Akutni srdecni selhani

L. Spinarova

I.IKAK, FN u sv.Anny a LF MU
Brno




1. VCasna identifikace doprovodnych Zivot ohrozujicich onemocnéni (
podle - gcute Coronary syndrome, Hypertension
emergency, Arrhythmia, acute Mechanical cause, Pulmonary
embolism) a v€asné zahajeni lécby specifické lecby podle guidelines

2. Novy algoritmus pro léCbu ASS na zaklade klinického profilu:
priitomnost/absence

ESC GUIDELINES

2016 ESC Guidelines for the diagnosis and

treatment of acute and chronic heart failure

The Task Force for the diagnosis and treatment of acute and chronic
heart failure of the European Society of Cardiology (ESC)




Akutni srdecni selhani - definice

Akutni srdecni selhani je:

e nahle vzniklé znamky a priznaky
srdecniho selhani

e prokazana dysfunkce levé komory
(systolicka a/nebo diastolicka)

e vyzaduje okamzitou lécbu




Akutni srdecni selhani - definice

Cerstve vzniklé Dekompenzované
akutni srdecni chronické srdecni
selhani selhani

Plicni edém

Kardiogenni sok

Kombinovaneée




2.2 Etiology and syndromes according to the type of HF

+ ETIOLOGY
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3.1 Key parameters: in-hospital mortality and length of &AHEAD
hospital sta
Acute Heart Failure Database
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Median of hospital stay was 2 days by patients who
died during hospitalization and 8 days by
discharged patients (p<0.001).



3.2 In-hospital mortality vs. syndromes and aetiology &AHEAD

Acute Heart Failure Database

+ ETIOLOGY + SYNDROMES
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Nekardiogenni edém plic - etiologie

Pneumonie

Endoxemie

Postizeni CNS (napr. subarachnoidalni krvaceni)
Toxické postizeni (leéky, plyny, aspirace zaludku)
Postradiacni

Venookluzivni plicni nemoc

DIC

ARDS




Patient with suspected AHF

CirCUhltUr:r’ support @ European Heart Journal (2016) 37, 2129-2200 ESC GUIDELINES
+ pharmacological doi10.109 Veurheartjlehw 128
* mechanical

No 2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

|. Cardiogenic shock !

1. Respiratory failure ! - Ventilatory support

* Oxygen

* non-invasive positive
pressure ventilation
{CPAE BiPAP)

* mechanical ventilation

The Task Force for the diagnosis and treatment of acute and chronic
heart failure of the European Society of Cardiology (ESC)
Mo

Immediate stabilization
and transfer to ICU/CCU

CHAMPS

aetiology:

acute Coronary syndrome
Hypertension emergency
Arrhythmia

st Mecharclcuse Identifikace etiologie

Pulmenary embalism

=~

|mmediate initiation
of specific treatment

Follow detailed recommendations
in the specific ESC Guidelines

¥

Diagnostic work-up to confirm AHF
Clinical evaluation to select optimal management




ESC GUIDELINES

D = t- k ASS 2016 ESC Guidelines for the diagnosis and

Ia g n os I a treatment of acute and chronic heart failure
The Task Force for the diagnosis and treatment of acute and chronic
heart failure of the European Society of Cardiology (ESC)

Recommendations Class® | Level®

Upon presentaticn a measurement of plasma natriuretic peptide level (BMP, NT-proBNP or MR-proANP) is recommended in all A
patients with acute dyspnoea and suspected AHF to help in the differentiation of AHF from non-cardiac causes of acute dyspnoea.

At admission in all patients presenting with suspected AHF, the following diagnostic tests are recommended:

b. chest X-ray to assess signs of pulmonary congestion and detect other cardiac or non-cardiac diseases that may
cause or contribute to the patient’s symptoms;

c. the following laboratory assessments in the blood: cardiac troponins, BUN (or urea), creatinine, electrolytes
(sodium, potassium), glucose, complete blood count, liver function tests and TSH.

