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Zavazny medicinsky i socioekonomicky problém
,epidemie 21. stoleti”

Nejcastéjsi duvod hospitalizaci v zapadnim svété
| pres pokroky v |écby stale neprizniva prognoza
horsi nez u vetsiny nadorovych onemocnéni
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*Data Cerpdna z Primary Care Clinical
Informatics Unit, zahrnujici 393 ordinaci
praktickych lékari ve Skotsku. Pacienti s
diagndzou HF nebo Ctyr nejéastéjsich malignit
typickych pro muZe a Zeny byly identifikovani v
obdobi od 1.4.2002 do 31.3.2011 (n= 56658),
medidn doby sledovdni byl 2,04 roku, bylo
porovndvdno jejich preZiti.

Mamas et al. Eur J Heart Fail. 2017;19(9):1095-1104
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Chronické srdecni selhani - epidemiologie

Srdecnim selhanim trpi 26 milionu lidi na svété

V CR cca 200 000 pacientd




Jak se dobre a efektivné
o pacienty s CHSS postarat?




Co ovliviuje nepriznivou progndzu pacientu
s CHSS?




CHSS - morbidita — rehospitalizace - QoL

y 4 a4 4 o

témeér 50% pacientu je rehospitalizovano do 6 mésicti

pocet rehospitalizaci pro srdec¢ni selhani vyznamné
negativné ovlivhuje prognozu, kvalitu zivota

_______________ _I I"'""""""""""'II"-"""II""* Mclvennan et al., BMJ 2016
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EURObservational Research Programme:
regional differences and 1-year follow-up results
of the Heart Failure Pilot Survey (ESC-HF Pilot)

(awte All-cause death or HF hospitalization
Aldo P. Maggioni'*, Ulf Dahlstr6m?2, Gerasimos Filippatos?, Ovidiu Chioncel?, e
Marisa Crespo Leiro®, Jaroslaw Drozdz®, Friedrich Fruhwald’, Lars Gullestad®, °¢
Damien Logeart?, Gianna Fabbri!, Renato Urso!, Marco Metra'?, John Parissis'l, o«
Hans Persson'2, Piotr Ponikowski!3, Mathias Rauchhaus'4, Adriaan A. Voors15, o
Olav Wendelboe Nielsen'é, Faiez Zannad'’, and Luigi Tavazzi'® on behalf of the o

Heart Failure Association of the European Society of Cardiology (HFA)T 0z

u nemocnych hospitalizovanych pro srdecni selhani

tanne All-cause mortality

1-ro€ni mortalita 17,4%

[}

1-rocni mortalita + rehospitalizace ;!
pro srdecni selhani 35,8% .
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Davky farmakoterapie HFrEF — souvislost s prognézou

CLINICAL RESEARCH
Heart failure/cardiomyopathy

European Heart Journal (2017) 38, 18831890
FuRSPEAN doi:10.1093/eurheartj/ehx026
S8ERTSY

Determinants and clinical outcome of
uptitration of ACE-inhibitors and beta-blockers
in patients with heart failure: a prospective
European study

WW. Ouwerkerk'!, A_A_. Voors?#, S.D. Anker?, ].G. Cleland?, K. Dickstein®-%,

G. Filippatos?, P. van der Harst?, H.L. Hillege?, C.C. Lang®, J.M. ter Maaten?,

L.L. Ng’, P. Ponlkowskl"’, N.J Samanl’, D.). van Veldhulsen", | =% Zannad", ™. Metra":,
and A.H. Zwinderman'
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Figure 2 Adjusted mortality rate for patients receiving 0, 1-49, 50-99% or> 100% of the recommended ACE-inhibitor/ARBs or beta-blocker

dose, together with the risk set sizes at each time point
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Hospitalizace z KV pric¢in v zavislosti na
adherenci k doporucenim
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Log rank test p = 0,002
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Efekt edukace pacientu na zlepseni pfeiivani
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MuZeme tyto faktory néjak ovlivnit?

Alias: jak se |épe o pacienty s CHSS postarat?

Centra pro srdecni selhani
HF management program
ESC Guidelines, doporuceni | A

It is recommended that patients with
HF are enrolled in a multidisciplinary
care management programme to
reduce the risk of HF hospitalization
and mortality.




