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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)

Developed with the special contribution of the Heart Failure
Association (HFA) of the ESC

Doporuceni pro... | Guidelines

Souhrn Doporuéenych postupa ESC pro
diagnostiku a lécbu akutniho a chronického

srdecniho selhani z roku 2016.
CESKA

Pripraven Ceskou kardiologickou spolecnosti 7 o

(Summary of the 2016 ESC Guidelines on the diagnosis and treatment
of acute and chronic heart failure. Preparad by the Czadh Society of Cardiology)

Jindfch Spinar®, Jaromir Hradec®, Lenka Spinarcwd, Jifi Vitovec
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Patient with suspected AHF
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Urgent phase

Circulatory support
after first medical
comtact I. Cardiogenic shock ? -—hTes « pharmacologlcal ~

* mechanical

MNo

2. Respiratory failure ? — Ventilatory support

Yes * oxygen

No * non-invasive positive
pressure ventilation \'\
(CPAP, BiPAP)

* mechanical ventilation

Immediate stabilization
and transfer to ICU/CCU

Immediate phase

(initial 60-120 minutes)

Identification of acute
aetiology:

acute Coronary syndrome

C

H Hypertension emergency
A Arrhythmia
M
P

F 9

acute Mechanical cause®
Pulmonary embolism



ASS - Uvodni lécba
Kauzalni lécba
e kontrola TF, TK,|revaskuIarizace,
* [é¢ba AKS, [feSeni mechanickych komplikaci

Symptomaticka lécba
* Oxygenoterapie (pri SpO2 <90 %, x vazokonstrikce, snizeni CO)

|+ Farmakoterapie (diuretika, nitraty)|

Komplexni intenzivni péce
* neinvazivni/invazivni mechanicka ventilace

e ultrafiltrace

 mechanické srdecni podpory
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95 % pacientu s ASS
ma kongesci

HYPOPERFUZE (-)

HYPOPERFUZE (+)
Studené a zpoceng
konietiny

Oligurie

Imatenost

Zavratd

Hizky pulsni tlak

MESTMANI (-) MESTMANI (+)
Méstnani krve v plicich
Ortopnoefparoxysmalni noéni dusnost
Otoky kondetin (oboustranné)
Zwyiena napln krénich zil
Hepatomegalie pfi méstnani
Méstnani ve stfevech, ascites
Hepatojugularni reflux

.

WARM-DRY WARM-WET

7

COLD-DRY

N\

-

Hypoperfuze sice nenl synonymem pro hypotenzi, nicméné hypoperfuze je asto doprovazena hypotenz|



‘Wet’ patient ‘Dry’ patient

l }

ADEQUATE PERIPHERAL PERFUSION?

YES | \ NO YES / \. NG
|I '\‘

IlI
\\ ‘Dry and warm’ ‘Dry and cold’
| \ Adequately perfused Hypoperfused,
v L% = Compensated Hypovolemic

!

"Wet and Warm' patient

(typically El"—""atﬁ:d or \ Adjust oral Consider fluid challenge
normal systolic therapy Consider inotropic agent
blood pressure) if still hypoperfused

/ N\
/ \ ‘Wet and Cold’ patient
¥ i \
= Systolic blood pressure <90 mm Hg
Vascular type - Cardiac type - f,-" i)
fluid redistribution fluid accumulation YEE;” ~._NO
Hypertension Congestion x A
predominates predominates « Inotropic agent Vasodilators
| | * Consider vasopressor * Diuretics
¥ v in refractory cases * Consider inotropic
Vasodilator * Diuretic * Diuretic {when perfusion agent in refractory
corrected) cases

+ Diuretic +Vasodilator

* Consider mechanical
circulatory support
if no response to drugs

vonraniration
(consider if diuretic
resistance)



Doporuceni

Trida

Uroven

Profylaxe TEN

profylaxe TEN (LMWH) u pacienttu dosud |
neantikoagulovanych pri absenci Kl
Dalsi léky

