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Insuficiencia cardiaca epidemiologia

La insuficiencia
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Mortalitat fase aguda del 6-10%
Mortalitat als 5 anys del dx = 50%

> 10% poblacio
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Noves guies de insuficiencia cardiaca — ESC 2021

European Heart Journal Advance Access published June 8, 2016

ESC GUIDELINES

European Heart Journal
doi:10.1093/eurheartj/ehw128

EUROFEAN
SOCIIT OF
CARDICLOGY »

@ 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

Authors/Task Force Members: Piotr Ponikowski* (Chairperson) (Poland),

Adriaan A. Yoors* (Co-Chairperson) (The Netherlands), Stefan D. Anker (Germany),
Héctor Bueno (Spain), John G. F. Cleland (UK), Andrew }. S. Coats (UK),

Volkmar Falk (Germany), José Ramon Gonzalez-Juanatey (Spain), Veli-Pekka Harjola
(Finland), Ewa A. Jankowska (Poland), Mariell Jessup (USA), Cecilia Linde (Sweden),
Petros Nihoyannopoulos (UK), John T. Parissis (Greece), Burkert Pieske (Germany),
Jillian P. Riley (UK), Giuseppe M. C. Rosano (UK/Italy), Luis M. Ruilope (Spain),
Frank Ruschitzka (Switzerland), Frans H. Rutten (The Netherlands),

Peter van der Meer (The Netherlands)

2016

ESC GUIDELINES

@ E s C European Heart Journal (2021) 42, 35993726

European Society doi:10.1093/eurheartj/ehab368
of Cardiology

2021 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

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

With the special contribution of the Heart Failure Association
(HFA) of the ESC

Authors/Task Force Members: Theresa A. McDonagh* (Chairperson) (United
Kingdom), Marco Metra ® * (Chairperson) (Italy), Marianna Adamo (Task Force
Coordinator) (Italy), Roy S. Gardner (Task Force Coordinator) (United Kingdom),
Andreas Baumbach (United Kingdom), Michael B6hm (Germany), Haran Burri
(Switzerland), Javed Butler (United States of America), Jelena Celutkiené
(Lithuania), Ovidiu Chioncel (Romania), John G.F. Cleland (United Kingdom),
Andrew ).S. Coats (United Kingdom), Maria G. Crespo-Leiro (Spain),

Dimitrios Farmakis (Greece), Martine Gilard (France), Stephane Heymans

2021
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Noves guies de insuficiencia cardiaca — ESC 2021

Publicaciones con impacto en las nuevas guias

Estudis en IC amb FEVE reduida

~20.000 pacientes aleatorizados

EURDPEAN
SOCIETY OF
CATROLOY

Enero Marzo Agosto Noviembre
20 20 20 20
2016
DAPA- Victoria || EMPEROR
DANISH TRANSITION i s N i Reduced | | AFFIRM
A SOCIZTY OF
PARADIGM DAI PIONEER | | COAPT ISGLT?2 ASSIS.tenCIa ISGLT2 Ferro ev CARDIOLOGY
2014 - Dapaglifozina Ventricular Empaglifozina
Sacubitril l
Mitraclip Vericigua
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Noves guies de insuficiencia cardiaca — ESC 2021

Estudis en IC amb FEVE preservada

v PARAGON HF Esc 2019) .Sacubitril vs valsartan en ICFEp

v EMPEROR PRESERVED (€esc 2021). ISGLT2 (Empaglifozina) en ICFEp
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Que és la insuficiencia cardiaca?

3.1 Definition of heart failure

Heart failure is not a single pathological
diagnosis, but a clinical syndrome consisting
of cardinal symptoms (e.g. breathlessness,
ankle swelling, and fatigue) that may be
accompanied by signs (e.g. elevated jugular
venous pressure, pulmonary crackles, and
peripheral edema). It is due to a structural
and/or functional abnormality of the heart that
results in elevated intracardiac pressures
and/or inadequate cardiac output at rest
and/or during exercise.
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Definicio de la insuficiencia cardiaca

@ ESC ) European journal of Heart Falure (2021) 23, 352-380 POSITION PAPER ' Symptoms and/or signs
stamww RO el of HF caused by a

structural and/or
functional cardiac

i abnormality
Universal definition and classification of heart corroborated by at-least one of the following
failure: a report of the Heart Failure Society of -
America, Heart Failure Association of the Elevated natriurtic
European Society of Cardiology, Japanese Pepcde iouets
Heart Failure Society and Writing Committee o ~
of the Universal Definition of Heart Failure o '

Ot?)ectw_e evidence of

Endorsed by the Canadian Heart Failure Society, Heart Car:;;if::gf:::;’:;'xm
Failure Association of India, Cardiac Society of Australia J

and New Zealand, and Chinese Heart Failure Association

Figure 1 Universal definition of heart failure (HF).

v Fins al 2021 no tenim una definicid universal de la insuficiencia cardiaca!!!

Medicina de Familia. SEMERGEN XXX (XXXX)(XX) XXX=XXX

? Medicina de Famil waewrmme| of  Sindrome clinica multifactorial amb signes
(£ semercen O e | simptomes comuns a moltes altres
B n patologies, que fa el seu diagnostic
dificil.

DOCUMENTO DE CONSENSO

v Amb un error en el dx = 25%.
Posicionamiento SEMERGEN en el abordaje de la

insuficiencia cardiaca crénica en atenciéon primaria 7



Hospital General de Granollers
Fundacid Hospital Asil de Granoliers

Com és diagnostica la insuficiencia cardiaca?

Historia Clinica

- Clinica

- Antecedents

- Signes i simptomes

¢

Analitica
- Estudi anémia, TSH, funcio renal, ions...

-NT-proBNP

-

Proves complementaries
-ECG

- Ecocardiografia

@

stic de insuficiéncia cardiaca

(@}

Diagn

@

Tractament medic
Buscar la causa (RMN, KT...)
| tractar-la 8
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Simptomes i sighes de insuficiencia cardiaca

Tabla 5 Sintomas y signos de insuficiencia cardiaca

Sintomas

Signos

Tipicos

Disnea. Ortopnea

Disnea paroxistica nocturna

Tolerancia al ejercicio disminuida

Fatiga, astenia, mayor tiempo de recuperacion tras el
ejercicio

Hinchazon de tobillo u otras zonas
Menos tipicos

Tos nocturna

Sibilancias

Sensacion de hinchazon

Pérdida de apetito

Confusion (especialmente en ancianos)

Decaimiento. Depresion

Palpitaciones

Mareo. Sincope

Bendopnea

Mas especificos
Presion venosa yugular aumentada
Reflujo hepatoyugular
Tercer tono cardiaco (ritmo de galope)
Desplazamiento lateral del impulso apical

Respiracion de Cheyne-Stokes

Menos especificos
Aumento de peso (> 2 kg/semana)
Pérdida de peso (insuficiencia cardiaca avanzada). Caquexia
Edemas periféricos (maleolar, sacro, escroto)
Soplo cardiaco. Taquicardia. Pulso irregular
Presion de pulso estrecha
Crepitantes pulmonares
Derrame pleural (matidez a la percusion en bases)
Taquipnea (> 16 rpm)
Hepatomegalia. Ascitis
Extremidades frias. Oliguria

Modificada de Wagner y Dimmeler.

NN

Comuns a moltes altres patologies

Dispnea: Sensibilitat 89%, especificitat 51%
Edema periferic: molt poc especific (30%)
Ortopnea: especifica pero poc sensible
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Peptids natriuretics: NT-proBNP

S}S\a ['W?EW i J IJ

R

Tabla 6 Umbrales de los péptidos natriuréticos tipo B

Contexto NT-pro BNP

Descartar IC (ambito <125 pg/ml
ambulatorio)

Descartar IC aguda <300 pg/ml

Sospecha de IC aguda > 450 pg/ml (< 50 anos)

>900 pg/ml (50-75 anos)
>1.800pg/ml (> 75anos)

Enfermedad renal cronica >1.200pg/ml
Fibrilacion auricular > 365 pg/ml

Raza negra Aumentar 20-30%
Edad > 75 anos Aumentar 20-30%
Obesidad Disminuir 20-30%

NT-proBNP per alC

» Sensibilitat— 99%
> Especificitat— 43%
> VPP —64%

VPN —99%

10
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Peptids natriuretics: NT-proBNP

Table 12.3 Causes of elevated concentrations of
natriuretic peptides

522-524

Cardiac

Heart failure

Acute coronary syndromes

Pulmonary embolism

Myocarditis

Left ventricular hypertrophy
Hypertrophic or restrictive cardiomyopathy
Valvular heart disease

Congenital heart disease

Atrial and ventricular tachyarrhythmias
Heart contusion

Cardioversion, ICD shock

Surgical procedures involving the heart
Pulmonary hypertension

Non-cardiac

Advanced age
Ischaemic stroke
Subarachnoid haemorrhage
Renal dysfunction
Liver dysfunction (mainly liver cirrhosis with ascites)
Paraneoplastic syndrome
Chronic obstructive pulmonary disease
Severe infections (including pneumonia and sepsis)
Severe burns
Anaemia
Severe metabolic and hormone abnormalities
(e.g. thyrotoxicosis, diabetic ketosis)

Altres causes d’elevacio
Peptids

> Hipertensio pulmonar
> Insuficiencia renal

> AC per FA

> EDAT

Problemes

> Elevat cost
> Mal as
> No disponible per Primaria

de la nostra zona.

11
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EIectrocardiograma en la insuficiencia cardiaca

> Sensibilitat de 89% per a > Si completament normal

IC dificil IC
> Baixa especificitat > Orienta en diagnostic
» Un ECG normal es estrany > Influir en tractament

en IC
> Us per a descartar Cardiopatia isquemica cronica
> Informacié diagnostica '“J'WML;MIMWMh IR Y
> Indicacions de terapia B e Er e i B
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Electrocardiograma en la insuficiencia cardiaca

Cardiopatia isquémica aguda - SCA amb elevacio ST  Cardiopatia isquemica aguda - SCASEST
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EIectrocardiograma en la insuficiencia cardiaca

Bloqueig de branca esquerre del feix de His

Fibril-lacio auricular

| avR \al va4

MMW

Bloqueig auriculo ventricular
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Sensibilitat i especificitat de I’ ECG
| del NT-proBNP

Tabla 7 Sensibilidad, especificidad y valor predictivo del
electrocardiograma y del NT-proBNP

ECG? NT-proBNP”
Sensibilidad 94% 100%
Especificidad 61% 66%
VPP 35% 48%
VPN 98% 100%

14
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Ecocardiografia en la insuficiencia cardiaca

< Prova d'eleccio per I'analisi de la funcié sistolica
i diastolica

<+ FEVE

% Miocardiopatia dilatada

< Miocardiopatia hipertrofica

< Estudi valvular

+ Alteracions de la contractilitat

++ Estudide VD i de PAP

< Estudi isquemia
% Eco esforci Eco DBT
< Estudi de viabilitat
 Eco DBT
< Estudi transesofagic
< Eco 3D

+ Strain Rate

15
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Ecocardiografia en la insuficiencia cardiaca

Classificar la insuficiencia cardiaca segons la FEVE

Tabla 2 Clasificacion de la insuficiencia cardiaca segun la fraccion de eyeccion del ventriculo izquierdo

Tipos de IC IC FEr IC FELr IC FEp
Criterios Sintomas = signos Sintomas & signos Sintomas + signos

FEVI < 40% FEVI 41-49% FEVI> 50%

- - Evidencia objetiva de anormalidades cardiacas
estructurales y/o funcionales consistentes can
la presencia de disfuncion diastolica del
VI/presiones de llenado del VI elevadas y/o
péptidos natriuréticos

HF with reduced EF (HFrEF)
HF with LVEF <40%

HF with mildly reduced EF (HFmrEF)

HF with LVEF 41-49%

HF with preserved EF (HFpEF) Fonamental P el manei 0
HF with LVEF =250% . .
| tractament del pacient

HF with improved EF (HFimpEF)

HF with a baseline LVEF <40%,
2 210 point increase from baseline

LVEF, and a second measurement of
LVEF >40% 16
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Etiologia de la insuficiencia cardiaca

1 d

Table 5 Causes of heart failure, common modes of presentation and specific investigations

Cause
CAD

Hypertension

Valve disease

Arrhythmias

CMPs

Congenital heart disease

Infective

Examples of presentations

Myocardial infarction

Angina or "angina-equivalent”

Arrhythmias

Heart failure with preserved systolic function
Malignant hypertension/acute pulmonary oedema

Primary valve disease e.g., aortic stenosis
Secondary valve disease, e.g. functional regurgitation
Congenital valve disease

Atrial tachyarrhythmias

Ventricular arrhythmias

All

Dilated

Hypertrophic

Restrictive

ARVC

Peripartum

Takotsubo syndrome

Toxins: alcohol. cocaine, iron, copper
Congenitally corrected/repaired transposition of great arteries
Shunt lesions

Repaired tetralogy of Fallot

Ebstein’s anomaly

Viral myocarditis

Chagas disease

HIV

Lyme disease

Specific investigations

Invasive coronary angiography

CT coronary angiography

Imaging stress tests (echo, nuclear, CMR)
24 h ambulatory BP

Plasma metanephrines, renal artery imaging

Renin and aldosterone

Echo — transcesophageal/stress

Ambulatory ECG recording
Electrophysiology study, if indicated
CMR. genetic testing

Right and left heart catheterization

CMR, angiography
Trace elements, toxicology, LFTs, GGT

CMR

CMR, EMB

Serology

17
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Etiologia de la insuficiencia cardiaca

