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Osnova

* Definice a epidemiologie

* Diagnoza
* Anamnéza a fyzikalni vysetreni
e Laboratorni vysetreni
* Instrumentalni vysetreni

* Terapie
* Rezimova opatreni
* Farmakoterapie
* Pristrojova terapie
* Transplantace srdce
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Definice

» Srdecni selhani neni jedna patologicka jednotka, ale klinicky syndrom sestavajici z
hlavnich pfiznakl (napf. dusnost, unava), které mohou byt doprovazeny
fyzikalnimi znamkami (napr. zvysSenym tlakem v krcnich zilach, plicnimi chrupky a
perifernimi otoky).

* Je zplUsobeno strukturalni a/nebo funkéni abnormalitou srdce, ktera vede ke

zvysenym intrakardidlnim tlakiim a/nebo nedostateénému srde¢nimu vydeji v
klidu a/nebo béhem zatéze.

* |dentifikace priciny srdecni dysfunkce je pri diagnostice srdecniho selhani
nezbytnd, protoze specificka patologie mize urcit naslednou |é¢bu.

Malek F, Vesely J, Pudil R, et al. Doporuceni ESC pro diagnostiku a leCbu akutniho a chronického srdecniho selhani 2021... Pfeklad zkraceného dokumentu pripraveny
Ceskou kardiologickou spole¢nosti. Cor Vasa 2022;64(Suppl. 3):4-55.



Nova univerzalni definice srdecniho selhani
podle EF levée komory

LVEF <40% 41-49% 250%
HE with reduced EF HF with mildly HF with preserved
(HFrEF) reduced EF EF
(HFmrEF) (HFPEF)

HF with improved EF
(HFimpEF)

HF with a baseline LVEF £40%, a 210-point increase
from baseline LVEF, and a second measurement of LVEF >40%

Bozkurt B et al. Eur J Heart Fail. 2021;23:352.
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HF-rEF — heterogenni syndrom

u >

Eur Heart J. 2014,35:2797-815.
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AT RISK FOR

HEART FAILURE
(STAGE A)

Patients at risk for HF
but without current
or prior symptoms or
signs of HF and
without structural,
biomarker, or genetic
markers of heart
disease

Patients with HTN,
CVD, DM, obesity,
known exposure to
cardiotoxins,
family history of
cardiomyopathy

PRE-HEART

FAILURE
(STAGE B)

Patients without
current or prior
symptoms or signs of
HF but evidence of
one of the following

Structural heart disease:
e.g. LVH, chamber
enlargement, wall motion
abnormality, myocardial
tissue abnormality,
valvular heart disease

Abnormal cardiac
function: e.g. reduced LV
or RV ventricular systolic

function, evidence of
increased filling pressures
or abnormal diastolic
dysfunction

Elevated natriuretic
peptide levels or elevated
cardiac troponin levels in
the setting of exposure to

cardiotoxins

HEART FAILURE
(STAGE C)

Patients with current
or prior symptoms
and/or signs of HF

caused by

Structural and/or
functional cardiac
abnormality

-

Heart Persistent
Failure in Heart Failure
Remission

ADVANCED
HEART FAILURE
(STAGE D)

Severe symptoms
and/or signs of HF at
rest, recurrent
hospitalizations despite
GDMT, refractory or
intolerant to GDMT

Requiring advanced
therapies such as
consideration for

transplant, mechanical
circulatory support, or
palliative care

with GDMT and risk factor modification ml

GDMT = guideline-directed management and therapy

Bozkurt B et al. Eur J Heart Fail. 2021;23:352.
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Klinicky stabilni nemocny s HF-rEF?

Inzulinova rezistence

/Stabilni nemocny? Pokles
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Symptoms and/or signs.
+ Abnormal ECG

!

é or if HF strongly suspected
Y or if NT-proBNP/BNP unavailable

www.escardio.org/guidelines

@Esc

The diagnostic algorithm for
heart failure

ECG = electrocardiogram; HFmrEF = heart failure with mildly reduced ejection
fraction;

HFpEF = heart failure with preserved ejection fraction; HFrEF = heart failure with
reduced ejection fraction; LVEF = left ventricular ejection fraction; NT-proBNP = N-
terminal pro-B type natriuretic peptide.

