka plucna hypertenzia, c) pfucna hypertenzia pri
chorobach lavého srdca, d) plucna hypertenzia pri vrodenych chorobach srdca s
lavopravym skratom.

16.NajcastejSou pri¢inou nahlej srdcovej smrti po prekonani infarktu
myokardu je a) bradykardicka dysrytmia, b) tachykardicka dysrytmia, c) fibrilacia
predsieni, d) recidiva infarktu myokardu.

17. Kardioverter-defibrilator sa implantuje a) operaciou na odkrytom srdci, b)
transvendznym pristupom, c) v celkovej anestézii, d) v lokalnej anestézii.

18.Pacient s kardioverter-defibrilatorom neméze a) pracovat' s mikrovinnou
rurou, b) absolvovat’ vySetrenie NMR, c) cestovat lietadlom, c) fotografovat s
digitalnym fotoaparatom.

19.Pacienti s kardioverter-defibrilatorom pri riadeni motorového vozidla a)
nesmu riadit motorové vozidla, b) spésobuju menej dopravnych nehéd, c) nemaju
nijaké ¢asové obmedzenia v riadeni motorovych vozidiel, d) odporuca sa, aby
viedli motorové vozidlo az po 6 mesiacoch po dysrytmickej prihode.

20.Prucna artériova hypertenzia podla definicie znamena, ked’ stredny tlak
presahuje a) v postkapilarnej €asti plucneho rieCiska 25 mm Hg, b) v
postkapilarnej €asti plucneho rieCiska 35 mm Hg, c) v perikapilarnej Casti
plucneho rieCiska 25 mm Hg, d) v perikapilarnej Casti pfucneho rie€iska 35 mm
Hg.