4

4

Drug-induced

Infiltrative

Storage disorders

Endomyocardial disease

Pericardial disease

Metabolic

Neuromuscular disease

Anthracyclines

Trastuzumab

VEGEF inhibitors

Immune checkpoint inhibitors
Proteasome inhibitors
RAF+MEK inhibitors

Amyloid

Sarcoidosis
Neoplastic

Haemochromatosis

Fabry disease

ycogen storage diseases
Radiotherapy

Endomyocardial fibrosis/ecsinophilia

Carcinoid

Calafication
Infiltrative

Endocrine disease

Nutritional disease (thiamine, vitamin B1 and seleniurn deficiencies)

Autoimmune disease

Friedreich’'s ataxia
Muscular dystrophy

CARDIO-ONCOLOGIA

Serum electrophoresis and serum free light chains, Bence
Jones protein, bone scintigraphy, CMR, CT-PET, EMB
Serum ACE, CMR, FDG-PET, chest CT, EMB

CMR, EMB

Iron studies, genetics, CMR (T2* imaging). EMB
a-galactosidase A, genetics, CMR (T1 mapping)

CMR

EMB

24 h urine 5-HIAA

Chest CT, CMR, right and left heart catheterization

TFTs, plasma metanephrines, renin and aldosterone, cortisol
Spedific plasma nutrients

ANA, ANCA, rheumatology review

Nerve conduction studies, electromyogram, genetics

CK, electromyogram, genetics

o ESC 2021

S5-HIAA = 5.hydraxyindoleacetic acid; ACE = angiotensin-converting enzyme; ANA = anti-nuclear antibody; ANCA = anti-nuciear cytoplasmic antibody; ARVC = mrrhr.hmogcmc*u
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AMILOIDOSI

Left Ventricular

Wall Thickness
212 mm

4+ 21of <

Signs & symptoms, ECG, echo or CMR suggestive of cardiac amyloidosis

#mTe-DPD/PYP/HMDP

¥

Scintigraphy with SPECT &

Haematologic tests
[serum free-light chain
quantification & serum and

urine immunofixation)

Scintigraphy grade 0
Haematologic tests -

@

AL/ATTR cardiac
amyloidesis
unlikely

@

If suspicion pergists
consider CMR
followed by biopsy

Scintigraphy grade 0

CMR CMR + ar
negative inconclusive

'+ @

v Infraestimada
v Eslacausadel 12-13%
de la IC amb FEVEp
v La presenten el 8-16%
de pacients amb estenosi
aortica severa
v El ttm “classic”’ de la IC
no sol ser ben tolerat
v Tafamidis tractament en
hTTR i wtTTR amb
IC NYHA I-lI

MEDICINA INTERNA.
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AMILOIDOSI

Treatment of Cardiac Complications and
Comorbidities in Cardiac Amyloidosis

Aortic Stenosis

| Thromboembolism I

[ Conduction disorders ]

* Severe AS confers worse

Prognosis.

* Concomitant ATTRwt

* High risk, common.
* Anticoagulate if AF,

consider in selected cases

* PPM according to
standard indications.
« Consider CRY if high

* Deprescribe B-Blockers.
*  Avoid ACEI/ARB.
* LVAD not suitable for

most patients.

= Heart transplant for

selected cases.

* Electrical CV has significant

risk of complications and AF
recurrence is frequent.

* Exclude thrombi before

electrical CV.

* AF ablation data scarce and

controversial,

risk factor for in SR, paced burden expected.
periprocedural AV block. * Anticoagulate independent
* TAVR improves outcome of CHADS-VASC score.
in amyloid-AS.
Heart failure ] Atrial Fibrillation ] [Ventricular arrhythmias]
* Control fluid. * Amiodarone, preferred AA, * ICD for secondary prevention
* Diuretics. * Use digoxin cautiously. * ICD in primary prevention

usually not recommended.
* Transvenous ICO preferred
over subcutaneous ICD.

Figure 5 Tr

of cardiac

and comorbidities in cardiac amyloidosis. AA, antiarrhythmic: ACEL angiotensin-converting enzyme

inhibitor; AF, atrial fibnilation; ARB, angiotensin receptor blocker; AS, aortic stenosis; ATTRwt, wild-type transthyretin amyloidosis; AV, atrio-ven-
tricular; CRT, cardiac resynchronization therapy; CV, cardioversion: ICD, implantable cardioverter-defibollator; LVAD, left ventricular assist device;
PPM, permanent pacemaker; SR, sinus rhythm; TAVR, transcatheter aortic valve replacement.

[Armwt] — [cardomyopathy |

Cacdi .
ONLY

e |—

Tafamidis

Inotersen**

* Polyneuropathy Stage 1
** Polyneuropathy Stage 1 & 2

Figure 7 Proposed therapeutic alternatives in transthyretin amyloidosis patients. ATTRy, hereditary transthyretin amyloidosis; ATTRwt, wild-type

transthyretin amyloidosis.

RN

Infraestimada

Es la causa del 12-13%
de la IC amb FEVEp

La presenten el 8-16%
de pacients amb estenosi
aortica severa

El ttm “classic” de la IC
no sol ser ben tolerat

Tafamidis tractament en
hTTR i WITTR amb
IC NYHA I-1]
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Caracteristiques dels pacients segons tipus IC

EDAT

SEXE

CAUSA
MORBIDITATS
CAUSES INGRES

CAUSES DE MORT

SERVEI INGRES

SERVEIS SEGUIMENT

IC AMB FEVE REDUIDA

=70 anys

Homes

Cardiopatia isquémica
Abundants

Infeccions respiratories
Més SCA

Cardiaques

Cardiologia-MI|

Unitats IC Cardio-MI

Primaria

IC AMB FEVE PRESERVADA
(augmentant incidéncia)

= 80 anys

Dones

HTA

Molt abundants
Infeccions respiratories
Poc SCA

No cardiagues
M- Geriatria

Unitats IC MI-Geriatria

Primaria

IC AMB FEVE LLEUMENT REDUIDA

Barreja d'ambdues
Potser mes semblant a
IC amb FE reduida

IC AMB FEVE RECUPERADA

Una reduida que recupera FE
Ha de continuar amb el

mateix tractament
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Causes mortalitat segons tipus IC (FEVE)

MORTALIDAD -

m Arvwrion
Moot
. A et

J Am Heart Assoc. 2019,8:¢013441.

Noncardiac Versus Cardiac Mortality in Heart Failure With Preserved,

Midrange, and Reduced Ejection Fraction

Guseppe Vergaro, MD, PhD; Nicold Ghionzoll, MD; Lisa innocenti, MD; Clauda Taddel, DMS; Aiberto Giannors, MD, Phix Alessandro
Valloggs, MD; Chiars Borrallh, MDD, Michele Senn, MD, Claudo Passinog, MD;, Michels Emdin, MD, PhD

F, H
HFrEF .£ mrEF FpEF a

100%
¥ Cardiac death
e # Non-cardiac death

v A mesura que augmenta la FEVE,
augmenta la mortalitat per causes
no cardiaques.

€15 1599 2024 2529 3034 3539 4044 4549 5054 5559 200
LVEF (%)
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Causes hospitalitzacio segons tipus IC (FEVE)

CAUSAS DE HOSPITALIZACION
v La principal causa d’ingrés
‘ CAUIRE IS HospRatimcon en pacients amb IC son les
Infeccions respiratories,
0 sobretot en IC amb FEVE
\ preservada.
v En FEVE reduida augmenten

= || | '.' '.' .' els SCA.

Respiratoria Arritmia Mala Mala HTA Deteririoro  Isquemia/SCA
adherencia o adherencia a renal

farmacos dieta

R ICFEW ®ICFEVIp

{Modificado de § Am Coll Cardiol HF 2016;4:464-72)
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Perfil dels pacients ingressats a Serveis Medicina Interna
REGISTRE RICA

J.C. Trullas et al. / Med Clin (Barc). 2020;XXX{XX):XXX~XXX
Epidemiologia de la insuficiencia cardiaca con fraccion de eyeccion

100%

preservada: resultados del Registro RICA 90%

~ s . < . . e a y 80%

Joan Carles Trullas®"*, Juan Ignacio Pérez-Calvo“:¢, Alicia Conde-Martel’, Pau Llacer Iborra%, o

Ivin Sudrez Pedreira”, Gabriela Ormaechea’, Llanos Soler Rangel!, Alvaro Gonzalez Franco®, g

José Maria Cepeda' y Manuel Montero-Pérez-Barquero ™ "¢, en representacion de los investigadores del L

registro RICA 50%

* Servict ode Medicing Intema, Hospite! de Oloz. Olor, Girona. Espata 40%

¥ Laboratart de Reparacid | Regeneracs Tissular (TR2Lab ), Facultat de Medicing, Universitat de Vic-Universitat Central de Catalunya Vic, Barcelona, Espona s

nstinato de Investigacidn Sanitana de Aragén, Zaragoza, Espana 30%

¥ Servicio de Medicing Interna, Haspital Clinico Univer sitario Lozano Blese, Zaragoza. £spafla 20%

* Focultad de Medicina, Universtdad de Zoragoze, Zaragoze, Espata

! Servicio de Medictna Interna, Hospita! Universitario de Gran Canarse Dr. Negrin, Las Palmas de Gran Canaria, Las Palmos, Espana 10%

# Servicio de Medicina Interna, Hospitol de Manises, Mantses, Valencia, Espata =

" Servicio de Medictna Interna, Haspital Valle del Noldn, Langreo, Astwios. Espana o e g B Bl R PPG . 5 3 e 2o 3 tom < -
1 Servicio de Medicina Interna y Cordiclogia, Hospital dé Clinicos D, Manuel Quintela, Montevideo, Uriguay 2008 ; 2009 ; 2010 | 2011 ; 2012 ; 2013 ; 2014 | 2015 ; 2016 ; 2017 ; 2018 ;
1 Servicio de Medicina Interna, Hospiial Universicario Infanta Sofie. Madrid, Espafia 1 ¢

¥ Serviclo de Medicina interna, Haspital Universitario Central de Asturias. Oviedo. Asturtas. Espaha 4 IC FEr 8 80 8 121 180 156 121 L - 99 - 54 K IR |
| Servicio de Medicing Interna, Hoxpitol Vega Baja. San Bartolomdé, Alicante, Fspatia @ ICFEm: s5 70 57 | 73 o8 o8 85 61 62 29
™ Serviclo de Madicina Interna, Hospital Universitario Retna Sofio. Cordoba, Espatta e 2 ormesrensedbrosien SONCOUTIT: SRS ian SRS SR
* Insténuto Maiménides de Investigocisn Biomédica de Cérdoba (IMIBIC), Cordoba, Espatia miICFEp | 182} 257 | 234 | 248 ; 426 | 415 | 408 | 282 | 282 | 155
" Universidod de Cérdoba, Cérdobo, Espana e Rl

Figura 1. Evolucion temporal de la prevalencia de insuficiencia cardiaca con fraccién de eyeccion preservada.

REGISTRE RICA (pacients ingressats per IC)

PACIENTS INGRESSATS A MEDICINA INTERNA CAUSAIC

DESENCADENANT IC
FEVE reduida (< 40%) 22,9%  HTA (15%), isquémica (48%) IRVB (25%), SCA (11%)
FEVE lleument reduida (41-49%) 14,9%  HTA(28%), isquémica (38%) IRVB (32%), SCA (7%)
FEVE preservada (= 50%) 62,2%  HTA (50%), isquémica (20%) IRVB (35%), SCA (4%)

PACIENTS INGRESSATS A CARDIOLOGIA REGISTRE RICA (EDAT) REGISTRE RICA (SEXE)

FEVE reduida o lleuement reduida 80% FEVE reduida 76 Dones 36%

FEVE preservada 20% FEVE lleument reduida 79 Dones 61%
FEVE preservada 81 Dones 63%
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Comorbiditats segons tipus IC (FEVE)

40

Porcentaje (%)

20
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.
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DM  Disfuncién lctus
Tiroidea

COMORBILIDADES

EPOC

IRC Anemia 0B HTA

Intermational Joumal of Cardiology 271

= HFrEF
m HFmrEF
w HFpEF

v

v

2018) 132139

Molt freqlients en

gualsevol tipus de IC

Pero sobretot en pacients
amb IC amb FEVE preservada
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L’aspecte la IC amb FEVE reduida

|IC — FEVE reduida MANUEL
| F.P
67 anys
Fumador
v/ Homes Dislipémia

Varis IAM —Malaltia de 2 vasos
Portador 5 stents
Portador de DAI

v Cardiopatia isquéemica
v Mortalitat cardiaca

FEVE 31 %- acinésia anterior
Ingressa per a IAMSEST
Analitica elevaci6 enzimatica
Nou KT. Re estenosi STENT Cx
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L’aspecte la IC amb FEVE preservada

e

o W..

IC - FEVI-p

Prevalencia | 1% /aio

T 127% aho 2030

Manogement of Heart Falure. NY 2015,213-230
Circulation 2021,143:0254

¢QUE VEMOS?

Manuela F. P.

