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Les études (moyen et long terme)
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MUSTIC & MIRACLE Results Summary (M6)
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e Resynchronization therapy (biventricular pacing)
Pts with reduced EF, QRS 120 ms, NYHA Il — IV despite
optimal medlcal therapy
To improve symptoms: [G{EEESR VA
To reduce hospitalizations: [®{EEESRRVA
To reduce mortality : [®EEESR M

« Conventional riiht ventricular pacing :
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Mortalité a 2 ans = 20%

Subite Ins. Cardiaque Autre
MUSTIC Trial, 2-year FU (C. Linde, Heart 2004)
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Cleland et al. CARE-HF study, NEJM 2005
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Bristow et al. COMPANION study, NEJM 2004
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Nanthakhumar et al., JACC 2004
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Desai et al., JAMA 2004
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CM primitive
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MADIT Il : Pts a traiter pour
sauver une vie

—
1an: 133
2ans: 17
3ans: 8

Exemple

Salukhe et al., Circ. 2004
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| nterventricular mechanical delay

o difference between aortic and
pulmonary gection times

o abnorma when > 40 ms

@ aortic pre-gectiontime > 140 ms
@ easy to perform
o PW Doppler or TDI




Septal-to-posterior wall motion delay

o M-mode echocardiography
o easy to perform

¢ abnormal when > 130 ms
o Sp=63%, PPV=80%

o limited feasibility

- Ischemic cardiomyopathy

- severely reduced posterior or anterior motion 130 ms



STPWMD



Electromechanical delay Electromechanical delay

LV septal wall LV lateral wall
80 ms 150 ms
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DTI recording in a DCM pt without dyssynchrony



DTI chez un pt porteur d'un ASintra sévere



Can we detect futurerespondersusing
Doppler echocardiography ?

o |V delay = 65 ms = threshold

o sengtivity = 92% for
LV function improvement

o sengtivity = 80% for
clinical improvement






Postero-lateral > Antéerieur ; Région médioventriculaire

Butter et al AJC 2000
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2 - Péricarde
3 - Auricule G
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Puglisi et al, EHJ 2004
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* Etude prospective et randomisée 2005 2010

« Traitement médical vs resynchronisation : stabilisation
ou amelioration du statut clinique du patient

« Critere composite : classe NYHA + évaluation clinique
+ événements indésirables (hospitalisation, poussée
d’ins. cardiaque déces...) a 12 mois

683 pts (40 centres Eur., 41 centres E.U.)
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NYHA | ou lic
QRS 120 ms
FEVG 40% ; DTDVG 55 mm
Traitement médical optimal stable
Pas d’indic. de stim. conventionnelle
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