The abnormal echocardiographic findings are described in more detail in the
respective sections onHFrEF (section 5), HFmrEF (section 7), and HFpEF (section 8).

2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
(European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368)

©ESC

28
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Symptomy jsou nutnou podmlnkou pro stanoveni diagnozy
srdecniho selhani

Typické Méné typické

e Dusnost * Nocni kasel

e Ortopnoe * Piskani

e Paroxysmalni nocni dusnost * Pocit nadymani

* Snizena tolerance zateze e Ztrata chuti k jidlu

* Unavnost, zhorsend « Zmatenost
regenerace po zatézi + Depresivni ladéni

* Otoky DK * Palpitace

* Nykturie* * Pocit nejistoty, zavrate

* Synkopy

* Bendopnea
*neni ve verzi ESC guidelines 2016 uvedena

Eur J Heart Fail. 2016 Aug;18(8):891-975.



B en d O p ned ﬁi S e
* Dusnost pri hlubokém predklonu — symptom nastupuje do 30 s

= Nemocni s HF-rEFse symptomem maji vyssi RAP a PCWP*

= Kamptopnea ?.... kamptos = predklanét se (Gr)?

Hemodynamic Assessment With Positional Changes
. ot

< B

e iy,

Bending

Thibodeau et al. JCHF. 2014;2(1):24-31
Drazner — ACC15: Joint symposium of the HFSA and ACC Falk JCHF. 2014;2(4):425-425
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Hranice pro BNP a NTproBNP
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ESC guidelines 2021. European Heart Journal (2021) 42, 3599- 3726
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ProC EKG ?

* Pravdépodobnost srdecniho selhani pri normalnim EKG
* Nového akutniho
* Nového ne-akutniho

<2
<10-14%
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ESC guidelines 2012 European Heart Journal (2012) 33, 1787-1847
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Konfigurace a velikost
srde¢niho stinu

Plicni zilni méstnani

Intersticialni / alveolarni
plicni edém

Pleuralni vypotky

Dilatace kmenu plicnice

Implantované pristroje

@ Zdroj — VFN, Praha
Normalni skiagram hrudniku nevylucuje dg. srde€niho selhani

Eur J Heart Fail. 2016 Aug;18(8):891-975.
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Echokardiografie — snizena ejekcni frakce levé komory
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Echokardiogram
- zachovala EF LK
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Obrazova dokumentace: VEN, Praha
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Revaskularizace
Korekce chlopennich vad e
Korekce zkratovych vad SEpeasE

Lécba arytmii (tachykardii indukované SRR DI

Lécba myokarditidy (borrelie)
Lécba hypertenze i

Korekce renalnich funkci (dialyza) /
ischémie (PTRA)

Lécba metabolickych poruch
(tyreopatie, DM)
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Rezimova opatreni

* Monitorace pfijmu a vydeje tekutin / vahy (denné!)
* Restrikce prijmu soli a tekutin

* Fyzicka rehabilitace pod odbornym vedenim

e 7atéz podle stavu nemocného

* Dodrzovani davkovych intervall a predepsané |écby

* VVylouceni lék
* s negativné inotropnim ucinkem (verapamil, diltiazem, antiarytmika I. tf.),
* NSAID a COX2 inhibitory
* thiazolidindiony (pioglitazon)
e soucasné ACEi / ARB / MRA
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»
Mitral edge-to-edge repair

Anticoagulant

Digitalis (if high ventricular rate)

Refer for PVI
CRT

lvabradine

Loop diuretic
Thiazide

Vericiguat
Omecamtiv
Digitalis

Refer for LVAD/HTX

Eur Heart J, Volume 42, Issue 6, 7 February 2021, Pages 681-683,

https://doi.org/10.1093/eurheartj/ehaal012



HF medication underutilization
Without contraindications

Therapeutic hesitancy and inertia

Shift from sequential format and
slow titration to more rapid
parallel initiation

