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CIACEH BUTAAEH XUBEPHUPALLL MUOKAPA CAEA TTKA. TPOMSTHA
HA BKAKOUBAHETO HA TI-201 B AVICCUHEPTUYHATA OBAACT

M. FapueBa, 0. AxopzoBa®, U. [Tempo8*, E. [TunepxoBa™”, E. [Lletipemoba
KauHuyen yeHmsp 10 HyKAeapHa MequylHa, *Kaunuka "CB. ExamepuHa’,
Mequyurcku gakysmem, Copus
**HayuonareH onkorozuye yueHmsp - Cogus

SALVAGE OF VIABLE HYBERNATING MYOCARDIUM AFTER PTCA.
THALLIUM UPTAKE CHANGES IN THE ASYNERGIC SEGMENTS

M. Garcheva, J. Djorgova®, I. Petrov?, E. Piperkova™*, E. Sheiretova
Clinical Center of Nuclear Medicine, *Clinic "St. Ekaterina', Faculty of Medicine
+*National Institute of Oncology, Sofia

llocpegembBom CIIEKT-mioxapgHa NEPPYIUOHHA CUUHMUZPAPUA U KOHMPACIIHA BeHmpukyroeapus ce onpegeAsm NoMeRume & nep-
IaUAMA U HYHKULOHAAHOMO CHCMOSHUE Hia AnBama kamepa npu 8 nauenma ¢ 17 XpOHUNHY ORAY3UL Ha KOPOHApHUME apmepul, Hac-
munbawiu & ghvaeceven cpox om [TTKA. [pequ FITKA upes pecm-npepanpeqenumesrarma mexHuka ce ymovraba HAUUMUEMD Ha Buma-
A8 XUBEPHUPAW MUOKAPG B qUCCUHEPRUHUME JNACTBLU Om oBwo 30 cezvenma, cBupsany € quccuHepeu, 14 €a ¢ XUNOKUHEIUS, 11 -
c akuHesus, 5 - ¢ quekumesud. 20 om max @ ¢ gaHu 3 Gumaner, xubeprupaw muokapg. Taxa ce npegemaBam UKL XUNOKUHEMUMHU
u 6 om akuHemuumume cezvesmu. Mpomeru Bv8 Bruovbarnemo Ha 71-201, pecn. wa nepgysuama creg [TKA, ce vermaroBabam npt 15
o MK, KAMO GCMAHAAUME 5 € COBP3AHU € HAAUYUE Ha PAHHU UAU KBCHU YCAOXHEHUS K3 NPOUEGYPama {wa npaxmuxa Bes penepgyaus).
MposgHania B KUHEMUKaMA HA JUCCUHEPRUYHUME CeaMeRmLl creq (TTKA ce uzpasatia B HOPMAAUBUDAHE Ha KUHEMUKAMA Ha 6 O sunNuKt-
HEmLHUME 1 NOGOBPEHUE HA KUHEMUKAMA Ha 6 O aKUHEMUNHUME CE2MEHNL, C KOEMO ce nposens OBURM BEOU HA guecurepaut-
Hue WacbuL U BUga Ha KUHEMUNHUME HAPYUIEHUS, TMogoBpereno B obwama ppakuus #a usnmackBare (cpegro ¢ 8.8% £ 5.6 %)
€ M0-U3PAIRHO NPU NPEoBIagABaHe HA XUNOKUHEMUYHUME CeaMEHmL 8 MepuUMOpUAIMA Ha OKAYSUAIMA, HO €8 CDLUA U MOXE 1 € SHaN-
MEAHO U MPU HIAUYUE HA KUHEMUYHU CEZMEHMU C Bumanen xubepHUpawy MUoKapg. Pecm-npepaipegesumeHama MuokapgHa nepdysu-
oHra cuunmuepagus ¢ T1-201 onpegens KOPeKMHO CE2MeRmUme ¢ xubepHupay MUOKAPG U MOKE Ga CAYAU 30 NPOSHASUPaNE Ha yHRUL-
oHaarome nogoopenue. [pobegeromo uscreqBane nomBepxgala npurexusocmma U GYHKUUOHAHONO OMPIDKEHUE Ha [1TEA npu xpo-
HUMHU OKAY3UU, NpAKO CBbp3aHO € NPO2HO3AMA.

In 8 patients wath 11 chronic occlusions the changes in the myocardial perfusion and feft ventricular function were determined before and 2
months after PTCA by SPECT perfusion scintigraphy and contrast ventriculography. The presence of the viable hybernating myvocardium was
evaluated before PTCA in the asynergic segments by rest-redistribution technique. Out of 30 segments with kinetic abnormalities 14 were hy-
pokinetic, 5 - dyskinetic and 11 - akinetic. 20 segments (67 %) showed a presence of viable myocardium, including all of the hypakinetic
and 6 from the akinetic seqments. In 15 of those segment with wall motion changes we also found alterations in the T1-207 uptake after
PTCA. The 5 resting segments were related to early or late complications as a result of revascularization and remained without any reperfu-
sion. The kinetic changes after PTCA consisted in normalization in 6 of the hypokinetic segments and improvement with 1 degree in 6 of the
akinetic segments. Thus the total number of segments with dyssinergy decreased including mainly the segment number presented before the
procedure with severe abnormalities. The improvement in the left ventricular ejection fraction (x = 8.8 % +5.6 %) depended on the degree of
the kinetic abnormalities. the kinetic improvement was remarkable after reperfusion of hypokinetic regions, but this trend also appeared in the
akinetic regions with viable hybernating myocardium. The study confirmed the benefitial effect of PTCA on the left ventricular function in pts
it chronic cxclusion as being directly related to the pregnosis. The rest-redistribution T-201 myocardial perfusion scintigraphy correcthy
determined the hybernating myocardium and predicted the benefit of the procedure.

Key words: angioplasty, fransluminal, percutaneous coronar}f,"myocardfaf reperfusion; coronary disease/surgery; ven tricular
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MepkymarHa mpaHcAymuHaAHa areuonsacmuka npu
nauueHmu c xporuuHo okayguparu kopoHaptu cbgobe -
nbpBuueH ycnex U 0Cmpu YCAGKHEHUS

HO. AkopzoBa, W. Mempo6, C. NoBeB, M. KonmeBa

Viubiepcumemcka Goaruug ,C8.Ekamepuna®, Codus

Pestome

KopoHapHama mpaHcAyMUHaAHa aHzuonaacmuka npu XpoHusHu koponapru okaysuu ce ctibps-
fa ¢ no-Huckk nuploHadasen yenex. 3a ga onpegeaum nbpPOHAYAAHUSIM Yonex U oueHum Bbs-
moskHume kauHuuu u ;1|-|;:uruapac|)t'.ku nokazameau, chhpiadu ¢ nbploHaudatus yenex u acm-
pume yeaokHenusi, Hue uscaegfaxme 84 nayuermu ¢ XpoHUUHa kopoHapHa okaysusi, npemuHa-
au npes Kaurukama no kapguoaozus kim VB ,CB.Ekamepunia’ 3a nepuoga om sHyapu 1991 2.
qo 10HU 1995 2. 64 om naugenmume (76.2%) ca miske, u 20 (23.8%) ca skeHu, npu cpegHa
Buapacm obuwo 53 £ 10 2ogunu.

Mupbusen avzuozpadicku yenex Ge nocmuzHam npu 67 HoaHu /79.76 %/,

Om aHaausupanume nokasameau, cmamuemuyecku 3HAUUMU 33 NOCMUZAHE Ha yenex ce oka-
saxa caegrume akmopu: (yskuuorasta okayausl, usmoser kpatl Ha chga Ha msicmomo Ha ok-
AYAUSIA, NO-ZOASM (JUAMEML Ha GUAAMUpPAHUS Chy. Om gpyza cmpada gafiHocmma Ha
okaysuama, Haaluuemo Ha chispatiauu Mbridging/ koaamepaau, no-makusm guamenup Ha Chaa
U momantamd U]\'AY‘U?I A (i)rll(l'ﬂﬂ] i, ['![){Tf.’f‘lt'l.-'\il-’..dlllU |‘IQY{".I'1(-]X.

Humo egui om uscaegbanume dakmopu Hamawe omHowenue Kem ocmpume YEAOKHEHUS,
Om mekkume yeaoskrenust cimo npu equi nauueHm (1.19%) ce HaaokU onepauust no cnewl- ]
HOC. 5
Waogu: NTKA e memag, kotimo moke ga ce uznoaitia s reveHue Ha natueHmu € XpoHUHHo
okayqupanu kopoxapHu chgolie e 3agotionumeneH pesyamam u nucvk ouakBan puck.

KarouoBu gymu: xpoHuuHa kopoHapxa okaysus, aeuenue, [TKA

Summary

Percutaneous transluminal coronary angioplasty of chronic occlusion: primary success and
acute complications i
1. Jorgova, . Petrov, S. lovev, M. Konteva

Percutaneous Transluminal Coronary Angioplasty (PTCA) of chronic total occlusion is known o
be with a lower success rate than angioplasty for stenotic lesions. In this study our aim was o
delermine the success rate and assess dinical and angioplastic variables associated with success {
and complications. E
We analysed the results of PTCA for chronic occlusion in 84 patients, performed in the Cardiol- '
ogy Clinic of ,S1. Ekalerina® Universily Hospital from January 1991 to June 1995. 64 167.86%)
of our patients were men and 20 (23.80%) women. The average age was 53 + 10. All palients
were with dinical duration of the ocdusion of more than one month, 57 (67.86%) of them were
with total ocdusions, and 27 (32.14 %) - funclional. Most of the palients were with angina class
Il - 45 (53.57%) by the Canadian classification and 28 (33.33%) - class V.

45 patients (53.57 %) were with single vessel disease and 39 (46.43%) were with multivessel
dilese. 17 patients (20.24 %) were with left ventricular ejection fraction of less than 35%.
Primary success was achieved in 67 (79.76%) patients.

Success rale in patients with total occlusion was 75.44 % and with funclional 88.89 %. .
The statistically significant predictors of success were functional occlusion, tapered end of the l
ocusion and larger diameter of the vessel. Bridging collateral, duration of occlusion and abrupt f
marphology at the point of the occlusion, as well as smaller diameter of the vessel were found

to be very strong predictors of failure.

Major acute complicalions were very rare - only 1 (1.19%)) patients had Lo have an urgent CABG.

No dlinical or angiographic variables had any impact on the complications rate.

Conclusions: PTCA can be used as a revascularisation method with a satisfactory success rale

and a very low risk of major complications.