Cile DMP:

e Casnha diagnostika

e optimalizace farmakoterapie

* posthospitalizaCni management pacientu

* indikace k nefarmakologické lécbé

* reseni pokrocCilého srdecniho selhani
(indikace k OTS, MCS, paliativni péce)

» edukace pacientl a rodin

* rehabilitace

e psychosocialni intervence

Ponikowski et al., ESC Guidelines 2016 C? V
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VCasny zachyt onemocneéni




Diagnostic services

To diagnose and manage HF optimally, certain minimum diagnostic
services should be available.

e Routine haematology, biochemistry, and ECG services.

e BNP/NT-proBNP testing.

e Echocardiography. As this is the most common means by which
the presence of cardiac dysfunction is defined and as it would be

desirable far HF Flinire +a fiinAtian in a ‘Ane ctan’ mannar Adiac.

nostically (1) Those with a new diagnosis of HF: the new presentation of
the clinic HF is often first assessed by a general practitioner. At this early
quality ec stage in the natural history of HF, the diagnosis can be difficult,
tolic func reflecting the non-specific nature of the symptoms and lack of

e To establ : : .y : _ _
cise testil physical signs. Misdiagnosis and delay in appropriate therapy and
e For centy INVestigation are common as well as potentially exposing the

transplan patient to unnecessary therapy. Experience from specialist-led
exercise " diagnostic clinics has shown how the correct diagnosis can be
catheter | expedited, resulting in earlier initiation of appropriate therapy.

EJHF 2011, ECS standards for delivering HF care c?
KOMPLEXNI W v

KARDIOVASKULARNI CENTRUM
FAKULTNI NEMOCNICE OLOMOUC

Lékarska fakulta

Univerzity Palackého l. |NTERNf KLINIKA
v Olomouci KARDIOLOGICKA
FAKULTNI NEMOCNICE OLOMOUC




Optimalizace terapie HFrEF, nastaveni na
maximalni/maximalné tolerované davky
terapie snizujici mortalitu




EARLY ERA

PRESENT AND FUTURE ERA

Repeated admissions

HF better EF RV failure Home inotropic infusions
' Cardio-renal

syndrome




Terapeuticky algoritmus pro pacienty
s HFrEF

Patient with symptomatic®* HFrEF® I ciass 1
¢ Class lla

Therapy with ACE-I° and beta-blocker
(Up-titrate to maximum tolerated evidence-based doses)

Still symptomatic Neo "
and LVEF <35%
Yes l
Add MR antagonist®®
(up-titrate to maximum tolerated evidence-based dose)
. . No
Still symptomatic -

and LVEF <35%

Yes l
! ! '

Able to tolerate Sinus rhythm, Sinus rhythm,"
ACEI (or ARB)"s QRS duration =130 msec HR =70 bpm

Diuretics to relieve symptoms and signs of congestion




Terapeuticky algoritmus pro pacienty
s HFrEF

Able to tolerate Sinus rhythm, Sinus rhythm,"
ACEI (or ARB)"s QRS duration =130 msec HR =70 bpm

ARNI to replace S%1l1E1¢Ineed for Ivabradine
ACE-I CRIE ‘

These above treatments may be combined if indicated

v

Resistant symptoms

Yes l l No ﬁ

Consider digoxin or H-ISDN No further action required
or LVAD, or heart transplantation Consider reducing diuretic dose

Diuretics to relieve symptoms and signs of congestion




Withdrawal of pharmacological treatment for heart failure in
patients with recovered dilated cardiomyopathy (TRED-HF):
an open-label, pilot, randomised trial

Brian P Halliday, Rebecca Wassall, Amrit S Lota, Zohya Khalique, John Gregson, Simon Newsome, Robert Jackson, Tsveta Rahneva, Rick Wage,
Gillian Smith, Lucia Venneri, Upasana Tayal, Dominique Auger, William Midwinter, Nicola Whiffin, Ronak Rajani, Jason N Dunqu, Antonis Pantazis,
Stuart A Cook, James S Ware, A John Baksi, Dudley | Pennell, Stuart D Rosen, Martin R Cowie, John G F Cleland, Sanjay K Prasad

Halliday BP et al,., The Lancet 2018

50— Event rate 45-7% (95% Cl 28-5-67-2); p=0-0001

40|

30

Events (%)

20—

10+

—— Control group

—— Treatment withdrawal group
0

\ \ \ T T
1 2 3 4 5 6
Months since randomisation

Number at risk

Controlgroup 26 26 26 26 26 26 26

Treatment 25 22 22 21 16 16 13
withdrawal group

Figure 3: Kaplan-Meier curve of time to primary endpoint in randomised phase, according to treatment group
One patient dropped out at 7 days.
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Kumulativni redukce mortality pfi kombinované
terapii HFrEF

ARNI + BE + MEAQ 1

ACEl + BE + MRA 1
ACEl +ARB+ BB 1
ACEl + MRA 1
ARB+BB 1
ACEl + ARB 1
ACEI+BB 1

BB 1

ARB

ACEl 1

0.37 (0.19, 0.65

0.44 (0.26, 0.66)
0.52 (0.31, 0.80)
0.57 (0.35, 0.81)
0.47 (0.23, 0.86)
0.83 (051, 1.24)
0.57 (0.41,0.72)
0.57 (0.33, 0.94)
0.88 (0.61, 1.26)

0.83 (0.66, 1.01)

0.0

0.5

Hazard ratio (95% Credible Interval) for Treatments vs. Placebo

1.0

Hazard ratio <1 favors treatment

15

63% redukce mortality pii
4= kombinaci ARNI + BB + MRA
v porovnani s placebem !