Benefits appear early

ACEi / ARB
ARNI
SGLT2i
B-blocker
MRA

B
ACEi / ARB

ARNI
SGLT2i
B-blocker
MRA

c
ARNI

SGLTZ2i
B-blocker
MRA

%3]
ﬂ@@@H
A "

P o
.,*:j-

ADMISSION

oy -
| et A A RN R R R EE AR E A ann i
{hn’-":‘ i

VISITL
B RS A e

_— o
@ Discontinue ® Start ,JL Consider starting in select patients @?} Continue ‘f’%é Titrate

Abhinav Sharma et. al. JACC: Basic to Translational Science,2022

https://doi.org/10.1016/j.jacbts.2021.10.018
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Betablkatory u srdecniho selhani

* Mala inicialni davka

A beta-blocker is

recommended, in addition to
an ACE inhibitor (or ARB if

Up-titrace (nejméné) po 14 dnech na
dvojnasobek ...cilovou / maximalni

ACE inhib'itor not tolerated), | 9298 tolerovanou davku
for all patients with an EF
<40% to reduce the risk of HF * Pri zhorSeni—down-titrace nebo
hospitalization and the risk of pFldat diuretika
premature death. '
* Vazeni nemocného béhem titrace
doporuceno
Beta-blocker . .
——r T e  Bradykardie < 50 / min
—— bt = » kontrola EKG, pfi symptomech snizeni
Carvedilol 3.125 b.id. 25-50 b.i.d. davky
Metoprolol succinate (CR/XL) | 12.5/25 o.d. 200 od. * vylou&eni jinych bradykardizujicich
Nebivolol* .25 od. 10 0d. lékd (digoxin)
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ACEi s ind|kaC|' srdecni selhani

‘ Pocatecni davka | Cilova davka
(mg) (mg)

Inhibitor ACE

Captopril 6,25 3x denné 50 3x denné
Enalapril 2,5 2x denné 10-20 2x denné
Lisinopril 2,5-5,0 1x denné | 20-35 1x denné
Ramipril 2,5 1x denné 5 2x denné
Trandolapril 0,5 1x denné 4 1x denné
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Praktlcke pouziti ACEi

e Zkontrolujte mineraly a sCr (ev. eGFR)

* Mala inicialni davka

 Ambulantné zvysovani davek po 14 dnech, rychleji u hospitalizovanych
 Titrace na cilovou / maximalni tolerovanou davku

» Kontrola sCr /sU / Na / K za 1-2 tydny po zacatku terapie

* Je akceptovatelny
* vzestup sCr az 0 50% nebo na 266 pmol/l nebo snizeni eGFR na
25/ml/min/1,73m2
 vzestup K az na 5,5 mmol/I
* Pri vzestupu sCR a K — vyloucit suplementaci K, K setrici duiretika,
NSAID
* Pti vzestupu sCr o 100% nebo nad 310 pmol/l nebo snizeni eGFR <

20/ml/min/1,73m?2 -



ST 1 LEKARSKS

- I(ARDIIJ
: J Taorsit & @Cm VASKULARNF
‘":m' T nivers vl
na

VSEOBECNA FAKULTNI
NEMOCNICE V PRAZE

Praktické pouziti ACEi —zmeény renalnich funkci

* Je akceptovatelny
« P sCrazo50% /266 umol/l /4 eGFR 25/ml/min/1,73m?
* M Kaznab5,5 mmol/l

* PFi P sCrak
 vyloucit suplementaci K,
* vyloucit K setrici diuretika,
 vyloucit NSAID

* Pri
e P sCro100% /> 310 umol/I
* J, eGFR < 20/ml/min/1,73m?

