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Ablace komorovych tachykardii v
IKEM, 06/2006-12/2012
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Komoroveé arytmie

Polymorfni

Pri strukturnim postizeni srdce

Idiopaticke MALIGNI nebo

POTENCIONALNE

Monomorfni e

Pri strukturnim postizeni srdce

Idiopaticke BENIGNI




Idiopaticke
monomorfni komorové
tachykardie




Komorova ektopie z vytokoveho
traktu prave komory
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SUMMARY
99421 QRS complexes )
23796 Ventricular ectopics which represent 23 % of total QRS complexes A EXPERIMENTALN{ MEDICINY IK-E
0 Supraventricular ectopics which represent <1 % of total QRS complexes K A RD I O LO G I E

0 Paced QRS complexes which represent <1 % of total QRS complexes



Hermodynamika prfi komorove
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Vytokovy trakt

koronarni pohled

Epikard
LK

RVOT
volna sténa

Kapsicky
Ao chlopneé

=== [Misto typické RVOT septa . _
Modified from Marchlinsky et al



|diopaticka KT z vytokoveho
traktu LK
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Frekventni KES/idiopaticke KT

« Zkusenosti IKEM

Lokalizace Pocet
— 2006-2009 RVOT 36
— 77 pacientﬁ LVOT endo 6
— Primarmy vék 50£16 let /20 on :
Vena cordis magna 3
— Katetrizacni ablace Epikardidlné nad vytokovym traktem 6
ektOPICké aktIVIty Ao-Mi kontinuita 2
— USpéénOSt 84% PO prvnl' Baze LK mimo Ao-Mi kontinuitu 3
a dalsich 13% PO Interventrikularni septum 3
druhém V)’/konu Prevodni systém 5
Ostatni 5
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Kdy indikovat ablaci KES?

« Monotopni ektopie

Frekventni komorova ektopie

muze veést k: 99421 QRS complexes

0 23796 Ventricular ectopics which rcprcscn total QRS complexes
- SVm Dtom um 0 Supraventricular ectopics which représes % of total QRS complexes
_ ROZVOii KMP! 0 Paced QRS complexes which represent <1 % of total QRS complexes

Symptomy - Symptomy +

Pokles ejekeni RE ne RF ano
frakce +

Pokles ejekcni RE ano RF ano
frakce -
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Monomorfni komorové
tachykardie
pri strukturalnim srdec¢nim
onemocneéni




Vyboj ICD (20J)
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Principy katetrizacni
ablace

Monomorfni komorove
tachykardie




VTs In structural heart diseases

Principles of modification of arrhythrnogenic substrated

VT circuit

(dashed = intramural) VT circuit

(dashed = intramural)

Encircling Endocardial
Ventriculotomy

Catheter Ablation

Subendocardial Resection _ n Hl%F
Reddy V, et al. JACC 2003



Mapovani arytmogenniho
substratu

12.30mV

Integrovany pristup

* \ytvoreni voltazove mapy LK
pri sinusovem rytmu

* Anotace

— Fragmentovanych potencialu
VT#1  VT#2 VT #3 VT #4 — Pozdnich potenciéll"J

S - « Pacemapping
— |dentifikace kanalt pomalého

T e, i i, i oS vedeni pro vyvolatelné KT
WL e RS — Vytvoreni abla¢nich linii napfi
Y S B IS R R, g ol o BRTS , , p

B P T A, s S kanaly pomalého vedeni

) e — INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY as
el KLINIKA KARDIOLOGIE n II§/F



Perikardialni punkce
(bez pFitomnosti vypotku)

&

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY gdl
KLINIKA KARDIOLOGIE n II§/F



Epicardial mapping
Multicenter experience

Della Bella et al Circ EP 2011

« 218pts with epicardial ablation in 6 high volume centers
— CAD in 39%, DCM in 30%, ARVC 6%, 25% other

» Acute success rate 71%, recurrence during follow up 31%

Prague’s experience

« 33 Pts within 2006-2012 had epicardial catheter ablation
— ARVC 21%, Nonischemic CMP 42%, CAD in 15%

* Most benefit of epicardial mapping and ablation
was present in ARVC and nonischemic CMP
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Post myocarditis




Sarcolidosis

LC6O-Cl #

” -Left
v_entricle
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Arytmicka boure

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY gdl
KLINIKA KARDIOLOGIE n II§,IE



Elektricka boure — lécebné moznosti
« LécCba odstranitelnych pficin:
— Uprava hypokalémie, korekce ischémie, CHSS,
vynechani léku
« Hluboka sedace — umela ventilace
« Farmakoterapie:
— Betablokatory
— L.V. amiodaron

« Overdrive pacing, optimizace ATP (ICD)
« QNefarmakologicka lecba
— Katetrizacni ablace

— Chirurgicka ablace
— Mechanicka podpora, HTX

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY 4
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Katetrizacni ablace boure
Zkusenosti IKEM

