KONZERVATIVNI RESENI STENOZ
KAROTICKYCH A KONCETINOVYCH TEPEN
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Kazuistika rok 1995

* Pacientka (46 let) s hypertenzi a s dyslipidémii
vysetrena v ramci studie pro endotelialni dysfunkci
— sonografické vysetreni.

 Nahodne zachycena zcela asymptomaticka 80-90 %

stenosa levé vnitrni karotické arterie.

Do mesice provedena uspésna PTA, pacientka bez

obtizi, dobre kontrolovany RF KVO.



Kazuistika rok 2015

e Pacient (75 let) |écen pro rezistentni hypertenzi,

intermitentni kurak. Bez anamnézy aKVO.

13.11. 2015:

TK: 122/52 mm Hg (ACEi, HCTH, amlodipin,
spironolakton, metoprolol, ebrantil)

Lacna glykémie: 6,45 mmol/I, glyk. Hb — 44 mmol/mol
(metformin 1 000 mg denné)

Lipidogram: LDLC — 5,5, HDLC — 0,81 a TAG-4,5 mmol/I,
ApoB — 2,30 g/| (rosuvastatin 40 mg, fenofibrat 267,
Ezetrol 10 mg, ... Vasosan P)



Kazuistika rok 2015

Selest nad levou AC + v. s. klaudikace (1-2 km). Jinak

pacient zcela asymptomaticky.

DUS:

Hranicni (70 %) stenosa levé vnitrni karotické arterie s
embolizacnim potencialem (TCCS)

Difusni postizeni tepen DK — uzaveér prave afs, slusna
kolateralizace.
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FIGURE 4: Example of simultaneous acquisition FDG-PET and MRI using biograph mMR. (a) MR angiography with severe proximal stenosis
of left internal carotid artery. (b) Fusion of FDG-PET (color) and MRI with increased FDG-uptake in the internal carotid artery. (c) Transverse
MR showing stenosis of internal carotid artery.
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PRACTICE GUIDELINES

2011 ASA/ACCF/AHA/AANN/AANS/ACR/ASNR/CNS/
SAIP/SCAL/SIR/SNIS/SVM/SVS Guideline on the
Management of Patients With Extracranial
Carotld and Vertebral Artery Disease
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CLASSE Nb
1. Prophylactic CAS might be considered In highly selected patients

with asymptomatic carotid stenosis (minimum &0% by anglogra-
phy, 70% by valldated Doppler ultrasound), but Its efMectiveness

compared with medical therapy alone In this situation i ot well

established (39). (Level of Evidence: B)
. In symptomatic or asymptomatic patlents at high risk of compilica-

tlans for carotld revascularization by aither CEA or CAS because of
comorbidities. the effectivenass of revascularization versus medl-

cal therapy along Is not wall established (42.43.47.50-53 56-58].

(Lewvel of Evidence: B)

LASS Ik
1. In patlents with asymptomatc carotid stenosls, even If severa, the

safely and efMmMcacy of Carolid revascularzation bafore or concurment
with myocardial revascularization arenol well established. fLevel or
Evidence: C)




Screening pred
(cévnimi)
operacemi, ...

Transitorni (Pre)synkopa Preklinické
ischemicka ataka, 7n émky
ccvni mozkova (Pre)kolaps ateroskleroz
piihoda Yy
: \ertigo ML oo
Amaurosis fugax
Ischemicka okulopatie Migréna
OKkluse centralnich Krede,
retinalnich arterii
Sledovani po vykonu Selesty ...
Sonografické
odhaleni vvznamné
stenosy
karotickych arterii
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Revaskularizace
X konzervativni
postup?




Stupen stenosy
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Stupen stenézy dle ultrazvuku

a) 70-90 % (systolicka rychlost nad 230 cm/s a
diastolicka do 90-100 cm/s)

b) nad 90 % (diastolicka rychlost nad 100 cm/s)



Charakteristika platu

-141

Figure 2. [*8F]-2-Fluoro-A85380 PET Image
AnalysisThis figure shows one slice of the fused
PET/CT images of the neck in transaxial view.
Regions of interest (ROIs) drawn around the outer
border of the vessel walls of the left and right
common carotid artery (red ROIs) as well as for
evaluation of the ['8F]-2-Fluoro-A85380 blood pool
activity, within the lumen of both jugular veins (blue
ROIs; maximal standardized uptake value
[SUVads SUV,ean: @nd diameter of all ROIs were
evaluated). A higher arterial [18F]-2-Fluoro-A85380
uptake is easily visualizable in the right carotid
artery compared with the left carotid artery (SUV, .«
1.79 vs. 1.23) whereas similar SUV,,.,, values are
seen for the [*8F]-2-Fluoro-A85380 blood pool
activity in both jugular veins (JV) (SUV,ean fight JV:
1.26; SUV, e, left IV 1.22).