Not at target, n (%)

ACE-I (4710 pts) 3330 (70.7)

T O S S ——

surETeaY dol10.1093/eurhPhf1 34

ARBs (1500 pts) 362 (24.1) 1138 (75.9) -

Avre hospitalized or ambulatory patients with heart
failure treated in accordance with European
Society of Cardiology guidelines? Evidence

from 12 440 patients of the ESC Heart

Failure Long-Term Registry
Aldo P. Maggioni'®, Stefan D. Anker?, UIf Dahlstrom?, Gerasimos Filippatos?,

Beta-blockers (6468 pts) 1130 (17.5) 5338 (82.5)

MRASs (4226 pts) 1290 (30.5) 2936 (69.5)




Farmakoterapie HFrEF — pacienti z klinickych studii

* Pacienti v klinickych studiich:

49-84 % pacientu cilova davka ACEIl a ARB
66-80 % pacientu cilova davka betablokatoru




Davky farmakoterapie HFrEF — souvislost s prognézou

European Heart Journal (2017) 38, 18831890 CLINICAL RESEARCH
sumorEan doi:10.1093/eurheartj/eh=026 Heart failure/cardiomyopathy

Determinants and clinical outcome of
uptitration of ACE-inhibitors and beta-blockers
in patients with heart failure: a prospective
European study

WW. Ouwerkerk'!, A_A_. Voors?#, S.D. Anker?, ].G. Cleland?, K. Dickstein®-%,

G. Filippatos?, P. van der Harst?, H.L. Hillege?, C.C. Lang®, J.M. ter Maaten?,

L.L. Ng’. P. Ponlkowskl"’. N.J Samanl’. D.). van Veldhulsen". | =% Zannad". ™. Metra":.
and A.H. Zwinderman'
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Figure 2 Adjusted mortality rate for patients receiving 0, 1-49, 50-99% or> 100% of the recommended ACE-inhibitor/ARBs or beta-blocker
dose, together with the risk set sizes at each time point
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OTAZKA do auditoria €. 1

Titrujete medikaci s mortalitnim benefitem u HFrEF?

A: ANO




Casté ,uptitraéni“ kontroly se zakl. laboratofi, EKG,

klin. vysSetrenim

Plan uptitrace s telefonickymi kontrolami

Telemedicinské aplikace

Zapojeni specializovanych zdravotnich sester
(up-titracni protokoly, institut ,podminéné ordinace®)

W,
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Family name:

Heart Failure Medication

Titration Plan Glven name{s):
Address:

Facility: Date of birtn: sex: [Iw [rF [

In heart failure with reduced ejection fraction (HFrEF) the fiollowing medications can reduce morbidity and mortality when titrated
to masdmum tolerated dose: i) angiotensin-converting-enzyme inhibitor (ACEl) or angictensin |l recepior blocker (ARB) or
amgictensin receptor-neprilysin inhibitor (ARMI); i) HF guideline recommended beta-blockers and; iil) mineralocorticoid

receptor antagonists (MRAL

Monitoring recommendations:

* Check blood pressure (BF) (induding postural drop) and heart rate (HR) each visit and clinically review the patient prior

to each dose adjustment
» ACEINARB/ARMUMRAA check ssrum K+, creatinine, eGFR, and urea 1 week after commencing or fitrating dose

* MRA: ensure that baseline serum potassium (K+) is less than Smmoll and eGFR is greater than 30mLfmin;
check serum K+, creatinine, @5FR, and urea monthly for & months, then & monthly once dose is stable

» Diuretic dose change beyond 3 days requires medical, blood chemistry, and fluid status review
MB. Patients ower 75 years old with comorbidities are more likely to experence adverse effects

Dbservations EF eGFR Serum K+ BF HR Wisight Target weight

% mLfmin mimal’L mmHg bpm kg kg

Medication titration instructions

Owrder | Drug Medication name Current Target Schedule
{1,2,3)| Class doseffrequency | dosefrequency
ACEI Caution: >36hr washout if changing
ARB from ACE] to ARNI
ARMI Inorease
dose by: agery weckis)
Beta-
blocker'
Inorease
dose by Fyery neeshs)
MRA Caution: Risk of hyperkalaenua
Increasze
dose by: yery veeks)
Diuretic
Fluid cweroaded increase dose o
‘Varable dose
with no target®
Cehydrated decrease dose o

www.health.gld.au/heart_failure ” Lékatska fakulta
@ v Univerzity Palackého
KOMPLEXNI v Olomouci
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Posthospitalizacni management