81 afos
HTA
IMC 33

FA permanente

Coronarias normales (2017)

FEVI 67% . Dilatacion moderada de Al. HVI.
NT-proBNP 2.128

FGE 42
Hb 10,1
TSH normal (tratamiento sustitutivo)

Ingreso por infeccion respiratoria hace 13
meses. “Probable BCO/SAHS"...
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Insuficiencia cardiaca tractament

E

H:

Recommendations el

IC amb FEVE reduida

-- Es la que té tractament

An ACE-l is recommended for patients with HFrEF to reduce the risk of HF
hospitalization and death.'"®~""3

A beta-blocker is recommended for patients with stable HFrEF to reduce the risk of
th114-120

HF hospitalization and dea

An MRA is recommended for patients with HFrEF to reduce the risk of HF hospitalization and death.'*""** -- médIC eSDECI'fIC | pl’Ol’lOStIC
Dapagliflozin or empagliflozin are recommended for patients with HFrEF to reduce the risk

of HF hospitalization and death, '%81%° --

Sacubitrilivalsartan is recommended as a replacement for an ACE-| in patients with HFrEF to reduce the risk of HF
hospitalization and death.'™

IC amb FEVE lleument reduida

MEC/, M4

IC amb FEVE preservada

Recommendations Class®  Level® Recommendations for the treatment of patients with
Diuretics are recommended in patients with heart failure with preserved ejection fraction
congestion and HFmrEF in order to alleviate c
symptoms and signs."”” Recommendations Class® Level®
An ACE-l may be considered for patients with
HFmrEF to reduce the risk of HF hospitalization c Screening for, and treatment of, aetiologies, and
1 5

and death.! cardiovascular and non-cardiovascular comor- c
An ARB idered for patients with e S :

ESeusE sl i bidities is recommended in patients with HFpEF
HFmrEF to reduce the risk of HF hospitalization c
and death 245 (see relevant sections of this document).
A beta-blocker may be considered for patients Diuretics are recommended in congested
WithHEmeE: ta reduce he risk of HE fostal: < patients with HFpEF in order to alleviate symp- C

zation and death.'*'"?

An MRA may be considered for patients with
HFmrEF to reduce the risk of HF hospitalization
and death.™*

Sacubitril/valsartan may be considered for
patients with HFmrEF to reduce the risk of HF
hospitalization and death.***

137

@ESC 2021

toms and signs.

0

SECE A
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IC amb FEVE reduida tractament

Patient with symptomatic* HFrEF® W ciss Management of HFrEF
} L (2021 ESC Guidelines Heart Failure)

To reduce mortality - for all patients

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

Stil symptomatic No (T [ _MRA. ) (e SGLT i)
and LVEF <35%
Yes l
8 - Add MR antagonist To reduce HF hospitalization/mortality - for selected patients
o (ap-cirute b0 mukismuns Solbrwbed evidence-beses doss) Volume overload
8 H , ;
s %’ still N
2 ';: 4ep and l,.VErF 535% SR with LBBB 2 150 ms SR with LBBB 130-149 ms or non LBBB 2 150 ms
= |o% | CRTPID
@ Yes
g s ; l l ] Ischaemic aetiology Non-ischaemic aetiology
g | &3 2 Ico
]
g § E Able to tolerate Sinus rhythm, Sinus rhythm," Atrial fibrillation Atrial fibrillation Coronary artery disease Iron deficiency
E‘ Ly ‘,E;"_ ACE! (or ARB)* QRS duration >130 msec HR 270 bpm [ Anticoagulation. ] Digoxin PVI CABG Ferric carboxymaltose
o U l l 1 Aortic Mitral Heartrate SR Black ACEI/ARNI
@ ' stencsis regurgitation >70 bpm Race intolerance
P I= ARNI to replace e . TEE MV Repair Ivabradine  'Hydralazine/ISDN
: ACE ; Nabrdos
.g =
i
g 5 e i o Wb For selected advanced HF patients
! MCS as BTT/BTC Long-term MCS as DT
Resistant symptoms
To reduce mortality - for all patients
Yes No l
Consider digoxin or H-ISDN No further action required =
or LVAD, or heart transplantation Consider reducing diuretic dose

Guies IC 2016 — Algoritme Vertical Guies IC 2021 — Algoritme Horitzontal
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IC amb FEVE reduida tractament

Patient with symptomatic®* HFrEF® W cis
‘ Class lia

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

No

Still symptomatic
and LVEF s35%

Yes |

Add MR antagonist**
(up-titrate to maximum tolerated evidence-based dose)

Yes

N
Still symptomatic ¥ x

and LVEF <35%
Yes 1

| ' :

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

} ! 1
R

Guies IC 2016 — Algoritme Vertical Guies IC 2021 — Algoritme Horitzontal
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IC amb FEVE reduida tractament
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IC amb FEVE reduida tractament

= 4 ——

ACE-I/ARNI m SGLTZi

To reduce mortality - for all patients
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IC amb FEVE reduida tractament

Management of HFrEF

To reduce mortality - for all patients

IECAS Bisoprolol Espironolactona Dapaglifozina
ARNI Carvedilol Eplerenona Empaglifozina
(sacubitril/valsartan) Nevibolol

ARA-2

ALGORITME HORITZONTAL-TOTS ALHORA!!T???7?
PERO | ORDRE??

CARDIOLOGIA/ PRIMARIA / MEDICINA INTERNA/
GERIATRIA.
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IC amb FEVE reduida tractament

@ ESC European Journal of Heart Fafure (2021) 23, 872-881 POSITION PAPER
European Society  doi:10.1002/ejhf.2206
of Cardiology

Patient profiling in heart failure for tailoring
medical therapy. A consensus document of the
Heart Failure Association of the European
Society of Cardiology

v Orienta sobre I'ordre segons perfil
del pacient
v Voluntat de posar-los tots 4 grups
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IC amb FEVE reduida tractament
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IC amb FEVE reduida tractament

To reduce mortality - for all patients

ACE-I/ARNI

IECAS

ARNI
(sacubitril/valsartan)
ARA-2

- NO SON PER LA
HTA I
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IC amb FEVE reduida tractament

In 1987 came evidence for ACEi in pts with symptomatic LVSD with the CONSENSUS trial,
with the superiority of ACEi over hydralazine and nitrates proved in 1991

EFFECTS OF ENALAPRIL ON MORTALITY IN SEVERE CONGESTIVE HEART FAILURE
Results of the Cooperative North Scandinavian Enalapril Survival Study (CONSENSUS)
Tie CONSENSUS Tauat Stuoy Grour*

All-cause mortality (%)

o A COMPARISON OF ENALAPRIL WITH HYDRALAZINE-ISOSORBIDE DINITRATE IN THE
P TREATMENT OF CHRONIC CONGESTIVE HEART FAILURE

Enalapril Jay N. Conn. MLD. Gary Jounson, M.S., Susay ZiescHe, RN, Frepericg Cozg, MLD..
Gaky Franeas, M D), Feox Tristant. M.D., Ravsae Ssrs. M.D., W. Bruce Dunssan, M.D.,
Heney Loes, M.D., Maviese Woxe, M.D., Gexraa Buat, M.D., Steves Gorosan, M.D.,
Ross D. Frercues, M.D., Javes Donerty, M.D., C. Vinexst Hucues, M.D., PeTer Carsox, M.D.,
2 4 6 8 Gurucermo Cremron, M D, Raven Snasera, M D, avo Crase Haakenson, M.S* 1991

Months
° Deaths

Relative Risk Reduction: 27%, p = 0.003 —— Isdn-hydr (n=401)
—— Enalapril (n=403)

Cardiac Dysfunction:

CXR> .55, echo diameter
2.7 cm2

or EF <45% by radionuclide

Months
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Evidence for benefit of ACEi in asymptomatic pts with LVSD followed from the SOLVD
investigators in 1992 who showed lhospitalisations (mortality benefit was shown with 12 yr FU

in 2003)

EFFECT OF ENALAPRIL ON MORTALITY AND THE DEVELOPMENT OF HEART FAILURE
IN ASYMPTOMATIC PATIENTS WITH REDUCED LEFT VENTRICULAR EJECTION
FRACTIONS
Tue SOLVD Investicators®

-l
O =
o

N &

& 35,
% 304 o 818 (38.6)
N = 630 (20.8)
TS 251 P P,
T‘:.g’ 504 P'acebo// . Effect of enalapril on 12-year survival and life expectancy in
8 "f //’ s patients with left ventricular systolic dysfunction: a follow-up
Ju: 9 151 ///:1 - e Enalapril Study Philip Jong, Salim Yusuf, Michel F Rousseau, Sylvie A Ahn, Shrikant | Bangdiwala THE LANCET prdlE]
g L 10 //’ o
- 5. /// RR 29 % (95% Cl 21 to 36)
8 A P<0.001 Trial Termination
01— + + t t t t t + _ los86 S-Year _ Eoalapn)
0 6 12 18 24 30 36 42 48 J S| 0.77
Months '

0.73
In-Trial
Period

o
f=]
=
=
-

7]

=)
=
=]
=
S
(=5
=3

a.

P =0.201

T T v T T T T
4 5 6 7 8 9 10 11 12
Years after Randomization
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IC amb FEVE reduida tractament

IECA o0 ARA Il 0 ARNI ?7?7?7?
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IC amb FEVE reduida tractament

Per gue no ARNI per sobre IECAS si estudis en IC FE reduida
han mostrat superioritat dels ARNI???

PARADIGM-HF: Cardiovascular Death or Heart

Failure Hospitalization (Primary Endpoint)

4071
- Enalapril 1117
o 32T —

= n=4212
2% ( ) 914
ED
e 247
R LCZ696
82 n=4187
S8 167 ( )
£ g
g S HR = 0.80 (0.73-0.87)
Ch:h | P = 0.0000002
Number needed to treat = 21
0 } 1 } } } } i
0 180 360 540 720 900 1080 1260
Patients at Risk Days After Randomization

LCZ696 4187 3922 3663 3018 2257 1544 896 249
Enalapril 4212 3883 3579 2922 2123 1488 853 236
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IC amb FEVE reduida tractament

Per gue no ARNI per sobre IECAS si estudis en IC FE reduida
han mostrat superioritat dels ARNI???

@ ES B Jor v o Dws Tadirm (0195 30 998 2000
CaruponiSondy  GXADINOINM | 00
o Eptwingy

Initiation of sacubitril/valsartan in
haemodynamically stabilised heart failure

patients in hospital or early after discharge:
primary results of the randomised
TRANSITION study

Rolf Wachtor's, Michele Sonni?, Jan Belohlaveld, Ewa Straburzynsia-Migal’,

B P ducmoge
N (N - 453
n Dot ashge
N (N = 400;
RAS Q0802 101

4 N P~ 0008
mw FORR 08 080, 0 6 :
» Pt 04 wy WO
Z e rancom n 1on r
P00 “we
; b @
a vid w7
s W s
o AR L4 090, 2 46/
» Puo?
S !
w T3 4y
o4 - ..
Primsry endpost Acrwersad avd Aethoned and Pocmanartly
On et st Prariaod a ssovel dooa makisined any Ascorfiruss
eI vy AR 00 GRI08 g 28 e of sactvwl [ P
Shiival ot S0 g meors 1 gl weohy AL

Weah 15 et o Week 10 Ieacitrg ko Wik 10

v’ 286 pacientes (29%) eran IC de novo.
v 242 pacientes (24%) eran naive.

RESEARCH ARTICLE

H ORIGINAL ARTICLE ]
|

Angiotensin—Neprilysin Inhibition
in Acute Decompensated Heart Failure

Eric ). Velizquez, M.D., David A. Morrow, M.D. M.P.H

PIONEER. New EnglJ Med 2018.

Change in NT-proBNP
from Baseline [%)

i ) . T T Ll ] LA
Baselioe | 2 3 4 S 6 7 3
Weeks since Randomaation
No. at Risk
Enalapnl 394 359 351 350 348
Sacubltrd-valsartan 397 385 363 36 349

v 303 pacientes (34.4%) eran IC de novo.
v 459 pacientes (52.1%) eran naive.
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Sacubitril en IC avanc¢ada- LIFE TRIAL. ACC 2021

Sacubitril en IC avancada amb FEVE reduida

Sacubitril/Valsartan in Advanced Heart . » Prospectivo, multicéntrico
Fallure With Reduced Ejection Fraction

462 patients screened at

Rationale and Design of the LIFE Triel » 24 semanas de segu"nlemo 38 centers
>PRcionias Con/FEV.<HP 53 did not fulfill criteria 72 (18%) did not tolerate
~ Pacientes con clase funcional IV for randomization run-in dose and
2 withdrew consent

335 patients randomized

[ (Eficacia del S/V en pacientes en clase funcional IV? l

|z,$egurldad en estos pacientes? |
¢ Resultados?
JACC Heart Fail. 2020 Oct:8(10):789-.799

Sac/Val (n=167) Val (n=168)

At last visit

7 withdrawn
6 lost to follow-up

rakURE- "+ CV Death or Heart Failure Hospitalization

£
-

.| HR=132(Cl0.86 -2.03)
. p=020 Sac/Val

Val

g

CV Death or HF Re-hospitalization Rate
; 3 % % 8 &§

be
,

CONCLUSIONES

+ Sacubitril/Valsartan NO aporta beneficio en los pacientes con IC y clase
funcional IV sobre valsartan

* No se observan diferencias ni en eventos clinicos (Mortalidad,
Hospitalizacion....) ni en ProBNP

Sacubitril en IC avancada?
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Estudi PARADISE-MI. ACC 2021

Prevencion el desarrollo de IC y reduccion de la muerte

Sacubitril en po st-1AM cardiovascular tras un 1AM de alto riesgo comprado con un

inhibidor de la enzima convertidora de angiotensina

PARADISE-MI Primary Outcome

| AMI (0.5-7 days with LVEF $40% and/or pulmonary congestion) | CV death, first HF hospitalization or outpatient HF
PLUS any sk enhancer 0204
Age 270 years Atrial fibrillation
oGFR <60 LVEF < 30% Ramipril
Diabetes Kilip class 20 0154 373 events, 7 4 per 100 pt-years
Prior MiI STEM! without reperfusion
Major Exclusions:
Prior HF Clinical instability eGFR <30 e Sttt
Sacubitril/Valsartan ek Ramipril 338 events, 6.7 per 100 pt-yoars
Target 97/103 mg BIO Target 5 mg BID O o084
active<ontrolied
N=2830 Siotied Ne2s1 HR 0.90 (95% CI, 0.78-1.04)
Event driven: 711 primary endpoints p=017
Modian follow-up: 23 months 0004, v v ' v ' v
0 S 1 15 2 25 3
Yoars snce Randomizabon
Pationts at risk_ n
Primary Endpoint: CV death, HF hospitalization, outpatient development of HF :fx,,,ww ,2:‘;', 2?] 21; :;3 ‘.?2: :;3 ;;‘,
Secondary Endpoint: CV death or first HF hospitalization Presentacion de
Presentacidn del Dr. Marc Pleffer en ACC 21
Conclusiones

® Sacubitril/Valsartdan no ha reducido significativamente la mortalidad de origen
cardiovascular, la hospitalizacion por insuficiencia cardiaca ni el desarrollo de

insuficiencia cardiaca ambulatoria. SaC u b I t r I I e n p O S t - IA M ?

