lllll

S RIALE

VD ORINVIONACHO

********

Amicals das Careioloe: YUESIdE Iafo’ ‘te‘“‘d Azur

— “J‘Jnnovatvons’”?! (,mr,m e Cardiague
\ | ¥ Nice, 8juin 2010

y Vo "-—-.-._.__,______-_
e A - i ; : ——— —-..—

Centre Cardio-thoracigue de Monaco 2 S M



1.

3.

- Med/CABG

- Med/CABG/CABG + SVR

Anterior akinetic/dyskinetic SCAR

Coronary anatomy suitable for revasc.

Investigator meeting Chapter 3 pp17-18 2002
|  TralExclusionCriteria

Patients with concurrent c: ic shock or requiring
inotropic or intra-aortic balloon support.
PCl planned for CAD tre '1trr|er'|t

Acute myocardial infarction within 30 days.

More than one prior cardiac operation.

Combined anterior & inferior akinesia.

Both right & Cx territories supplied by diseased
arteries not ammenable to CABG

1000 pts

CABG alone : 499 CABG + S.V.R: 501

N.Y.H.A. IV

“Cross Over”
Follow Up 44 mo

LV vol. 4 months

36 (7%) 21 (4%) FSr/A000ESS WS/ oM
+S.V.R: 27 No CABG & S.V.R : 47
nths 2 | EF non assessed! |?

212 [B72/1000 20N 169 (ESVI83to 67 ml)!

Conclusion :

NEJM April 2009 “for I.C.M
«no significant difference between CABG vs CABG + SVR»



CAUSES OF ISCHEMIC HEART FAILURE ARE NOT UNIFORM

In majority of cases, after M.l, HF iIs directly linked
to the extent of irreversible asynergic LV scar when

itinvolves :  20.-259% of LV area ... Gorlin 1967
or 40-50 % of LV perimeter ... McKay 1986.

\ - ~a .
— > \
/ ' EDVI 148 mi/mz / -

/ ESVI 112 mi/m?2
: ?
GUE (Lv‘ar) 57 % M.R.I -

NG Bellenger, EHJ 2000




Why ischemic LV is failing ?
«The LV remodelling»

WHER e
|CHORSHMPLOPERY O NAS
hEeEn replaced by fibrosist (ASY léri) 201025 Y0 ofithe
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remaining  functioning  heart  began  to = EXCeEed

physiological limits...”
There are two types of ASYNERGY : regional AKINESIS (total lack of wall motion), a

regional DYSKINESIS (paradoxical systolic expensive wall motion».

Klein, Gorlin & al. Circulation, Volume XXX, April 1967



mpnship Infarct Size / advanced Heart Failure*
840 Gadolinium Late Enhancement MapS of scar extensions after Ml

LV Scar Evaluatlon - Case n°1143

ssssss

Scar <=10%
Scar 11-35%
f N 6/76

7 8% N 51/438

11,6%

N 64/122 ‘/0‘ N 69/204
53,7% 33,8%

Scar 36-49% _ I } Scar 36-49%
Scar 11-35% =
Scar >=50%

4
% of scared perl te /@bf AHF
r%e f - 199/

Il patients (22%)
LVOT % Scar : 60 7% Short Axis % Scar 39 2%

Nharmie-Eai
bl bl 0 S

L. Atrium

I ol medical re

* Advanced HF = chronic HF lll/1V, acute HF, & adv. HF ESC definitions



ASYNERGIC SCAR CAN BE DYSKINETIC (Gorlin 1967)

Depends on depth’s scar

«LV remodeling does not allow viable myocardium
to improve LVEF after revascularization»
J.Bax & al. Circulation 110 (suppl 11):11,2004

Recanalysed LAD



LV WALL AFTER INFARCT SINCE CORONARY RECANALISATION

INFAREIFSIZ2 (IS) ARTER SUSCESSEUL ¢OR, REPEREUS QN
, C'nrlsstl nE&zalVIay o MCl NI CH(Am I ICardio])
1O00IE BIS CAled a2 pis (S2 11k 39 %)