European Heart Journal 2012;33:1787-1847
Nephrol Dial Transplant. 2016 Feb;31(2):255-61
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Sartany u srdecmho selhani
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ARB

Candesartan 4 nebo 8. 32 1x denné
1x denné

Valsartan 40 2x denné 160 2x denné

Losartan 50 1x denné 150 1x denné
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Sakubltrll/valsartan (LCZ696) soucasnée inhibuje NEP (pres LBQ657) a blokuje receptory AT,

(pres valsartan)

LCZ696

ANP, BNP, CNP, dalsi

vazoaktivni peptidy*

v Angiotensinogen
X (sekrece jatry)
K aN Sacubitril
% N (AHU377; pro-lé&ivo)
3 Ang |

\ LBQ657 Ang ||
(inhibitor NEP) S
~

~

~
o} ~,
A @ V\i\/E( ©AT, receptor
Zvyseni ) on
Vazorelaxace HNj\)\fo Inhibice
OH N .
¥ Tlak krve ng‘j N T Vazokonstrikce
¥ Tonus sympatiku L o ) L ) * Tlak krve
¥ Hladiny aldosteronu # Tonus sympatiku
Y Fibréza t Aldosteron
¥ Hypertrofie % Fibréza
t Natriuréza/diuréza * Hypertrofie

Levin et al. N Engl J Med 1998;339:321-8; Nathisuwan & Talbert. Pharmacotherapy 2002;22:27-42;
Schrier & Abraham N Engl J Med 1999;341:577-85; Langenickel & Dole. Drug Discov Today: Ther Strateg 2012;9:e131-9;

Feng et al. Tetrahedron Letters 2012;53:275-6
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EMPEROR-REDUCED DAPA-HF

NYHA lI-IV NYHA lI-IV
LVEF =< 40% LVEF < 40%
NT-proBNP dle EF a pritomnosti AF NT-proBNP 2600 pg/ml / 2400 pg/ml u

nemocnych s HHF <12 més. /

eGFR 2 20 ml/min/1.73 m? eGFR 2 30 ml/min/1.73 m?2

Empaglilozin 10 mg vs. placebo Dapagliflozin 10 mg vs. placebo

Zannad et al. The Lancet 2020;6736(20)31824-9.



Klinické studie lécby srdecniho selhani s EF >40%
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LVEF 0 45 50 55

ACEi SoLVD? PEP-CHF2

CHARM-Alternative? CHARM-Preserved*
I-PRESERVE>

ARB

COPERNICUS®
Beta blockers CIBIS-II7

EMPEROR-Reduced1®
SGLT2 inhibitors — EMPEROR-Preserved?!!

EMPHASIS-HF13
TOPCAT?1S

PARADIGM-HF*16 PARAGON-HFY7

MERIT®

MRA

RALES4

Sacubitril/valsartan

Hydralazine-
isosorbide dinitrate

A-HeFT (+ hydralazine)!®
Vericiguat VICTORIAZ

Omecamtiv GALACTIC-HF?0

31 Kiinicky cil:. . @) Dosazen Nedosazen
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MRAs antagonisté mineralokortikoidnich
receptoru
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Retence Na* Exkrece Ukladani
a vody K* a Mg?* kolagenu
‘Edémy ‘ Arytmie Fibroza
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Zmény cévni stavby

Endotelialni
dysfunkce

'

Vazokonstrikce

Tepenné tuhosti

European Heart Journal 2011;32:2626-2633
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Aldosterone Blockade and AT, Receptor Blockade: Trials in
Post-MI LV Dysfunction and Heart Failure

RALES EPHESUS
22
0.90 —
18
Probability 0-79 = Cumulative 14
of survival incidence 10
0.60 | (%)
6
0.45 2
0.00 0=
0 6 12 18 24 30 36 0 6 12 18 94 30 36

Months

Pitt B et al. N Eng J Med. 1999;341:709-17.
Pitt B et al. N Eng J Med. 2003;348:1309-21.



