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Kontinuita péce o pacienty se srdecnhim selhanim
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* Figure. Prominent factors impeding transition of care in chronic heart failure care. GDMC indicates guideline-directed medical care; HCP,

healthcare provider; and Pt, patient.
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Akutni péce Chronicka péce
Hodiny - dny Mésice - roky
Kontrola nekolikrat denne Kontroly 1-6x mési¢né (mezicas)
Mensi zapojeni pacienta
Vice zacilena
Draha

Vice zalezi na spolupraci pacienta

Vice ,,okruht“ k reseni (vcC.
socialni, ekonomické, apod.)

Méneé nakladna?
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Optimalni doporucena farmakoterapie
|dentifikace potencialné skodlivé farmakoterapie

Arytmie
Psychické zdravi / pohoda
Pohybova aktivita

Nutricni intervence
Bariatricka chirurgie

Socialni problematika



Farmakoterapie srdec¢niho selhani
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Medikace srdecniho selhani
nedostatecne preskribovana
Aniz by byly kontraindikacce

Terapeutické vahani a inercie
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Zpusobuje srdecni
selhani

Skodi pacientim se
srdecnim selhanim

Zatez komorbidiami
Polypragmazie

Volné prodejné léky
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PIP-HFrEF inducing reduction
of myocardial contractility
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or
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PIP-HFrEF antagonism to HF
guideline-directed medical
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. J

unknown/uncertain
mechanism

(amphotericin B and gliptins)
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Arytmologicka problematika u pacientu se srdecnim
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Deprese je spojena se " rizikem Cile péée o sebe pacient( se

progrese srdecniho selhani srdeénim selhanim
Nedostatecna sebepéce (non- Symptomy a kontrola hmotnosti k
adherence) postihuje > 50% ¢asné detekci retence tekutin
pacientu se srdecnim selhanim Zdrava dieta s nizkym obsahem soli

Vicero moznosti intervence a restrikce prijmu tekutin

(kognitivhe-behavioralni terapie,
cviceni psychofa rmaka Podpora adherence k uzivani
,pacientské skupinky*) medikacen

Propagace zdravého zivotniho stylu

Vhodné sledovat psychosocialni
bariéry v péci o sebe

- - - - -
= > - g @ ; ﬂ - ‘ _- "‘ - -
,~ , ) \ Eur. J. Prev. Cardiol., zwac006,




Pohybova aktivita pacientt se srdecnim selhanim




Strava, pohybova aktivita,
farmacoterapie

Bariatricka chirurgie
Zlepsuje funkci LK (aZ 0 10 % )
Zlepsuje tridu NYHA (0 0.5)
Bridge-to transplant

® KT es’s

Laskavost Dr. Hvizd' (VSeobecnd fakultni nemocnice v Praze)
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Potreba case manager and koordinatora tymu

LV:Y:]8 39 Important Components of a Transitional Care Plan
A transitional care plan, communicated with the patient and their outpatient clinicians before hospital discharge, should clearly outline plans for:

B Addressing any precipitating causes of worsening HF identified in the hospital;

B Adjusting diuretics based on volume status (including weight) and electrolytes;

m Coordination of safety laboratory checks (e.qg., electrolytes after initiation or intensification of GDMT);

m Further changes to optimize GDMT, including:
® Plans for resuming medications held in the hospital;
B Plans for initiating new medications;
® Plans for titration of GDMT to goal doses as tolerated;

B Reinforcing HF education and assessing compliance with medical therapy and lifestyle modifications, including dietary restrictions and physical activity;

B Addressing high-risk characteristics that may be associated with poor postdischarge clinical outcomes, such as:
B Comorbid conditions (e.qg., renal dysfunction, pulmonary disease, diabetes, mental health, and substance use disorders);

= Limitations in psychosocial support;
® Impaired health literacy, cognitive impairment;

B Additional surgical or device therapy, referral to cardiac rehabilitation in the future, where appropriate;

B Referral to palliative care specialists and/or enrollment in hospice in selected patients.

GDMT indicates guideline-directed medical therapy; and HF, heart failure.
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Pece o vrcholoveho sportovce jako model péce
i pro pacienty se srde¢nim selhanim?

Maxwell Eyram Afari et al. J Am Coll Cardiol 2017; 69:1509-



Dékuji za pozornost