FS s rychlou komorovou odpovedi lla

3l digoxin a/nebo betablokdtor M:

°l amiodarone llb
opiaty k potlaeni dusnosti/uzkosti b
(cave nausea, hypopnea) -

Doporuéeni Trida | Uroven

Pri zhorSeni HFrEF, pokraCovat v peroralni 1éché | C

ovliviujici prognozu, s vyjimkou hemodynamické
nestability nebo kontraindikaci




Doporuéeni Trida | Uroven

Diuretika

i.v. klickova diuretika u vSech pacienta s ASS pfijatych | C
se znamkami/symptomy tekutinového pretizeni (ke
zlepSeni symptomu)

furosemid 20-40 mg i.v,, |
v pripadé chron. [éCby inicidlni davka = oralni davka

bolusové nebo kontinualni podavani |

kombinace klickového diuretika s thiazidy nebo Ilb
spironolaktonem u pacientu s rezistentnimi otoky
nebo nedostatecnou odpoveéedi

Antagonisté vazopresinu (akvaretika)

tolvaptan u pacientt s tek. pretizenim Ilb
a rezistentni hyponatremii -




Vazodilataéni léky

i.v. — symptomaticka lecba pri STK > 90 mmHg za lla
tésné monitorace symptomu a TK -
inicidlni 1éCba u pacientu s hypertenznim ASS (ke lla
zlepseni symptom a redukci méstnani) -
|
Vazodilatans Davkovani NU Jiné
Nitroglycerin inicialné 10-20 ug/min hypotenze, tolerance
(aZ do 200 ug/min) bolest hlavy
Isosorbid inicialné 1 mg/hod hypotenze, tolerance
dinitrat (aZ do 10 mg/hod) bolest hlavy
Nitroprusid inicialné 0,3 ug/kg/min hypotenze, fotosensitivita
(az do 5 ug/kg/min) toxicita izokyanatu
Nesiritid bolus 2 ug/kg hypotenze
infuse 0,01 ug/kg/min
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ASS - |écba

All-cause mortality

Symptoms (dyspnoea)

Worsening HF during
index hospitalization

Patiemt

reported
outcomes

HRQO
Increasing Degrees of -

Biomarker evidence of
Interpretability
end-organ damage

neposkodit ostatni organy (kardio/nefro protekce)
akutni hemodynamickeé zlepseni x zlepseni dlouhodobé progndzy



TRUE- AHF trial (ularitide)
primary endpoints

Cardiovascular Mortality
(aa=0.04)

No cardiovascular
death

Cardiovascular death
(time-to-event)

Hierarchical Clinical Composite

at 48 Hours (o= 0.01)

Moderate or marked improvement
in symptoms at 6, 24 and 48
hours without in-hospital
worsening heart failure or death

Modest improvement or
unchanged symptoms

Worsening of symptoms at
6, 24 or 48 hours

Persistent or worsening heart
failure (in-hospital) requiring IV or
mechanical interventions during
first 48 hours

Death during first 48 hours




TRUE-AHF (AHA 2016)

e Casne zahajena |lécba ularitidem vede k
dekongesci a zlepsuje wall stress (NT-pro
BNP), snizuje riziko a pocet hospitalizacniho SS

* tento benefit vsak nevede ke snizeni
myokardialniho poskozeni (hsTnT)

sl N Placebo
- 225 deaths
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Serelaxin, recombinant human relaxin-2, for treatment of
acute heart failure (RELAX-AHF): a randomised,

placebo-controlled trial

John R Teerlink, Gad Cotter, Beth A Davison, G Michael Felker, Gerasimos Filippatos, Barry H Greenberg, Piotr Ponikowski, Elaine Unemari,

Lancet 2013; 381: 29-39
B
14+ — Placebo: 65deaths (11-3%)
A —— Serelain: 42 deaths (7-3%)
35 M Serelaxin (n=581) AUCwith serelaxin, 2756 (SD2588) mmxh 12+ HR 063 (95% C10-43-0-93) n=580
mm Placebo (n=580) AUC with placebo, 2208 (SD3082) mmxh p=0-02
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Nalos et al. Critical Care 2014, 18R48
http//ccforum.com/content/18/2/R48
‘c: CRITICAL CARE