Kumulativni cetnost %

SHIFT —ivabradine u nemocnych se
srdecnim selhanim

N=6 500, NYHA II-IV, EF<35%, TF >70/min
90% BB, 84% ACEi/ARB, 60% MRA

Hospitalizace pro selhani a KV amrti KV amrti
40 . Ivabradin (113 pfihod)
—_— 5 o = lvabradin prino
lvabradin = — Placebo (151 pfihod)
— Placebo =
30 - — -
o HR 0,74, 0,58-0,94, p=0,014
o/ 5§
20 - -18% o
©
|
w
1]
5 o Ivabradin n=793 (14.5%/rok) E
Placebo n=937 (17.7%rok) E
HR = 0.82 [95% Cl 0.75-0.90] p<0.0001 =

0 6 12 18 24 30
Mésice

Mésice

Swedberg K et al., The Lancet 2010;376:875-885
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Osmoticka diuretika
Snizeni prox.
Reabsorbce H,0 a

K* Setfici
Inhibice Na*/K*

pumpy

Nar+- o
sl (PTH)
@ N
Na™
Cr 7z gosterone

(5)

&

sugars Renin
amino acids
Na'

Atrial Natriuretic
Peptide (ANP)

— *PTH
K « Vitamin D

Inhibitory DESCENDING LIMB
karboanhydrazy L. A ®
Snizeni prox.

Reabsorbce

HCO3

Antidi

(pARgeable to salts)

COLLECTING
uer

McMaster
Pathophysiology
Review (MPR)

LOOP OF HENLE
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Kombinace thiazidu +
klickoveho diuretika je mozna
(vice NU)

Je mozna uprava davkovani
nemocnym

DocCasnée preruseni lecby je
mozné (asymptomaticti /
euvolemicti nemocni)
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Diuretics Initial dose (mg) Usual daily dose
(mg)
Loop diuretics?®
Furosemide 2040 40-240
Bumetanide 0.5-1.0 -5
Torasemide 5-10 10-20
Thiazides®
Bendroflumethiazide | 2.5 2.5-10
Hydrochlorothiazide | 25 12.5-100
Metolazone 2.5 2.5-10
Indapamide® 2.5 2.5-5

Ponikowski et al. Eur J Heart Fail 2016
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Re2|stnce Na dluretlka

+ VSEOBECNA FAKULTNI

PP
LIS

* Nedostatecna |écba primarniho onemocnéni
* Trvani vysokého prijmu Na a vody
* Noncompliance

* Objemova deplece — snizuje filtraci a pristup diuretik k mistum
jejich ucinku, zvysuje sekreci aldosteronu

* NSAID — snizuji RBF
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A Successful Decongestion within 3 Days after Randomization

Risk ralin, 1,48 [_'-)5‘?»’-('1, 1.17-1 8?']
P«0.001

Placebo

Acetazolamide
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100 5.0q Absolute difference on day 2, 500 Absolute difference on day 2,
Percentage of Patients 4.5 0.5 liters (95% Cl, 0.2-0.8) a 98 mmol (95% Cl, 56-140)
g 450
B Congestion Score 2 4.0 -é 400
39 - - = -
Treatment cffect § 3 2 3%
QF 3.0 = = 3004
S8 Zz 2 :
. SE 231 Acetazolamide o E 250 Acetazolamide Placebo
8 - 2 E
E 2.0+ % — 200+
g 3 Placebo 6 1.5 E 150
: 10- 3 1004
s 2 Acctazolamice 0.54 50
0.0 L= T T 0 1 T !
1 Baseline 1 2 Baseline 1 2
Days Days
) Baséline : i? 3
Days
C Successful Decongestion at Discharge
Risk ratio, 1.27 (9556 €1, 113 143)
Placcbo 625
Acetazolamide 78.3
EI 1:‘3 20 3:0 4IO 50 E:O ?‘0 SIO OIO 100

Percentage of Patients

N Engl J Med 2022; 387:1185-1195
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Indikace digoxinu

* Muze byt zvazen (indikace llb B) u symptomatickych nemocnych s
HFrEF

e Az po vyCerpani ostatnich terapeutickych moznosti (ACEi, BB, MRA,
ARNI...)