Key words: chronic coronary occlusion, treatment, PTCA
Heart-Lung 2 (1996), 3, 86-90
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W3caeagati ca 0B 40 BoaHu ¢ nexemmuuna boaect Ha copuero (MBC), pasaeaeHn pa pgse rpynu: | rpyna - 20
Boann ¢ ancdyHkums Ha aseara kamepa (AK) u ll rpyna - 20 6oaxu Bes gnedyrruus Ha AK. Mpy Bcnukn BoAHu
byHkumaTa Ha AK € oueHeHa exokapanorpabekn w/nan anrmokapavorpadekn, Komnomeprara 0bpabortka Ha
EACKTPOKAPANCTPapCKUTE 3K & U3sbpLueHa C anapar na Gpupmara , LLnaep”. Camocronieato ca onpeaene-
HI NOKA3aTeANTE 38 BapUabuAHOCT HA CHJABMHATA YECTOTd U KbCHI NOTEHUMaAN. HarpaseH e OfiiT 3a OUEHKA Ha
HEOBXOAUMOCTTA OT WICABABAHE NOOTAEAHO AW 3ACAHO Ha BAPHaDUAHOCTTA HA ChpABUHATA MECTOTA U HA KbC-
HUTE NOTEHIMAAN C OFAGA NPOTHO3aTa npu Doannie ¢ IBC 1 ACBORAMEPHA ANCHYHKLNS.

LieAta Ha NPOYYBAHETO € AQ C€ ONPEAEAN HAATHIIETD 1 KOAMYECTBUID BUTAAEH MNOKAPA NPY XPOHUYHI OKAY 31K
Kato NPEAMKIOP Ha (yHKUHOHAAHOTO NOADDPEHIE CAGA PEKAHAAM3ALMA Ha Chad. VscreaBann ca 8 BoaHwn (7
MBKE 11 1 skeHa 0T 38 AD B5T.) C OKAY3MS HA KOPOHAPEH CbA C AABHOCT 01 2 A0 14 MECeua 1 3Ha4YNTEAHN KUHETIY-
HY HAPYLUEHS HA ChOTBETCTBALLUS y4aCTLK 0T AcsokamepHara creia, CTEKT-mnokapaHara nepgysnonHa Cunm-
Turpadms ce HIBLPLUBA N0 PeCcT-NpepasnpeseanTeAHa Texrinika, CermeHTinie, CEbp3aHn C OKAYANPaHIs CbA ce
OUEHSIBAT KOAMYECTBEHO, KaTo BkaouBaHeto Ha T1-207 ce npeaciass 8 NPOUEHT 0T MakCUMAAHOTO 33 ChOTBET-
HUS cpes. KHETHUHUTE HAPYLUERNS Ce OUSHABAT KATO XUMO NAN &/ANCKIHETIYHA.

VCTaHORSBa CF, Y4e BCAYKY CEMMERTU C AAMCKIHEIMS nmal Braiobsane Ha T1-201 £ 53 %, a Ye3n ¢ xunokuHesuns
2 60%. Karo sumaniun ce OnpeACAsit NOCAGAHMTE, KAKTO W TESN C NOAOGDEHNE Ha BKAIOYBAHETO Ha 4 Hac C
2 10%. O1 52 cermeria, CBBRIAHN C OKAYANPEHIS Cuf, AAHHN 33 BUTAAEH MUOKA[A UMa NPK 35-67%. CLOTHO-
LIEHHETO BUTAAMIA/HEBITAAHN CETMEHTI € HE3HAUAMO NMO-BUCOKY MNP AGBHOCT Ha OKAY3uaTa < 6 meceua - 18/7,
OTKOAKOTO NP AQBHOCT =6 meceda - 17/10. Fima 3Haunma  passika B CbOTBETCIBUETO BUTAAHU/HEBUTAAHN
COTMEHTH MPH HAAMHME 1 ANTCA HA KOAGTEPAAHD KpbBBOOPLLLEHHE AMNCaTa Ha KoAdTepanu obaue He npeackassa
AMTICA HA BUTANEH MITOKAPA.

M3caeapani ca 30 Boanm ¢ Viexemnuka Goaect Ha copugto MMBC/ (cp.sbspact 56.7 + 7.4), 6e3 muokapaeH
urdapir, 0T kouto 20 ca Cbe CMTHIGUKAHTHA BAHOKACHOBA AE3US, a 10 € ToTarHa OKAY3UA Ha EAMH KOpOHapeH
cba. OnpeaeaeHa e CcermeHTHara GyHKUMS Ha ACBOKAMEPHIA MIOKAPA KATO CKbCaBaHe ["Woprennnr'/ w
saKkbCHsiBane Ha kotmpaxkimara ' Tanm auaei'/. ColUUTE NOKAZATEAN Ca MBCARABAHN U CACA lpUAaraiie cybanreasno
Ha HuTporanuepun, Karo Gasa 3a cpashenne ca crofiHoctute o1 20 nauuedTa ¢ HOpMaAHa KOpoHapHa
mopdoaorusi. OtunTa ce AOMIHNpaLLa abHOPMHOCT 3a ONPEABAEHI CEMMEHTU: aHTEPONATEPAARH, annKaAeH 1
nocTepoBasanet - C LIOPTEHIHT, @ NPt aHTepoBasanis i anadparmane - cbots. ¢ Taiim gnaei. Kato Hesasncnm
nokazarea Tanm-Anaei ce n3aBasa CamocToOATEAHO B 18 % OT M3CAEABAHITE CETMEHTH, 8 3U8AHO CbC CETMEHTHOTO
ckbesiBae /LLoprenunr/ yBeAuasa cermenTHara abHopmHoct o1 22% A0 40%.

Peayumparero Ha abHOpmH#TE cermenTi, Kato abcoaoTeH BPOR U NMPOUEHT, CAeA NPUAATAHETO Ha
HITTROTAVLIEPMH AEMOHCTPUpa, ye "LLlopTeruHi" u "Tanm Anaei” ca nigsa Ha MUOKapAHa xnbepHauys, Karo
nocaeaHata GOpMa € U ChC CBORTO CaMOCTOATEAHO 3HANeHWe, OTPasfsalo yHKLMOHAAHOTO CbCTOsIHUE HA
AEBOKAMEPHUS MIOKAPA B YCADBIASTA HA XPOHIMHA KOPOHAPHA HEADCTATLHHOCT.



Cexuus ,ViHTepBeHLUOHAAHA KapAvoAorusa”

[oaemuHaTa Ha sarybeHaTa MycKyAHa maca OKassa OFpOMHO 3HA4YEHNE BLPXY Banskara it AareuHata nNporHo3a,
ripi BoAeH € ocTbp mnokapaeH nHdapkr (OMU). PaHHoTO 1 CHUIYPHO OTBAPSHE HA OKAYAMPAHATa KOPOHapHa
apTepusi, OrPaHNYaBaHETO Ha MUOKAPAHATA NCXEMIA M CbXPAHSTBAHETO Ha AEBOKamMepHaTa (AK) dyHrums e oc-
HOBEH NPOBAEM Ha ChbBPEMEHHATA KAaPAUOAOTIA.

B HaCTOALLOTO NpoyuYBaHe e aHaanaupar pesyatarute o1 PTCA usBbpLieHa B NbpeuTe 4acose Ha MW u npun
B0AHN B Kapamorenen wok, 8 VB ,Ce. ExarepuHa” - Codns, 3a nepuoaa o1 1893 - 1996 roa,.

MATEPUIAA 1 METOAM: Wacaeapann ca 0Buio 22 BoAHY, pasAEAEHN B ABe Tpynu - OMW 1 kapanoreHeH
wok. Mpn scuukn e nposeaexa PTCA, kato npu eaHa YacT OT cayvavTe ¢ OMMW - nupsiyHa PTCA (a0 wectus
4ac 0T HauaAoTo Ha MU ¢ uan Bes pubpuroansa). NauueHTuTe Ca NPOCAEARBAHM 32 NOSBaTA HA PaHHU (paHHa
CMBPTHOCT, pe-nHbapkT, KoporapeH Baiinac no CNEWHOCT) 1 KbCHI YCAOXHEHIS ( peLunAnB Ha AT, nostopeH
MW, naanosa CABG xupyprus, pe-PTCA n kbcHa CMBPTHOCT) 3 NEPUOA 0T b 40 12 meceua.

PE3YATATW: MNpu npocaeasiBaHeTo Ha nauuexTure B rpynara c OMW - paHH ycAoXKHeHus He ce Habaoaasa-
xa. KbCHI YCAOXKHEHIWS - NOBTOPEH MuOKapaeH nHbapkT ce HaBAIOARBA NPH EAMH NALKMEHT (4,5 %) € MHOTOKAC-
HOBa KOpOHapHa BOAECT, 3aBbPLUNA AETAAHO 1 NAaHOBa CABG Xnpyprinsi pu €AMH NAUMEHT (4,5%) C MHOTOKAO-
HoBa.xopoHapHa Boaecr. B rpynata ra BoaHuTe C KAPAVIOrEHeH LWOK - PAHHN YCAOKHEHNS - CneLLeN CABG npn
ABaMa NaLIEHTI C MHOFOKAOHOBA KOpOHapHa boaecT. KeCHut yCAOKHEHNS He ce Habaioaasaxa.

W3BOA: PTCA & HAAERAEH METOA 3a PEBACKYAZPM3ALINA B NLPBUTE HAcOBe Ha OMI u cpeacteo Ha n3bop npu
KApAMOreHeH LWOoK.

L
e

Marepuaru u metoan: CAeA BLBEKAAHETO Ha PTCA, T8 Ce npesbpHa B OCHOBEH METOA 3a AeveHue Ha HATT,
HENOAAABALLA CE HA MEANKAMEHTOZHO Aeuerne. Hanpasy ce aHaa3s Ha pesyAtatute ot PTCA npu 54 natpentu
c HAM ot 1991 r. o0 despyapu 1996 r.
MMaupeHTuTe Ca rpynupaHin Cnopea;
1. Hosonosienaa ce nan axkueaepupalia Afl
2, Crenokapansi 8 nokoii ¢ EKI' npomer
3. PaHHa noctuHgapkTHa CTeHoKapAus
Copmupar ce 2 OCHOBHW rpyni:
1. NMepeuuro crabnansupana HAT - ¢ 0TA0KEHa CnewHoCT
2. PedpakrepHa Ha MEANKAMEHTO3HA Tepanis HAI - no cneLwHocT
MNaupentute Baxa HabaoaasaHu 3a: :
Al PaHHIN YCAOKHEHNA
a/ cMmLpTHOCT
6/ mnoxkapaen nHbapkr
s/ CABG - no cnewuHoct
b/ KbCHI YCAOKHEHNA
&/ peunAne Ha CTEHOKApPANATA
&/ MIA
B/ nnanos CABG
o/ re - PTCA
A/ KbCHA CMBPTHOCT
[epnoa Ha HabawoagHe 6 - 12 meceua.
PesyaTatu7
1 rp. 39 naumenty 72,2%
A. PaHim yCAOKHEHUS: paHHa CMBPTHOCT 0%; ocrsp M 5,1%;CABC no cretuHoct 2,6%
B. KbCHI YCAOKHEHIS: PELIANE Ha CTeHOKapAvsiTa 23,1 9%; MU 2,6%; kbcHa cmsprHocT 2,6 %; CABG 7,7 %0}
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OGo6uieHy pe3ynTaTy oT NepkKyraHHa TpaHCIyMiiHaHa
KOpOHapHa aHruonnacTiika B NWB ,,Ceerta ExatepuHa™
sa nepuona 1991 - 1994 roguHa

0. Mxoprosa, W. Merpos, b. Aues, . Haues, An. Hupkos
[IspxabHa uHcmumymcka 6oaHuua "Coema Examepuna' - Cogus, gupekmop npog. Aa. HupkoB

1991-1994

Summent up Results Percutaneous Transluminal
Coronary Angioplasty According to the Case Material
of the St. Catherine Hospital, Covering the Period

Y. Jordanova, |. Petrov, B. Atzev, G. Nachev, A. Chirkov

MpaBu ce aHanWs Ha pesynratute or PTCA npu 164

nauvenTv 8 [IVB "CeeTa EkaTepuHa” 3a neprona sHyapi

1891 - anpwun 1994 r.