—> 1 hodinova edukace redukuje riziko
rehospitalizace o0 35%

—> role sestry specialistky

—> Spolupracujici pacient, schopen
selfmonitoringu, event. upravy diuretickeé
terapie

Juilliereet al, Intern) of Card, 168 (2013) 388—

395 C ?
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Opétovné nastaveni medikace srdecniho selhani

Naplanovani dalSich kontrol

Kontakt na centrum pro srdecni selhani — sestru

specialistku
Telemonitoring

Nutna spoluprace mezi praktickymi lékari, kardiology,
internisty, centry pro srdecni selhani

W,
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Rehospitalizace - posthospitaliza¢ni management

Readmission Rate

M.S. Nieminen et al. / International Journal ef Cardiology 191 (2015) 256-264

Initial death
discharge

“Palliation and Priorities”

“Transition Phase”

“Plateau Phase”

Median Time from hospital discharge

7 §



Specializované zdravotni sestry pro srdec¢ni selhani

European Journal of Heart Failure (2016)
EUROPEAN doi:10.1002/ejhf.568
SGCIETY OF
CARDIOLOGY!

Heart Failure Association of the European
Society of Cardiology heart failure nurse
curriculum

Jillian P. Riley'#, Felicity Astin2, Marisa G. Crespo-Leiro?, Christi M. Deaton?,
Jens Kienhorst?, Ekaterini Lambrinou®, Theresa A. McDonagh?, Claire A. Rushton?,

Anna Stromberg?, Gerasimos Filippatos'?, and Stefan D. Anker!?
imperial College, Dovehouse Street, Londen, SW3 6NP, UK; *University of Salford, UK; *Universitario A Corufa, Spain; *University of Cambridge School of Clinical Medicine,
UK; ®Elisabeth-Krankenhaus Essen, Germany; *Cyprus University of Technology, Cyprus: "King's College Hospital, London, UK: ®Keale University, Staffordshire, UK;

*Department of Medical and Health Sciences, Linkoping University, Sweden; '®Department of Cardiclogy, Hospital Attikon, Athens, Greace; and '" Department of Innovative
Clinical Trials, University Medical Centre Gottingen (UMG), Gorringen, Germany

Received 8 April 2015; revised 7 july 2015; accepted 19 Apri 2016

Table 1 Specific learning objectives of the heart failure (HF) nurse curriculum

Objective

Recognize patients with suspected HF and have a critical awareness of triggers for clinical deterioration

Assess and monitor common symptoms and signs

Apply educational theory to develop, implement and evaluate effective patient and family HF education

Provide self-care and lifestyle advice (including diet, exercise and travel)

Manage the effective use of pharmacological and device therapies

Competently and rapidly assess need and deliver care to the patient with acute HF

Identify the need for, coordinate and provide care at the end of life to the patient and their family

Recognize the importance of co-morbidity in HF and plan and deliver individualized patient care

Identify the need for and understand novel strategies in the management of advanced HF, such as mechanical circulatory support and
heart transplantation

Leadership in HF nursing

WMo kW
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Role sestry specialistky

Edukace pacientU a rodin

Uprava Zivotniho stylu pacientd, rehabilitace
Telefonicky kontakt s pacientem
Telemonitoring - dalkové sledovani pacient

Psychologicka podpora




Role sestry specialistky e

Optimalizace farmakoterapie dle predem stanoveného
planu, uptitrace

Rozpoznani prvnich priznaku dekompenzace, modifikace
|éCby, prevence hospitalizaci a tim zlepseni prognoézy =
prodlouzeni a zkvalitnéni Zivota pacientu

=>Nutné zajisteni vyssich pravomoci sester

Lékaiska fakulta 5
Univerzity Palackého I. INTERNI KLIN |!<A
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OTAZKA do auditoria €. 2

Vyuzivate pomoc zdravotnich sester v ramci komplexni
péce o pacienty s CHSS?

A: ANO




Spoluprace centra CHSS na jednotlivych urovnich

centrum pro
diagnostiku




Evaluace kvality péce poskytované centrem pro
srdeéni selhani

Funkce centra pro CHSS, evaluace kvality péce

Cas od reference do vysetfeni pacienta

Kompetence jednotlivych clend tymu

Mortalita pacientu

Morbidita pacientl (rehospitalizace)

Procento dotitrované terapie s mortalitnim benefitem u sledovanych pacient(




Centra pro srdecni selhani
HF management program

Doporuceni | A (ESC Guidelines)

Zavedeni DMP - redukce readmisi
- redukce mortality

- zlepSeni kvality zivota pacientu
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