* Lécba digoxinem nebyla zkousena u nemocnych lécenych
betablokatory

* Lécba u nemocnych se selhanim a fibrilaci sini nebyla dostatecné
overena

* Opatrnost v davkovani a na toxicitu

European Journal of Heart Failure (2016)
doi:10.1002/ejhf.592



Vztah mezi plazmatickou koncentraci digoxinu a

mortalitou

10D =

B0 -

Percent alive
| |

n= 3782, DIG trial

Rathore SS, Curtis JP, Wang Y, et al. JAMA 2003; 289:871.
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Studie VICTORIA — vericiguat u NYHA II-1V, EF<45%
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0.55
0.50 Vericiguat
() Placebo
© 0.45-
g 0.40+
§ 0.357 Soluble guanylate cyclase receptor stimulator
g 832 Vericiguat may be considered in patients in
o 0'20_ NYHA class Il -1V who have had worsening HF
5 sl despite treatment with an ACE-l (or ARNI), a Iib B
E 0.10- beta-blocker and an MRA to reduce the risk of
: .
O 0.05 CV mortality or HF hospitalization.141
0,00 T T T T T T T T !
0 4 8 12 16 20 24 28 32 36
Months since randomisation HR=0.90 (95% Cl 0.82—0.98):
p=0.02
Vericiguat 2526 2099 1621 1154 826 577 348 125 1 0 ARR=4.2% per year
Placebo 2524 2053 1555 1097 772 559 324 110 0 0 Annual NNT=24*

Armstrong PW et al. N Engl J Med. 2020;382:1883-1893
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Doporuceni k pouziti srdecni resynchronizacni lécby

(SRL) v situacich, pro které jsou silné dukazy

Morfologie QRS NYHAII NYHA lll-1V

QRS EF QRS EF

LBBB 2120 ms < 30%* 2130 ms <35%

Non-LBBB 2150 ms <30%* 2150 ms <35%
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Recommendations Class? Level® Ref€

Secondary prevention

An ICD is recommended in

a patient with a ventricular
arrhythmia causing
haemodynamic instability, who
is expected to survive for

>| year with good functional
status, to reduce the risk of
sudden death.

144147

Primary prevention

An ICD is recommended in

a patient with symptomatic
HF (NYHA class IHIl) and an
EF <35% despite 23 months
of treatment with optimal
pharmacological therapy, who
is expected to survive for

>| year with good functional
status, to reduce the risk of
sudden death

(i) Ischaemic aetiology and
>40 days after acute
myocardial infarction

148, 149

(ii) Non-ischaemic aetiology 149
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Transplantace srdce / levostranné srdecni podpory

Tabulka 11 - Transplantace srdce: indikace a kontraindikace
s Tabulka 10 - Pacienti potencidlné vhodni k implantaci levostranné

Pokrocilé srdecni selhani srdecni pOdpory

Z4&dna jind moznost, kromé LVAD jako most k transplantaci (BTT)
Kontraindikace

Aktivni infekce

Zavazné onemocnéni perifernich tepen nebo cerebrovaskularni nemoc

Farmakologicky ireverzibilni plicni hypertenze (muze byt zvédzena
LVAD, aby zvratila plicni vaskularni rezistenci, nasledné reevaluace)

Malignita se Spatnou prognézou (musi byt spoluprace s onkologem
ke stratifikaci rizika vzhledem k progresi nadoru nebo rekurence,
kterou zvysuje uzivani imunosuprese)

Ireverzibilni jaterni dysfunkce (cirh6za) nebo ireverzibilni ledvinna
dysfunkce (clearence kreatininu < 30 ml/min/1,73 m2). Lze zvazit
kombinovanou transplantaci srdce-jatra nebo srdce-ledvina.

Systémové onemocnéni s multiorganovym postizenim
Jiné zdvazné komorbidity se $patnou prognézou
Predtransplanta¢ni BMI > 35 kg/m?

Soucasné uzivani alkoholu nebo drog

Psychosocialni nestabilita, ktera po transplantaci brani fadnému
sledovani a intenzivnimu terapeutickému rezimu

Nedostatecna socialni podpora ke zvladnuti compliance
v ambulantni péci

Pacienti s pretrvavanim zavaznych symptomu navzdory optimalini
farmakologické a pristrojové 1écbé, bez zavazné dysfunkce pravé
komory a/nebo zavazné trikuspidalni regurgitace se stabilnim
psychosocidlnim zazemim a absenci hlavnich kontraindikaci, * ktefi
maji alespon jeden z nasledujicich stavu:

* EF LK < 25 % a intolerance zatéze pro srdecni selhani nebo pfi
zatézi je pvVO, < 12 ml/kg/min nebo < 50 % predikované hodnoty.