Stav ostatnich mozkovych tepen:

Transkranialni sonografie
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Stav chirurgie/intervencniho pracovisté

Komplikace pod 3 (1%) (vCetneé
komplikaci pri angiografii)



Hlavni varovné priznaky

e Vypadek zorného pole (amaurosis fugax)
* Slabost koncetin na jedné strané

* Poruchy reci
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Souhrn fatalnich klinickych prihod —
ACAS+ACST

Pocet ucastniku 2072 2394

Doba sledovani 3,1 roku 3,1 roku

Fatalni CMP 18 53; p<0,001

Dalsi fatalni 181 177

kardiovaskularni
prihody

Dalsi fatalni 140 108

onemocneéni

Celkem fatalnich 339 (16,4 %) 338 (14,1 %); p=0,03
prihod




MORTALITY OVER A PERIOD OF 10 YEARS IN PATIENTS WITH PERIPHERAL ARTERIAL
DISEASE

MicHAaeL H. Crigui, M.D., M.P.H., RoBerT D. LANGeEr, M.D., M.P.H., ArRNosT FRONEK, M.D., PH.D.,
HeATHER S. FEigeLsoN, M.P.H., MeELvILLE R. KLAUBER, PH.D., THERESA J. McCann, M.P.H.,
AND DEIRDRE BrRowNER, M.P.H.

1.00
Normal subjects
(n = 408)

Asymptomatic LV-PAD
a——a (N = 49)

(n = 18)

Severe symptomatic
LV-PAD
(n =13)

10 12
Year

Figure 1. Kaplan—Meier Survival Curves Based on Mortality from

All Causes among Normal Subjects and Subjects with Sympto-

matic or Asymptomatic Large-Vessel Peripheral Arterial Disease
(LV-PAD).

(N Engl J Med 1992;326:381-6.)




Stenting versus Best Medical Treatment of
Asymptomatic High Grade Carotid Artery Stenosis

(Vienna General Hospital 2004 — 2010).

 Asymptomaticka stenosa (NASCET), s
dokumentovanou progresi béhem 6 mésict >80%,
stenosa 290%, stenosa >80% s klinicky nemou
ipsilateralni ischemii (CT/MR) + souhlas neurologa.

Exclusion criteria:

Inability to provide informed consent - Underlying disease other than atherosclerosis (inflammatory or
autoimmune disease) - Traumatic or spontaneous carotid dissections - Life expectancy <6 months - Advanced
dementia - Advanced renal failure (serum creatinine >2.5 mg/dL) - Unstable severe cardiovascular
comorbidities (e.g. unstable angina, heart failure) - Restenosis after prior CAS or CEA - Allergy or
contraindications to study medications (clopidogrel, statins, ASA)</



Stenting versus Best Medical Treatment of
Asymptomatic High Grade Carotid Artery Stenosis

(Vienna General Hospital 2004 — 2010).

» 1200 pacientu analyza po 301 paciento-rocich — 3
roky sledovani.

* Pri medikamentosni terapii byl vyskyt mozkovych
prihod 0.34% pro jakoukoliv mozkovou prihodu, 0%
handikapujicich CMP.



A, Transesophageal echocardiographic (TEE) view of the insertion site in a 38-year-old patient
(patient 2), showing a small plaque and the pedunculus of the thrombosis.
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Thierry Laperche et al. Circulation. 1997;96:288-294

& American
t’ Heart
Association. Copyright © American Heart Association, Inc. All rights reserved.




9 let/absence mozkovych prihod embolizacniho
charakteru u pacientt s platy/debris v ascendentni
aorté (%)
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—Statin —Warfarin —Aspirin...

Tunick PA, et al. Effect of treatment on the incidence of stroke and other emboli in 519 patients
with severe thoracic aortic plaque. Am J Cardiol. 2002;90(12):1320-5



Caren G. Solomon, M.D., M.P.H., Editor

Peripheral Artery Disease

Iftikhar . Kullo, M.D., and Thom W. Rooke, M.D.

This Journal feature begins with a case vignette highlighting a common clinical problem. Evidence
supporting various strategies is then presented, followed by a review of formal guidelines, when they exist.
The article ends with the authors’ clinical recommendations.

A 61-year-old woman presents with a 3-year history of discomfort in the right thigh
on exertion. Her symptoms have recently progressed to involve the right calf. She is
able to walk no more than 50 m before having to stop because of leg pain. Her medi-
cal history is notable for coronary-artery bypass surgery after a myocardial infarction
at 55 years of age and for hyperlipidemia, for which she takes atorvastatin at a dose
of 40 mg daily. She has a smoking history of 50 pack-years and currently smokes
eight cigarettes per day. On examination, the blood pressure is 126/82 mm Hg, there
is a bruit over the right femoral artery, and pulses are diminished in the right leg.
How would you evaluate and manage this case?

From the Division of Cardiovascular Dis-
eases and the Gonda Vascular Center,
Mayo Clinic, Rochester, MN. Address re-
print requests to Dr. Kullo at the Division
of Cardiovascular Diseases, Mayo Clinic,
200 First St. SW, Rochester, MN 55905,
or at kullo.iftikhar@mayo.edu.