Cuando se tienen en cuenta el total de eventos recurrentes parece observarse un
beneficio clinico en los pacientes tratados con Sacubitril/Valsartan.

* La seguridad y la tolerabilidad del Sacubitril/Valsartan es similar a la del ramipril en la
poblacién que ha presentado un Infarto Agudo de Miocardio.
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IECA 0 ARNI 0 ARA Il 277
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To reduce mortality - for all patients

No és per la
taquicardia o la
cardiopatia
iIsquemica o la HTA

Bisoprolol
Carvedilol
Nevibolol
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IC amb FEVE reduida tractament

Evidence for BB in heart failure came in 1999 from CIBIS Il and MERIT
HF, with further evidence from COPERNICUS in 2001

Beta Blockers Decrease Mortality
in Systolic HF

MERIT-HF CIBIS-II COPERNICUS

n=2289
P=.0062 (adjusted)

P=.00009 (nominal)

-

N
o
————

ol Bisoprolol '_._".,.Carvedilol
{ L)
....
"

Placebo 5 °".,.

o0
o
—

Placebo .~ ,'°

e

Placebo
| Log rank P=.00006

&
.
.‘

o n=3991

-~
(=]
- <

Survival (%)

w

ot

m-""" ER Metoprolol

0+ .Succmwat_eT_r
0 3 6 9 1215 18 21

Cumulative mortality (%)
S o
gy

60

1 P=.00014 (unadjusted)
P=.0014 (adjusted)
T a T 50 "T ™ i T T Ty T Lt

200 400 600 800 O 4 8 12 16 20 24 28
Follow-up (months) Time (days) Months

Probability of survival
C=NWBEUTO~N® OO

O

n=2647

Mortality: © 34% 34% 35%

ER, extended release.

Adapted from: MERIT-HF Study Group. Lancet. 1999;353:2001-2007.
CIBIS-ll Investigators. Lancet. 1999;353:9-13.
Packer M, et al. N Eng/ J Med. 2001;344:1651-1658.
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CiBIS 11

Cardiac Insufficiency Bisoprolol Study

= Double-blind, placebo-controlled, randomised trial
= 2,647 patients included (NYHA III + I'V)

* Bisoprolol administered on top of standard therapy
(diuretic + ACE inhibitor)

Ty T W 77

Ve

TN AN

Lancet 1999:; 353: 9-13

[ e

CIBIS II — Cardiac Insufficiency Bisoprolol Study
Main results at a glance

In the bisoprolol-treated group of patients there was a reductionin

All-cause mortality (independent of aetiology) by  34% (p<0.0001)
Sudden death by 44% (p<0.0011)
All-cause hospital admissions by 20% (p<0.0006)

Hospital admissions due to worsening heart failure by
36% (p<0.0001)

CIBIS Il Investigators and Committees, Lancet 1899, 353! 813
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To reduce mortality - for all patients

(/v) 2003 (T\ 2011 G \‘ 1999
LVSD/HF after AMI Mild CHF Severe CHF

-blockers 75% 87% 11%

EPHESUS

EMPHASIS-HF

Pitt and Zannad

No el porten com a diliretic

Espironolactona
Eplerenona
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Moving forward to 1999 came RALES, supporting spironolactone use, following by
EPHESUS in 2003 giving evidence for eplerenone in pts with LVSD post Ml.

Aldosterone antagonists in HF

RALES EPHESUS

THE EFFECT OF SPIRONOLACTONE ON MORBIDITY AND MORTALITY Eplerenone, a Selective Aldosterone Blocker, in Patients
IN PATIENTS WITH SEVERE HEART FAILURE with Left Ventricular Dysfunction after Myocardial Infarction

BeaTrAM PrIT, MLD., FAEZ Zannap, M.D., Wiien
P Auronso Peaez, M.D., Joue P
FOR THE RANDOMIZED ALDAC

| RR= 085
*71 (95% Cl, 0.75-0.96),

(95% CI, 0.60-0.82),

P00 § | p=0.008
;z 23+ Placeb
- e,
§ gl fﬂ//f;vi.z:'—:*»
— SR | £ s
P
/ N=6632
% T 3 ‘n

Months since Randomization
No. at Risk
P

1313 3064 2983 2830 2418 1301 1213 0
3319 3125 304¢ 2396 2463 1357 1150 728

| ACE-! [ 95%
/1 | Beta-blocker Beta-blocker
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EMPHASIS in 2011 added to the evidence for eplerenone, this time in pts with LVSD and

mild symptoms, and provided the ‘missing piece’ of the aldosterone-antagonist evidence
jigsaw.

The NEW ENGLAN D
JOURNAL of MEDICINE

FABLISMED IN 1812 JANUARY 6, 2011

I:plerenone in Patients with Systolic Heart Pallure
and Mild Symptoms

HF hospitalization or CV Death HF hospitalization

HR 0.63 (0.54-0.74) P<0.001 HR 0.58 (0.47-0.70) p <0.001

40

Placebo

Eplerenone

Hospitalization for Heart Failure (%)

Hospitalization for Heart Failure or Death
rom Cardiovascular Causes (%)

Years since Randomization

No. at Risk

Placebo 1373 848 512 199
Eplerenone 1364 925 562 232

ACE-| or ARB

Beta-blocker

/R : EMPHASIS Study Group. NEIM 2011
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La gran novetat de les guies son els ISGLT2

Dapaglifozina
Empaglifozina

WESC i

European Society. do10.109¥/eurheart/ehabT65
of Cardiology

Braunwald’s Corner

SGLT2 inhibitors: the statins of the 21° century

Eugene Braunwald & "**

"TIM Sty Group, Divison of Cardiorascubar Medicne, righam and Women's Hospial, Hale Bulding for Translormatie Medine Sue 7022, 60 Fenwood Road, Baston, MA

02115, USA; and *Department of Medicine, Harvard Medical School, Boston, MA, LSA

A relatively small number of drugs have been responsible for major advances in medical practice. The discovery, develop-
mem,lndehddationolﬂnmedudmofudondupidmpc\ldlluwm&ummrhbhmmsmks,mﬁm

some surprises and each crowned by a Nobel Prize, The sodium gl h affactive
lnmmmemompeuhummmnmmMbunmum.wwumwmnu.wmaym
major ph logical lar medicine in the 21st century.

A bit of history SGLTs, dapagifozn, canaglfoin and empagilczn for reducing

The story begins in 1835, when C_ Petersen, a French chemist, isolated
phiorizin from the root bark of the apple tree, which was first used in
the treatment of malaria. In 1886, von Mering, a German professor of
medicine, discovered the glucosuric and consequent plasma glucose
Imfr\geﬂecuolwwwn.'

During the fiest half of the 20th century, it was leaned that the glu-
cose that is normally filtered in the glomerulus is almost fully reab-
sorbed by the proximal renal tubules. In the 19605, it was
demonstrated that this reabsorption requires active transport, and
that glucose and sodium are co-transported. It became clear that
when the molecule responsible for the reabsorption, ie. the co-
transporter, is inhibited both glucose and sodium are excreted in the
urine. In 1962 Alvarado and Crane showed that phlorizin, by that time

giucose in persons with T2DM, Early placebo-controlled trials
with these agents showed that in appropriate doses they lowered
HgbAlc by an absolute amount of around 0.6%, caused moderate
reductions n body weight and blood pressure, and were generally well
tolerated. They were considered to be reasonably effective second-
tier anti-diabetic agents, and were usually added to metformin or 3
sulforylurea.

In 2008, the FDA expressed concem about increased cardiovas-
cular risk of new antidabetic agents and shortly thereafter the
EMA followed suit. The regulators required the sponsors of new
anti-dabetic agents to demonstrate cardiovascular safety to gain
approval. This was no small task because it required large clinical
trials including thousands of patients followed for several years, at
great expense.

To reduce mortality - for all patients

- No el porten per la
DM.
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IC amb FEVE reduida tractament

La gran novetat de les guies son els ISGLT2 pel tractament
de la IC amb FEVE reduida tant en diabetics tipus 2 com
en no diabetics.

me NEW ENGLAND I I
JOURNAL of MEDICINE

‘ —— NOVAMASE 21, 204% e e R

Cardiovascular and Renal Outcomes
with Empagliflozin in Heart Failure

Dapagliflozin in Patieats with Hearr Failure and Reduced

Ejection Fraction . Packes. S.D. Anker, ). Butles, G. Filippatos. 5. Pocack, P, Catson, | Janati
DAPA-HF: Muerte CV u Hospitalizacion/visita urgente por IC}. EMPEROR-Reduced: Muerte CV u Hospitalizacion por IC
36 A
F 357 Hazard ratio, 075 (95% 0, 0.65-0.86) scetn
- § 30 Peooor
26% RRR k7
225 -
284 HR0.74 (0.65, 0.85) i £ " Empagifiazin
—_ - 2 20+
$ ,,. P=0.00001 "
= |
2 § =259
¥ 204 NNT=21 93l RRR=25%
g DAPA i NNT=19
a 164 £ 5
H 3 0
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3 8- Days since Randomization
Empaglifozina (n=1863) Placebo (n=1867) HR
& Ne de Eventos/100 N2de Eventos/10
’ eventos (%)  pac/ano eventos (%) 0 pac/ano
Tl i ] i T i i i i IC  246(132%) 107 342(18.3%) 155 0,69 (0.5
0 3 ) 9 2 15 18 21 24 || oo w2e a9 081(
No. at Risk Months from Randomization 1)
DAPA 2373 2305 2221 2147 2002 1560 114 612 210 MuemeCV  187(100%) 7.6 202(108%) 81 0.92(0.75-
[ TONAON AT RS N7 1047 cara
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2021 = consolidacio a les guies ESC

Pharmacological treatments indicated in patients with (NYHA class lI-1V) heart failure with reduced ejection fraction
(LVEF <40%)

Recommendations Class Level’

An ACE-| is recommended for patients with HFrEF to reduce the risk of HF
hospitalization and death.""®"
A beta-blocker is recommended for patients with stable HFrEF to reduce the risk of . .

HF hospitalization and death,"*~™2°
121122

An MRA is recommended for patients with HFrEF to reduce the risk of HF hospitalization and death.

Dapagliflozin or empagliflozin are recommended for patients with HFrEF to reduce the risk

of HF hospitalization and death.'™'*”

Sacubitril/valsartan is recommended as a replacement for an ACE- in patients with HFrEF to reduce the risk of HF

hospitalization and death.'®

ACE-| =angjotensin-converting enzyme inhibitor; HF = heart failure; HFrEF =heart failure with reduced ejection fraction; LVEF =left ventricular ejection fraction; MRA = miner-
alocorticoid receptor antagonist; NYHA =New York Heart Association.

*Class of recommendation.

Level of evidence.
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v Millora simptomaticai de qualitat de vida

v Reducci6 de la mort cardiovascular

v Reduccio de I’hospitalitzacioé per IC

v Prevencio i reduccio del deteriorament de funcio renal

v Millor control metabolic i simptomatic

v Perfil de seguretat correcte
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Consideracions a l’'iniciar-los

v Les caracteristiques del pacient:
o Control de TA
o Funcié renal (FG >20 EMPA i > 25 DAPA)
o DM; estat glicemic i tractament
o Risc d’ infeccions genito-urinaries

‘\~Fémamg.,

v El tractament basal:
o Farmacs hipotensors
o Farmacs diuretics
o Farmacs hipoglicemiants / insulina

v Altres factors a considerar:
o Risc de deshidratacio
o Fractures
o Amputacions
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Risc de HIPOGLUCEMIA

No és un efecte habitual. El risc d’hipogliceEmia és baix

En els estudis pivotals, amb poblacions mixtes (DM/no DM) no
hi havia diferencies vs placebo.