MauueHuTe Baxa pasgensHu B YETUPK rpyni:

|. CTabunHum cteHokapams,

{l. HecrabunHa cTeHoKapaua:

a) NLPBUYHO CTaBUNUaMPBaHE,

6) pepakTepHa KbM NedeHue.

Hl. OcTup MuokapaeH uHbapkT (CMU).

V. Tuxa ncxemus.

MauneHTUTE ca BUNK HabnoJasaHKn 3a nossaTa Hat

‘A) PaHHN YCNOXKHEHUA:

) CMBPTHOCT; B) MuoukapasH urdapkT (MU); B) KopoHapeH

Wnac nNo cneLuHocT,;

KbCHW yCNOXKHEHUA!

) peuMavB Ha cTeHokapauaTa; 6) MioKapaeH UHGAPKT,

) Hy)KQa OT KopoHapeH Gaunac r) pe-PTCA, f) KbcHa

MbPTHOCT.

MepuoasT Ha HabnopeHWe Gele or 6 po 12 Meceua.

e3ynTam:

Tpyna - 1) parH1 YCNOXKHERUA - paHHa CMBPTHOCT - 0 %;

‘oeTbp MW - 0%; CABC no cnewHocT - 5 %; 2) KbCHU

PKHEHWA - PELIMAMEB Ha CTeHOKapIWATa - 8,4 %; MA -

o KbCHa CMBPTHOCT - 0 %; u3bupatenda CABC - 0.8

pe-PTCA - 6,5 %.

yna- 1) paHHu YeNoXHeHla - paHHa CMbpTHOCT - 0 %;

op MU - 6 %; cnetwHa CABC - 3 %; 2) KBCHM YCNOKHEHIA

KbCHa CMbPTHOCT - 6 %, peunane Ha cTeHokapansTa- 10

£ MU - 6 %; uabuparenHa PTCA- 14 %.

pyTa - 1) ParHY YCIOKHEHIAR - PaHHA CMBPTHOCT - 0 %,

p MU - 17 %; cnewna CABC - 17 %, 2) KbCHM

EHIUA - PELIUAMB Ha CTeHoKapauATa - 17 %, M- 17

KhCHa CMBPTHOCT - 17 %, 3bupatenta CABC- 0 %, Pe-

-0 %.

a-1) paHHH YCNIOMHEHUA - PaHHa CMBPTHOCT - 0 %,

MW - 0 %; cnewna CABC - 0 %, peunpus Ha
apams - 18 %, kbcer MU - 0 %, KbCHa CMBPTHOCT - 0

Gupatenta CABC - 0 %, pe-PTCA- 18 %.

e b6HesonaceH W HaaexneH wmeTtold 3a

Napy3aLMa He Camo Npu NaumeHTh cue cTabunHa

apous, HO Cbluo Taka u mpu 6onHU C OCTPY

{PDHY CUHAPOMU.

au oymu: PTCA, CTABMNIHA CTEHOKAPOVIA,
SWNHA CTEHOKAPOVIA, OCTBP MU

Objectives: The article reviews the results of PTCA in
164 patients in Hospital ,St Ekaterina” in the period
January 1994 - April 1284,

Methods; Patients were divided in four groups:

| Stable angina

il Unstable angina

a) primary stabilized

b) refractory to medical treatment

Il Acute myocardial infartion (AMI)

{V Siientischaemia

Patients were followed for:

1.) Acute complications

a) mortality

b) myocardial infarction (M)

c) emergency CABG

2.) Late complications

a) recurrent angina

b) Ml

c) elective CABG

d) re-PTCA

e) late mortality

Follow-up period was 6-12 months

Results: | group 1) acute complications - early mortality
- 0 %; acute MI - 0 %; emergency CABG - 5 %; 2) Late
complications-recurrent angina - 8.4 %; M- 1.5 % late
mortality - 0 %; elective CABG - 0 %;: re-PTCA - 6.5 %.
| group 1) acute complications - early mortality - 0 %,
acute Ml - 6 %; emergency CABG - 3 %; 2) Late
complications-late mortality - 6 %; recurrent angina -
10 %: M| - 6 %: elective CABG - 11 %; re-PTCA - 14 %.
lil group 1) acute complications - early mortality - 0 %;
acute MI - 17 %; emergency CABG - 17 %, 2) Late
complications-recurrent angina - 17 %; Ml - 17 %; late
mortality - 17 %; elective CABG - 0 %; re-PTCA -0 %.
IV group 1) acute complications - early mortality - 0 %;
acute MI - 0 %; emergency CABG - 0 %, 2) recurrent
angina - 18 %; late Ml - 0 %; late mortality - 0 %; elective
CABG - 0 %; re-PTCA - 18 %.

Conclusions: PTCA is a safe and reliable method for
revascularization not only in patients with stable angina,
but also in patients with acute coronary syndroms,

Key Words: PTCA, STABLE ANGINA, UNSTABLE
ANGINA, ACUTE MI
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re-PTCA 13,4%

2 rp. 15 nauuenru 27,8 %

A. Parnn yeAOKHEHNS; parta cmsprHoct 0%; cnewen CABG O%; ocrep MU 6,7 %.

B. KbCHYM YCAOKHEHS; PELWANE Ha CTEHOKAPANATE 40%; MW 13,3 %; kecHa cmbprHocT 6,7 %; CABG 13,3 %;
re -PTCA 20%

Uzsoam: Hesasucumo o7 nosuiLienns puck ot paHHm yeaoxHenus, PTCA npu HAT, ce npanara ¢ A00bp pe-
BYATAT 1 HUCHK NPOLEHT Ha YCAGKHEHU. MeToabt e Besonacen 1 HAAEKAEH, anTEPHATIEA Ha OnepatusHa

peBackyAapuiaLis 1 Ce Npuaara Npu BCHYKN NaLUeHTH ¢ HAT, 4nsiTO KOPOHAPHA @HATOMUS MO3EOARER, 1 BOA |
AQ 3HAUMTEAEH YCMEX MO OTHOLIEHUE Ha PaHHaTa CMBPTHOCT 2,1% nMIN6,1%.

BLAPEKM YCTIEWHNTE AHFUONAACTUKN, NPOLUEHTLT Ha PaHHUTE YCAOKHEHNS BCE OLLE & BUCOK. Mo autepaTypHu
AaHHU 3 A0 5% /cpeaHo 4,2%/ @ ocTpoTO 3anyuiBaHe Ha CbAd, NPEAN3BIKAHO OT TpoMBO3a MAN Ancexauns,
KaTo MOBEACHNETO € NOBTOPHA aHMOMNAACTINKE, NTPOABAKMTEAHO PasAyBaHe Ha CTRHAAPTEH WA aBTON epdysno-
HEH KaTETbP, BOAELLO B NOBEUETO CAyHam A0 A0BLP pesyatar. [Tpu Heycnex MOXe Aa Ce 3NOA3YBa UHTPaKopo-
HapeH CTeHT uAv AasepHa BasorHa anruonsactuka. B noseueto cayyan obuuaiinuTe ANARTAUNOHHN BaAoHU
[IPeAMIBUKBAT EHAOTEAHO PasKLCBAHE, NHTHMAAHI QUCYPM, YNATO TIEHETPALMA KbM MEAVRTA MIPEAN3BUKEA AO-
KAAM3NPAHO PA3CADABAHE Ha CTEHATA Ha CbAA 1 CEOTBETHO ANCEKMPALL Gaen uan nHTpamypaseH xemarom. Kom
TO31 MPOLLEC CE BKAIOYBA KOPOHAPHNS Ba30CNazbm, aKTHBMPAHETO Ha TpomBoumTITE, BOAELL AO DDpasyBaHe-
10 Ha oBrypupaLL TPomME UAI €Ta3a Ha KPLETA OT AUCeUMpanms daen.

MATEPHAAI Y METOAMKA: Mo avteparyprn saHHW asTonepdy3uoHHUTE KaTeTpi No3soAasar nHdAaLLAS
PA3AMYHE MPOALAKNTEAHOCT De3 AaHHM 30 MUOKaPAHE VCXeMns [kamHnsnia, EKT, eHznmHp/ CbOTBETHO OT 3 M-
Myt AQ 5 taca, B 1asm cratis ca onucakns b caydan C pasaysate Ha agronepgysnoHHus katetsp /ATIK/ noseve
a7 60 muH,, Makcumanno 24 vaca.

MayreHTnTe ca npOCAEAEHN 3a:

1. PanHa cMupTHOCT

2. Pe- MW

3. Cnewen ACB

4. Baowasane Ha AK-(yHKiing

5. Panna pe-tpombosa

lNeprioa 3a npocaeasiBare- 24 4aca A0 3 meceta.

1. PanHa cmepTioct - 0%

2, Pe-MU - 13,33% fepnn cayqadn/

3. Criewen ACB - 13,33% /eaun cayuain/

4. Browasane Ha AK- dyHkuus - 0%

5. Panna pe-TpomBo3a - 13,33 % /eAun CAysait, HENOCPEACTBEHO CACA, bubpuHoanza/

Mo Bpeme Ha urdrauusta Ha ATTK, naupeHure ca HaBAIoARBAHM 33 NPOSIEY Ha aHruHa nekTopuc - EKI-npome-
HIN, EHAUMHA AMHAMIKE, KANHIIRA.

