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Evolution des traitement de I'HF
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Death at 1year (%)

Baisse mortalité cardigque suite a 20 ans de succes
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Annual Rate of Sudden Death (per 100 patient-yr)
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Baisse de I .fort subite subite
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Risque residuel de mort stbite
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Effet bénéfique sur la réduction de mort subite, mais rnsq@q@readuel encore élevé
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DAl recommandé dans CMH si risque a 5 ans >a 6% (1,2% risque annualisé)

Desai et al. Eur Heart J 2015;36:1990-7
Leyva et al, Circulation 2023; 147:759-767 Curtain JP et al. Eur Heart J. 2021;42:3727-38
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Risque re5|dueal@"’?zle mort subite subite
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Death (%)

Influence de |a severite du patient
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Influence de la cardlopafhle

Sacubitril/Valsartan and
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Influence de la cardlopathle
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Etude DANISH: Defibrillateugt

Cumulative Event Rate
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PARADIGM-HF Study design
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STR%@G-HF Study
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Programmation du DAl encocavitaire

,Q)@

The Effect of ICD Programming on Inapproy?ate and

Appropriate ICD Therapies in Ischemic a@

Non-ischemic

Cardiomyopathy: The MADITRIT Tr|als@

&
0.40 + Ischemlq@ardlomyopathy
«o\

- Unadjusted P<0.001 @ b
S8 030 <9
@ o %\
s O
g £ K
Tno O Conventional

o
g °
e 0204
> ..
=
58
1
5 < 0.10 Delayed therapy
N = e : B
High rate cut-off
0.00 - T T T T T T
0.0 0.5 1.0 1.5 2.0 2.5
Years of Follow-up
Patients at Risk

Conventional 271 224 (0.10 167 (0.15 105 (0.20; 48 :0.22; 48 {0.22
Hi%h rate cut-off 268 244 (0.03 243 (0.04 135 (0.05 38 (0.07 38 (0.07
Delayed therapy 252 232 (0.03 206 (0.05 132 (0.07) 132 (0.07) 132 (0.07)

0.40 H —
B
SE  030-
v L
SF
Sn
R
<o 0201
P
g
T o
Z&
G § 0.10 -
— = -(0\?: P junp————— S High rate cut-off
0.00 - T = lgél T T T T
0.0 <3 05 1.0 1.5 2.0 25
é@* Years of Follow-up
Patients atzgg-k
Conventional 197 (0.16 159 (0.22 4 (0.26 38 0.28; 8 (0.40)
High rate cut-offg231 211 %O .02 186 (0.03 98 (0.05 98 (0.05 98 (0.05)
Delayed ther 233 213 (0.03 189 (0.05 134 (0.05) 134 (0.05) 134 (0.05)
OO
v}(\e
P
‘b©
(1,

JCE, December 2014



&
&

&
>

Le DAl sous cutagé
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Primary Prevention Patients With Loy&pﬁjection Fraction (UNTOUCHED)
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Mais en ‘attendant Madit 3
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Utilisation de score pouf‘ stratifier le risque
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Utilisation de I'lRM et&!a@?&ibrose dans les CMNI

Relationship of LVEF and Myocardial Scar to Long-Term Mortality Risk
and Mode of Death in Patients With Nonischemic Cardiomyopathy & @

lger Klem Michael Klein, Mohammad Khan, Eric Y. Yang, Falsal Nabl, Alexander Ivanov, Lubna Bhattl, Branda Hayes,
Edward A. Graviss, Duc T. Nguyen, Robert M. Judd, Raymond J. Kim, John F. Heitner and Dipan J. Shah

Originally published 22 Jan 2021 | hitps.lidonorg/10. 118 VCIRCULATIONAHA 120.048477 | Crculation. 2021,743.1343-1358

Accumulation facteurs de risque @'/\O
augmente le risque de mortallte &
toutes causes : cicatrice aggravg»
fortement le pronostic dev%ﬂ Ia FEVG

Step 1. Manual contouring
1020 patients — Suivi m\edian 5,2 8NS | (eak ehsemtets et

Step 2. Manual ROI Step 3. Auto Scar Contour Step 4. Mlnrm:lim

Epicardial fa: voxels removed

A) Each voxel with signal

intensity =2 5D above mean of
normal myocardium considered

hyperenhanced.

G%
Mort sublte@??gmente :
—— FEVG < 35,% et SCAR+ X 3,22

— — FEVG 3535% et SCAR+ X 3,8

B) Manual user correction for
blood-pool voxels, epicardial fat,
and artifact, if necessary.

Pronostic plus sombre si :
—— FEVG > 35 % SCAR + que

A) Scoring of hyperenhanced
Scores for area, where fully bright regions
Scar Area are included entirely and grey

—_— 0, - D= regions are included partly
FEVG S 35 A) et SCAR 1.:.;:; (accounting for the mean signal
2=26-50% intensity relative to the brightest

3s51-75% scar voxel or the LV blood-pool,
A=76-100% whichever is higher).

Arythmies X 4 si macro fibrose

Klem et al, Circulation. 2021 Apr 6; 143(14):1343-1358



https://www.ahajournals.org/doi/full/10.1161/CIRCULATIONAHA.120.048477

atiend

intramural sear surface-16.80 cm'
[marmal value: < 1.47 em®)

el ]
514 - PA PSMOEAPF § RR

MRI screening

Randomization

Courtesy from C de Chillou

Control group:
Implantable Cardioverter

Defibrillator (ICD)

Events : SCD, VT, VF
Very low-risk of VT/VF

v
Randomized patients

Implantable Cardioverter
Defibrillator (ICD)

High-risk of VT/VF

Y

Non-randomized patients
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Le deflbrlllateur\«portable ZOLL LifeVest®
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blanc

Cestjnqe cestmoche,
£0NeVa avec rien _
Mais 0 peut vous sauver lavie.

Gilet et triangle devienneniiglbligotoires dans choque véhicule.
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Take-H6me message
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* Baisse de la mort wblte grace au traitement medlcamenteux
* Mais taux re5|dﬂel pas negligeable
* Surtout pow“ des patients jeunes o
. Surtout si’ 4 fantastiques pas aux doses cibles
. MellJeurs dispositifs avec moins de compllcatwns

. DAI en prévention primaire reste une plerpe angulalre de la PEC
des patients avec FEVG < 35% (CI\/II+++)&

* Malgre tout il faut continuer a optlrm%er le screening des
patients (IRM, génétique+++) ¢
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