19055 4sS Calfied EV/A4TpTS ISH61t015819%)
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Recanalisation of culprit artery has changed necrosis size and depth

..BUT: «Once infarcted, LV wall remains + diseased »



Relationship infarct size / advanced Heart Failure* Il

N= 229 patients post Ml

With P.C.I for recanalization

Scar <= 10%
Scar 11-35%

N 41 6
17,9%

Scar 36-49%

% of scared LV
circumference

(mean value GLE map)

% of AHF

Scar <= 10%

Scar > 50% Scar 11-35%

N 17/55
30,9%

Scar 36-49%

N 24/41
58,5%

* Advanced HF = chronic HF Il1l/1V, acute HF, & adv. HF ESC definitions



MECANISME DE L'l.C. POST INFARCTUS

e .

le « REMODELING »




SYSTOLIC ECCENTRIC MOTION*

* « The extent of shortening required of the remaining fonctionning heart exceeds its
physiological limits ». Gorlin, 1967.




= —\60/10em?//
e « contractility trail »

C) Curvature restoration and balloon sizing D) Endoventricular patch reconstruction



WHY LVR WORKS ?

Mr. LEO... 61y. Anterior M.l. Aug.5 2005 PCI & Active Stent. CHF IV +-> [LA.B.P

A , - -
N e 2w | ™ ".'\

EDVI : 98 ml/m?2 .(

M 2

Dec. 2005

*tf'\,,. ir
«are che :

LVEF: 51 %
EDVI : 51 ml/m2
ESVI : 25 ml/m?2




In severe remodeling L.V.R. (EVCPP) RESTORES :

-

«eccentric» (centrifugal) motion # «concentric» (entripetal ) contraction

*LVEF% 26.4+56-7 40+8
. . L
SLAdVImim: 53+22 N, 40 + 14 ¢ Diastolic function

... Global cardiac performances

NB in STICH : LAvol & Diastolic function not assessed



S. LI.C.H. Criteria ...

lnvestigator meeting chapter 3 ppl/-18

Trial Inclusion Criteria Trial Exclusion Criteria

e Patients with concurrent cardiogenic shock or requirin
Arm 2 : CABG/CABG + SVR 9 quiring

inotropic or intra-aortic balloon support
Acute myocardial infarction within 30 days
» Combined anterior & inferior akinesia

 Both right & Cx territories supplied by diseased arteries
not ammenable to CABG

- Limited anterior akinesia

- Coronary anatomy suitad

for revascularizatiop

* Primary valvular heart disease clearly indicating the
need for valve repair or replacement + 1 chronic Ao dissec.

» PCI planned for CAD treatment
» More than one prior cardiac operation

12 48 4 » Non-cardiac illness with a life expectancy < three years

17 6 » Non-cardiac illness imposing substantial operative mortality

| 1  Waiting list for heart transplantation
15 5 3
i 4
; 106 in Advanced HF (NYHA 1II/IV VO? max < 15 ml, ESVI > 60
2002-May 2008 11 in Acute HF (8 septal ruptures, 3 ventricular arrhythmias)
(Among 274 LVR) EF 26 %, EDVI 130 ml/m?2, ESVI 95 ml/m?, scar 49% (35-77)
58 after PCI at acute phase of Ml age > 70y : 49 pts (42%)

NB in STICH : NYHA Class IV 57pts/1000 !



Mr. LE. 47y, waiting list H.T + A.I.C.D since 2001

Pre-op bec 2002
EE : 28%
EDVI:144ml (angio)
ESVI: 96 ml (angio)

SV : 48 ml/m?2 @

[ ':.'. = e T oy

T8%em

After endocardectomy.







Balloon volume sizing

After tightening



Mr. LE.
March 2006
Postop :
EF : 54%
EDVI. 74 ml
ESVI: 34ml

V1 40 ml/m?