Survival impact of recurrent storm despite ablation 2004-2008, 50 ptS S arytmiCkOU bOU‘ﬁ, LVEF

E o 29+11%, 75% ICHS

£g | Inducibilni KT/pt 2,8+1,8, 22% incesantni ,

g3 ™ . 27% polymorphic, epikardialni pfistup u

E E N —— Recurrent storm 8% p‘ﬁpadﬂ

a - No recurrent storm Klinicka KT odstranéna po 1-3 vykonech v
0 , , , , 84%
Y e 44% nevyvolatelné, 40% vyvolatelné pouze

rychle neklinicke KT, 6% selhani, 11%
Prediktory umrti/transplantace netestovano

14 pts (28%) zemfielo béhem 2 let

— 2 pts zemfreli na recidivu arytmické boure

3 pts zemreli béhem 1 tydne po ablaci na akutni srdecni
selhani

— 8 pts zemfreli v odstupu — nejvice na srdeCni selhani

Nizka EF LK (22+3% vs 31+12%, p<0,005)
Recidivuji boufe navzdory ablaci (p<0,05)

cinica karoiotocrt [ UKF
Kozeluhova M, et al. Europace. 2011 Jan;13(1):109-13.



Polymorfni komoroveé
tachykardie/fibrilace
komor...




Fokalne spoustena pKT/FIK
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Ablace spousteciho loziska
fibrilace komor

e 20 pts po IM (prum vék 6110 let, 5 Zeny), EF levé komory 25£7%

« VSichni s elektrickou boufi (fibrilaci komor) spousténou extrasystolami
— U 10/20 (50%) — ablace pfi umélé plicni ventilaci

« Lokalizace loziska: pfevodni systém, mimo prevodni systém u 3/20
« KatetrizaCni ablace:

— Akutné uspésna v 17/20 — odstranéni spousteciho loziska

— Nutnost vykon opakovat 5/20 (25%)

« Follow up
— 6pts zemrelo na srdec€ni selhani, 3 pacienti Casné po vykonu

Pelchl P’ et al JICE 201012751_59 INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY n IK_E
KLINIKA KARDIOLOGIE M



Casovani intervence u

pacientu s ICD

SMASH VT
/V—TACH trial

KT - ICD ze Arytmicka boure

sekundarni /

prevence
g

Profylakticka \ Ojedinélé vyboje/ATP
implantace ICD

—> Rekurentni epizody KT

Pacient se strukturalnim
onemocnénim srdce

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY gdl
KLINIKA KARDIOLOGIE n H§/F



Table 2 Indications for catheter ablation of ventricular

Katetrizacni ablace komorovych arytmii
Co rikaji guidelines?

tachycardia

Patients with structural heart disease (including prior Ml, dilated
cardiomyopathy, ARVC/D)

Catheter ablation of VT is recommended

1.

for symptomatic sustained monomorphic VT (SMVT),

including VT terminated by an ICD, that recurs despite
antiarrhythmic drug therapy or when antiarrhythmic drugs are
not tolerated or not desired;”

for control of incessant SMVT or VT storm that is not due to a

transient reversible cause;

. for patients with frequent PVCs, NSVTs, or VT that is

presumed to cause ventricular dysfunction;

4. for bundle branch reentrant or interfascicular VTs;

for recurrent sustained polymorphic VT and VF that is

refractory to antiarrhythmic therapy when there is a
suspected trigger that can be targeted for ablation.

EHRA/HRS Expert Consensus on Catheter
Ablation of Ventricular Arrhythmias

Developed in a partnership with the European Heart Rhythm Association

(EHRA), a Registered Branch of the European Society of Cardiology

(ESC), and the Heart Rhythm Society (HRS); in collaboration with the

American College of Cardiology (ACC) and the American Heart
Association (AHA)

Patients without structural heart disease
Catheter ablation of VT is recommended for patients with idiopathic VT

1. for monomorphic VT that is causing severe symptoms.

2. for monomorphic VT when antiarrhythmic drugs are not
effective, not tolerated, or not desired.

3. for recurrent sustained polymorphic VT and VF (electrical
storm) that is refractory to antiarrhythmic therapy when there
is a suspected trigger that can be targeted for ablation.

VT catheter ablation is contra-indicated

1. in the presence of a mobile ventricular thrombus (epicardial

ablation may be considered);

2. for asymptomatic PVCs and/or NSVT that are not suspected

of causing or contributing to ventricular dysfunction;

3. for VT due to transient, reversible causes, such as acute
ischaemia, hyperkalaemia, or drug-induced torsade de pointes.

Management of patients receiving implantable
cardiac defibrillator shocks

Recommendations for acute and long-term patient management



» Katetrizacni ablace K1 je indikovana:
J Idiopatickych KT
U arytmicke boure /incesantni KT

U pacientu s ICD s opakovanymi
Intervencemi

» Katetrizacni ablace sirokeho spekitra KT
Vyzaduje speciiicke zkusenosti a vybaveni,
a proto by mell byt pacienti referovani do
specializovanych center:
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