
ESC 2013
European Society of Cardiology Congress 2013

Conference News
[News 01] 
STEMI患者において非責任病変への
予防的PCIは有益である

[News 02] 
静脈血栓塞栓症の治療においてエドキサバン
はワルファリンよりも安全である

[News 03] 
心不全において家庭テレモニタリングは
役立つ

[News 04] 
機械的CPRと手動CPRの予後は同等
である

[News 05] 
ターゲティングMRIにより同定された線維化は
アブレーションの予後を改善する

[News 06]
PCI前の血栓吸引は生存率を改善しない

[News 07]
コペプチン検査により心筋梗塞を除外できる
可能性がある

[News 08]
ロサルタンのマルファン症候群における
有効性は有望なようである

[News 09]
裕福な国対貧しい国でパラドクスが
認められた

[News 10]
QRS幅の狭い患者においてCRTは有用
でない

[News 11]
心不全患者において心筋ミオシン活性化
因子は収縮能を増加させる

[News 12]
糖尿病を有する高血圧患者における肥満
パラドクス

[News 13]
高用量スタチンは認知症を予防する

Despite being weighed down by more cardiovascular risk factors, people living in higher income countries are able to 
avoid many of the severe and even fatal consequences of cardiovascular disease (CVD) compared to their 
counterparts in lower income parts of the world reported researchers at the European Society of Cardiology 2013 
Congress.

These "surprise" findings, from the PURE (Prospective Urban Rural Epidemiologic) Study underscore the value of a 
good healthcare system in addition to healthy heart habits, said lead investigator Salim Yusuf, M.D., professor of 
medicine of McMaster University's Michael G. DeGroote School of Medicine, vice president of research at the Hamilton 
Health Sciences and director of the Population Health Research Institute (PHRI) in Hamilton, Ontario, Canada.

"What we've got is a paradox:  a higher risk factor burden in high-income countries compared to low-income countries, 
but a lower mortality rate from CVD - and this is not because risk factors don't matter – they do," said Dr. Yusuf, who 
presented the study at the ESC Congress 2013.

"But it's telling us that there's something that's even more important, or at least as important, and that is healthcare – 
healthcare access, equity, and efficiency – a lot of the positives of the Canadian and Swedish and other European 
healthcare systems."

The PURE study enrolled 155,245 subjects from 17 countries to assess the influence of cardiovascular (CV) risk 
factors on CV disease and mortality.  The study population included 16,110 subjects from high income countries 
(primarily Canada but also Sweden and the United Arab Emirates), 104,260 subjects from 10 middle-income countries, 
and 34,875 subjects from 4 low-income countries (India, Bangladesh, Pakistan, and Zimbabwe). Subjects were 
between 35 and 70 years old, from both rural and urban areas, and were surveyed and followed for a mean of 3.9 
years.

Cardiovascular risk was calculated for each subject using the INTERHEART Risk Score (IHRS), and based on age, 
sex, smoking, diabetes, blood pressure, family history of heart disease, working heart rate, psychosocial assessment, 
diet and physical activity.

Treatment and prevention practices were also noted such as hypertension control, smoking cessation, use of lipid 
lowering drugs and secondary prevention.

The study found that CVD risk factors were highest in high-income countries and lowest in low-income countries, but 
treatment and preventive measures also followed this pattern (P <0.0001).

Overall, hospitalizations for CVD were highest in the high versus middle and low-income countries (P <0.05), but in 
examining the reasons for hospitalization the study showed that compared to low-income countries, both fatal and other 
major CVD (myocardial infarction, stroke and heart failure) were less common in high-income countries and non-major 
CVD was more common (P <0.001 for all).

Specifically, major CVD occurred at a rate of 4.3 per 1,000 person years in high-income countries, compared to 5.1 and 
6.4 in middle and low-income countries respectively. And fatal CVD occurred at a rate of 0.6 per 1,000 person years in 
high-income countries compared to 1.7, 3.8 in middle and low-income countries respectively.

In contrast, the rate of non-major CVD in high-income countries was 4.3 per 1,000 person years, compared to 5.1, and 
6.4 in middle and low-income countries (P <0.001).

"In countries like Canada, when people get even a relatively mild condition, they are generally treated for it – things are 
being picked up early resulting in less severe disease – whereas in poorer countries mild CVD doesn't get picked up 
until its severe or patients die," explained Dr. Yusuf.

"What this is telling us is that healthcare matters. The gurus of cardiovascular disease prevention have kept 
emphasizing the control of risk factors, with very little recognition that healthcare matters, but this is telling us that 
healthcare matters at least as much as risk factor control. Now the challenge is to identify those key aspects of health 
care that are effective and apply them to low and middle-income countries in a much more frugal manner."