301y 2008

EEI65Y%0




Mr. LOF. obs N°1209, 82 years old, Drug resistant CHF IV +

CHF -dateMI?2  [o ~ A
Pulmonary oedema | , 5
1

at rest

EDVIES 121 ml/me
ESVIE 95 miimz
EVEE = 22:9%

calDV] = 4% ml/r?
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Mr. LOF. 82 yea

EDVI: 121 ml/m?2
ESVI: 95 ml/m?2
LVEF: 22 %

SV : 26 ml/m?2

LAVI : 50.8 ml/m?2

T

e
£ 1 LUCT

C

=

ase N°1079

5

EDVI: 54 ml/m2
ESVI: 25 ml/m?2
LVEF : 53 %

SV : 29 ml/m?2

LAVI : 41.5 ml/m? @




Mr. LOF., 82 years Case N°1079

-

-y )
HicHe)e) EDBVIESI24mI/MesESVIES 95 imI/m e VEESS 2206 SVEPL ml/mb) 1. B =66
LAVI : 50,8 ml/iny? ‘J

‘.“ . | ~
tﬂ.” | " t\.‘" h.

Post-op EDVI: 60ml/m2 ESVI: 30 ml/m2 LVEF: 50 % SV : 30 ml/m?2

@ LAVI : 41.5 ml/m? B<30% a




Mr. MOR. 60y A.M.l. Oct 03 RCA Stenting

Respiratory insuf. (bronchiectasis) + diabete [.D

LVEF:17% EDVI : 263 miim? ESVI : 219 ml/m> QERE»

NEJM 2007



Mr. MOR. 60y (Obs. n° 1113) nduced

BV EE T VIEESSSUN/0

EPVINS268iMI/ms EPVIAZYam|/ims
ESVIRSZA0MmI/ms ESVIESEOIMI/Ims

. -

-‘ . - &
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F e
L

Preop 15/03/2004 Postop 20/04/04




Recanalization of Culprit artery during acute phase MI ¢hrombolysis, Pcistents...)

3. Impairement - mm 3 - extension of Ml
Vi Lab. A.M.l 20/01/06 June 06

CO10 27/01/06
c

XCOCCIUSIon:




' \\‘ Vi Lab. 74 y. A.M.I 20/01/06

postero: faferal aneurysm
after CK.fecanaItzatlon 27/01/06

VEE 39_59
zD\/I 249 mllm"
ESVINSYZ2imi/ims

<
il
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= 501%
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LVR 31/07/06




ANTERO SEPTAL RUPTURE « EXCLUSION »

Mrs.BAR . 76 years ... 03/01/05 Septal rupture 1 month after successfull LAD recanalization

March 06 : EF : 56 % Feb.05: EF: 43 %
EDVI: 40 ml/m? EDVI: 41 ml/m?



2002 — May 2008 : LATE RESULTS

95%

EARLY RESULTS

1st month deaths: 4 (3.5%)

Kaplan Meier Survival function

SECONDARY RESULTS

Not improved ptS . 8 (2 deaths fst year) Follow up > 1 year : 109/111 (Feb 2010)

0.0 20.0 40.0 60.0 80.0 100.0
3 CAUSES OF SECONDARY FAILURE miEitEE N R E R E 2 I
(remodeling recurrence) :

- Diastolic incompliance ... balloon sizing

(or to small LV volume)
- «Neglected» mitral insufficiency. ... per op checking

- Continuum in remodelling ... the delay
- & evolution of coronary disease

- Questionable indication (bifocal scars)

111 survivors over 1 year (95%) with progressive improvement



HEMODYNAMICS RESULTS IN 111 IFV AFTER ONE YEAR

Advanced heart failure n = 101

Pre-op > 1 month > lyear
EF % +4(9-34) 40+8(21-64)* +11(20-69)**
EDVol(ml/m2?) | 130+43(62-342) | 84+21(46-170) | 85+30(33-217)
ESVol(ml/m?2) +37(45-289) |51+17(24-118)* | 120 (15-128)*
LA Vol(ml/m?) +22(17-94) +14(13-72)* (3712 n=85)
* p<0.001, ** p = 0.44, *** p=0.25
Acute heart failure n = 10
EF % 41(32-50) 52(38-68)) 54(38-68)
EDVol (ml/m?) 79(54-122) 48(28-79) 69(32-105)
ESVol (ml/m2) 46(31-83) 24(16-49) 33(9-66)
PAP (mmHg) 58.5(38-85) 34.6(30-49)

NB In STICH : Diastolic function non assessed, EF not evaluated in post op
period and ESVI (arm 2 group SVR) decreased from 83 to 67 ml/m?2!