V3BOAM: Asronepdy3uoHHara aHrnonAacTuika ¢ NPOABVKUTEAHOCT NOBEUE OT 60 MUHYTI CE ABSIBA aATEDHATV,
BEH METOA 32 OBAGASIBAHE Ha OCTPATA KOPOHApHa OKAY3Us No peme Ha PTCA, Thit Karo 4pes naciBHOTO NPemin
HaBaHe Ha KPBBHIS TOK NPE3 LIEHTPAAHIA AYMEH Ha KaTeTbpa, AUCTAAHATA YACT Ha KOPOHARHIS CbA, ce nepdysu-
pa aABKRATHO. METOABT BOAW AO SHAUMTEAHO HAMAARBAHE MPOLEHTA Ha PAHHNTE YCAOKHEHIS CABA OCTPO 3a-
nyLBaHe Ha Ceaa: cmept, OMI v cnetseH aopTo-KOPOHAPEH Bannac.

PuUCKeT npu KopoHapHa aHmonaacTiia (MTKA) Ha roAemute CbAOBE Npu BOAHMN € MHOrOCHEA0BA BOABCT U CUAHO
orpaHideHa AegokamepHa (AK) dbyHKUMS Ce OLEHsIBa KaTo BUCOK.

Obexr Ha NPOyYBaHEeTo ca 33 Boanu (27 mbxe M 6 XKeHn) Ha CpeaHa BL3pact 63,9 10,95 roa., CbC CUMAHO
orpatinuera AK pyrikuus (MO _ 40 %) 1 TpHCLAOBa BOAECT, PY KOUTO B NEPUOAZ 1994-1995 roa. € 3BbpLIEHa
MTKA. 32 ca ¢ npexvesH MuokapaeH uHapkT, 18 ca ¢ nposisu Ha ChpAEUHA HEAOCTATBYHOCT - II-IV DK no
HVIXA. 26 DOARN ca ChC CTEHOKAPAHA CUMNTOMaTIKE, KaTo 12 ca ¢ HectabuaHa cteHokapana [IB n 3 - IC raac




Cexuus ,ViHTepBeHLUOHAAHA KapAvoAorusa”

[oaemuHaTa Ha sarybeHaTa MycKyAHa maca OKassa OFpOMHO 3HA4YEHNE BLPXY Banskara it AareuHata nNporHo3a,
ripi BoAeH € ocTbp mnokapaeH nHdapkr (OMU). PaHHoTO 1 CHUIYPHO OTBAPSHE HA OKAYAMPAHATa KOPOHapHa
apTepusi, OrPaHNYaBaHETO Ha MUOKAPAHATA NCXEMIA M CbXPAHSTBAHETO Ha AEBOKamMepHaTa (AK) dyHrums e oc-
HOBEH NPOBAEM Ha ChbBPEMEHHATA KAaPAUOAOTIA.

B HaCTOALLOTO NpoyuYBaHe e aHaanaupar pesyatarute o1 PTCA usBbpLieHa B NbpeuTe 4acose Ha MW u npun
B0AHN B Kapamorenen wok, 8 VB ,Ce. ExarepuHa” - Codns, 3a nepuoaa o1 1893 - 1996 roa,.

MATEPUIAA 1 METOAM: Wacaeapann ca 0Buio 22 BoAHY, pasAEAEHN B ABe Tpynu - OMW 1 kapanoreHeH
wok. Mpn scuukn e nposeaexa PTCA, kato npu eaHa YacT OT cayvavTe ¢ OMMW - nupsiyHa PTCA (a0 wectus
4ac 0T HauaAoTo Ha MU ¢ uan Bes pubpuroansa). NauueHTuTe Ca NPOCAEARBAHM 32 NOSBaTA HA PaHHU (paHHa
CMBPTHOCT, pe-nHbapkT, KoporapeH Baiinac no CNEWHOCT) 1 KbCHI YCAOXHEHIS ( peLunAnB Ha AT, nostopeH
MW, naanosa CABG xupyprus, pe-PTCA n kbcHa CMBPTHOCT) 3 NEPUOA 0T b 40 12 meceua.

PE3YATATW: MNpu npocaeasiBaHeTo Ha nauuexTure B rpynara c OMW - paHH ycAoXKHeHus He ce Habaoaasa-
xa. KbCHI YCAOXKHEHIWS - NOBTOPEH MuOKapaeH nHbapkT ce HaBAIOARBA NPH EAMH NALKMEHT (4,5 %) € MHOTOKAC-
HOBa KOpOHapHa BOAECT, 3aBbPLUNA AETAAHO 1 NAaHOBa CABG Xnpyprinsi pu €AMH NAUMEHT (4,5%) C MHOTOKAO-
HoBa.xopoHapHa Boaecr. B rpynata ra BoaHuTe C KAPAVIOrEHeH LWOK - PAHHN YCAOKHEHNS - CneLLeN CABG npn
ABaMa NaLIEHTI C MHOFOKAOHOBA KOpOHapHa boaecT. KeCHut yCAOKHEHNS He ce Habaioaasaxa.

W3BOA: PTCA & HAAERAEH METOA 3a PEBACKYAZPM3ALINA B NLPBUTE HAcOBe Ha OMI u cpeacteo Ha n3bop npu
KApAMOreHeH LWOoK.

L
e

Marepuaru u metoan: CAeA BLBEKAAHETO Ha PTCA, T8 Ce npesbpHa B OCHOBEH METOA 3a AeveHue Ha HATT,
HENOAAABALLA CE HA MEANKAMEHTOZHO Aeuerne. Hanpasy ce aHaa3s Ha pesyAtatute ot PTCA npu 54 natpentu
c HAM ot 1991 r. o0 despyapu 1996 r.
MMaupeHTuTe Ca rpynupaHin Cnopea;
1. Hosonosienaa ce nan axkueaepupalia Afl
2, Crenokapansi 8 nokoii ¢ EKI' npomer
3. PaHHa noctuHgapkTHa CTeHoKapAus
Copmupar ce 2 OCHOBHW rpyni:
1. NMepeuuro crabnansupana HAT - ¢ 0TA0KEHa CnewHoCT
2. PedpakrepHa Ha MEANKAMEHTO3HA Tepanis HAI - no cneLwHocT
MNaupentute Baxa HabaoaasaHu 3a: :
Al PaHHIN YCAOKHEHNA
a/ cMmLpTHOCT
6/ mnoxkapaen nHbapkr
s/ CABG - no cnewuHoct
b/ KbCHI YCAOKHEHNA
&/ peunAne Ha CTEHOKApPANATA
&/ MIA
B/ nnanos CABG
o/ re - PTCA
A/ KbCHA CMBPTHOCT
[epnoa Ha HabawoagHe 6 - 12 meceua.
PesyaTatu7
1 rp. 39 naumenty 72,2%
A. PaHim yCAOKHEHUS: paHHa CMBPTHOCT 0%; ocrsp M 5,1%;CABC no cretuHoct 2,6%
B. KbCHI YCAOKHEHIS: PELIANE Ha CTeHOKapAvsiTa 23,1 9%; MU 2,6%; kbcHa cmsprHocT 2,6 %; CABG 7,7 %0}
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ﬁmmmm 0CO0eHOCTU Ha a. mammaria Interna
la4yeHNeTo VM 3a ofnepaTtuBHUTE pe3yrTaTtu
1PM aopTO-KOpOHapeH Garnac

{CovoblleHne 3a 2 KWIMHUYHI CyYas C FOfIeMU WHTEPKOCTaNHNA KIOHOBe Ha a. mammaria interna)

W. Metpos, 0. xoproea, H. Qumutpos, 6. Baes, An. Yupkos
[bprxkabra uHcmumymcka 6oaHuua "Cbema Examepuna" - Cogus, gupexmop npo@. Aa. YupkoB

Anatomical Patterns of A. Mlammaria Interna
and Their Impact on the Operative Outcome

of Aortocoronary Bypass

I. Petrov, J. Jorgova, N. Dimitrov, B. Baev, Al. Chirkov

ToBa npoydeaHe NpaBn ONWT 3a onpefenAHe Ha
BB3IMOMHOCTTA OT NOABA HA CMHOPOM Ha QGKpaﬂBaHE
Chnel KopoHapHW onepauni, Npyu KOWTO EbTpellHaTa
mamapHa aptepua (IMA) e wsnonssaHa kato
TpaHcNNaHTaHT, 6e3 NWrMpaHe Ha HelHWuTe ronemu
CTPaHWYHM KNoHOoBE,

BerpewHara mamapHa aptepus (IMA) ce cmATta 3a
KPBBOHOCEH Cb OT NbPBM M360P 33 N3BLPLIBAHETO Ha
KopoHapeH 6aunac. (CABG). Bce no-yecto ce
u3non3eaTt TpaKdcnnadtadty ot IMA, Bce noeeye
HapacTBa 3HayeHWeTo Ha akomanuute Ha IMA u
OCOGEHO Ha ronemuTe KNoHoBe BbPXY NocToneparue-
HWTe pesyntaTtu. M3BecTHO e 3Ha4YeHMETO Ha
KOPOHAapHWA NOAKMOMMYEH CMHAPOM Ha oBkpansaHe.
MNpeactaBame ABa KMAMHUYHWM CNy4as c ronemu
WHTEPKOCTAaNHW KNoHoBe, BU3yanuanpaHu NocCpedcTeom
nocTonepaTtusHa KopoHapHa aHrMorpadus, nposeaeHa
C Orneg oueHKa Ha CbLCTOAHMETO Ha KOPOHapHUTE U
TpaHcnnaHTMpaHuTe ChaoBe NO NOBOA Ha peunanBHa
nocTonepaTuBHa cTeHokappgHa 6onka. Cnep
cbpfedHara kKaTeTbpusalus nposenoxme EKI ctpec-
TecToBe B cnegHaTa nocnegoBaTenHocT: 1. KoHBeH-
UMOHaNeH CTpec-TecT Ha Tpeamun (3a KoHTpona) u 2.
Mogudu-umpaH cTpec-TecT, HaToBapBall MyCKYNuTe Ha
rpboHaTa cTeHa B NoNoXKeHue Ha rpub. Hapgasaxwve ce
fa NpoBOKWpame U cnef ToBa Aa oUeHUM deHomeHa
Ha oBKkpanBaHe OT rNaBHKA KNoH Ha IMA Kbm ronemuTe
natepanHu KnoHose. Ml npu geamara nauveHTd npu
apTepuorpacmaTa ce Bu3yanusupaxa TpaHcnnaH-
TaHTuTe Ha IMA, kaTo n asarta maxa HeoBUKHOBEHO
wupoku ( > 50 % ot nymeHa IMA) cTpaHuyHW KnoHoBe,
Hamanasaly KpesHWUA notok B IMA-TpaHcnnaHTaHTa.
MoauduunpaHusT cTpec-TecT C HaToBapBaHe Ha
MYCKYyNWTe Ha rpbaHaTta cTeHa He NPoBOKMPa
aHI'MHanHa 6onka u nNpu Asamarta nauuedtu. MNpu
enonHna oT TaxX (50-rogvwHa 6sanaexa, CABG x 8 - onu
1993) ce HaBnogasalle HesHauMTenHa ST-nenpecus (
< 2 mm) B8 V, - V, (CbMHeHUe 3a "Tuxa" ucxemus).
Mpy opyrva naureHT (70-ropuleH 6an mbx, npeaeH MU
- 1990, CABG x 4 - 1992) cTpec-TecTbT belle NpeKbeHaT
nopagu ymopa B pbkata. He ce Ha6BniopaBaxa
' cbllecTBeHn nponeHu B EKI.