Dr. Yusuf declared no conflicts of interest. 

Researchers at the European Society of Cardiology 2013 Congress reported that the 
Echocardiography Guided Cardiac Resynchronization Therapy (EchoCRT) study showed CRT, a 
standard of care in heart failure patients with a wide QRS, is not beneficial in patients with heart failure 
and a narrow QRS complex, below 130 milliseconds (msec).

The results reaffirm current guidelines excluding patients with a narrow QRS for CRT, and expand the 
body of evidence that simple electrocardiographic determination of QRS duration remains the most 
important predictor of the clinical benefits of CRT, rather than measures of mechanical dyssynchrony 
by echocardiography. Based on the results of EchoCRT, the identification of patients who will obtain 
the benefit of CRT can be done most easily by a 12 lead-ECG.  

"Results from previous smaller trials had suggested a potential for CRT in heart failure patients with 
narrow QRS. EchoCRT now provides evidence from a definite outcome trial that patients with 
symptomatic heart failure with QRS width less than 130msec do not benefit from CRT," said co-lead 
investigator Frank Ruschitzka, M.D., from the University Hospital in Zurich, Switzerland.

"The EchoCRT trial evaluated an important question for daily clinical practice.  The results will help to 
guide physicians' treatment decisions for heart failure patients moving forwards." said co-lead 
investigator Johannes Holzmeister, M.D., from University Hospital in Zurich, Switzerland.

Dr. Ruschitzka added: "The widespread off-label use of CRT in patients with narrow QRS should no 
longer be used as an option for patients with a QRS below 130msec, regardless of mechanical 
dyssynchrony. This trial serves as a reminder that in clinical medicine adequately powered definitive 
clinical outcome trials are needed before we expand the use of an apparently favorable therapy."

"EchoCRT is a landmark trial, and will allow healthcare professionals to better treat narrow QRS heart 
failure patients." said U.S. co-lead investigator Dr. William T. Abraham from The Ohio State University 
Medical Center. 

EchoCRT is the largest investigator-initiated, international, multi-center, prospective, randomized, 
double-blind, clinical trial of its kind. At study closure, there were 809 patients randomized to CRT=ON 
or CRT=OFF and followed for a mean of 19.6 months. The primary outcome of all-cause mortality or 
first hospitalization for worsening heart failure occurred in 116 of 404 CRT patients versus 102 of 405 
control patients (28.7% vs. 25.2%; hazard ratio, 1.20; 95% confidence interval [CI], 0.92 to 1.57; P 
=0.15) and did not demonstrate a benefit of CRT in the study population.

A total of 89.6% of patients met the primary safety endpoint, which was freedom from CRT-D device 
complications (defined as adverse events related to the implanted CRT device or leads that required 
additional invasive interventions to resolve) at six months after implantation. Overall mortality rates 
observed in the study groups are in general lower than mortality rates previously observed for this 
severe heart failure population. A nominally significant increase in mortality in patients receiving CRT 
was observed at the end of the study. However, these data have to be interpreted with great caution, 
since the trial was stopped prematurely for futility and vital status of a number of subjects could not be 
confirmed at the end of the study. 

Echo-CRT:  Cardiac resynchronization therapy offers no benefit beyond ICD 
therapy in narrow-QRS heart failure
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QRS幅の狭い患者においてCRTは有用でない

Echocardiography Guided Cardiac Resynchronization Therapy（EchoCRT）スタディの結果、
QRS幅が130ミリ秒未満の狭い心不全患者においてCRTは有益ではないことが示された。
EchoCRTはこの種で最大の医師主導型国際多施設前向き無作為化二重盲検臨床試験で
ある。スタディ組み入れ終了時までに809人の患者がCRT=ONまたはCRT=OFFのいずれかに
割り付けられ、平均19.6か月追跡された。総死亡または心不全増悪による初回入院は、CRT
患者404人中116人に発現したのに対しコントロール群では405人中102人（28.7%対25.2%；
ハザード比、1.20；95%信頼区間［CI］、0.92～1.57；P =0.15）であり、このスタディ対象者におい
てはCRTの有益性が示されなかった。この結果は、QRS幅の狭い患者をCRTの対象から除外
している現在のガイドラインを再確認し、心エコー検査で機械的非同期を計測するよりも簡便な
心電図上の計測値であるQRS幅が依然としてCRTの臨床的な有益性の最も重要な予測因
子であるとのエビデンスの本体を拡充するものである。EchoCRTの結果に基づき、CRTの恩恵
を最も被る人 を々12誘導ECGで最も簡単に同定することができる。 

Echo-CRT：QRS幅の狭い心不全患者において心臓再同期療法はICD療法
以上の有益性をもたらさない
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