DISCUSSION




Mr Her... 46 Y, AMI Dec 2006 PCI + stent LAD. NYHA |V tracheal ste.

~eb 07 LVEF 27%, EDVI : 125, ESVI: 87, DAM 41 mm , IM 2+



Mr Her... 46 Y, AMI Dec 2006 PCI + stent LAD. NYHA |V tracheal ste.
- >

Eab 07: / d o Juns 08 ¢

Vie normale
NYHA 1" 06/10




FEASISBILITY

BV eI SNOrtiaxis

(-_)\/J X 54%)




Mr. NIC. 75 y. A.M.1 04/07, stenting LAD at day 6. Stent thrombosis

Crifiooriez, a
PAP 79 mirnrle
iitral regure).

SNP 4421




GIANT ASA SCAR Mr. NIC. 75y, AMI April 07, stenting LAD day 6,
stenting thrombosis

July 07

Orthopnea, anasarca,
PAP 76 mmHg

Mitral regurg. : 24 ml
BNP 4421

PR T D 5
¥ < \h'“ % ,’I”
PRS2

Y 9%

vy EDVI: 320 ml/m?
—eS' i ESVI: 289 mlim2!
Mitral diam. : 40 mm
CabDVI = 70 ml/m?2




Mr. NIC. 75 y. surgery LVR 12 July 07
After posterior annuloplasty

o BT Rt LB

Endoventrlcula'r p‘&iGﬂ"ﬂqXﬁ‘S*Cm

' ?""“Mf‘?ﬁ L :.;w



Mr. NIC. 75 Y, evolution after 1 month
July 07 B .. \ August 07
q.' :
iy \

7




Mr. NIC. 75y. A.M.1 04/07, stenting LAD at day 6. Stent thrombosis

Pre-op 10 July 07

EDVI]: 78 ml/mn?

CabDVI : 70 inl/ny?

ESVI: 30 ml/m?
LAVI : 31 ml/m?
6 min WT : 650 m
Playing golf !



Influence of Left Ventricular Volume Reduction
on Outcome After Coronary Artery Bypass
Grafting With or Without Surgical Ventricular
Reconstruction

Robert E. Michler, Gerald M. Pohost, Krzysztof Wrobel, Robert O.
Bonow, Jan Pirk, Jae “ Ol
Carmelo A. Mil~nc, Fctric a ~. Pellikka,
Sropvle Coagenals, Thomas A. Holly,
Annc o, mellkamp, Kerry L. Lee, Marisa Di Donato,
on behalf of the STICH Investigators

Late-Breaking Clinical Trial Update
American College of Cardiology

Marc h 16 2010
E J CABG-eligible patient was also SVH ehgnble SVH ellglblllty was determmed by a clmlca

M \(demsmn that sufficient dominant anterior akinesia or dyskinesia was present to justify adding ¢

l'uML @-[{,:

" SVR to CABG. F're’,s’e_n,:e or absence of myocardial viability in the d sfunctional anterior-apical

segments was not an enroliment criterion.
__.______.—-—-—-_-——-—-"'

STICH M40 DRAFT-VLM and JKO Revision 04 22 10



Paired Left Ventricular Studies Before and After Operation
In 979 SVR Hypothesis Patients

P GRETEEPEERE __g6 dicd hefore 4 months . NEEIIoT oo o™

N =979

Patients eligible for paired 13 Specific reasons provided
study analysis for missing study
N =893 3 Unexplained

fair to excellent quality

2009 595 pts/ 1000 !