Echocardicgraphy is recommended immediately in haemodynamically unstable AHF patients and within 48 hours when
cardiac structure and function are either not known or may have changed since previous studies.




Akutni srdecni selhani - diagnostika

BNP, NT-proBNP I A

prépro-BNP
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Natriuretickeé peptidy u ASS

BNP > 100 pg/mL,

NT-proBNP >300 pg/ mL

mid-regional pro A-typ natriuretic peptide (MR-proANP) > 120
pmol/L

,cut-points” negativni prediktivni hodnota je 0.94-0.98 jak u
neakutniho tak akutniho SS, ale pozitivni prediktivni hodnota je
nizka u neakutniho SS 0.44-0.57 a akutniho SS 0.66-0.67.

Proto uziti NP je doporuceno pro vylouceni srdecniho
selhani ale ne pro stanoveni diagnozy!!



Akutni srdecni selhani - diagnostika

RTG doporuceniI C




Akutni srdecni selhani - diagnostika

EKG — doporuceni I C




Akutni srdecni selhani - diagnostika

ECHO doporuceni I C

systolicka funkce LK
e diastolicka funkce LK
e regionalni poruchy kinetiky
e chlopenni vady
o perikardialni vypotek
e odhad tlakd

e u hypertenzni krize je az u 50% nemocnych zachovana systolicka
funkce (EF > 45%), naléza se diastolicka dysfunkce, ktera mlze
vymizet po Uprave klinického stavu (Gandi 2001)

e guiding punkcnich vykon(

e Indikace CRT, PCI, VAD/ECMO




Perfuze tkani

Normalni

\ 4

Snizena

T&zka
hypoperfuze

|

smrt

Bez 1éCby

Diuretika

Vasodilatancia

Tekutiny

Inotropika

Diuretika
Vasodilatancia
Inotropika

Levosimendan

5 10

Hypovolemie

15 4420 25 30
PCWP-tlak v zaklinéni (mmHg)

ANRISIE]

35

» Plicni kongesce

n
»

40

edém



erapeuticky mana

PATIENT WITH ACUTE HEART FAILURE

Bedside assessment to identify haemodynamic profiles

PRESENCE OF CONGESTION??

YES NO
(95% of all AHF patients) (5% of all AHF patients)

v

‘Wet’ patient

! }

ADEQUATE PERIPHERAL PERFUSION?

‘Dry’ patient

WARM-DRY

COLD-DRY

ADEQUATE PERIPHERAL PERFUSION?

v
"Wet and Warm’ patient

(typically elevated or

blood pressure)

¥ W
Vascular type -
fluid redistribution
Hypertension
predominates

Cardiac type -
fluid accumulation
Congestion
predominates

v v

*Vasodilator * Diuretic
+ Diuretic *Vasodilator
* Ultrafiltration
(consider if diuretic
resistance)

gement

4

‘Dry and warm’
Adequately perfused
= Compensated

l l

ider fluid challenge

‘Dry and cold’
Hypoperfused,

Hypovelemic

Adjust oral
(her‘apy Consider inotropic agent

if still hypoperfused

‘Wet and Cold’ patient

Systolic blood pressure <30 mm Hg

&

+ Inotropic agent *Vasodilators
* Diuretics

+ Consider inotropic

+ Consider vasopressor
in refractory cases
+ Diuretic {when perfusion agent in refractory
d) cases
mechanical
circulatory support
if no response to drugs




Farmakoterapie

Diuretics

Intravenous loop diuretics are recommended for all patients with AHF admitted with signs/symptoms of fluid overload to
improve symptoms. It is recommended to regularly monitor symptoms, urine output, renal function and electrolytes during
use of i.v. diuretics.

In patients with new-onset AHF or those with chronic, decompensated HF not receiving oral diuretics the initial
recommended dose should be 20—-40 mg i.v. furosemide (or equivalent); for those on chronic diuretic therapy, initial i.v.
dose should be at least equivalent to oral dose.