RESEARCH Open Access

Half-molar sodium lactate infusion improves
cardiac performance in acute heart failure:
a pilot randomised controlled clinical trial

Marek Nalos'", Xavier Maurice Leverve?’, Stephen Joseph Huang', Leonie Weisbrodt!, Ray Parkin’,
lan Mark Seppelt', Iris Ting' and Anthony Stuart Mclean'

Control Lactate

10 15
L N

5

Cardiac output (L/min)

Time: 1=24 h; 2=48 h

Figure 2 Graphs depict the temporal changes in individual

patients’ cardiac output over the course of 24 and 48 hours.
N J/

e Infusion of half-molar sodium lactate (13.5 mmol
over 24 hours) improved cardiac performance, chal-
lenging the dogma that lactate per se is detrimental
to myocardial function.

e Our results support an important role of lactate in
cardiac metabolism during periods of critical illness.

FAKULTNI NEMOCNICE PLZEN



Posouzeni unosnosti k dimisi

. vyresena epizoda ASS

* hemodynamicka stabilita, bez znamek kongesce

e stabilni renalni funkce 24 hod

e optimalizovana dlouhodoba |écba CHSS
(ACEl/sartany/ARNI, BB, MRA)

* follow-up plan

* kontrola praktikem do tydne

* kontrola nemocni¢nim kardio-tymem do 2 tydnu

<



Farmakoterapie ASS — zavery

1) Spravna |écba pacientu s CHSS
2) Guidelines ASS 2016

3) Farmakoterapie jako soucast kauzalni
a symptomatické lécby ASS

4) Malo evidence, hledani magické kulky
/Zpusobuje neadekvatni fenotypizace selhani
novych konceptu lécby ?






lzolované pravostranné srdecni selhani

Noveé vzniklé izolované RHF (AKS, masivni plicni embolie)
- opatrné uzivani diuretik a vazodilatancii (adekvatni plnéni PKS)

Progresivni izolované RHF (pacienti s plicni hypertenzi)

- snizit PVR: inhibitory PDE-5, antagonisté endotelinu,
analoga prostacyklinu,

riociguat - stimulator solubilni guanylatcyklazy




Nevhodna lécba symptomatického HF

preparat ucinek tfida urover

Glitazony (Avandia, zhorsuji srdec¢ni selhani a zvysuji

Actos) riziko hospitalizace pro srdecni
selhani
Blokatory negativni inotropni ucinek 1] B

kalciovych kanall
(vyjma amlodipin a

felodipin)
NSAID a COX-2 retence vody a sodiku, zhorseni 1] B
inhibitory renalnich funkci, zhorseni srdecniho
selhani
Kombinace sartanu riziko renalni dysfunkce a 1] C

s ACE-l a MRA hyperkalémie



Table 12.6 Goals of treatment in acute heart failure

Immediate (ED/ICU/CCU)

Improve haemodynamics and organ perfusion.

Restore oxygenation.

Alleviate symptoms.

Limit cardiac and renal damage.
Prevent thrombo-embolism.
Minimize ICU length of stay.

Intermediate (in hospital)

|dentify aetiology and relevant co-merbidities.

Titrate therapy to control symptoms and congestion and optimize blood
pressure.

Initiate and up-titrate disease-modifying pharmacological therapy.

Consider device therapy in appropriate patients.

Pre-discharge and long-term management

Develop a careplan that provides:
oA schedule for up-titration and monitoring of pharmacological therapy.
o Need and timing for review for device therapy.
o Who will see the patient for follow-up and when.

Enrol in disease management programme, educate, and initiate
appropriate lifestyle adjustments.

Prevent early readmission. D o B
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Improve symptoms, quality of life, and survival. 3 N
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