Lowest to
Highest ESVI

ESVI Change

Group 1
<60 ml/m?
(N=160)

Group 2
60-90 ml/m?
(N=200)

Group 3
>90 ml/m?
(N=235)

Operation

CABG
(N=91)

CABG+
SVR
(N=69)

CABG
(N=111)

CABG+
SVR
(N=89)

CABG
(N=118)

CABG+S
VR
(N=117)

% No Reduction

55%

43%

48%

20%

32%

21%

% >30% Reduction

23%

28%

20%

38%

24%

44%

Preop LVEF
Median

0.37

0.36

0.28

0.30

0.22

0.21

Postop LVEF
Median

0.38

0.40

0.31

0.35

0.25

0.27

EF %
ESVol(ml/m?2)

+4(9-34) 40+8(21-64)*
+37(45-289) |51+17(24-118)*

+11(20-69)**
+20 (15-128)+*




Limitations of Study

LVovelume and o5l e o e eie
were not availaole in every STICH patieni,

SECONUany Structuralian G emeaynamicVvarnanles
[Elated o EVAURCHON, SUCHIaSISPHENCIYANUEXO!;
ritral r-'JJrJlis!tIOn were not considered in inis
dnalySIS

STEEIOIINVESTgatons towards Nt Sending J!
JJJJ,)!'JH]«'] pOStoperative studies cannot ne




STICH Conclusion for ICM :
«no significant difference between CABG vs CABG + SV reconstruction»

’

1,rshort axis

S.T.I.C.H conclusion : unfounded as widely scarred failing LV excluded



CCM 2010
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conclusion

Post MI LV remodeling and LV reconstruction

1987

alreatmentsoifiniarClionrsnould eI EN Al
lirnitationy  of infarct  sjza (1) and
oravantion of vaniriculayr cdilataiion”,

HaVvey DIWnIE

2010

LY/ racduyeine asynarepic LY sear, 2ief

ravarsine  ramocallineg  orocass, ADRESSES
TrlESE COALS)

.. EVENNIIFNECTOSEN MMy OCAAIUM A TEM AN STl OSTE & r-\,)-ure_! LIV

amputaied SO NS amounts remains  With SSSOImes "0 egrees o1z

[ESLICLIONA(SIIOKEVOIUMES = NONMaANIENOAV/alUES) s

“na futyra for e2ll iransolant 72







|.F.V Heart Repair or replacement — Conclusions
| Even in end stage situation of IFV,

when remaining viable myocardium

‘ o
caDVI]: 70l 'g-i‘\ -

= RISKIS 0%, With a auranie regression

ofiremodelling 1n 90% o1 Survivers.

- C C Udlo ol U 1 CV w

Indications of LVR in ICM & =
to redefine the place of H.T )
In Severe I.F.V. POSt-Op 1 month : EDVI : 75 ml

LVEF : 39 %, ESVI : 47 ml/m?, LAVI : 45.8 ml/m?






MR. G. 56 Y, Posterior LV aneurysm
Circulatory arrest after ventricular arrhythmia and pulmonary oedema

2007

LVEF : 20%
EDVI : 170ml/m?2
ESVI : 137ml/m?2

March /

LVEF : 48%

™ LVEF : 36%
: 5 EDVI : 93 ml/mz?
T el TN, EDVI : 84 ml/m _
. — ESVI : 48 ml/m2
ESVI : 53 ml/m2 ; l.
May ¢ o Negative PVS | ” April
2007 " f - 2008

e tjt(ﬁ ‘.‘.‘ei o ..



2002 — May 2008 : TECHNIQUES & IMMEDIATE RESULTS

Mitral valve (MV) Revascularization Ventricular Cardio-pulmonary
surgery (51 pts) (107 pts) reconstruction (117 pts)]  bypass time (117pts)
Post. annuloplasty : 31 | Only arterial : 105 Endocardectomy : 78 Time : 102 mn+35
Edge to Edge mitral : 18 | Only venous graft : 2 + cryotherapy : 39 |Ao. Cross clamp. 74mn+23
MV replacement : 1 | Distal anasto. :1.9+0.8 Patch : 117 1st month death : 4
- after failure Eto E: 1 E:ﬁ;%?dium : 102 Not improved pts : 8
Septalhinge: 2 | qgtyear death: 2

3 CAUSES OF SECONDARY FAILURE (remodeling recurrence) :

- Diastolic incompliance ... balloon sizing
(orto small LV volume)

- «Neglected» mitral insufficiency ... per.op checking

- Continuum in remodelling .. the delay

- & evolution of coronary disease
- Questionable indication (bifocal scars)

111 survivors over 1 year (95%) with progressive improvement

* among 274 LVR, 157 “ischemic CHF Stich compatible” 2 deaths (1.5%)



LV AFTER MI IS DILATED (REMODELING) ...