Revissar farmacs hipoglucemiants!
L’eficacia com a hipoglucemiant €és menor amb FG baixos
Compte amb pacients amb risc d'hipoglucemia (sulfonilurees,

Insulina)
Reduir dosis d’insulina minimament (10-20%)
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Prevenir la CETOACIDOSIS

No iniciar iISGLT2 durant malatia aguda / infeccio
Evitar reduccions d’insulina >20%

Si el pacient emmalalteix es pot suspendre el ISGLT2 i augmentar
dosi d’insulina

No iniciar ISGLT2 en pacients insulino-penics:
HBAL1C molt elevades i no insulinoterapia
IMC baix, no insulinitzat >> descartar DM1 >> Endocri
Mal control diabetic o0 mala adherencia malgrat insulina
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PROTECCIO RENAL

Les primeres 2 setmanes pot haver-hi un lleu empitjorament del
filtrat, pero despres s estanca o recupera. En aquest periode
Important vigilar carrega diurética i farmacs hipotensors.

EMPA-REG OUTCOME DAPA-HF

A ™ 3

B m

n ~N

: 76 4 Q ° ’

% £ ‘ Day 14-720

g Empaghtazh 10mg £ |1 Placebo -2.85 (95%CI -3.17 to -2 53)

M : : } E o Dapaglifiozin -1.09 (95%CI -1.40 10 -0.77)

w T2 R s ! s Difference in slopes P <0.001

2 ™., Empagiifiozin 25 mg a I

€ & e

i " =) ¢ o o I ®

3 Placebo ~ ?" 14 ‘ 1 i . L

68 @
H - : ° ‘ Placebo
[ I ———— p— E | Day0-4 . {
Baselned 12 28 52 65 80 94 108 122 136 150 184 178 192 & T4 Placebo-1.09 (95%CI-14210-0.77)

iR Week & Dapaglifiozin -4.18 (95%CI -4.52 t0 -3.87) N :
Placsbo 21232206 2287 2205 2121 2084 1927 1981 1785 1479 1262 1128 977 T80 48 % Difference in slopes P <0.001 pag !
Empatl0mg 232222002264 2236 2962 2% 20122064 1839 1540 1314 1180 1024 785 513 £ o) ‘
Empa25mg 23022288 2269 2218 2156 2111 2,0082.067 1571 1563 1340 1207 1083 838 54 v T ; T
o ta Follow-Un Anaivel 2 o ow 240 360 @ 600 720
o. in Follow-Up mly.m ) - Days from randomization
Total 7020 7020 6956 6501 6,864 67656606 6,651 6,068 5114 4443 3961 3485 27071703 J
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Bona combinacid amb els altres tractaments

v Eltractament basal:SGLT2i
o Natriuresis
o Diuresis osmotica

v Sinérgia i addici6 amb DIURETICS NANSA
o A llarg pla¢ permet reduir ditiretic mantenint natriuresis

v Eviten retencio de liquid al iniciar o augmentar el BETABLOQUEJANT

v BONA COMBINACIO AMB IECA/ARA Il i SAC/VALS. Tambe a nlveII de
proteccio renal e :

v Benefici en combinacié amb ARM
o Disminueix el risc d’hiperK+
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The practicalities of drug treatment in Heart Failure
Use of SGLT2 inhibitor early or even first?

» Single dose, no titration ' ”

'» Can be started in hospital or in the community 4

» Early beneficial effect (<28 days) AT e
]° Outstanding tolerability - '

» Low effect on Blood Presure and No effect on HR
» Preserves rather tan worsens renal function

' (do we need to check blood chemistry?)
» Reduces the risk of hyperkalaemia with MRAs

(another concept: agents started earlier can enhance the safety of drugs
started later?)
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| de Granollers

Management of HFrEF

To reduce mortality - for all patients

E—

IECAS Bisoprolol Espironolactona Dapaglifozina
ARNI Carvedilol Eplerenona Empaglifozina
(sacubitril/valsartan) Nevibolol

ARA-2

Un cop iniciats els farmacs s’entra en la fase de TITULACIO
Que s’ha de fer a Unitats d'Insuficiencia Cardiaca
(metge — infermeria) o per Primaria.

———— | . — |
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TITULACIO: arribar a la les dosi objectiu dels farmacs
— DOSI OBJECTIU en 2-6 mesos

Betablpusnter  + Wopeoicl 128 mesd b + Boprelol 10 mg/ad

mantener tratamiento \ *  Carvediol 3028 mg/12 0 * Comeslel XS me/il s
N + Mesogreiel 12535 mpiden * Metopree 20 wg/idh
4 o Nebte L1 me/Mn © Nebterct 30 mg/ b
Vv A = Sl Vebwaeties W/ /AN < el Vi 77300 a1

Teandolaprs® OS5 mgad 4 mg od.

: a Titulackén en 1.2 Titulacion en 2-4 Titulacion a la
3 OIS 100 semanas si dosis mixima en
Table 8 Evidence-based doses of disease-modifying drug % bajes Bana toleranci bira fiagiade A iomanck
T el ot P A et i i ) T —
.’“ - 'E Titulacion en 2-4 Titulacion afa
S eartin g Inkclo a dasis semanas si dosis maxima en
- bejes buena tolerancia 4.8 semanas
e
AcEd = - H —
Capropri® 625mg tid SOmgrid 'Tg “ — Trolaciona ks
> e 4 nicio a dosis dosls maxima en
Embpei 25 e bid. 10=20 rrg hid. g bajas popfbussisd
Lanopet® 255 mg ad. 20-35 mgad ; “ [ ] >
Secspr s bk g cared e —————— L e
b recomendadas y
&
&

Sacubrrivalsartan W51 ing hid” 97N mgdid .
e P « SacubitiieNalaartin A3/51 mg /i3 5
S| L s o (i merile S
B ‘25!0‘04. 10"‘“4 L o Cmpag¥iones 10 AN + Dapagianne 10 mg/2d e
y 20 v Emoegliariv 10mg2d ) +  Empaghtociia 10wgsdé
Carvodiicl 3125 mg bid. 25 mghid. ARNE: inhitvdor dol receptor de ang ; ARM: artag: del recoptor do ieondes; ISGLT2: del P de sodio-glucoss bpo 2
Matoprolol succinaw  125-25mg od. 200mg od.
ot i Repeat EF i imeli
e R ACEi/ARB p-Blocker MRA ARNi P Estimated Timeline
25mg ad. g Transition Assessment to GDMT
3 o T S
% mgad S0mgad Algressive ﬂ 4 wks  " : 6 months
B mgad’ S0mgad b v 4
10 mg ad 10mrgod
WOmgad lOmgod.
Candessrtan 4mgod 32 mgc.d
Loswrtan O mgod 150mg od.
Valsrtan Vmgbid 160mg bid
Nabradine Smghid 75 mghid
Vericguat S5 mgad 10mgad
Digosin 825 pugad. 250 pg od.

Hydraasne 37.5mg idi20 mg tidll 75 g tidi40mg tid
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TITULACIO: arribar a la les dosi objectiu dels farmacs —

PROBLEMES

v A molts no se’ls pauta tots els grups farmacs
pronostics
v Pocs pacients assoleixen la dosi objectiu

W<S0% mMS50w<I00% m200%
Greene, S, et ol ) Am Goll Cardiol. 20187 X4)351-66.

EDITORIAL COMMENT

Are Guidelines Merely Suggestions?” L)

John L, Jefferies, MD, MPH,"” Nasrien E. [brahim, MD*

NN

Inércia terapéeutica

Canvis i abandonament

Efectes secundaris

Efectes sobre funci6 renal i ions
Titular és tedids i farragos

RN NN

Pero LA TITUACIO és fonamental
Redueix mortalitat

Redueix hospitalitzacions

Pot augmentar i inclis normalitzar
la FEVE
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THE WORLD'S GREATIST COMIC MAGCATINE!
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1 Wave
_ Immediate mortality and
%; /" morbidity of COVID-19

\

4" Wave

S

(o}

— 2% Wave -

= o iimpadd of fedoiine * Psychological trauma
2 ..~ restriction on urgent * Mental iliness

8 % Q. non-COVID . gconomrcmjury

w c conditions * Bumaut

= g 39 Wave

% — Impact of interrupted care

% 1 Wave Tail ?| on chronic conditions

* Post-ICU recovery
* Readmissions

| | | >

Mustrated by Victor Tseng, MD
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1-2% poblacio
adulta

> 10% poblacio
de mes de 80a

T

Principal causa ingrés hospitalari

Abundants reingressos (25-40% als
30 dies)

Elevat consum de recursos
Cost 12000 -18000 Euros per
pacient/any

Mortalitat fase aguda del 6-
10%

Mortalitat als 5 anys del dx =
50%

€
®

The Risks of Guideline-Directed Medication Changes in HFrEF

Risks of Commission Risks of Omission

Potentia) h

arms of tryi
GDMT or hi TYing new
o igher dose ; Potent;
el : Sein a ntial ha
- 'gllee patient: L new GDmT ;:':: of NOTtrying
Side effects eligible Batiar igher dose inan
Surviva)
-
Adverse events o HospitalizatiOns

*¥ Quality of jf,
W

Every visit/every setting is an opportunity to initiate and escalate GDMTs, as tolerated

= New-onset heart failure 2 “low risk”
= “Stable” outpatient heart failure # “low risk”
* Hospitalized heart failure # “low risk”
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To reduce mortality - for all patients

D G EED GEED
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IC amb FEVE reduida tractament

Management of HFrEF

| |

IECAS Bisoprolol Espironolactona Dapaglifozina
ARNI Carvedilol Eplerenona Empaglifozina
(sacubitril/valsartan) Nevibolol

ARA-2

Un cop iniciats els farmacs s’entra en la fase de TITULACIO
Que s’ha de fer a Unitats d'Insuficiencia Cardiaca
(metge — infermeria) o per Primaria.
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Py

An ICD is recommended to reduce the risk of
sudden death and all-cause mortality in patients
with symptomatic HF (NYHA class I —1Ill) of an
ischaemic aeuology(mlus they have had a Ml in
the prior 40 days—see below), and an LVEF
<35% despite >3 months of OMT, provided
they are expected to survive substantially longer
than 1 year with good functional status,'*™'®

An ICD is recommended to reduce the risk of

sudden death and all-cause mortality in patients
who have recovered from a ventricular arrhyth-
mia causing haemodynamic instabiﬁty. and who
are expected to survive for >1 year with good
functional status, in the absence of reversible
causes or unless the ventricular arrhythmia has
occurred <48 h after aML'“ '

CARDIOPATIA ISQUEMICA

o~

Cardicdesfibrilador
implantable
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Menys evidencia fora de la cardiopatia
Isquemica.

R 'l An ICD should be considered to reduce the risk
of sudden death and all-cause mortality in l
patients with symptomatic HF (NYHA class
I1—Il) of a non-ischaemic aetiology, and an LVEF la
<35% despite >3 months of OMT, provided
they are expected to survive substantially longer
4| than 1 year with good functional status, "1’
! S Patients should be carefully evaluated by an
@esc—  replacement, because management goals, the la
patient’s needs and clinical status may have
changed '~ 172




Hospital General de Granollers

'IC amb FEVE reduida- Dispositius. TRC
(Resincronitzacio)

AMPLADA QRS i BBE
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II BBE |1 150 ms

CRT is recommended for symptomatic patients
with HF in SR with a QRS duration 2150 ms and
LBBB QRS morphology and with LVEF <35%
despite OMT in order to improve symptoms
and reduce morbidity and mortality.”* ~*'*
CRT rather than RV pacing is recommended for
patients with HFrEF regardless of NYHA class or
QRS width who have an indication for ventricu-
lar pacing for high degree AV block in order to
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IC amb FEVE reduida- TRC (Resincronitzacio)

CRT should be considered for symptomatic
patients with HF in SR with a QRS duration
>150 ms and non-LBBB QRS morphology and

- with LVEF <35% despite OMT in order to
improve symptoms and reduce morbidity and
mortality, 25~

CRT should be considered for symptomatic
patients with HF in SR with a QRS duration of

Patients with an LVEF <35% who have received
a conventional pacemaker or an ICD and subse-
quently develop worsening HF despite OMT and
who have a significant proportion of RV pacing
should be considered for ‘upgrade’ to CRT.*'
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ACE-I/ARNI . MRA SGLT2i 1

| | | |

To reduce HF hospitalization/mortality - for selected patients

Volume overload
SR with LBBB = 150 ms SR with LBBB 130149 ms or non LBBB> 150 ms
_ CREPD )
Ischaemic aetiology

Atrial fibriflation Atrial fibriflotion Coronary artery disease
GEUTTTTTIED | (Ogeds) (UPML) | (. CABG
Aortic stenosis Mitrol regurgitation ~ Heart rate SR>70 bpm Black Race ACE-I/ARNI intolerance .
TEMVRsgar ) babadee ) HydnkmetSON)  QEETINND
J @ 3 1 J
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It is recommended that all patients with HF be
periodically screened for anaemia and iron defi-
ciency with a full blood count, serum ferritin
concentration, and TSAT.