Bunpekit Ye He MOXKaxme Oa AoKaxem QeHomeHa Ha
obKpaaBaHe upes aHruorpadckoTo uscneasane
mMoanduumpanua EKI ctpec-TecT, Hue Bixme Mornv ga
HanpasuM HAKONKO NOTMYHN 3aKMIOHYEHUA.

Objectives: This study attempted to determine the
possibility for steal phenomenon after coronary surgery
using Internal Mammary Artery (IMA) as graft with
unligated big side branches.

The Internal Mammary Artery (IMA) is considered to
be the conduct of choice in Coronary Artery Bypass
Grafting (CABH). The more IMA grafts are used, the
more increases the significance of IMA anomalies and
notably the large side branches for the surgical results.
The importance of coronary subclavian steal syndrome
is well known.

We represent two clinical cases with big intercostal
branches visualised at the postoperative coronary
angiophaphy, performed to evaluate the coronary and
graft status cause of recurrent postoperative anginal
pain. After cardiac cathe-terization we performed ECG
stress test as follows: 1. A conventional stress test on
Tredmill (for control) and 2. Modified stress test loading
the chest wall muscles in spine position. We expected
to provoque and to evaluate steal phenomenon by the
main IMA gratft to the big lateral branches.

At both of the patients on the arteriographic study IMA
graft was patent and both had unusual large (> 50 %
of the IMA lumen) side branches, reducing the blood
flow in the IMA graft. The modified stress test loading
the chest wall muscles didn'n provoque anginal pain
at both patients. At the first (50 years old white male,
CABG x 3 - July 1193) it was evident non sig-nificgant
ST depression (< 2 mm) in V4 - V% (suspection of
silent ischemia). At the second (70 years old withe
male, anterior MI-1990, GABG x 4 - 1992) the stress
test was interrupted because of fatigue at the arm. No
evident significant ecg changes.

Despite we couldn't prove steal phenomenon through
the angiographic study and the modified ECG stress
test we suggest several logic.
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NON-PHARMACOLOGICAL METHODS IN THE TREATMENT OF RESISTANT
HYPERTENSION

Kostadin N. Kichukov, Hristo V. Dimitrov, Lora K. Nikolova, Ivo S. Petrov, Maria P. Tokmakova!
Clinic of Cardiology and Angiology, Tokuda Hospital, Sofia, 'Cardiology Unit, Department of Internal
Medicine, Medical University, Plovdiv

. e L ey i

ABSTRACT

INTRODUCTION: Arterial hypertension is the most common chronic cardiovascular disease
affecting about 25% of the adult population. Meta-analyses have demonstrated a linear
relationship between blood pressure and the risk of cardiovascular events. Resistant hy-
pertension defined as failure to reach blood pressure targets despite treatment with three
antihypertensive drugs including a diuretic represents a serious clinical problem. It has
been estimated that it affects between 8.9% and 12.8% of all treated hypertensive subjects.
In resistant hypertension the optimal blood pressure is illusive despite very well tailored
therapy.

Omsective: Management of resistant hypertension is exactly the field where blood pressure-
controlling non-pharmacological methods fit best. The present article aims at throwing
] light on these methods’ principles of action, on who the target patient groups are and the
respective results. Two methods are especially reviewed here: the carotid baroreflex stimu-
lation and the transcatheter renal sympathetic denervation.

‘ Current results from the use of renal denervation suggest stable efficiency of the method,
. the results becoming significant 6 months after the procedure is applied and sustained for
| - two years in the follow-up. As much as 90% of the treated patients respond to the proce-
dure. The transcatheter renal denervation is associated with only 2.61% of procedural
complications. The baroreflex carotid stimulation, too, is known to produce a stable effect
on blood pressure: the effect become obvious at 12 months in 88% of the treated subjects.
The neurologic complications associated with the procedure are reported to eccur in 4.4%
of cases.

Concrusion: The present review article clearly demonstrates that non-pharmacelogical
methods for treatment of resistant hypertension show great promise despite some open
questions concerning their long term effects and procedural safety.

e e e
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Key words: resistant hypertension, renal denervation, baroreflex stimulation
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INTRODUCTION

Arterial hypertension (AH) is the most common
chronic disease in modern societies, affecting about
25% of the adult population.! Meta-analyses have
demonstrated a linear correlation between the levels
of blood pressure (BP) and the risk of cardiovascular
events.? Inadequate control of BP is a leading risk

factor for cardiovascular mortality worldwide as it | ; =
¢ protocols. In these studies, 20 to 35% of participants

contributes to 62% of the cerebrovascular accidents,
49% of the cases of ischemic heart disease and
about 7.1 million deaths annually.’ In the U.S. the
incidence of AH continues to increase with age, but

recent data suggests improvement in terms of treat-
ment and control.* In Europe lower frequencies of
optimal drug control of AH are reported compared
with those in the U.S.!

Several extensive studies, including INVEST,
ACCOMPLISH, CONVINCE, ALLHAT, LIFE have
registered failure in achieving the BP target levels
with the therapeutic regimens set out in the study

did not reach the BP target levels despite receiving
three antihypertensive drugs. In Bulgaria, the high
incidence of cardiovascular morbidity and mortality
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IS EVERYTHING CLEAR ABOUT TAKO-TSUBO SYNDROME?

Ivo S. Petrov, Mariya P. Tokmakova!, Daniel N. Marchov, Kostadin N. Kichukov
Clinic of Cardiology and Angiology, Tokuda Hospital Sofia, Bulgaria, 'Section of Cardiology, First Depart-
ment of Internal Medicine, Medical University, Plovdiv, Bulgaria

ABSTRACT

IntrODUCTION: Tako-tsubo syndrome is a novel cardio-vascular disease affecting predomi-
nantly postmenopausal women exposed to unexpected strong emotional or physical stress,
in the absence of significant coronary heart disease. It is characterized by acute onset of
severe chest pain and/or acute left ventricular failure, ECG-changes, typical left ventricu-
lar angiographic findings, good prognosis and positive resolution of the morphological and
clinical manifestations. First deseribed in 1980 in Japan by Sato, Tako-tsube cardiomyo-
pathy is characterized by transient contractile abnormalities of the left ventricle, causing
typical left ventricular apical ballooning at end-systole with concomitant compensatory
basal hyperkinesia. There are also atypical forms, presenting with left ventricular systolic
dysfunction which affects the mid-portions of the left ventricle.

The etiology of the disease still remains unclear. Many theories have been put forward
about the potential underlying pathophysiological mechanisms that may trigger this syn-
drome ameong which are the theory of catecholamine excess, the theory of multivessel coro-
nary vasospasm, the ischemie theory, and the theory of microvascular dysfunction and
dynamic left ventricular gradient induced by elevated circulating catecholamine levels.
Adequate management of TaKo-tsubo syndrome demands immediate preparation for coro-
nary angiography. Once the diagnosis is made, treatment is primarily symptomatic and
includes monitoring for complications. Patients with Tako-tsubo syndrome most frequently
develop acute LV failure, pulmonary edema, rhythm and conductive disturbances and api-
cal thrombosis. Treatment is symptomatic and includes administration of diuretics, vasodi-
lators and mechanical support of circulation with intra-aortic balloon counterpulsation.

Key words: Tako-tsubo, apical ballooning, stress cardiomyopathy

INTRODUCTION

The increasingly more frequent use of interven-
tional techniques for diagnosing and management
of acute coronary syndromes has brought about
a more frequent differentiation of a specific syn-
drome of reversible stress-induced cardiomyopathy.
Terms used to describe this condition in published
reports include transient left ventricle apical bal-
looning syndrome, stress-induced cardiomyopathy,
the broken-heart-syndrome, the ampullar syndrome,
neurogenic stunned myocardium and Tako-tsubo
cardiomyopathy.? The latter term has gained the
widest currency in medical literature.

Tako-tsubo cardiomyopathy is a novel nosologic
entity first described in 1990 by Sato® in Japan. It
Is characterized by transient contractile abnormal-
ity of the left ventricle which causes typical left

ventricular apical ballooning at end-systole with
concomitant compensatory basal hyperkinesia.'
This morphological finding resembles an octopus
fishing pot used in Japan in the past which was
called takotsubo (tako — octopus, tsubo - pof).
This medical condition is characterized by tran-
sient left-ventricular (LV) systolic dysfunction with
complete restoration of the contractile function to
the normal within an interval of several days to
a few weeks.?

Clinically, Tako-tsubo syndrome is characterized
by a sudden onset of chest pain, manifestations of
acute left ventricle failure with or without pulmeo-
nary edema, low cardiac output syndrome, wide
spectrum of ECG changes such as ST-elevation,
ST-depressions or deep T-wave inversions usually
in the precordial leads, transient Q-waves, which
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COVERED STENTS - TREATMENT OF
CHOICE FOR SEVERE AORTIC
COARCTATIONS AND ANEURYSMS
IN ADOLESCENTS AND ADULTS?

P. Kratunkev, N. Chilingirova, D. Lalev, I. Petrov, M. Staneva, M. Nedevska,
V. Stoinova, N. Dimitrov, A. Tschirkov
Department of Congenital Heart Diseases,
“St. Ekaterina” University Hospital, Bulgaria

Summary

Objective: To evaluate the early results of implantation of covered stents for aortic coarctations,
recoarclations and thoracic aoriic aneurysms. ;

Background: From an alternative to surgery stent implantation has become the treatment
of choice for coarctation in adolescents and adulfs. However, aneurysm formation is re-
ported after surgical repair, after balloon angioplasty, but also after stent implantation.
Covered stents may overcome this problem but so far here is not enough data in the
literature.

Methods: Fifieen consecutive patients (8 males, 7 Jemales) have béen scheduled for stent
implantation between April 2003 and May 2006. The median age was 25.64 years (range
12-56). Eleven patients had native or residual Aortic coarctation (group 1): Nine of them
had native Aortic coarctations (four - with subatretic coarctation ), two had recoarctations.
Four patients had thoracic aortic aneurysms or pseudoaneurysms (group II): two of them
after surgery for CoAo, one with Turner syndrome and one with a chronic dissecting
aneurysm of the descending aorta.