LVEF 24 %
EDVI 148 mi/m?2
ESVI 112 mi/m?

74

)
EDVIF268 ml/m?
ESVIF219 mi/m?

LVEE 9 %

' ‘ EDVI 320 miim?
ESVI 289 mime [0 1\
GLE : 60 % @

Dilated indeed but more like an ellipse than a sphere




. REGRESSION of REMODELLING after LVR...

LV wall after Ml

S j3!)”"
ce ntric
niriiugal)
rnr)tion

dItEFEVECE
SYSLOlIC
CONCENLric
(r'enm,,)au!)

0
.\
@@

After EVCPP LV recovers normal curvature & contractility whatever its shape (Sl) is




Mr Bau. 57 years — antero apico septal (3/4) scar 1998

_ NOV2 20048 112
WER y' % \/EF409%

EDVIFIA8 mi/mz s EDVIFES mi/m=
ESVJ 112 ml/m= ' ES\JJ 50 ml/m2

O ' \/ : mi/m

caDVI b mi - |
S = CHE» .. .Curvature restoration

akinetic ellipse | ... contractile sphere




Mrs. CIC. 68 years old — evolving post AMI aneurysm

(27/05/04) 11/06/04 14/08/05 06/06/07

» ™
- _‘4'..
- /
i . .
1 ° by ' 49 . § -~
{9 1 .

Pre-op

AV 24 POSTA ‘ 7 2
Y ZA Pt A EDVIE 10 m|/me EDVIESOvAmI/iTe

ESVIG 7dimlimz ESVIES S2imi/msa
VEE S 88190 [VEE S 46%
SVASoIMI/msa SVAMASINI/ME

s
EDVJ JJ mUm‘

P Normzl lifs in 2008 S\VI - 381

EDVI: Lgombme e o,

oL 1142;“1"”‘.: « FORM FOLLOWS FUNCTION » RORulis

SV : 80, himz " ¢ <

@ Stop Triatec &
Trinipatch




CAUSES OF ISCHEMIC HEART FAILURE (HF)
Living but stunned myocardium is an indication for CABG  BUT

«AFTER MYOCARDIAL INFARCTION the VENTRICULAR
DILATATION is directly linked to the EXTENT OF
ASYNERGIC SCAR when it involves :

20-25 % LV area is involved ... Gorlin 1967»

or 40-50 % of LV perimeter ... McKay 1986

——
4 :

. 5 -‘-"})
- -
.
Y

DVI| 148 ml/m>

ESVI 112 mi/m>2




CORO: LCX OCCLUSION




INFERO-LATERAL HYPOPERFUSION




1241

29mm
'
-

301 O Projection Distsnce 232 cm

301 On Projecton M

¥

- Not calcified plague of 15 mm

- Distal run-off




LCX PCI + stenting DES 3,5 x 30mm










TYPE OF ASYNERGY (dyskinesia, akinesia) depends on depth’s scar

-——

Dyskinesia

3\

hrompoesed LAD) _
Iransmural NECIOSIS

IAD

20 Wo




Mr U. Obs n°1043
CALCIFIED ASYNERGIA preop
EDVI = 109 ml/m? ESVI = 73 ml/m?2




TECHNIQUES

2002 — May 2008 :
Mitral regurgitation surgery (51 pts)

Post. annuloplasty : 31
Idem + Edge to Edge: 18
MV replacement : 1

- after failure Eto E : 1

Revascularization (107 pts)

Only arterial : 105

Only venous graft: 2
1.9+0.8

Distal anasto. :

Ventricular reconstruction (117 pts)

Endocardectomy : 78
+ cryotherapy : 39
Patch : 117
Dacron : 108 Cardio-pulmonary bypass
Pericardium: 9 : _
Septal hinge: 2 Time : 102 mn+35
Ao. Cross clamp. 74mn+23