N Engl ] Med 2016;374:861-71.
DOI: 10.1056/NE]Mcpl1507631
Copyright © 2016 Massachusetis Medical Society.




Patient with Suspected Peripheral Artery Disease
Take medical history
Perform physical examination

1. | | |

Resting ABI, 0.91-1.4 Resting ABI, 0.5-0.9 Resting ABIl, 0.5 Resting ABl, =1.4

l J l l

Administer exercise test Administer exercise Perform transcutaneous
to assess postexercise ABI test to assess functional o imetry

capacity

Measure toe— brachial indexes

L )

Postexercise ABl 0.9 or
=20% drop from resting ABI

I | Management of Symptomatic Peripheral Artery Disease

Mo Yas Reduce cardiovascular risk
High-intensity statin
* L Treatment of hypertension and diabetes
Smoking cessation
Ev::::;::g; i::her Symptomatic? Antiplar%ler aspirin (¥5-325 mg/day)
disu:urnfurrg ar clupldc.lgrel (75 m.gll'day]
Improve functional capacity
No Supervised exercise program
Cilostazol (100 mg, orally twice daily)
Revascularization if no response to exercize
Treat cardiovascular and medication
risk factors Treat coexisting conditions
Follow-up
Assess adherence to lifestyle changes and drugs
and functional capacity
Manitor for stent or graft patency in patients
whao have undergone revascularization

Figure 2. Suggested Approach to the Evaluation and Treatment of Patients with Peripheral Artery Disease.
The ankle—brachial index (ABI) is the ratio of the systolic blood pressure at the ankle to the systolic blood pressure in the arm.?
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Ma Yes Reduce cardicvascular risk
High-intensity statin
* L Treatment of hypertension and diabetes
Smoking cessation
Symptomatic? Antiplarel_er aspirin (75 }25 mg/day)

Evaluate for other
causes of leg
discomfort

Improve functional capac
No Supervised exercise program
Cilostazol (100 mg, orally twice daily)
Revascularization if no response to exercize
Treat cardiovascular and medication
risk factors Trear coexisting conditions
Follow-up
Assess adherence to lifestyle changes and drugs
and functional capacity
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whao have undergone revascularization

Figure 2. Suggested Approach to the Evaluation and Treatment of Patients with Peripheral Artery Disease.
The ankle—brachial index (ABI) is the ratio of the systolic blood pressure at the ankle to the systolic blood pressure in the arm.?




IDEALNI STAV PACIENTA/PACIENTKY S
(A)SYMPTOMATICKOU TEPENNOU STENOZOU

Nekurak/nekuracka
30 minut denneé primeérena fyzicka aktivita

BMI méné nez 25 kg/m?, pas méné nez 94 cm u
muze, 80 cm u zeny

Krevni tlak méné 130/80 mm Hg

LDL cholesterol pod 1,8..1,3..1,0..? mmol/L
HDL nad 1.1 u muztd 1,3 mmol/L u zen
Triglyceridy pod 1,7 mmol/L
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NEJLEPSI LECBA ...

LDL/Lp(a)
aferéza,
iPCSK-9...

Farmakoterapie

(statiny)

ReZzimova/

dietni opatreni




LECBA DYSLIPIDEMIE:

Dieta

Silny statin + ezetimib + fibrat + resin, ...

LDL aferéza

Nové overené lécebné postupy ...



Mean (xSE) percentage change from baseline in LDL-
cholesterol concentrations with the portfolio (4; n = 34),
control (4 ; n = 34), and statin (=; n = 34) diets.
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David JA Jenkins et al. Am J Clin Nutr 2005;81:380-387



PRIMARNI KLINICKE UKAZATELE:
UMRTI NA KVO, NEFATALNI IM CMP,
+ HOSPITALIZACE PRO ANGINU PECTORIS

PREDIMED Look AHEAD

A Primary End Point (acute myocardial infarction, stroke, or death from cardiovascular causes)
104 Contrel diet
Med diet, EVOO: hazard ratio, 0.70 .06 ankres :i_,-—"
(95% C1, 0.53—0.91); P=0.009 ted diet. mut
Med diet, nuts: hazard ratio, 0.70 0.05: ec cet nuts cl}ntrl:ll
(95% C1, 0.53-0.94); P=0.02

Med diet, EVOO

End Point

E
3
3
¥
-
£
g
=3
g
4
E

. Intervention

Mo. at Risk
Control diet
Med diet, EVOO
Med diet, nuts

B Total Mortality

(95% CI, 0.63-1.05); Med diet, nuts

Med diet, nuts: hazard rati
(95% CI, 0.73-1.23); P=0.68

Total Mortali

Patients with End Point (35)

Hazard ratio, 0.95 (35% CI, 0.80-1.09)
p=0.51

Mo. at Risk

Control diet 2450 2268 2026 1585 1272 948
Med diet, EVOO 2543 2485 2322 1358 1690 1308
Med diet, nuts 2454 2345 2097 1662 1395 1037

Figure 1. Kaplan—Meier Estimates of the Incidence of Outcome Events in the Total Study Population.