Results: In group I five non-covered Cheatham-Platinum and six covered Cheatham-
Platinum stents were implanted. The mean peak residual gradient was reduced from 45
(20-60) mmHg to 6 (0-20) mmHg, the mean coarctation diameter was increased from 6
(2.5-11) to 14.18 (12-24) mm. We had one major complication: a Cheatham-Platinum
stent migrated to the abdominal aorta. -

In group II four stent-grafis (two TAG endoprostheses, one Endofit endoprosthesis and one
CCP-stent) were implanted in 3 patients. In all 3 cases complete exclusion of the aneu-
rysm was achieved. One patient died of Ao-rupture before the procedure. There were no
late complications. Multislice computed tomography showed no aneurysm formation with
covered stents so far.

Conclusion: Implantation of covered stents gives very good early results in patients with
severe Aortic coarctations and aneurysms and may become the treatment of choice for
these entities.

Key words: Aortic coarctation, Aortic aneurysm, covered CP stent, TAG endoprosthesis

Abbreviations:

CoAo - coarctation of Aorta,

CP - Cheatham-Platinum,

CCP - covered Cheatham-Platinum,
AoR - Aortic regurgitation.
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EVALUATION OF NONHOMOGENIUS LEFT
VENTRICULAR REMODELING IN ARTERIAL
HYPERTENSION BY REGIONAL LV WALL STRESS

C. Panayotov,' N. Runev,’ J. Jorgova,® 1. Petrov’
Clinic of Cardiology,' Department of Internal Medicine 11,?
University Alexandrovska Hospital,

University Hospital “St Ekatherina”,’ Sofia

Summary

Previous studies demonstrated the nonhomogeneity of concentric left ventricular (LV)
remodeling in arterial hypertension (AH), which was associated with increased risk for

these patients (pfs).

regional LV wall stress.

Aim of the study: to investigate the LV remodeling in hypertension by the changes of

Material and methods: Two groups were evaluated: (1) 21 pts (11 men and 10 women),

mean age 49 (38-67) with AH and LV hypertrophy,
(13 men and 8§ women), mean age 48 (34-
echocardiography and coronarogram (con trol group). The regional

group) and (2) 21 pts
pain, but normal ECG,

without myocardial infarction (AH-
56) with atypical chest

LV wall stress was assessed by invasive modified Janz method for 5-segmental LV model.

Results: Statistical analysis showed higher en

d-diastolic regional stress (EDRS) in antero-

lateral (AL) and apical (APIC) segments in AH-gr. vs. control gr. End-systolic regional

stress (ESRS) was lower in

AB and AL segments of LV with hypertrophy vs. controls.

There was no differences in ESRS of APIC, ID and PB segments between the two groups.

Linear positive correlations were found between ele
No correlation was found between LV wall thickness in

end-diastolic pressure in AH-gr.

vated EDRS in AL, APIC segments and

AL segment and EDRS and ESRS changes in AH-gr., but ESRS in AB and AL segments
correlated significantly to end-systolic pressure.

Conclusion: LV hypertrophy was a marker only for L V overload, whereas
for evaluation the extent of nonhomogenious LV

stress was the more complex parameter
remodeling in AH.

regional LV wall

Key words: regional LV wall stress, arterial hypertension, nonhomogenious, LV remodeling

Address for correspondence:
Chavdar Panayotov, MD, PhD
1, St Georgi Sofiiski sir.

University Alexandrovska Hospital, Clinic of Cardiology

1431 Sofia, BG
tel, +3592-9230535

Background

Assessment of left ventricular (LV) mass and LV
wall thickness/chamber radius ratio (relative wall
thickness) identified four different geomietric pal-
terns of LV adaptation to hypertension: concentric
LV hypertrophy (increased mass and wall thickness).
cceentric hypertrophy (increased mass, normal rela-
tive wall thickness). concentric remodeling {increased
relative wall thickness with normal mass) and nor-
mal LV geometry.” Concentric hypertrophy was as-
sociated with especially high arterial pressure while
cccentric hypertrophy - with elevated volume load
and obesity.’ Numerous studics showed that increased
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LV mass could predict cardiovascular events and
death independently of all conventional risk fac-
tors.!+1214 Adverse implications of low LV midwall
function and high relative wall thickness were also
identified.>" The data strongly suggest that concen-
tric LV remodeling, reflecting a nearly pure pressuie
overload was nonhomogenius and associated with
poor prognosis.”!!

Purpose

The aim of the study was to assess the nonhomoge-
neity of LV remodeling in hypertension by the chan-
ges of regional LV wall stress in end-diastole and
cnd-systole.
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Role of Endovascular Recanalization and Stenting
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Abstract

Purpose: To assess t! he effect on blood pressure (BP) control and rennin levels of the percutaneous recanalization of totally occluded

renal arteries in patients with resistant arterial hypertension, preserved blood flow in the sub-segmental renal arteries, and high level of
plasma rennin,

Methods: Between 2011 and 2015, we examined 7 patients with total occlusion of a Percutaneous recanalization was attempted in all of
them. Success was achieved in 6 (85.7%) of the cases. All patients were hypertensive before the procedure, with mean BP values of 167.1/95.1
mmHg under systematic antihypertensive treatment with at least 3 antihypertensive agents. In all patients, plasma rennin activity levels were
more than 2,5 ng/mL/h before the pracedure. The patients had duplex signs of occluded renal artery and partially preserved subsegmental
flow. Two of the patients showed normal serum creatinine levels, and one of them had CKD on chroniodialysis. The other three patients
had slightly increased creatinine levels, and in two of them, creatinine levels normalized in the first follow-up month, and in the remaining

patient, there was no significant change after the procedure. For recanalization of the occlusions of the renal arteries, we used coronary CTO
techniques.

Results: Percutaneous recanalization of renal CTO was attempted in seven patients and was successful in six of the cases. Clinical and
Duplex follow-up was performed at 4 weeks, 3 months, 6 months, and 1 year after the intervention. BP was significantly reduced in all of the
patients who had undergone successful revascularization. Two cases of in stent restenosis showed increased BP levels, which normalized
again after the second PTA. In all of the patients with successful procedure, normal rennin levels were established at 6 months and 1 year.

Conclusion: In cases of total renal artery occlusion, the most probable mechanism of resistant AH is the preserved microcirculation
allowing juxtaglomerular cells survival resulting in elevated renin production. In case of renal occlusion and resistant AH, preserved renin
production is a probable predictor of clinical success after recanalization. At the same time, preserved micracircular perfusion is a predictor
of renin-lowering effect and blood-pressure-control success after opening a renal CTO. There is evidence of a relationship between preserved
parenchymal flow and the expected postinterventional result regarding BP control, confirmed in our cases. Endovascular recanalization
of total renal artery occlusion is feasible and safe. This procedure has to be applied only to a selective group of patients with resistant
hypertension and evidence of preserved subsegmental flow.

Abbreviations: BP; Blood Pressure ; RAS: Renal Artery Stenosis ; FMB: Fibro Muscular Dysplasia ; CTO: Chronic Total Occlusions ; ABPM:
Ambulatory Blood Pressure Monitoring

Introduction

resistant to medical treatment [2]. The two main causes of renal
artery stenosis are atherosclerosis and fibro muscular dysplasia
(FMB). Atherosclerosis accounts for about 90% of all cases of
RAS, while FMB is the cause of about 10%. FMD is most common
in women between 20 and 50 years of age and its progression to
total occlusion is rare, compared to that of atherosclerotic renal

Hypertension affects more than 25% of the worldwide adult
population [1]. Although the vast majority of patients suffer from
essential hypertension, it is important to identify patients with
secondary treatable causes of hypertension, especially renal
artery stenosis (RAS), which is the usual cause of hypertension

J Cardiol & Cardiovasc Ther 2(4): JOCCT.MS.ID.555591 (2017)
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introduction

Heart failure is a leading cause of mortality and morbidity; it limits
quality of life and imposes a major societal burden.' Ischemic heart
disease underpins two-thirds of all systolic heart failure.? Extensive
myocardial remodelling and chamber enlargement portend poor
outcomes, and standard treatments are often insufficient in such pa-
tients.? Cardiac transplantation or destination mechanical circulatory
support remains high-risk therapeutic options that are further limited
by donor availability, patient eligibility, and cost.*

By targeting myocardial restoration, cell-based therapies are alleged
paradigm-shifting alternatives>® Clinical trials document reassuring
feasibility and safety yet inconsistent efficacy, ascribed in part to unpre-
dictable potency of cell products and limited retention.™® These short-
comings impede advancement into eardiovascular practice.

Strategies for cell therapy optimization’ include myocardial priming
to improve cell homing,'® exploiting resident cell populations'’ or lev-
eraging combined cell regimens.'>"* Guided cardiopoiesis is a recent
option that enhances the cardioreparative functionality of patient-
derived mesenchymal stem cells (MSC) and induces a restorative re-
sponse in failing hearts.™ The cardiopoietic phenotype demonstrated
promise in proof-of-concept studies™ and in the Cardiopoietic Stem
Cell Therapy in Heart Failure (C-CURE) clinical trial."®

The Congestive Heart Failure Cardiopoietic Regenerative Therapy
(CHART-1) trial was executed to validate the efficacy and safety of
cardiopoietic cells delivered via an enhanced retenticn performance

catheter'” in a larger population with advanced symptomatic heart
failure of ischemic aetiology.'®

Methods

Study design

The CHART-1 study is a prospective, multicentre, randomized, sharn-
controlled, patient- and evaluator-blinded clinical trial Investigators at 39
centres in Eurcpe and lsrael participated (Figure 1 and Supplementary material
online, Section 1). Ethics committee approvals were obtained for each partici-
pating centre. The CHART-1 trial was regjstered with clinicaltrials.gov
(NCT01768702) and EudraCT (2011-001117-13). The study design has previ-
ously been described,'® and the study protocol is provided in Supplement 2.