* > 3 hospitalizace pro srdecni selhani v poslednich 12 mésicich bez
zjistitelné vyvolavajici priciny.
e Zavislost na inotropnich latkach nebo kratkodobé mechanické podpore.

* Progresivni organova dysfunkce (zhorseni rendlnich a/nebo
hepatalnich funkci, typ Il plicni hypertenze, kardidlni kachexie)
diky snizené perfuzi, a nikoliv kvali neadekvatné nizkému
komorovému plnicimu tlaku (PCWP > 20 mm Hg a STK < 90 mm Hg
nebo Cl < 2 I/min/m?).
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Lécba srdecniho selhani - souhrn

Nefarmakologicka Farmakologicka
* kauzalni lécba * ACE inhibitory
* revaskularizace  blokatory receptort pro
* remodelacni operace angiotenzin I
* korekce chlopennich vad - betablokatory
_ , . e digoxin
* rezimova opatreni * antagonické aldosteronovych
* oxygenoterapie rec.
* cvi¢eni a rehabilitace * ivabradin
* diuretika
* resynchronizace
e ICD * pozitivné inotropni Iéky
* mechanické podpory obé&hu * katecholaminy, milrinon

* srdedni transplantace * levosimendan



. VSEOBECNA FAKULTNI AP | LEKARSKS .-””H’i: - ). 522.?L?An~.
NEHOCNICE v PRAZE e Univerzita Karlova P % o -"_"--.:_;:. :'-l'_'\J_'PI'I'v'

LéCba komorbidit

* Deplece Fe
* |zolace plicnich zil — fibrilace sini

* Vakcinace proti influenze / COVID-19



+ VSEOBECNA FAKULTNI 5 kC™  Intravenous iron supplementation with ferrid carboxymaltose
| NEMOCNICE V PRAZE SRy Toiverrita
should be considered in symptomatic HF patients recently hospi-
Suplementace . . Lo .
talized for HF and with LVEF <50% and iron deficiency, defined lla
Ze | ezem as serum ferritin <100 ng/mL or serum ferritin 100—299 ng/mL
with TSAT <20%, to reduce the risk of HF hospitalization.
AFFIRM HF - PRIMARY ENDPOINT ferrum karboxymaltéza
] Total Event

o otal Events

2 901 Rate ratio (95% CI): 0.79 (0.62-1.01);

G 80 1 P=0.059

® 704 Keyinclusion criteria:

é weo 4 ° Iron deficiency serum ferritin < 100 / 100-299 + TSAT <20%

w S * LVEF <50%

= 550 1 + Haemoglobin 8-15 g/dL 293

5 Q40 A

% 30 1

o

z 207

J Placebo

L — FCM

" 0 4 ' 12 | | 24 | | 36 ' | | 52

TIME SINCE RANDOMISATION (WEEKS)

Ponikowski P, et al. The Lancet. 2020. https://doi.org/10.1016/5S0140-6736(20)32339-4
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286,383 community-dwelling members aged >65 years of 3 large managed-
care organizations evaluated for 1-2 yrs

Vaccinated Unvaccinated
Adverse Outcome Subjects Subjects

(N=77,738) (N=62,317)
Hospitalization for CHD 457 (0.6) 535 (0.9) 0.80 0.001

Adjusted P value
Odds Ratio

Hospitalization for HF 466 (0.6) 538 (0.9) 0.81 0.002
Hospitalization for CVD 398 (0.5) 427 (0.7) 0.84 0.018

Death 943 (1.2) 1361 (2.2) 0.52 <0.001

Hospitalization or death 2387 (3.1) 2910 (4.7) 0.65 <0.001

Influenza vaccination reduces adverse CV events

Nichol KL et al. NEJM 2003;348:1322-32
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Dékuji za pozornost
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