Panel A shows the incidence of the primary end point {a composite of acute myocardial infarction, stroke, and death
from cardiovascular causes), and Panel B shows total mortality. Hazard ratios were stratified according to center
(Cox model with robust variance estimators). €I denctes confidence interval, EVOO extra-virgin olive oil, and Med
Mediterranean.




1. ABI<0.9 at rest,

2. Clinical diagnosis of
arterial occlusive disease
based on duplex
ultrasonography, magnetic
resonance angiography,
computed tomographic
angiography, or catheter—
based radiocontrast
angiography),

3. Endovascularor open
surgical procedure
(revascularization or
amputation).
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No. at risk
Control diet
Mediterranean diet
Nuts
Olive oil

2444

2452
2539

Control diet

Mediterranean diet
J_." plus nuts

___ Mediterranean diet
plus olive oil

2258 2006 1569

2342 2092 1649
2478 2311 1977



LDL aferéza
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FIGURE 1. Kaplan-Meier curves due to all coronary events in (A) all FH heterozygotes treated with LDL apheresis and patients treated
with cholesterol-lowering drugs (p = 0.0088), in (B) patients excluding those treated with coronary artery bypass graft surge

(CABG) [p = 0.0148), in (C) patients excluding smokers (p = 0.0031); and in (D] patients excluding smokers and those treated with
CABG [p = 0.0054). The p values were determined with the log-rank test.

(Am J Cardiol 1998;82:1495-1489)

5 6 7 8
Years after Randomization

Control 417 320 213
Surgery 421 368 357 247

946 THE NEW ENGLAND} JOURNAL OF MEDICINE Oct. 4, 1990

EFFECT OF PARTIAL ILEAL BYPASS SURGERY ON MORTALITY AND MORBIDITY FROM
CORONARY HEART DISEASE IN PATIENTS WITH HYPERCHOLESTEROLEMIA

Report of the Program on the Surgical Control of the Hyperlipidemias (POSCH)




STANOLY STEROLY

I Additional LDL reduction achieved by adding daily consumption
of plant stanol ester to statin therapy (double-blind trial)*

— =
Statins + Spread containing plant stanol ester
Y 1 Y Y ! Y '

2 3 4 =3 & 7 8
No. of Weeks

-
(@)
=
L
c
0
-
0
3
T
0
x
xR

Cholesterol Plant sterol

Absorption rate ~50% Main component:
sitosterol
Absorption rate ~0.5%
HO

Plant stanol
Main component:

sitostanol
Absorption rate ~0.05%




OMEGA-3

FATTY ACIDS

Risk

0.8

06

0.4 -

0.2

Risk of Sudden Cardiac Death and
Omega 3 Blood Levels

New England Journal of Medicine: Albert et al: 2002:346:1113

Full Risk

90% Reduced
Risk (RR)

81% RR

356% 4.76% 563% 6.87%
Blood Omega 3 Levels (%)




ASCEND Study Collaborative Group. Effects of n-3 Fatty Acid
Supplements in Diabetes Mellitus. N Engl J Med. 2018 Aug 26.

A First Serious Vascular Event
100

ap Rate ratio, 0.97 (95% Cl, 0.87-1.08)

P=0.55
B0

70
60
504
40

304

Patients with Event (%)

20
104
0

0
Years of Follow-up

No. at Risk
Placebo 7222 7047 5792 3934
Fatty acids 7218 7050 5804 3922

Curmnlativa hanafit nar 1000 nel Ned T4 148

Fatty Acids Placebo
Type of Event (N=7740) (N=7740) Rate Ratio (95% Cl) P Value

no. of patients with event (%)
Nonfatal myocardial infarction 186 (2.4) 200 (2.6) 0.93 (0.76-1.14)
Nonfatal ischemic stroke 217 (2.8) 214 (2.8) 1.01 (0.84-1.22)
Transient ischemic attack 185 (2.4) 180 (2.3) 1.03 (0.84-1.26)
Vascular death 186 (2.4) 228 (2.9) —u— 0.81 (0.67-0.99)
Serious vascular event 689 (8.9) 712 (9.2) 0.97 (0.87-1.08) 0.55
Any revascularization 368 (4.8) 356 (4.6) 1.04 (0.90-1.20)
Serious vascular event or revascularization 882 (11.4) 887 (11.5) 1.00 (0.91-1.09)

Ul.ﬁ 0?8 1?0 1I.2 1.|4 1!6
Fatty Acids Better = Placebo Better




ALE, MATE-LI HYPETRIGLYCERIDEMII, DM,
KVO, ... AJIiTE 4 G EPA DENNE 4-5 LET

A Primary End Point
100
Hazard ratio, 0.75 (95% Cl, 0.68—0.83)