Patients
Eligible patients gave written informed consent prior to any study-related
procedures. Patients were not compensated for participation except for
travel expenses. Patients were > 18 to < 80 years old with left ventricular
ejection fraction (LVEF) < 35% (locally interpreted echocardiograms were
used for screening), ischemic heart failure without need for revasculariza-
tion, heart failure hospitalization, or outpatient vasoactive heart failure ther-
apy (e.g. vasodilators, positive inotropic agents, vasopressors or diuretics)
within 12 months, in New York Heart Association (NYHA) class Il or
greater at screening, and with NYHA class lll or IV or Interagency Registry
for Mechanically Assisted Circulatory Support (INTERMACS) class> 4
within 12 months.'® Guideline-directed medical therapy, a 6-min walk dis-
tance> 100 to<400 m and Minnesota Living with Heart Failure
Questionnaire (MLHFQ) score > 30 were required. Acute coronary syn-
drome or percutaneous coronary intervention within 90 days, or coronary
artery bypass graft surgery within 180 days were exclusions.' Eligible pa-
tients were scheduled for bone marrow harvest and MSC expansion.
Approximately 2 weeks after screening, bone marrow (~65-85 mL)
was collected from the iliac crest and shipped to a central production
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Case report

Successful endovascular treatment of type B aortic
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ABSTRACT

Aortic dissection is a rare condition in the pediatric and young adult population [1]. Here,
we present an unusual case of a 15-year-old male patient with sudden onset of chest and
back pain and numbness in the left leg. Chest and abdominal CT revealed Stanford type B
(DeBakey type III) aortic dissection, leading to subocclusive stenosis of the superior
mesenteric artery (causing critical intestinal dysfunction with ileus) and total occlusion
of left iliac and left renal arteries. The child was admitted 48 h after chest pain onset in
critical clinical condition. Revascularization was achieved by several consecutive endo-
vascular procedures, and the patient was discharged after favorable clinical evolution with
full restoration of flow in the target organ arteries. The first interventional treatment
included stenting of the superior mesenteric artery, stenting of the abdominal aorta, and
balloon dilatation of the left iliac artery. Due to resistant renovascular hypertension,
stenting of the left renal artery, which was occluded, was conducted 20 days later, leading
to optimal blood pressure control. Thirty-three days following the initial procedure, an
endovascular endograft prosthesis implantation was performed to close the primary tear
in the thoracic aorta, Genetic samples revealed ACTA2 mutation. This case is extraordinary
because of its combined life-threatening aortic and vessel pathology, treated for the first
time with endovascular means in a child, and highlights the feasibility of endovascular
treatment in the pediatric population. We discuss the imaging, management, and suc-

cessful outcome of this severe condition.
© 2016 The Czech Society of Cardiology. Published by Elsevier Urban & Partner Sp. z 0.0.
All rights reserved.

* Corresponding author. Tel.: +359 888720014.
E-mail address: petrovivo@hotmail.com (L. Petrov).

Abbreviations: AD, aortic dissection; CT, computed tomography; EVS, endovascular stenting; LSA, left subclavian artery; MRI, magnetic
resonance imaging; PDA, patent ductus arteriosus.
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A case of successful interventional treatment
in acute basilar artery occlusion
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Received: 23. 11. 2015 tepny (basilar artery occlusion, BAQ) a intervenéni lé¢by (interventional treatment, IT). Sedmasedesatilety n
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Available online: 15. 3. 2016 a 5 na modifikované Rankinoveé ikale (modified Rankin Scale, mRS). Pred IT byl pofizen nekontrastni CT sk
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Klicova slova: niho a distalniho segmentu. Lécba se provadéla intraarteriaini katetrizaci véetné balonkové angioplast
Akutni uzavér bazilarni tepny a trombolyzy s aplikaci 20 mg pfipravku Actilyse (do 4 hodin od nastupu symptomd). Nésledné afmgiograﬁ
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Podle naieho nazoru byla v nasem pfipadé 1écba Uspéina diky rychle stanovené klinické diagnoze, ryc
dostupnosti katetriza¢niho salu a éasné provedené mechanicko-farmakologické rekanalizaci.

© 2016, CKS. Published by Elsevier sp. z 0.0. All rights reserv

ABSTRACT

We describe a case of successful recanalisation and favorite clinical outcome of a patient with acute bas
artery occlusion (BAO) and interventional treatment (IT). A 67-year old patient presented in a comatose st
with quadriplegia, and decerebrate posturing. His initial Glasgow-Liege Coma Scale (GLCS) score was 11, Ir
tutes of Health Stroke Scale (NIHSS) 24, and modified Rankin Scale (mRS) 5. Non-contrast CT was perforr
before IT. Due to suspicion of BAO, an immediate cerebral angiography was performed. It demonstrated E
in the middle and distal segment. Intra-arterial catheter based treatment was performed including ball:
angioplasty and thrombolysis with 20 mg Actilyse (within four hours of symptoms onset). An optimal an
graphic result was achieved. After the procedure the patient was treated in ICU with another 10 mg Acti
infused over the next 3 hours. Because of neurological condition improving, the patient was extubatec

Keywords: hours later. On the first day, he regained consciousness, being able to speak, without new neurologic def
Acute basilar artery occlusion Control CT did not demonstrate new signs of ischemic stroke. CT angiography showed complete basilar ar
Cerebral angiography recanalization in the distal part and a moderate residual stenosis in the middle segment. On the 7th day
Mechanical thrombectomy patient was discharged with NIHSS 7, GLCS 20, mRS 3. We believe that the success in our case was a resu!
Supraselective thrombolysis the prompt clinical diagnosis, fast access to the cathlab and early mechanical-pharmacological recanalizat!
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Case Report

Complex Dysexecutive Syndrome and Agonistic Dyspraxia in a Patient with Bullous
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Abstract

We are presenting a difficult diagnostic clinical case of a patient who developed a complex dysexecutive and disconnection syn-
drome with a rare form of hand apraxia, and bullous pemphigoid (BP). The differential diagnosis included a subacute toxic leu-
koencephalopathy and autoimmune encephalitis. The patient had a moderate exposure to propane-butane/CO, caused by a gas
leak from a faulty household appliance. Reversible diffuse leukoencephalopathy with delayed evolution and toxic-hypoxemic eti-
ology was our final diagnosis. It was made after a detailed study of our patient’s medical history, and the extensive examinations
conducted simultaneously. The possibility of autoimmune antibody-mediated non-vasculitic encephalitis, during severe BP, was
excluded with serum, CSF, and antinuclear antibodies examination. The treatment assigned was non-specific, leading the patient
to.a very good recovery after a six-month period. Some of the key elements that helped us to identify the correct diagnosis and
¢ 2quently the appropriate therapy were: 1) Time-led graphic model of all the changes occurring throughout the development
of his condition, providing us with a specific visual time-frame; 2) Analysis of the nonspecific brain MRI white matter changes;
3) The unique pattern of hand dyspraxia. This is a case of a rare primary neurological pathology and secondary skin involvement

with BP. It also illustrates a favorable recovery after a broad white matter injury with a corpus callosum disconnection which
caused a neuropsychiatric disorder and agonistic dyspraxia (AD).

Keywords: Agonistic Dyspraxia; Bullous Pemphigoid; Toxic-Hypoxemic Leukoencephalopathy

Abbreviations:

BP: Bullous Pemphigoid;

WMLEP: White Matter Leukoencephalopathy;
AD: Agonistic Dyspraxia;

MMSE: Mini Mental State Examination;

NIHSS: National Institute of Health Stroke Scale;

Cite this article: Klissurski M G. Complex Dysexecutive Syndrome and Agonistic Dyspraxia in a Patient with Bullous Pemphigoid. | | Clini Case Rep. 2016, 2(2): 031.
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Diagnostic value of color-coded duplex sonography
in patients with ischemic stroke and congenital
changes in the circle of Willis
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The circle of Willis (CoW) forms the main circulatory system in the human brain. A large
number of variations of the CoW is known, and also their association with ischemic stroke.

Three cases of young patients with combination of ischemic stroke and anomalies in the
CoW are presented, and the value of the color-coded duplex sonography (CCDS) is compared
to other imaging diagnostics such as magnetic resonance angiography (MRA) and digital
subtraction angiography (DSA),

In these patients we found multiple risk factors such as stenosis or thrombosis of
intracranial brain vessels, mechanical compression of vessels, a genetic mutation associat-
ed with an increased risk of thrombosis, and intake of oral contraceptives. For clinical
evaluation several methods were used: detailed medical history, neurological status, labo-
ratory examinations (complete blood count, biochemistry, lipid profile, HIV1/2, Syphilis RPR
test), screening for markers associated with an increased risk of thrombosis, chest X-ray,
spinal fluid study, CCDS, DSA, MRA. A full conformity in the data from CCDS and other
imaging methods was found.

The authors discuss the pathogenetic role of congenital anomalies of CoW, incidence of
ischemic stroke and the high diagnostic value of CCDS for finding such anomalies.

© 2015 The Czech Society of Cardiology. Published by Elsevier Sp. z o.0. All rights
reserved.

Introduction

The circle of Willis (CoW) is the anastomosed arterial
ring in the brain, which integrates the internal carotid and

vertebral-basilar systems. Sir Thomas Willis described the
anatomy of the basal intracranial vessels for the first time in
1664.

There is considerable variability in the anatomy of the Cow,
often with asymmetry, and to such extent that configuration

* Corresponding author. Tel.: +359 884933001,

E-mail address: ivanstaikov@ho

http://dx.doi.org/10.1 016/j.crvasa.2015.11.008
0010-8650/© 2015 The Czech Society of Cardiology. Published by Elsevier Sp. z 0.0. All rights reserved.

tmail.com (1. Staikov).




Kasuistika | Cas

"rr_'n.Ji“;\l Wi
o

oy ML 4 /-’

S N g, M

Cor et Vasa

Available online at www.sciencedirec
ScienceDirect

journal homepage: www.elsevier.com/loc

ol
|
el b

Minimally invasive treatment of a life threatening
ruptured thoracic aortic aneurysm

v :trov?, Zoran Stankov?, Stefan Stafanov®, Tzvetan Minchev:,
Petar Polomski?, Hristo Stojanov¢, Galina Kozarova®, Gloria Adam?