NB in STICH : ventricular arrhythmias (33%) not mentionned or assessed



End Stage
RECONSTRUCTION or REPLACEMENT

~ L MivSiyears old; LVEE 996, EDVI = 520iml/m=,
|E0 ¢ BV/A\D) ) == ) '
SCNEQUIEGTON j"\ ESVI: 289 ml/m2 !, Mitral diam. & 40'mm:

<IHOPEIESS Situations» & still existin spite of.coronary recanalization

o CHFE IV+ : LVEE <30%, ESVI >60ml,% asynergic wall'# 50 %,
Pulm. H.T., BNP. # 1000
« Recurrent needs for IV Dobutamine and ... IABP

. Beyond medical, or devices, or revascularization therapies




LV WALL AFTER INFARCT

< Aftersmyocardial infanctions the VERUICUI 2l
0 [ AL O («remoedeling», hiearts failire) IST G ILECT Y

INKEA WIthitheinianctisiz

40:50% ol LL\ViCIrCUMIEreENCe
20-25'Y%0 L\ ialrea

A 2%

S VICKay,
> Clorlig

1966

16K

K.Yoshida & Gould : if scar area >23%, mortality rate at 3 years : 43%

(JACC 1993)



« LV REMODELING AFTER MI : ACOROLLARY TO INFARCT EXPANSION »
R.G McKAY, W. GROSSMAN & all CIRCULATION 1886% 74 : 693

TABLE 3

Left ventricular endocardial perimeter analysis in patients with
greater than 20% increase in left ventricular end-diastolic volume
index

Catheterization
2

Catheterization

| % Change

% Change nonin-
% Akinesis- infarcted farcted
Patient dyskinesis segment

+ 4
+38
+11
+20
+ 8
+10
+20

3 \[IPPI.C(I nnes Inaicae NONINIArcied arcas. In all cascs, wnere
+ en an increase in chamber volume as well as lengthening of both

LV perimeter & vol in systole diastole
solid liner indicate akinetic dyskinetic segments

“THE MAGNITUDE OF THE REMODELING IS DIRECTLY PROPORTIONAL TO INFARCT SIZE”




CAUSE OF POST MI HEART FAILURE

le « REMODELING »



? STICH Conclusion for ICM: « no significant difference between
CABG vs CABﬂG + V rechstruction » ?

ESVIESSANTI /N5
p . [EDVISSSSHTIITTE
~ = 4%,

N < 327 ml/im?

* June 02, M.1
e July 02, C.H.F, LAD thrombosis, no ischemia |

Could « CABG alone » be arealistic option in such case ?



CCM 2010
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CAUSES OF ISCHEMIC HEART FAILURE (HF)

... if some degree of HF is linked with ischemia of living but stunned BUT
myocardium, revascularization is indicated

«AFTER MYOCARDIAL INFARCTION the VENTRICULAR
DILATATION («remodeling», HF) IS directly linked to the
ASYNERGIC SCAR when it involves :

20-25 % LV area is involved ... Gorlin 1967»

or 40-50 % of LV perimeter ... McKay 1986
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DVI| 148 ml/m>

ESVI 112 mi/m>2

perimeter



E J CABG-¢ligible patient was also SVFl-eIigibie. SVR eligibility was determined by a clinica

(decision that sufficient dominant anterior akinesia or dyskinesia was present to justify adding

P
bl

SVR 1o CABG. Presence or absence of myocardial viability in the dysfunctional anterior-apical

segments was not an enrollment criterion.
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and You'l I'_'be welcome visiting the C.C.M



Mr. EL. 57 Y —large akinesia postAMI 2008
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GLEA5% ¢

LVEF : 30 %
CHF v EDVI : 190 ml/m?2

ESVI : 140 ml/m?2

MAD : 41 mm



30 %
EDVI : 190 ml/m?2
ESVI : 140 ml/m?2
MAD : 41 mm

47 %

101 ml/m2
ESVI : 53 ml/m?2
MAD : 27 mm
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