90 P<0.001

80

70

60

50

40

30

Patients with an Event (%)

20
10
0

Years since Randomization

No. at Risk
Placebo 4090 3327 2807 2347
Icosapent ethyl 4089 3431 2951 2503

B Key Secondary End Point
100 30

Hazard ratio, 0.74 (95% Cl, 0.65—-0.83)
90 P<0.001

80
70
60
50
40
30

Patients with an Event (%)

20
10

0
2 3 4

Years since Randomization

No. at Risk

Placebo 3837 3500 3002 2542
Icosapent ethyl 3861 3565 3115 2681

Bhatt DL, et al. ; REDUCE-ITInvestigators. Cardiovascular Risk Reduction with Icosapent Ethyl for
Hypertriglyceridemia. N Engl J Med. 2019 Jan 3;380(1):11-22.



UCINNOST HYPOLIPIDEMICKE TERAPIE

Terapie
Sekvestranty
zluéovych kyselin
Kyselina
nikotinova
Fibraty

Statiny

Ezetimib

LDL

snizeni
15-30%

snizeni
25%

snizeni
5-15%

snizeni

25-50%

snizeni
18%

HDL

zvyseni
3-5%

zvyseni
15-30%
zvyseni
20%
zvySeni
4-12%

zvyseni
1%

TG

Neutralni

snizeni
20-50%
snizeni
20-50%
snizeni
14-29%

shizeni
8%

tolerabilita

Spatna
Spatna
az prijatelna

dobra

dobra

dobra

Yeshurun D, Gotto AM. Southern Med J 1995;88(4):379—391. Knopp RH. N Engl J Med 1999;341:498-511. Product

Prescribing Information. Gupta EK, Ito MK. Heart Dis 2002;4:399-409.



UCINNOST HYPOLIPIDEMICKE TERAPIE

Terapie LDL HDL TG tolerabilita
Sekvestranty snizeni zvyseni Neutralni
zluéovych kyselin 15-30% 3-5% Spatna
Kyselina
nikotinova shizeni zvyseni shizeni Spatna
25% 15-30% 20-50% az prijatelna
Fibraty snizeni zvySeni snizeni dobra
5-15% 20% 20-50%

Statiny snizeni zvySeni snizeni
25-50% 4-12% 14-29%

Ezetimib

snizeni zvyseni snizeni
18% 1% 8%

Yeshurun D, Gotto AM. Southern Med J 1995;88(4):379—391. Knopp RH. N Engl J Med 1999;341:498-511. Product
Prescribing Information. Gupta EK, Ito MK. Heart Dis 2002;4:399-409.



LDL-C and Lipid Changes IMPROVEIT

100 4 1 Yr Mean LDL-C TC TG HDL hsCRP
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BIOLOGICKA LECBA DYSLIPIDEMIE

* Antisense terapie

— Zamereneé proti:

e apoB (mipomersen)

apoClll

Apo (a)
PCSK9
CETP

 Monoklonalni protilatky
— Anti PCSK9

* Vakcinace proti ateroskleroze

— Affiris PCSK9 vakcina indukuje protilatkovou odpoved’
zabranujici interakci s LDL-R . ichal Vrablik

Centrum preventivni kardiologie

80. kongres RS, 98 738 5.2012



Monoklonalni protilatky proti PCSK9: dalsi
moznost biologické |écby aterosklerozy

Michal Vrablik

Centrum preventivni kardiologie
1. Chan JC, Piper DE, Cao Q, et al. Proc Natl Acad Sci U.S A. 2009;106:9820-9825. o Il Interni klinika 1. LF UK a VEN

Praha




INHIBITORY PCSK9

* Evolocumab (Amgen),
* Alirocumab (Sanofi/Regeneron)

Aplikace s.c. — preferovano velkou casti pacientt

Bez vyraznych nezadoucich ucinka.

Randomizované studie faze lll/vyborny efekt na LDL cholesterol
(60-70 %)

+ priznivy efekt i na ostatni lipidové slozky, véetné Lp(a).
Monoterapie u statin intolerantnich vysoce rizikovych pacientu
Kombinace se statiny u vysoce rizikovych pacientu rezistentnich k

|écbé/nedosahujicich cilovych hodnot



KV umrti, infarkt myokardu,
mozkova prihoda, nestabilni
AP, koronarni revaskularizace
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LDL-C (mmol/L) ve 4 tydnech

Giugliano RP, ESC Congress 2017, Barcelona 8/28/2017



ODDYSSEY — ALIROCUMARB s.c. 2 x TYDNE
(1-12 MESICU PO AKS)

Placebo: Total Nonfatal CV
Alirocumab: Total Nonfatal CV
Placebo: First Nonfatal CV
Alirocumab: First Nonfatal CV
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0
Number at Risk Years Since Randomization

Placebo 9462 9219 8888 3898
Alirocumab 9462 9217 8919 3946

Szarek M, et al. ; ODYSSEY OUTCOMES Committees and Investigators. Alirocumab
Reduces Total Nonfatal Cardiovascular and Fatal Events in the ODYSSEY OUTCOMES Trial.
J Am Coll Cardiol. 2018 Oct 27.