Intravenous iron supplementation with ferric
carboxymaltose should be considered in symp-
tomatic patients with LVEF <45% and iron defi-
ciency, defined as serum ferritin <100 ng/mL or
serum ferritin 100— 299 ng/mL with TSAT
<20%, to alleviate HF symptoms, improve exer-
cise capacity and QOL 7297274

Intravenous iron supplementation with ferric
carboxymaltose should be considered in symp-
tomatic HF patients recently hospitalized for HF
and with LVEF <50% and iron deficiency, defined
as serum ferritin <100 ng/mL or serum ferritin
100299 ng/mL with TSAT <20%, to reduce
the risk of HF hospitalization®"*

la

Iron deficiency is defined as
either a serum ferritin concentration

<100 ng/mL
or 100-299 ng/
mL with transferrin saturation (TSAT)

<20%

Ferro ev. Hospital de dia
Medicina interna
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DOACs are recommended in preference to
VKAs in patients with HF, except in those with
moderate or severe mitral stenosis or mechani-
cal prosthetic heart valves. %%

In cases of a clear association between paroxys-
mal or persistent AF and worsening of HF symp-
toms, which persist despite MT, catheter
ablation should be considered for the prevention
or treatment of AF.*52 54557
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i ! |

To reduce HF hospitalization/mortality - for selected patients

SR with LBBB > 150 ms SR with LBBB 130149 ms or non LBBB2> 150 ms
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Secondary mitral regurgitation

Percutaneous edge-to-edge mitral valve repair

should be considered in carefully selected

patients with secondary mitral regurgitation, not
eligible for surgery and not needing coronary Ha
revascularization, who are symptomatic® despite

OMT and who fulfil criteria” for achieving a

reduction in HF hospitalizations.*"’

Mitraclip

i

(Class Iib) (Class la) oras BTT or to LVAD "'ﬁ:*m i
' " (Class lib) possible

! @Eesc



Hospital General de Granollers
Fundacid Hospital Asil de Granoliers

IC amb FEVE reduida tractament. Terapies avancades

Transplant cardiac i assistencies ventriculars

Patients being considered for long-term MCS must
have good compliance, appropriate capacity for
device handling and psychosodial support.*™ ¢
Heart transplantation is recommended for
patients with advanced HF, refractory to medi-
cal/device therapy and who do not have absolute
contraindications.
Long-term MCS should be considered in patients
with advanced HFrEF despite optimal medical and
device therapy, not eligible for heart transplantation a
or other surgical options, and without severe right
ventricular dysfunction, to reduce the risk of death
“mmwm.mww
Long-term MCS should be considered in patients
with advanced HFrEF refractory to optimal med-
ical and device therapy as a bridge to cardiac
transplantation in order to improve symptoms,
reduce the risk of HF hospitalization and the risk
2| of premature death ¥~ 40002404
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Recomanacions generals

. = - . 'l
It is recommended that HF patients are enrolled

in a multidisciplinary HF management pro-
gramme to reduce the risk of HF hospitalization
and mornity.m"u's'm

Self-management strategies are recommended
to reduce the risk of HF hospitalization and
morality.””

Either home-based and/or clinic-based pro-
grammes improve outcomes and are recom-
mended to reduce the risk of HF hospitalization
and mortality.}'3"7

Influenza and pneumococcal vaccinations should
be considered in order to prevent HF
hospitalizations. ' %3

To reduce HF hospitalization and improve QOL - for all patients

Exercise rehabilitation

Multi-professional disease management

Class*

Level®

@Esc-
et Class*  Level®
Exercise is recommended for all patients who are
able in order to improve exercise capacity, QOL,
and reduce HF hospitalization.© *¢~ 83353

A supervised, exercise-based, cardiac rehabilita-
tion programme should be considered in
patients with more severe disease, frailty, or
with comorbidities.” 24~ 377338

Non-invasive HTM may be considered for
patients with HF in order to reduce the risk of
recurrent CV and HF hospitalizations and CV
chah.”‘

c1inie
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Management of HFrEF
(2021 ESC Guidelines Heart Failure) UN COP F,ETA
T TETT T 0

To reduce mortality - for all patients

Diliretics nomes si congestio
TRC — DAI

Ferro ev

Revascularitzacio coronaria

To reduce HF hospitalization/mortality - for selected patients
Volume overload

N KKK KLL

~iuretics i i
ACOD en FA i ablacio
SR with LBBB > 150 ms SR with LBBB 130-149 ms or non LBBB = 150 ms B . . .
CRT-P/D Mitra Clip si IM severa i
Ischaemicatlology Non-ischaffcnécaerlology Comp|e|X CI’I terls
Atrial fibrillati Atrial fibrillati Cor rtery di Iron defici ‘ i -di i -
e | c e | s | errean Altres fe_';lrmacs : Iyabradlna digoxina
Aoric Mital Heart rate SR Black ACEUARNI hidralazina- Vericiguat
sis requrgitation >70bpm Race intolerance

TEE MV Repair Ivabradine Hydralazine/ISDN

For selected advanced HF patients

: : o ,
— ———— v Unitats d’ Insuficiéncia Cardiaca

v Paper cabdal d’ infermeria

v MANEIG MULTIDISCIPLINAR

v/ Rehabillitacié cardiaca?
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Tratamiento del paciente con ICFEr en 2021

/L q%/ CardioMEMS,
e e || & e°"° /" Omecamtiv mecarbil?. Levosimendan %y "\ Estadey Unidos
percutsnea V & £ Digoxina. Hidralazina/nitratos .
Terapiaguiadapor |~ O ' - : % .| Ablacién FA
estudio genético | o / TRC (EHH/ERI/EBV) =+ DAl = CCM =+ Barostim ‘9(,0/ A
N IECA/ARA-II/Ivabradina/Vericiguat! ' %'4;,

TELEMEDICINA — TEI.EMONITORIZACION>

1 VICTORIA: Vericiguat si PAS 2 100 mmHg / FG 2 15 mi/min/1,73 m?
7 GALACTIC-HF: Omecamtiv mecarbil si PAS 2 85 mmHg / FG 2 20 mi/min/1,73 m? {no comercializado)

RECCardioClinics.2022;XxXX(X X):XXX=XXX
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Tractament medic semblant a FEVE reduida amb
menys evidencia cientifica

Pharmacological treatments to be considered in
patients with [NYHA class 1-IV) heart failure with
mildly reduced ejection fraction

#n ACE rray e considered for mtienty with
HFmrEF tor rechee the sk of HF hespitalraton
wred dheth "'

andd demth

A bty e mmany e coes e red For petents
with HfrerEF 0 reduce the sk of HF heapital-
zatinnand desth ™™

An FELA may be com idened for patients witth
wred deth **
Sacyltseriaio-tan ray be considered b
patents with HFmr £ to reduce the fak of HF
heprtizton wnd death "

c v Indicacions actuals Ilb
v ISGLT2 probablement aviat classe IB

&R
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No evidencia de benefici de cap grup farmacologic

Recommendations for the treatment of patients with
heart failure with preserved ejection fraction

— ——
Recommendations Class* Level® . .

v Prevencio6- tractament dels factors
de risc (comu a tots els grups de FE)

v Dilretics si congestio

v Tractament de les comorbiditats
(comu atots els grups de FE)

Screening for, and treatment of, aetiologies, and
cardiovascular and non-cardiovascular comor-

bidities is recommended in patients with HFpEF
(see relevant sections of this document).
Diuretics are recommended in congested

patients with HFpEF in order to alleviate symp-
137

©ESC 2021

toms and signs.
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Fenotips de la IC amb FEVE preservada.

Lung Disease
COPD

Atrial dysfunction

Autonomic dysfunction

iR s Heterogeneity

Vascular nction

Vascular stiffening
Ventriculo-arterial coupling

Elevated blood pressure
Inadequate BP response to exercise
Pulmonary hypertension

Iron deficiency
and anemia

Valvular disease

Dynamic mitral regurgitation

Renal dzsfunction

/' Volume overload

Aging &
Deconditioning

=

Psychic Disorders
Depression

MEDICINA INTERNA/
GERIATRIA
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IC amb FEVE preservada. Prevencio

PREVENCIO DE FACTORS DE RISC.

MEDICINA INTERNA /RISC VASCULAR

Recommendations for the primary prevention of heart failure in patients @ ESC
with risk factors for its development

Recommendations Class Level
Treatment of hypertension is recommended to prevent or delay the onset of HF,
and to prevent HF hospitalizations.

Treatment with statins is recommended in patients at high risk of CV disease or
with CV disease in order to prevent or delay the onset of l.
HF, and to prevent HF hospitalizations.
SGLT2 inhibitors (canagliflozin, dapagliflozin, empagliflozin, ertugliflozin,
sotagliflozin) are recommended in patients with diabetes at high risk of CV disease ..
or with CV disease in order to prevent HF hospitalizations.

M -

Counselling against sedentary habit, abesity, cigarette smoking, and alcohol abuse
is recommended to prevent or delay the onset of HF.

CV=cardiovascular; HF=heart failure; SGLT2=sodium-glucose co-transporter 2.
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ESTUDI TOPCAT (2013)-Espironolactona en ICFEp

are Uso de ARM (Espironolactona) en ICFEp

1.00- 0.30+ , -
Ensayo clinico TOPCAT
g:”“ 0254
2 0.80-
4 0,204 . - - o
55 ox] > * Reduccion 17% hospitalizacion IC
c= 065 0.15+
8w ; Spironolactone
¥ o o101 .
g I o5 * Eluso de espironolactona es
£<S 0454 0.05 .
g% 4o frecuente en el tratamiento de la HTA
: 1 0.00 -y e——y e
¥ on] et b B (sobre todo en HTA refractaria)
g 020 Hazard ratio, 0.83 (95% C1,0.69-0.99)
P 015 P0.04 by log-rank lml—"/—-’—'_f" —
0[0«/’-—’/—'—
0.05
0.004 T T T T T 1
I i Uso de ARM (Espironolactona) en ICFEp

« Obesity/Diabetes

= Inflammation (TNF-«)

« Abnormal metabolism, liver
and renal injury/dysfunction

« High renin

P < 0.0001

T T T T ]
o 1 2 3 4 § 6 7

« Highest risk of primary endpoint Gn Time (Years)
« Preferential response to e
spironolactone - g 1 - p2 — P p3




G

Hospital General de Granollers
Fundacid Hospital Asil de Granoliers

ESTUDI PARAGON-HF (2019)- Sacubitril en ICFEp

Uso de ARNI (Sacubitril/Valsartan) en ICFEp

 —— Reduccion hospitalizaciones IC: RR 0.85 (0.72-1.00)

Ericacy and Safety of LCZ606 Compared 1o Valsartan
on Markidity and Mortality n Heart Falure Pathents With
Preserved Emotion Fraction

e o Proteccion renal como objetivo secundario
g O

SaquendielSingle-Bliad Rumdn Pariode Efecto diferenciado en subgrupos
a Suublmmuut ‘ Valsartan ot l Q
Target Dose | TargetDose A Primary Composdoe Ouicome 8 Total Hospiase ations for HF
Maedian Follow-up 35 months :

g.
‘ o %', W
' o i — 1 =
X - X -
« : e a / —
Primacy Endpolnt Secondary Endpoints’ Patentip Subaroups b & B ! - e
with Bonefit : " -n.-:':-:;-— 3 ’ - - .,:;:.'.:;....

S N2aT s mER
TR E

+ Modest 13% | in CV Death or  « Improved Health-Relsted * Women 2 8 /
Total HF Hospitalizations Quadity of Lite + Lower Range of LVEF 3 ¥ ] 1 1 e | T 4
+ Non-Significant P=0.058 * Improved NYHA Class Yeas Years
+ Driven by Effects on NF * S0% | Ronal Events L L -
Hospitalization * No Eftect on Desth Yo Sasars onetse Boctde avae e b hate
+ Consistent Sonsitivity
Analysos

European loumal of Heart Fallure (2020) 22, 15251530 . . . .- . . .
Sense diferencies significatives en objectius ‘
Possible benefici en cert subgrups (dones i FEVE <57%)
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IC amb FEVE preservada tractament

No evidencia de benefici de cap grup farmacologic?

2021 ESTUDI EMPEROR PRESERVED-
EMPAGLIFOZINA EN PACIENT AMB IC | FE>40%
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ESTUDI EMPEROR PRESERVED- ISGLT2 en ICFEp

Uso de iSGLT-2 (Empagliflozina) en ICFEp

EMPEROR-Preserved - Study Design

Phase |l randomised double-blind placebo-controlled trial

|IC FEIr

Alm: lo evaluate efficacy and safely of empaglifiozin versus placebo, on top of standard of
care, in patients with HFpEF with or without diabetes

Population: T2DM & non-T2DM, aged 218 years, chronic HF (NYHA class 11-1V), eGFR220 1/3 paaentes tenian

una FE 40-50%

Time 1o first event of adjudicated

cardiovascular death or adjudicated HHF » 5 1% no eran
diabéticos

l COMPOSITE PRIMARY ENDPOINT

EMPEROR-Preserved

LVEF >40%

Pracebo onve dally
MRG0 O cee

SECONDARY ENDPOINTS

« First and recurren! adjudicated HF
Pabents wih structr s . hospitalisation events

how! decase or Hi Mochan 1ollow-up = 26 montie . Sloooolchanoomo(}FR (CKD-EPY)

5988 patients
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ESTUDI EMPEROR PRESERVED- ISGLT2 en ICFEp

Uso de iSGLT-2 (Empagliflozina) en ICFEp

Primary Endpoint - Composite of Cardiovascular Death

or Heart Failure Hospitalization

3

& P HR 0.79

s e (95% C1 0.69, 0.90)

i Placebo > o P =0.0003

g » ™ Ll //" :

§ ol Placebo:

g 104 P e < Empaglifiozin 511 patients with event

3 o Rate: 8.7 per 100 patient-years

2 '

s 5 Siht? Empaglifiozin:

E ~ 415 patients with event

U

w /// Rate: 6.9 per 100 patient-years
0- T T T = 5 T T T

T T yr—— 1
0 3 6 9 12 15 18 29 24 27 30 33 B
Months since randomization

Placebo 2001 2786 2027 2066 1534 ()] 400
Empogifiozin 20907 2843 2708 2134 1578 1005 402
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IC amb FEVE preservada tractament

