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5-Year Mortality vs. ESVI
2 = 33.1 p < 0.0001
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EDVI 485 ml/m2ESVI 435 ml/m2EF 10%SVI=50ml/m2

EDVI 57ml/m2ESVI 26 ml/m2EF 54%SVI=31ml/m2



R.M. ♀ 70 years oldNYHA IV transplant candidateMagnetic Risonance Imaging – LGE MRI



Surgical LV Remodeling for Ischemic HF
Pre-op 6 - Months

12 - MonthsPre-op 6 - Months

EF= 25%, NT-proBNP= 7.885 EF= 34%, NT-proBNP= 1.722 EF= 35%, NT-proBNP= 822





P.I. MALE 67 YEARS TRANSPLANT CANDIDATE
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SURGICAL VENTRICULAR RECONSTRUCTION AND LONG-TERMOUTCOME: RESULTS FROM 10-YEAR-SINGLE CENTER EXPERIENCE



SURGICAL VENTRICULAR RECONSTRUCTION AND LONG-TERMOUTCOME: RESULTS FROM 10-YEAR-SINGLE CENTER EXPERIENCE
Cumulative risk of all-causes mortality by post–operative ESVI classes (<60 mL/m2 and ≥60 mL/m2)

Log-rank = 7.06, p = 0.0079

HR 95% CI P
ESVI <60 vs ESVI ≥60 0.50 0.29 0.88 0.015
Gender (F vs.M) 0.71 0.36 1.41 0.330
Age 1.41 1.07 1.86 0.016



J Thorac Cardiovasc Surg 2021;-:1-12







N Engl J Med 2009;360



Baseline and Four Month End-Systolic Volume Index(ESVI) in 373 Hypothesis 2 Patients With QuantitativeEchocardiogram at Both Intervals

ESVI 82ml/m2 77ml/m2 83ml/m2 67ml/m2

P<0.001

Esvi ml





(J Thorac Cardiovasc Surg 2013;146:1139-45)



Jones R et al. N Engl J Med2009;10.1056/NEJMoa0900559





• The clinical judgment of physicians and surgeons responsible for careof STICH-eligible patients determined the enrolment stratum offeredfor patient consent under the oversight of the ethics committee at
each site. The primary ethical concern guiding equipoise for
randomization was to offer patients treatment combination judged
to have similar long term mortality





Comparison Between the San Donato and STICH CohortsThe San Donato cohort was compared with the SVR group of the hypothesis 2 of STICH and with the medicaltherapy group and the CABG group of STICHES in 3 separate pairwise comparisons. To reduce confounders,propensity scores (PS) for each of the compared techniques was developed using a generalized boosted regressionmodel.Exploratory Analysis on the Association Between Postoperative LVESVI and MortalityBased on data from both the San Donato and STICH groups on the prognostic role of postoperative LVESVI, weinvestigated the association between postoperative LVESVI and mortality in both groups of patients who underwentSVR. For this purpose, we included all patients from the San Donato cohort with available paired echocardiographicdata at baseline and at 6-month follow-up (n = 506/725, 69.8%of the San Donato population) and all patients fromthe STICH-SVR cohort with available paired imaging studies at baseline and at 4-month follow-up (n = 259/501,51.7% of the STICH-SVR cohort)
(J Thorac Cardiovasc Surg 2022;-:1-10)













In conclusion, in an experienced center the long-term resultsof SVR in patients with depressed ventricular functionand postinfarction LV remodeling were favorable andsignificantly better than those reported in the STICH trial.Our data suggest that a new trial testing the SVR hypothesiswith clearly defined and standardized criteria for patientenrollment and intervention delivery may be warranted



Choosing to add SVR to CABGshould be based on a carefulevaluation of patients, includingsymptoms (HF symptoms shouldbe predominant over angina),measurements of LV volumes,assessment of the transmuralextent of myocardial scar tissue,and should be performed only incentres with a high level ofsurgical expertise.