LDL Cholesterol

Standard of care alone
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Patients with Peripheral Artery

69% 57%
_27,564 _ Intermittent Claudication & Peripheral Revascularization
Patients with ABI < 0.85 at Baseline (Median 3.7 years prior)

Atherosclerosis
Randomized

v

3,642
Patients with
Symptomatic Lower
Extremity Peripheral
Artery Disease

v

1,505
Patients with
Symptomatic Lower
Extremity Peripheral
Artery Disease and no
prior Ml or Stroke

4%

Amputation for

Ischemia



Major Adverse Limb Events
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Major Adverse Limb Events
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Major Adverse Limb Events

Major Adverse Limb Events in Patients wit A TG,

PAD and no Ml or Stroke

- Placebo PAD
1 Eveleeuries (no Ml/stroke, N=1505)
S 57% RRR
2.6%
2.5% HR 0.43 °
(0.19 — 0.99)
P=0.042
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Cilové hodnoty plazmatickych lipidu a
lipoproteinti podle ESC/EAS 2019

<2,6 <]1,8 <1,4
a snizenio a snizeni o a snizenio
nejméné 50 % nejméne 50 % nejménée 50 %
hodnot pred |éCbou hodnot pred |écbou hodnot pred |écbou

<3,4 <2,6 <2,2




Jak snizit LDL cholesterol/riziko aKVO

Rezimova -10 - 15 %
opatreni

Statiny .
+ ezet. = 40 = 50 /0
IPCSK

- 40 - 60 %

' D,L - 60 -80 %
aferéza




BOJ SE ZANETEM/INTERLEUKINY:
CANAKINUMAB ANO (?), METOTREXAT NE
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Ridker PM, CANTOS Trial Group. Antiinflammatory Therapy with Canakinumab for Atherosclerotic Disease. N Engl J Med. 2017;377(12):1119-1131. Ridker PM,
CIRT Investigators. Low-Dose Methotrexate for the Prevention of Atherosclerotic Events. N Engl J Med. 2018 [Epub ahead of print]



DEKUIJI ZA POZORNOST



Muz, 75 let —- ANAMNEZA

RA: otec+49 CMP, matka+93 CMP?, sourozenci 0, déti 0

ICHS - NSTEMI, provedena ad hoc PCI ACD s implantaci lékového stentu - st.p. IM
spodni stény oSetien PCl 1994, st.p. PCI RCx + 2 stenty s komplikaci (post PCI AIM)
01/2001, st.p. PCI ACD + stent 11/2001, 2010: lehka systolicka dysfunkce LK s EF 50%,

hypokineza spodni stény

Benigni tumor levé plice, st.p. operaci 2004, st.p. operaci katarakty na pravém oku, 2004,
st.p. operace L zapésti pro deliberaci karpalniho tunelu vpravo, st.p. rupture Slachy v.s.

extensoru palce na PHK v 6/07 Hidtova hernie, drobné polypy jicnu.

Polytopni vertebrogenni syndrom na terénu spondylodegenerativnich zmén a
polydiskopathie, st.p. exkochleaci disku L5/S1 s nasl. reoperaci za tyden pro sekvestr s

rezidudl. kofen sy S1 dx op v 5/04, 1/2012.
SPA: SD, tiskar, Zije sam v pronajatém pokoji

Abusus: kouri 10 cig. denné, alkohol prilezitostné, drogy O



Muz, 75 let - SOUCASNE OBTIZE

VysSetien v cervnu 2017 pro 4 mésice trvajici bolesti lytek pfi chGzi méné
nez 50 m, do kopce jesté mensi vzdalenost. Bez stranové predilekce.
Klidové bolesti nema.

Kouri intermitentné do 10 cig denné, DM-0, HT-nevi, DLP- znama od
koronarnich prihod (2004).

AA:0

FA: nic neuziva, léky nasazené po posledni hospitalizaci pro srdecni

obtize (v.s. statiny, ...) douzival a dale jiz nebral.



Muz, 75 let s ICHDK- OBJEKTIVNI NALEZ

Celkovy stav: pri vedomi, orientovan, spolupracuje, klidové eupnoe, bez ikteru a cyanozy,
afebrilni. Hydratace v normé. TK: 144/76 mmHg TF: 74/min Hmotnost: 70 kg
Vyska: 175 cm

Hlava: bpn. Krk: Zilni napln nezvysena, karotidy tepou symetricky, bez Selestu, i jinak bpn.
Dychani sklipkové, chrlipky do 1/2 plice vpravo bazalné. Akce srdecni pravidelnd, 2 ozvy
ohranicené, jasné, bez Selestu. Bficho: mékké, nebolestivé, bez patologické
resistence/pulzaci, oblast aa. renales bez Selestu.