2021 ESTUDI EMPEROR PRESERVED

EMPAGLIFOZINA (ISGLT2) ES EL PRIMER FARMAC QUE
DEMOSTRA BENEFICI EN EL TRACTAMENT DE LA IC EN
PACIENT AMB FE>40%
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ESTUDI EMPEROR PRESERVED- ISGLT2 en ICFEp

";34" »
EMPEROR-Pooled (EMPEROR-P y EMPEROR-R) &.ﬁ\ _\
n=9.718 &%
‘ < 25% | 25-34% 45-54% | 55-64% “
| N = 999 N = 223% N « 2.260 N « 2002
Edad media 65 67 69 71 73 74 80
Mujeres (%) 22% 24% 28% 39% 50% 62% 63%
NT-proBNP mediana. pgmi) 2.144 1.726 1.465 993 967 885 5.571
Etiologia isquémica (%) 49% 53% 52% 43% 27% 18% 17%
Fibrilacion Auricular (%) 36% 36% 40% 50% 56% 51% 69%

EMPEROR-Pooled analysis presented in o Hot Line Session today at ESC Congress 2021

v El benefici de I’'empagliflozina es perd en FEVE > 65%
v Es poc representatiu de la “realitat” de I'IlC amb FE preservada
v Si clar benefici en IC amb FEVE lleument deprimida
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Comorbiditats en insuficiencia cardiaca

CARDIOVASCULARS NO CARDIOVASCULARS
Hipertensio arterial Molt frequent-FEVEp {>80%) Obesitat Molt frequent-FEVEp
Esla prindpal causa d' ICFEp Diabetes Mellitus -2 ISGLT2
Fragilitat

Cardiopatia isquémica Revasculartizacio - cirurgia better

Insuficiencia Mitral
severa secundaria

Mitradlip si criteris COAPT #

Estenosi aortica severa TAVI preferiblement

Molt frequent {40-60%)

Pot ser causa o consequéncia d'IC
El ttm primer el de I'IC

Ablacio VWPP (lla)- ACOD

Fibril.lacié auricular

Aritmies ventriculars Ablacié-DAI
Bloqueigos AY TRC-Estimuladio Branca

AVC important valorar si ACO (ACOD)

Criteris COAPT per a reparacid

insuficienica mitral severa secundaria
Anatoria favorable

FEWE 20-50%

DTSYE < 70 mm

PAP sistalica< 70 rmHg

Abséncia de moderada osevera afectacid de la Funcio VD
Abséncia de IT severa

Abséncia d'inestabilitathemodindmica

Deficit de ferro i anemia

Insuficiéncia renal

Desordres electrolitics
MPOLC - SHAS

Cancer

Depressio

Infeccions

Altres

Buscar activament

Ferro ev pacients
ambulatorisi hospitalitzats
Estudi AFFIRM FEVE<50%

>30% IC la presente

Unitats cardio-renals

ISGLT2 - estudi DAPA CKD

(IR + microalbuminuria)

Ic refractaria-dialisi peritoneal

hiperK- quelants
20% padents amb IC
confon simptomes

Molt prevalent
Quimioterapia

Controls periodics-ecocardio
Control dels factors derisc
HTA (IECAS - betablocs)

»>20% pacients amb IC
no donar ADT

principal causa descompensaci
Vacunacio grip i COVID

transtorns tiroidals, gota,
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Resum tractament de la insuficiencia cardiaca

FEVI ICFEr 35% < 40% ICFEIr || >50% ICFEC
g~ [ ARNI (o IECA) ] f ) (B B
Férmacos | | Bloqueadabeta ] ‘mantener en ¢
con impacto recuperaga
prondstico [ :
\_ J__is6Lr2 | 5612
v
f 3 DAI _ S
DS ——————— \ W i '
TRC
\ / 130-150 msg o No BRI + > 150 msg
+ 7 (Fecarboximaitosa ) Déficit de hierro
(_Tafamidis | e
individualizar |  abradina | RSy frecuencia cardiaca > 70 Ipm
| Reparacion mitral | IM secundaria con criterios favorables
Fibrilacién auricular y sintomas persistentes
__, ) veriaguat ) ICagudarecumente
Gestion enfermedad

D. Pascual Figal and J.R. Gonza’'lez-Juanatey / Rev Esp Cardiol. 2021 ;XX(X):XXX—XXX
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Resum maneig de la insuficiencia cardiaca

Decilogo de puntos clave en el manejo de 1a Insuficiencia cardiaca en Atencién Primaria

2. Diagryéstico precor

Anamnesis Exploracion Péptidos
natriuréticos

Control de FRCY

4. Tratamicoto dptimo
Individualizado

R v [T e
Trutamiento segdn comartilidades v/0 Empagliffozineg

Titulecién hasts dosis méximae tolereda ]

8. Segwimionto mixto 9, Trabsjo en equipo multidisciplinar
prasoncisltelelénico

1. Individualizar secuencia,

S

. ] |
Adherencis terapéutica - &
Constantos: poso, presion
Hierro
I ACODs I

3. Detexcion de pacientes “falsamente” estables

Preguntas activas

1. Empeocramiento de clase fundonal,
2. Signosfsintomas do congestion.

3. Necesidad/aumento de diuréticos.
4. Ingresos por iC,

S.  Valores de péptidos natriuréticos.

6. Educacion del paciente y/o
cuidador

Habitos do vids

artecial y frecuencia cardiocs

7. Manejo optimo de
comorbilidades

Déficit de hierro ]

1. Detectar necesidad de visita

presencial/domiciliaria/telemitica, Equipo Trabajador/a
multidisciplinar voclal

carbaximaltons v
1. Planificacion anticipada de decisiones,
2. Control de sintomas,
3.  Valorar necesidad de via subcutinea.
4. Cuidados al cuidador.

https://doi.org/10.1016/j.semerg.2021.10.007
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Insuficiencia cardiaca aguda

NT-proBNP Rule-in values for the
diagnosis of acute HF

: >450 pg/mL if aged <55 years,

>900 pg/mL if aged between 55 and 75
years

>1800 pg/mL if aged >75 years

Laboratory exams include

troponin, serum creatinine, electrolytes, funcio renal,
TSH, iver function tests as well as D-dimer and
procalcitonin when pulmonary embolism or infection are
suspected, arterial blood gas analysis in case of
respiratory distress, and lactate in case of
hypoperfusion

v L Insuficiencia cardiaca aguda és
la principal causa
d’Hospitalitzacio
en > 65 anysa

v La mortalitat en fase aguda

[ | va del 4-10%

El reingrés al mes entre el 25-40%

La mortalitat a I'any 25-30%
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Insuficiencia cardiaca aguda

Presentacions cliniques de la insuficiencia cardiaca aguda

Table 21 Clinical presentations of acute heart failure
Acutely decompensated Acute pulmonary Isolated right Cardiogenic shock
heart failure oedema ventricular failure
Main mechanisms LV dysfunction Increased afterload and/or RV dysfunction and/or pre-  Severe cardiac dysfunction
Sodium and water renal predominant LV diastolic capillary pulmonary
retention dysfunction hypertension
Valvular heart disease
Main cause of Fluid accumulation, increased  Fluid redistribution to the Increased central venous Systemic hypoperfusion
symptoms intraventricular pressure lungs and acute respiratory ~ pressure and often systemic
failure hypoperfusion
Onset Gradual (days) Rapid (hours) Gradual or rapid Gradual or rapid
Main haemodynamic Increased LVEDP and PCWP*  Increased LVEDP and Increased RVEDP Increased LVEDP and
abnormalities Low or normal cardiac output PCWP Low cardiac output PCWP*
Nomal to low SBP Normal cardiac output Low SBP Low cardiac output
Normal to high SBP Low SBP
Main clinical Wet and warm OR Wetand  Wet and warm® Wet and cold Wet and cold
pmsentations"“‘ cold
Main treatment Diuretics Diuretics Diuretics for peripheral Inotropic agents/
Inotropic agents/vasopressors Vasodilators® congestion Vasopressors
(if peripheral hypoperfu- Inotropic agents/vasopres- Short-term MCS
sion/hypotension) sors (if peripheral hypo- RRT
Short-term MCS or RRT if perfusion/hypotension)
needed Short-term MCS or RRT if

needed
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Insuficiencia cardiaca aguda

Maneig inicial de la insuficiencia cardiaca aguda
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Insuficiencia cardiaca aguda

Maneig de la congestio de lainsuficiencia cardiaca aguda
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Insuficiencia cardiaca aguda

Etapes dels pacients amb insuficiencia cardiaca aguda

Immediate

Intermediate

Pre-discharge

and long-term

% Procedures

modifying pharmacological therapy
« Consider device therapy in

appropriate patients

3 Fases

- Fase immediata. Determinar causa
i tractament congestié. Monitoritzacio si cal

- Fase intermeédia. Establir diagnostic
i tractament apropiat

- Fase pre-altai TRANSICIO.

Assolir 'euvolemia i preparar alta i seguiments

= v
PACIENTE HOSPITALIZADO POR IC
CONSIDERACIONES ANTES DEL ALTA

El presente documento propone les principoles cuestiones que el
Internista debe tener en cuenta a la hora de dar ol alta a un paciente
hospitalizado por IC

La aplicacion de estas recomendaciones en la practica clinica puede ser
de utiidad para optimizar el manejo y seguimiento de estas pacientes
antes del alta, disminuyendo la tasa de reingresos precoces por IC!

<Se han identificado y controlado los factores precipitantes?
éSe han evaluado las comorbilidades?
. EEstS el paciente descongestionado?®
. ¢Se conoce 'a FEVI?
Sila FEVI s <40%, dests el paciente optimizado con
¢ Sacubitnlo/valsartan, IECA o ARA I

WA wN -

. £Se ha revisado el resto de medicacion?

6.
v £Se han valarado fa funcion renal y fos iones?.
8. <Se conoce i PAS, el ritmo, 1a FC. y la duracion del QRS?*
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Transicio a l’alta d’ ingrés per a insuficiencia cardiaca

TRANSICION: PROCESO ASISTENCIAL ORGANIZADO CUYO OBJETIVO ES EVITAR
HOSPITALIZACIONES Y RALENTIZAR LA PROGRESION DE LA ENFERMEDAD

Tratamiento

© etilégico %,'
Resolucion de

© precipitantes FEV|

© Optimizacion reducida
del tratamiento s
modificador de! © pBlogueante
provetes Sacubitrilo/

© identiicacion © valsartan
y mejora de las
comerbilidades @ ARM

© suscar I euvolemia ® I5GLT2

Estabilizacién

@ Estabilidad hemodinamica
© Mejoria de los edemas

® No precisar infusion continua
de farmacos

PREPARACION AL ALTA

Hospitalizacién

*Si esta disponible en el centro

8 Plan

® Resolucion de la
congestion
@ Funcion renal y
electrolitos estables
® NT-proBNP/ENF?
® FC<70 Ipm (RS & IC-FER)
© Registro PA, FC, peso
® Educacién
- Autocuidado
- Signos de afarma
- Bercicio y nutricion
- Hfectos 2%
© Recomendaciones claras
y concretas

® Cita para proximas visitas:

coordinacion precoz con
AP

© Plan continuidad de
cuidados

" 4
L
%

E W

[}

CcO

@ Objetivo

) Especialista en
Médico AP/ msuﬁqencsa (© Ausenda de progresién de sintomas congestivos
Enfemera cardiaca + (© Establlidad hemodinamica
Enfermera con

@ Fundion renal y electrolitos estables

Conocdimientos en autocuidado y adherencia
a'los farmacos.

(@ Si FEVI redudida: farmacos basados en la
evidencia deberian ser fas maximas toleradas y
preferiblemente 250% de la dosis maxima
recomendada.