* Department of Invasive Cardiology, “City Clinic” University Hospital, Sofia, Bulgaria
b Department of Vascular Surgery, “City Clinic” University Hospital, Sofia, Bulgaria

¢ Department of Thoracic Surgery, “Tokuda” Hospital, Sofia, Bulgaria

“ Department of Anesthesiology, “City Clinic” University Hospital, Sofia, Bulgaria

* Department of Diagnostic Imaging, “City Clinic” University Hospital, Sofia, Bulgaria

ARTICLE INFO

SOUHRN

Article history:

Received: 11. 10. 2015
Accepted: 15. 11. 2015
Available online: 19. 1. 2016

Klicova slova:

Aortalni aneurysma
Endovaskularni lécba

Ruptura aortalniho aneurysmatu
TEVY

VAT

Keywords:

Aortic aneurysm

Aortic aneurysm rupture
Endovascular treatment
TEVAR

VATS

Popisujeme pfipad Zivot ohrozujici ruptury aneurysmatu hrudni aorty Uspéiné fesené minimalné invazivnim vy-
konem. Do nasi nemocnice byl pfijat 3dlety muz v kritickém stavu, s akutni bolesti na hrudi po dobu 18 hodin,
hemotemezi a s rychle klesajicimi hodnotami hemoglobinu pfes masivni transfuzi krve, s tézkou hypotenzi, anurii
a se stfevni obstrukci. Ve véku 13 let podstoupil pacient operaci pro koarktaci oarty. CT skeny s pouzitim kontrastni
latky prokazaly rupturu aneurysmatu hrudni aorty s tézkym levym hemothoraxem. Na zékladé pacientova celkove-
ho stavu, véku a anatomickych pomérd léze bylo rozhodnuto o endovaskularni lé2bé onemocnéni sestupné hrudni
aorty pomoci stentgraftd (thoracic endovascular aneurysm repair, TEVAR). Do hrudni aorty byly implantovany dva
stentgrafty Valiant pfekryvajici lézi primarniho entry LSA. Vzhledem k rezidudlnimu pinéni aneurysmatického vaku
levou podklickovou tepnou byl implantovan vaskularni okludér; wysledkem byla tpina izolace aneurysmatu od
krevniho proudu s ndslednym velmi kratkym a tspésnym obdobim zotaveni. Poté byl pacient indikovan k provedeni
video-asistované thorakoskopie (VATS) s cilem odstranit rezidualni krevni srazeninu v levém pleuralnim prostoru.
Ruptura aortalniho aneurysmatu je sice potencialng fatalni pfihoda, pokud je viak diagnostikovana véas, Ize ji
Uspeiné fesit endovaskularné. V popsaném pfipadé znamenalo naprosto nechirurgicky miniinvazivni feseni (TEVAR
a uzavér tepny ve snaze izolovat disekci a odstranéni krevni srazeniny metodou VATS) U¢inny a Zivot zachranujici
wykon s rychlym zotavenim bez dalsich nasledky pres ptvodné kriticky stav pii hospitalizaci.

© 2015 Published by Elsevier Sp. z 0.0. an behalf of the Czech Society of Cardiology.

ABSTRACT

We report a case of a life threatening thoracic aortic aneurysm rupture, treated successfully with minimally invasive
approach. A 34-year-old man was admitted to our hospital in critical dlinical condition, presenting with acute chest pain
for 18 h, hematemesis and rapidly decreasing hemoglobin, despite massive transfusion done, severe hypotension, anuria
and ileus, The patient had history of surgical aortic coarctation repair at age of 13. Contrast-enhanced CT images revealed
a thoracic aortic aneurysm rupture with severe left-sided hemothorax, Based on the patient general condition, age and
anatomy of the lesion thoracic endovascular aneurysm repair (TEVAR) was done. Two stent grafts Valiant were implan-
ted in the thoracic aorta covering the entry tear engaging the LSA ostium. Because of residual filling of the aneurysmal
sac through left subclavian artery, vascular occluder was implanted, causing complete isolation of the aneurysm from the
blood flow. Very short and successful recovery period was observed. Due to residual coagulum in left pleural space the pa-
tient was directed for VATS evacuation. Aortic aneurysm rupture is a potentially fatal condition, but when diagnosed ear-
ly, it can be successfully treated by endovascular methods. In this case a totally non-surgical minimally invasive approach
(TEVAR and vascular plug to isolate the dissection and VATS assisted hemothorax evacuation) resulted efficiently and in
a lifesaving manner with fast recovery without any sequelae despite the critical clinical presentation.
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IMPORTANCE Lipoprotein-associated phospholipase A, (Lp-PLA,) has been hypothesized to
be involved in atherogenesis through pathways related to inflammation, Darapladib is an oral,
selective inhibitor of the Lp-PLA, enzyme.

OBJECTIVE To evaluate the efficacy and safety of darapladib in patients after an acute
coronary syndrome (ACS) event.

DESIGN, SETTING, AND PARTICIPANTS SOLID-TIMI 52 was a multinational, double-blind,
placebo-controlled trial that randomized 13 026 participants within 30 days of hospitalization
with an ACS (non-ST-elevation or ST-elevation myocardial infarction [M1]) at 868 sites in 36
countries,

INTERVENTIONS Patients were randomized to either once-daily darapladib (160 mg) or
placebo on a background of guideline-recommended therapy. Patients were followed upfora
median of 2.5 years between December 7, 2008, and December 6, 2013.

MAIN OUTCOMES AND MEASURES The primary end point (major coronary events) was the
composite of coronary heart disease (CHD) death, M|, or urgent coronary revascularization
for myocardial ischemia. Kaplan-Meler event rates are reported at 3 years.

RESULTS During a median duration of 2.5 years, the primary end point occurred in 903
patients in the darapladib group and 910 in the placebo group (16.3% vs 15.6% at 3 years;
hazard ratio [HR], 1.00 [95% Cl, 0.91-.09]; P = .93). The composite of cardiovascular death,
MI, or stroke occurred in 824 in the darapladib group and 838 in the placebo group (15.0% vs
15.0% at 3 years; HR, 0.99[95% Cl, 0.90-1.09]; P = .78), There were no differences between
the treatment groups for additional secondary end points, for individual components of the
primary end point, or in all-cause mortality (371 events in the darapladib group and 395in the
placebo group [7.3% vs 7.1% at 3 years; HR, 0.94 [95% CI, 0.82-1.08]; P = .4Q). Patients were
more likely to report an odor-related concernin the darapladib group vs the placebo group
(11.5% vs 2.5%) and also more lilely to report diarrhea (10.6% vs 5.6%).

CONCLUSIONS AND RELEVANCE |n patients who experienced an ACS event, direct inhibition of
Lp-PLA, with darapladib added to optimal medical therapy and initiated within 30 days of

hospitalization did not reduce the risk of major coronary events.

TRIAL REGISTRATION clinicaltrials.gov |dentifier: NCTO1000727

JAMA. doi:10.100V/jama. 2014.N081
Published enline August 31, 2014,

Copyright 2014 American Medical Association. All rights reserved.
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Aims Primary percutaneous coronary intervention (PPCI) is the preferred reperfusion therapy in ST-elevation myocardial
infarction (STEMI). We conducted this study to evaluate the contemporary status on the use and type of reperfusion
therapy in patients admitted with STEMI in the European Society of Cardiology (ESC) member countries.
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IMPORTANCE The optimal anticoagulant for patients with non-ST-segment elevation acute Jama.com
coronary syndromes (NSTE-ACS) managed with an invasive strategy remains controversial,

OBJECTIVE To compare the clinical efficacy and safety of otamixaban, a novel intravenous
direct factor Xa inhibitor, with that of unfractionated heparin plus downstream eptifibatide in
patients with NSTE-ACS undergoing a planned early invasive strategy.

DESIGN, SETTING, AND PARTICIPANTS Randomized, double-blind, active-controlled
superiority trial that enrolled 13 229 patients with NSTE-ACS and a planned early invasive
strategy, at 568 active sites in 55 countries and conducted between April 2010 and February
2013, A planned interim analysis was conducted for otamixaban dose selection,

INTERVENTIONS Eligible participants were randomized to otamixaban (bolus and infusion, at
10f 2 doses) or unfractionated heparin plus, at the time of pefcutaneous coronary
intervention, eptifibatide. The otamixaban dose selected at interim analysis was an
intravenous bolus of 0.080 mg/kg followed by an infusion of 0:140 mg/kg per hour,

MAIN OUTCOMES AND MEASURES The primary efficacy outcome was the composite of
all-cause death or new myocardial infarction through day 7.

RESULTS Rates of the primary efficacy outcome were 5.5% (279 of 5105 patients)
randomized to receive otamixaban and 5.7% (310 of 5466 patients) randomized to receive
unfractionated heparin plus eptifibatide (adjusted relative risk, 0.99 [95% Cl, 0.85-116];

P = .93). There were no differences for the secondary end points, including procedural
thrombotic complications. The primary safety outcome of Thrombosis in Myocardial
Infarction major or minar bleeding through day 7 was increased by otamixaban (3.1% vs 1.5%:
relative risk, 213 [95% Cl, 1.63-2.78]; P < .001). Results were consistent across prespecified
subgroups.

CONCLUSIONS AND RELEVANCE Otamixaban did not reduce the rate of ischemic events
relative to unfractionated heparin plus eptifibatide but did increase bleeding. These findings
do not support the use of otamixaban for patients with NSTE-ACS undergoing planned early
percutaneous coronary intervention,

TRIAL REGISTRATION clinicaltrials.gov Identifier: NCTO1076764 Author Affiliations: Author _
e e affiliations are listed at the end of this

article.
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ABSTRACT

BACKGROUND

The intensity of antiplatelet therapy during percutaneous coronary intervention (PCI)
is an important determinant of PCl-related ischemic complications. Cangrelor is a
potent intravenous adenosine diphosphate (ADP)-receptor antagonist that acts rap-
idly and has quickly reversible effects.

METHODS
In a double-blind, placebo-controlled trial, we randomly assigned 11,145 patients
who were undergoing either urgent or elective PCI and were receiving guideline-
recommended therapy to receive a bolus and infusion of cangrelor or to receive a
loading dose of 600 mg or 300 mg of clopidogrel. The primary efficacy end point
was a composite of death, myocardial infarction, ischemia-driven revascularization,
or stent thrombosis at 48 hours after randomization; the key secondary end point
was stent thrombosis at 48 hours. The primary safety end point was severe bleeding
at 48 hours.

RESULTS

The rate of the primary efficacy end point was 4.7% in the cangrelor group and
5.9% in the clopidogrel group (adjusted odds ratio with cangrelor, 0.78; 95% confi-
dence interval [CI], 0.66 to 0.93; P=0.005). The rate of the primary safety end point
was 0.16% in the cangrelor group and 0.11% in the clopidogrel group (odds ratio,
1.50; 95% CI, 0.53 to 4.22; P=0.44). Stent thrombosis developed in 0.8% of the
patients in the cangrelor group and in 1.4% in the clopidogrel group (odds ratio,
0.62; 95% CI, 0.43 to 0.90; P=0.01). The rates of adverse events related to the study
treatment were low in both groups, though transient dyspnea occurred signifi-
cantly more frequently with cangrelor than with clopidogrel (1.2% vs. 0.3%). The
benefit from cangrelor with respect to the primary end point was consistent across
multiple prespecified subgroups.

CONCLUSIONS . ;

Cangrelor significantly reduced the rate of ischemic events, including stent thrombosis,
during PCI, with no significant increase in severe bleeding. (Funded by the Medicines
Company; CHAMPION PHOENIX CIinicalTrials.gof? number, NCT01156571.)

N ENGL) MED 368,14 NEJM.ORG APRIL 4, 2013

The New England Journal of Medicine
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