DK kromé onychodystrofie a snizeného ochlupeni v oblasti nohou/bérci bez
trofickych zmén, pulzace hmatné na periferii slabé, bez otoki a zanétlivych

zmeén, klidné varixy.

DUS tepen DK:

Vpravo: uzaveér afs cca v horni 1/4 stehna, ap pruchodna, monofazicky charakter

pratokd, stejny ndlez na atp a adp.

Vlevo: uzavér afs jiz pod bifurkaci, ap prtichodna, monofazicky charakter prttoka s

nizkou amplitudou, stejny nalez na atp a adp

Zaver: uzavér obou povrchovych femoralnich tepen.



Muz, 75 let s ICHDK — EKG + laborator

* EKG: sinusovy rytmus, tf 74/min, prevodni intervaly v normé, negativni T ve ll, lll, aVR,
aVF, jinak bez specifickych loZiskovych zmén- dle predchozich popisti bez vyraznych
Zmén.

e Laboratorni vySetreni 29.4. 2014:

KO: WBC: 9.2 x1079/l RBC: 5.39 x10712/I HGB: 16.2 g/dl HCT: 0.471 -- MCV: 87.4 fl MCH:
30.1 pg MCHC:34.4g/dl RDW: 13.5% PLT: 272 x1079/I MPV:10.4 fl PCT:0.280 % PDW-
SD: 12.2 fl KOAG 29.04.2014-13:08: APTT:38.30s APTTN:30.50s RATIO: 1.26-- PT-
Quick: 10.90 s PTN-Quick: 11.80's INR: 0.90 -- PT-RATIO: 0.92 -- D Dim: 155 ng/ml

Na: 140 mmol/l K: 5,3 mmol/l Cl: 105 mmol/l OSMpoc: 296 mmol/kg P-GLUK: 5,4 mmol/I
ALP: 1,49 ukat/l AST: 0,56 ukat/l ALT: 0,54 ukat/l GGT: 1,01 ukat/l| AMS: 1,67 ukat/| BIL-
CELK: 8,1 umol/I UREA: 10,3 mmol/l KREA: 82 umol/l eGFR(MDRD): > 1,2 ml/s/1,73 m2,
TROP I: <0,010 ug/I cut-off pro AIM 0,300 CB: 82,3 g/I CRP-HS: 6,0 mg/I

2016

* Triacylglyceroly . . . 2,04 mmol/i

* Cholesterol . . . .. 3,6 mmol/I




Muz, 75 let s ICHDK — PREDBEZNY KLINICKY ZAVER

Uzavér obou povrchovych femoralnich tepen s nedostatecnou

kolateralizaci a limitujicimi klaudikacemi.

Doporuceni:

CT angiografie cervenec 2017. Pred a po vykonu dostatek tekutin (2-3 I).

Z hlediska sekundarni prevence ihned nasazuji statin + antiagregaci (40
mg atorvastatinu a 100 mg acetylosalicylové kyseliny).
Jisté vhodné zcela prestat kourit a intervence dalsich mozné RF KVO.

Dalsi postup dle nalezu.



Muz, 75 let s ICHDK — CT + INDIKACE

BriSni aorta: bez vyznamnych zmén
Renalni tepny: bez stendz tepny panve a dolnich koncetin:

Vpravo: Panevni tepny difuzné s platy bez vyznamné stendzy. AFC s platy bez
vyznamnych zmén. APF se stendzou odstupu do 50%. AFS chronicky uzavrena. A.poplitea
s platem v proximalnim segmentu s nadhranicni stenozou. ATA patentni, distalné se
vytraci. ATP a a. fibularis patentni do periferie. A. plantaris patentni. Vlevo: Panevni
tepny difuzné s platy bez vyznamné stendézy. AFC s platy bez vyznamnych zmén. APF se
stendzou odstupu do 50%. AFS chronicky uzaviena. A.poplitea s platy bez vyznamné

stendzy. ATA se distalné vytraci. ATP a a. fibularis patentni do periferie.

Zaveér: Uzaveér AFS bilat. Difuzni AS zmény tepenného recisté

Indikacni seminar — pacient indikovan k aorto/femoropoplitealnimu bypassu

oboustranné.



Muz, 75 let s ICHDK — KONTROLA PO CT

Kontrola srpen 2017:

Ustup klaudikaci oboustranné, pacient ujde 1-2 km, preferuje konzervativni

postup. Omezil koureni na 2-5 cig denné. Lipidogram nenabran.

Zavér/shrnuti:

Pacient s klaudikacemi, uzavérem obou povrchovych stehennich tepen indikovan
k femoropoplitealnimi bypassu oboustranné. Od posledni kontroly vyrazny ustup
obtizi/klaudikaci.

Doporuceni:

* Dale konzervativni postup, pfi zhorseni obtizi operacni vykon, dale terapie

statin + antiagregace + intervence dalSich rizikovych faktort (prestat koufit).
* Kontrola za 3-4 mésice, pripadné dle obtizi.

* P¥i zvazovani operacniho vykonu nutné doplnit echokardiografické vys.