It is recommended to give diuretics either as intermittent boluses or as a continuous infusion, and the dose and duration
should be adjusted according to patients’ symptoms and clinical status.

Combination of loop diuretic with either thiazide-type diuretic or spironolactone may be considered in patients with
resistant oedema or insufficient symptomatic response.

VYasodilators

i.v. vasodilators should be considered for symptomatic relief in AHF with SBP >90 mmHg (and without symptomatic
hypotension).
Symptoms and blood pressure should be monitored frequently during administration of i.v. vasodilators.

In patients with hypertensive AHF, i.v. vasodilators should be considered as initial therapy to improve symptoms and reduce
congestion.

Inotropic agents — dobutamine, dopamine, levosimendan, phosphodiesterase Il (PDE Ill) inhibitors

Short-term, i.v. infusion of inotropic agents may be considered in patients with hypotension (SBP <90 mmHg) and/or signs/
symptoms of hypoperfusion despite adequate filling status, to increase cardiac output, increase blood pressure, improve
peripheral perfusion and maintain end-organ function.

An intravenous infusion of levosimendan or a PDE |ll inhibitor may be considered to reverse the effect of beta-blockade
if beta-blockade is thought to be contributing to hypotension with subsequent hypoperfusion.

Inotropic agents are not recommended unless the patient is symptomatically hypotensive or hypoperfused because of
safety concern.




Akutni srdecni selhani-lécba

ACE inhibitory, Beta blokatory

pri akutnim selhani nenasazujeme do stabilizace IC

zavedena lécba - v pripadé zhorsujiciho se chronického HFrEF
je nutno — v nepritomnosti hemodynamické nestability nebo
kontraindikaci — vynalozit maximalni Usili k dalSimu podavani
chorobu modifikujicich Iékl na zakladé dikazd. IC

Digitalis

Pro akutni Upravu komorove frekvence pri FiSi IIa C




LANNY

HA

ASS - nefarmakologicka lécba

Revaskularizace - PTCA, CABG
Kardiostimulace

Defibrilace, kardioverze
Chirurgicka korekce (chlopenni vady) ..
Ultrafiltrace

Intraaortalni balonkova kontrapulzace pouze u ak.mechanického
problému,akutni myokarditidy a ak.ischemie béhem nebo po PCI ¢i CABG,

u jinych pficin oku III B

Extrakorporalni membranozni oxygenacni systémy
BTD ( bridge to decision)

Podplirné systémy levé komory — BTC (bridge to candidacy)




ASS - nefarmakologicka lécba
ultrafiltrace

Ultrafiltrace maze byt zvdZena u
pacient( s refrakterni kongesci, ktefi
neodpovidaji na diuretickou terapii

Ultrafiltrace miZe byt zvdZzena u
pacientU s refrakternim objemovym
pretizenim a akutnim postizenim
ledvin

Laboratorni kritéria: K> 6,5 mmol/l, pH< 7,2, u >25 mmol/I, kr> 300 umol/I




Management kardiogenniho soku

In 2l patients with suspected cardiogenic shock, immediate ECG and echocardiography are recommended.
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an immediate coronary an ohy is re
m coronary revascularization.

Fluid challenge {saline or Ringer's lactate, >200 ml/|5-30 min) is recommended as the first-line treatment if there is no sign of
overt fluid overle
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Mechanickeé podpory

©2000 Texas Heart® Institute

Titanova axialni pumpa - 90g, 25cm?3
Implantace do hrotu LK — vaskularni graft do descendentni hrudni aorty
Pratok 3-8l/min
Nemocny reguluje rychlost Cerpadla v zavoslosti na aktivite



. ardiAlng

* Inflow kanyla do hrotu LK — integrovana v pumpé

 outflow — impregnovana protéza 10 mm s
chraniCkou

« perkutanni linka

« kontroler + 2 baterie (4-6h provozu)

HW - HVAD

The Cardiovascular Lenox Hill Heart and Vascular
Research Foundation Institute of New York




DEKUJI ZA POZORNOST