Q@&

© Evaluacién funcional y de los signos y sintomas de congestion
© Recoger las constantes basicas (PA, FC, peso)

® BQ y hemograma: funcion renal y hep , electrolitos, anemia, déficit de hiemo e

infecciones, NT-proBNP

cagores con evidencia pronostica

conocimientos del paciente y cuidadores sobre sign |

alarma yautocuidados

s dieta, preferentemente en un

E Registrar

Dificuitades
identificadas en
&l proceso

(@ Indicaciones de
Ia optimizacion
realizada de
farmaccs

@ Indicaciones de
como actuar en
caso de signos de
alarma o
descompensacion

@ Métodos de
contacto con el
especialista de
referencia
{telematico y/o
teiefonico} y
responsabdles del
cuidado de! paciente

© Riesgo residuz del
paciente y si es 0 no
candidato a terapias
avanzadas

>

30 dias postalta
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Transicio a l’alta d’ ingrés per a insuficiencia cardiaca

» La trunsncnon al glta es un proceso g;glgﬂg;gj orgomzcdo y coordmodo, boscdo en la atencién md:wduohmdo y la

> (7dies) > D> > (<ladiss) > > mE=

INICIO TRANSICION AL ALTA 19 SEMANA 2° SEMANA 4° SEMANA
Iniciar durante la hospitalizacién: : 30% < - 60% Mortalidad
- Al alcanzar estabilidad reingresos hospitalarios : hasta el
hemodindmica ocurren en la primera semana tras el alta reingresos 207
+ Sin medicacién IV hospitalarios o
v POST-ALTA HOSPITALARIA ocurren en las en el primer mes
Confinuard tras el alta Periodo inmediatamente posterior al alta hospitalaria: primeras 2 semanas tras .ei alh‘:]
(minimo: 30 dias) » Gran vulnerabilidad hospitalaria

» Riesgo importante de deterioro clinico

Hl 40% de los reingresos precoces podrian estar relacionados con una asistencia suboptima durante

el periodo de transicion tras el alta hospitalaria

2009029322
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Transicio a l’alta d’ ingrés per a insuficiencia cardiaca

TRANSICION: PROCESO ASISTENCIAL ORGANIZADO CUYO OBJETIVO ES EVITAR
HOSPITALIZACIONES Y RALENTIZAR LA PROGRESION DE LA ENFERMEDAD

WAL e e
okt

——

(‘)

A

CARSICUOL A

1
Tratamiento !
O T @ e
© Resolucion de ® Resolucion de la y
precipitantes reZEViI e congestion :
gd"t’m'z*!w & ® funcion renal y 1
m;ag:mdg. © Belogueante electrolitos estables '
oo © sacubitriy  © NT-proBNE/BNP* !
© identificacion valsartan © rc<70lpm (RS & Ic-FEr) !
y mejora de las 1
Comarbiidades © ARM © Registro PA, FC, peso 4
© 2usesr la suvclemis ©iSGLT2 ® Educacién ]
- Autocuidado C
- Signos de afarma
a2 = - Bercicio y nutricion
Estabilizacién B i :
e S @ Recomendaciones claras
@ Estabilidad hemodinamica y concretas :
© Mejoria de los edemas ® Cita para proximas visitas: g
s 0 - coordinacion precoz con g
® No precisar infusion continua AP 1
de farmacos @© Plan continuidad de 1
cuidados 1
1
1
L W4 1
PREPARACION AL ALTA e 1
e A 3 1
1
1

i Objetivo .
Médico AP/ Especialista en @ ) Registrar
€O lnsuﬁqencsa (© Ausenda de progresién de sintomas congestivos
Enfemera Enc;ard:aca 12 (© Establlidad hemodinamica Dificuitades
ermera con i identificadas en
Y Funcion renal y electrolitos estables
formacién en IC ®c s e o el proceso
onocimientos en autocuidado y rencia SR aenpsai
R alos farmacos. Q! 2 optimizacion
(© si FEVI reducida: farmacos basados en la realizada de
M i evidencia deberian ser fas maximas toleradas y farmaces
preferiblemente 250% de la dosis maxima © Indicaciones de
recomendada. cOmo actuar en
caso de signos de
alarma o
@ descompensacion
Evaluacion funcional y de los signos y sintomas de congestion
S N © Métodos de
@ Recoger las constantes basicas (PA, FC, peso) contacto con el
® 8Qy hemog am’ funcion renal y hep , electrolitos, anemia, deficit de hiemo e especialists de
infeccones D referencia
infeccones, proBNP %
{telematico y/o
@ Estratificacion del riesgo telefonico) y
. ! responsables del
@ Optimizacion de dosis de los farmacos modificadcres con evidencia prondstica cuidado del paciente
® Re-evaluar la dosis de diurético necesaria
© Riesgo residuat del
@ Revisar conciliacion Lprapcu: ay adherencia paclentey siesono
; g S candidato a terapias
©=r cimientos del paciente y cuidadores sobri alarma yautocuidados avanzadas
© Fortalecer medidas no farmacologicas, en particu ieta, preferentemente en un

programa de REHABILITACION CARDIACA

&o@

EEEE S S S EEEEEEEEEEEEEEEN
Hospitalizacién

*Si esta disponible en el centro

AP: atencion primaria; ARNI; inhibidor de neprilisina y del receptor de angictensina; ARM: antagonistas de los receptores mine:

ccion del ventricy

rocardiograma; FC: frecusncia cardiaca; FEVI: fraccion de
nsportador de sodio-glucosa tipo 2, lpm: fatides por

o izquierdo; FEVIr: FEVI reducida; IC: insuficienciz
minuto, NT-proBNP: fraccion N-terminal del péptido natriurético tipo; PA: presion arter al RS

>

30 dias postalta

tes; BNP; péotidos natriu réticos, Bm‘ :m:)w.‘rrm ECG
iencia cardiaca con fr a; iSGLT2: inhibidor de
rtmo sinusa

ralcorticoides; BB: betabcque
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Insuficiencia cardiaca avancada

Table 13 Criteria for definition of advanced heart failure

All the following criteria must be present despite optimal medical treatment:

1. Severe and persistent symptoms of heart failure [NYHA class |ll (advanced) or IV].
2. Severe cardiac dysfunction defined by at least one of the following:

LVEF <30%

Isolated RV failure (e.g., ARVC)

Non-operable severe valve abnormalities

Non-operable severe congenital abnormalities

Persistently high (or increasing) BNP or NT-proBNP values and severe LV diastolic dysfunction or structural abnormalities (according to the definitions
of HFpEF).

Episodes of pulmonary or systemic congestion requiring high-dose i.v. diuretics (or diuretic combinations) or episodes of low output requiring inotropes

=

or vasoactive drugs or malignant arrhythmias causing >1 unplanned visit or hospitalization in the last 12 months.
4. Severe impairment of exercise capacity with inability to exercise or low 6MWT distance (<300 m) or pVO; <12 mU/kg/min or <50% predicted value,

estimated to be of cardiac origin.

Tabla 11  Estrategia de abordaje de la insuficiencia cardiaca al final de la vida

Objetivo

Mantenimiento de la calidad de vida

Evitar el ensanamiento terapéutico

Mantener un entorno poco hostil (minimizar hospitalizaciones/no duplicar pruebas)
Organizacion/ planificacion

Atencion primaria como eje coordinador del equipo multidisciplinar

Indagar en expectativas, preferencias y creencias del paciente

Disponer de colaboracion en el entorno familiar

Informar de la situacion clinica/pronoéstico del paciente

Planificar actuaciones anticipandose a las complicaciones

Dejar por escrito pautas de actuacion (tratamiento, necesidad o no resucitacion cardiopulmonar, desactivacion de DAL. . .)

S N S T N

DAIl: desfibrilador automatico implantable.
Elaboracion propia.

Assisténcia ventricular —
Transplantament cardiac
Pal-liatius

BIC furosemida intermitents

BIC elastomeriques furosemida
sc a domicili

Bolus inotropics a Hospital de Dia:
DBT, levosimendan

Abordatge final de vida
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Insuficiencia cardiaca. GESTIO MULTIDISCIPLINAR

Infermeria experta
Paliatius Nutricionista/endocrinoleg

Psicoleg Cardiologia
Pacient expert Medicina Interna
Nefrologia MFiC

Fisioterapia/Rehabilitacio
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Insuficiencia cardiaca FPHAG

GRD d'hospitalizacio convenclonal

GRD:APR 32 Diagnostic Nombre
560 Part EEETT
194 insuficiéncia cardiaca 663
139 Altres pneumonies 498
302 substitucio d'articulacio de genoll 365
e T ==
140 Malaltia pulmanar obstructiva cronica 33
GRD d'hospitalitzacio convencional
GRD:APR 32 Diagnostic Nombre
560 Part 1.012
194 insuficiéncia cardiaca 559
139 Altres pneumonies 506
144 Altres diagnostics menors, signes i simptomes d aparell respiratori 467
463 infeccions de ronyd i tracte urinari 422
140 Malaltia pulmonar obstructiva cronica 353
GRD d'hospitalitzacié convencional
GRD Descripcié GRD Nombre
560 Part 954
194 Insuficiéncia cardiaca 633
139 Una altra pneumonia 470
144 Altres diagnostics menors, signes i simptomes d'aparell respiratori 365
463 Infeccions de ronyé i tracte urinari 345
140 Malaltia pulmonar obstructiva crénica 337
GRD Descripcio GRD Nombre % casos
560 Part 962 76%
139 Una altra pneumon:a BLO 6.6%
137 Infeccions | inflamacions pulmonars 20 57%
194 Insuficiéncia cardiaca 581 6%
540 Cesana 300 4%
144 Altres diagndstics menors, signes i simptomes d'aparell respiratori 298 23%
463 Infeccions de ronyd | tracte unnan 283 1r%
263 Colecistectomia laparoscopica F=1 20%
%o _Malaltia pulmonar obstructiva cronica o] L]

2017. primera causa hospitalitzacio
meédica

2018. Primera causa hospitalitzacio
meédica

2019. primera causa hospitalitzacio
medica

2020. Tercera causa hospitalitzacio
medica
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Ingressos per insuficieéncia cardiaca-Granollers 2020

DADES INGRESSOS INSUFICIENCIA CARDIACA 2020

CARDIOLOGIA MEDICINA INTERNA GERIATRIA
EDAT MITJANA 72,6 75,9 {80-83) 86,9
ESTADA MITJANA (dies) 9,3 (2021=6,62) 8,27 10,77
TIPUS IC SEGONS redulda 49% (56%) reduida 18,8% reduida 12,4%
FEVE (reduida <10%, mitja 41-49% mitja 5% mitja 5,4% mitja 4,9%
preservada > 50%) preservada 46% (20%) preservada 75,8% (63-72%) preservada 82,7%
EDAT MITJANA GLOBAL 79.8 (=anys previs)
FEVE MITJANA GLOBAL 55.2%
TIPUS IC SEGONS FEVE GLOBAL reduida 21,8%

mitja 5,2%
preservada 73% entre parentesi

i envermell altres
REINGRESSOS GLOBAL 9,4% (anys previs 12%) Cardiologia 2021 = 9,6% series
MORTALITAT GLOBAL 8,7% {anys previs 7,3%) Cardiologia 2021 = 3,26%
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Unitat Insuficiencia Cardiaca Cardiologia

UNITAT D’INSUFICIENCIA CARDIACA DE CARDIOLOGIA

DESCRIPCIO v HOSPITALITZACIO

La Unitat dnsuficiéncia Cardiaca de Cardiologia (UIC) s'encarrega del diagndstic, tractament | seguiment d'aguells
pacients amb insuficiéncia cardiaca que es beneficiaran d'una intervencié integral des del punt de vista cardiolagic. v UNITAT DEIC

v HOSPITAL DE DIA

DISPOSITIUS ASSISTENCIALS Bolus furosemida, DBT, levosimendan

= Hospitalitzacié de Cardiologia

= Consulta externa de cardiologia especifica (UMAD, USA) v UNITAT IC HOSPITAL CLINIC
= Consuita d'Infermeria
* Teléfon de contacte en horari laborable v C17- reunions telematiq ues cada

* Hospital de dia 15 dies amb hospitals depenents

CRITERIS D'INCLUSIO DELS PACIENTS DINS LA UNITAT D'INSUFICIENCIA CARDIACA DE CARDIOLOGIA de | Hospltal Clinic

Pacients amb diagnostic d'insuficiéncia cardiaca més alguns dels segients diagnostics:
= FEVE <40%
= Cardiopatia estructural important com cardiopatia isquémica severa, valvulopatia significativa /o miocardiopatia
hipertrofica

CRITERIS D'EXCLUSIO

* Pacients amb FEVE conservada i sense cardiopatia estructural significativa

* Pacients pluripatolbgics.

= Pacienis amb perfil geridtric

= Pacients en els quals la patologia prevalent no és la ¢ardiplogica malgrat tenir-ne criteris d'inclusio
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Dades dispensaris d’insuficiencia cardiaca

DADES D' ACTIVITAT DELS DISPENSARIS D' INSUFICIENCIA CARDIACA DE CARDIOLOGIA
VISITES 2021 2020 2019 2018 2017
Primera USA 73 83 109 150 122
Segona USA 291 227 45?2 505 291
Primera IC 48 38 51 61 62
UMAD 137 112 125 114 291
Infermeria 615 424 113 290 184
Telefon Infermeria 573 344 183 195 91
No presencials IC 15 14

v Adequacio indicacio de visites
v Gran augment activitat infermeria
v x4 tant visites infermeria com telefon infermeria
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Conclusions (l)

N N Y N N N

La insuficiencia cardiaca és una autentica epidemia. En alca

Afecta a tots els nivells sanitaris

Els seu maneig és GLOBAL | MULTIDISCIPLINAR

El seu diagnostic és dificil. Simptomes i signes comuns a altres patologies
Manca de certes eines diagnostiques en la nostra zona (Nt-proBNP)

Les comorbiditats de la insuficiencia cardiaca s6n molt variades

| abundants

Tractament de la IC amb FE reduida: “Fantastic Four’- algoritme horitzontal



G

Hospital General de Granollers

Fundacia Hospital Asil de Granollers

Conclusions (ll)

v Maneig i seguiment a Unitats d’ Insuficiéncia Cardiaca: metges de
diferents especialitats i infermeria

v Tractament de la IC amb FE lleument reduida = IC FE reduida

v Tractament de la IC amb FE preservada: prevencio i tractament de les
comorbiditats. Paper dels ISGLT2

v Insuficiencia cardiaca aguda: tractament de la causa. Té elevada mortalitat
| alta taxa de reingressos

v Fonamental la FASE DE TRANSICIO POST ALTA (primers 30 dies)



G

Hospital General de Granollers
s

Fundacia Hospital Asil de Granollers

Conclusions (lll)

Primera causa d’ ingrés al nostre centre
Mortalitat elevada (similars a altres centres)
Reingressos elevats (menor que altres centres?)

Paper de Geriatria molt prevalent

SN N Y NN

Pacients a Unitat d’ Insuficiencia Cardiaca de Cardiologia amb edat
mitjana elevada
v Manca de protocols conjunts de seguiment entre diferents especialitats

| amb Primaria
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