(ejekeni frakce LK) a pneumologické vysetreni (spirometrie).



Zaver

Asymptomaticti pacienti bezanamnézy akKVO s
vyznamnymi stenosami

karotickych/koncetinovych/koronarnich(?) tepen.

Nekourit !
Krevni tlak — 130-140/80-90 mm Hg
Kompenzace diabetes mellitus

LDL cholesterol pod 1,3..1,0 mmol/I (statin)!
Revaskularizacni vykon ??




Kazuistika rok 2018

 Z anamnézy:

Pacient s diabetes mellitus léceny PAD, kouri 10 denné, od r.
2004 ICHDK (st.p. PTA + stent, AIE I. dx.) klaudikace pfi rychlejsi
chuzi, chuzi do kopce a do schodu priblizné po 150 m, po roviné
pri pomalejsi chlizi bez limitaci. Klidové bolesti nema, trofické
Zmeény nepozoruje, obtize postupné narustaji béhem 14 let,
poslednich 6 mésicu stabilni. Stp.p. EAC ACI |. dx. pro
asymptomatickou stenosu, preriproceduralné drobna CMP.
Nyni v popredi chronicka renalni insuficience (CKD5)
planovano zahajeni hemodialyzy.

* Objektivné:
DK oboustranné bez zanétlivych a trofickych zmén, pulzace
dobre hmatné az do periferie.



Kazuistika rok 2018

DUS tepen DK: Difuzné hrubé zmény oboustranné v obou usecich, stent v oblasti
AIE I. ex. zcela prlichodny, bez vyrazného urychleni, pratoku, bez znamek
hemodynamicky vyznamné stenosy, oboustranné uzavér aafs, vpravo priblizné v
horni tfetiné stehna, vlevo v oblasti Hunterova kanalu. Pomérné mohutné
odstupy aa. femorales profundae s trifazickymi charaktery pratokt Vpravo
trifazicky prutok v ap, vlevo monovazicky, nizsi amplituda/rychlost (20 cm/s proti
35-40 cm/s vpravo). Oboustranné monofazicky az trifazicky prutok v aa. tibiales

posteriores a aa. tibiales anteriores.

Zavér: oboustranné uzavreny povrchové stehenni tepny s pomérné uspokojivou
kolateralizaci v.s. pres aa. femorales profundae, relativné horsi vlievo. Limitace

spise hranicni.



Kazuistika rok 2018

* Pacient (67 let) 11.12. 2018:

Dg. — Renalni insuficience (CKD 5. typu)
2012 - rezistentni hypertenze
2012 DM 2. typu, léceny PAD

2004 ICHDK - klaudikace 200 m, PTA + stent AIE I. dx.
Endarterectomie a. fem. Com.

2018/4 — ACI I. dx. nahodny nalez po vykonu drobna iCMP
Dyslipidémie
ICHS — 0, ale EF-40 % projevy SI-7/2018 primomanifestace



Kazuistika rok 2018

* Pacient (67 let) 11.12. 2018 terapie:

Agen 10 mg, Betaloc 50 mg, Desloratadin apotex 5 mg, Dopegyt
250 mg 5 x denné, Furorese 125 mg 3 x denne, Glurenorm 30
mg 3xdenne, Helicid 20 mg 2x1, Mircera 50 ug inf. 1 x za 2
tydny, Perindopril 8 mg 1-0-0, Renvela 800 mg 7 x denné,
Rosuvastatin 20 mg 1x denné, Stacyl 100 mg 1x denne,
Trombex 75 mg 1x denné, Venofer ubf, 2 amp. 1x za 2 tydny,
Verospiron 25 mg 1-0-0, Vigantol 15 kapek 1 x tydné, Vitar soda
3xd



Kazuistika rok 2018

* Pacient (67 let)

11.12. 2018:

TK: 145/85 mm Hg

Lacna glykémie: 13,7..4,8 mmol/|,

Lipidogram: LDLC - 1,22, HDLC- 0,57 a TAG-1,3
mmol/I,

Kreatinin — 372 umol/|, urea. 18,1 mmol/I, kyselina
mocovad — 367 umol/I
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Interleukin-1 inhibition and ischaemic stroke:
has the time for a major outcomes trial arrived?

Paul M. Ridker*
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Kazuistika rok 2018

* Doporucujeme:

e poradna pro kuraky s cilem prestat kourit,

e cviceni DK,

e z hlediska ICHDK zatim konzervativni postup,

e vzhledem k renalnimu postizeni namisto rosuvastatinu
atorvatatin 40 mg, dale dle tolerance a lipidogramu,

e zvazit mensi davku spironolaktonu (25 mg ob den) vzhledem
k renalni insuficienci k prevenci hyperkalémie.

Kontrola za 6 mésicu v pripadé progredujicich obtizi pacient
zavold, bude objednan k vysetreni (vs. prima AG ¢i CO2).
Kontrola 19.6. 2019, 10:30



