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Epidemiologicka data

L
Prevalence podle véku

Vyskyt: fu T
* incidence (Evropa):
 celd populace: 3/1000
osob/rok ]
 dospéli: 5/1000 osob/rok o
* prevalence: [
e 1-2% celé populace 90I_’omér HFrEF a HFpEF dle véku
* narlstasvekem (nad 70 o] 7
let: 10%) g 7
e pomér typa selhani: :.
e svékem narusta podil 2 w0
HFpEF £
22 w— EF <50%
10 4 w— EF250%
v <40 ' 40-49 I 50-59 H0-69 ' 70=79 ' >80

Framinghamm study and Tribouilloy et al. European Heart Journal 29(3):339-47



Zmeny kardiovaskularniho systému s vékem

G
Vékem podminéna remodelace myokardu:

e strukturalni zmeény:
e ( masy myokardu komor (0,3g/rok)
e ukladani amyloidu (ATTRwt)
* zmeny extracelularni matrix
* ubytek myokardu levé komory

 morfologické zmény
* zmeny geometrie levé i pravé komory
e zmeny velikosti sini
* funkcni zmeény
e systolickd funkce ({, kontraktility prfi namaze)
 diastolickd funkce ({1, poddajnosti - Mtuhosti stény LK)
e ostatni faktory:
e vascular aging
N komorbidity ({ funkce ledvin a jater - { eliminace |é¢iv)

)
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skiadis F et GI=P thogenesis of chronic HF: cardiovascular aging, risk factors, comorbidities, and disease modifiers. Heart Fail Rev. 2020 Jun 10.




Farmakoterapie srdecniho
selhani u senioru




Terapie HF ve vyssim véku

Vsechny lécebné skupiny maji prizniva data i pro terapii

senioru

] McDonagh TA et al. 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart |
failure. Eur Heart J. 2021:42(36):3599-3726.



Ucinnost terapie HF ve vy$§im véku

Polypragmazie:

* Castéjsi vyskyt nezadoucich ucinku

Rizika:

* mezilékové interakce, adherence (zamény/vynechani)

Preialence of Polypharmacy i

> 9 |éku:
l‘  60-69 let: 18,5% pacientu
e 70-79 let: 15,6% pacientu

20

B (-4 drugs
= 5-6 drugs

% of patients

W 7-9 drugs
® >3 drugs

Age group

http://dx.doi.orq/10.15226/2374-6866/1/3/00115



Navrhovany postup farmakoterapie u starsich

Assessment of serum creatinine and
potassium levels before initiating

o ACEVARB, ARNI, SGLT2I and MRAs | [ All patients without contraindications/intolerance ]
Lower starting doses with ~
recommended J |- Lower to mid-range | |- Lower risk of renal - Same incidence of « Lower risk of renal
Monitoring of serum creatinine ] doses sufficient/or impairment and gynaecomastia with impairment and
according to starting values. to HR Aﬁﬂl versus AC_EIJARB spironolactone «» Easier up-titration
Regular monitoring of BP and HR + Easier |n_1md_ucthun of MRAs
S and up-titration of MRAs
For ACEI/ARB, ARNI, SGLT21 and MRA: 11 )
o eGFR up to 30% l,
K*>55 mmol/ or
eGFR <30 ml/ min/173 m? Subgroups ]
TRANSIENT DOSE ADJUSTMENT ‘ ‘ ‘ ‘ “
K* >6.0 mmol/l or ARNVACEI SR, HR >70 | | Higher HR and . [ .
eGFR <20 mi/min/1.73 m? intolerance [ BPM I‘sg.lzwnptjnn'rs A ] Congestion Anaemia
REFFERAL TO A HF SPECIALIST
’ lvabradine Digoxin Anticoagulation Diuretics Diuretics
Lower starting | | Lower starting | | Up to 0125 DOAC prefemed Doses adjusted | | To improve
doses with dose (2= 25 ma/day (lower doses for to improve to MNYHA class
gradual mg) with {plasma apixaban =80 keep NYHA and Qol
increases until | | gradual concentration years and renal class and keep
the RCT increases until| | up to 1 ng/mi). impairmentiow euvolaemic
recommended| | the RCT Monitoring of BMI and state, avoid
recommended| | electrolytes, dabigatran =75 to | | volume
dehydration 20 years and/or depletion,
and low eGFR) worsening
drug—drug renal function
interactions and mental
confusion
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Milinkovic et al. Cardiac Failure Review 2022;8:e17.
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Vybrané kontraindikace farmakoterapie u starsich

ACEI/ARB ARNI B-Blocker
Contraindications: Contraindications: Contraindications/precautions:
» Previous angioedema = SBP <100 mmHg  HR <60 EFM

« Bilateral renal artery stenosis » eGFR <30 mlmin/1.73 m*

SBP <100 mmHg

» SBP <50 mmHg » Previous angioedema » Signs of peripheral hypoperfusion
« Severe hyperkalaemia » PRinterval >(.24 s
(K* =3.5 mmol/) » Second- or third-degree atrioventricular

block
» Severe COPD/history of asthma
« Severe peripheral vascular disease

SGLT2I

Contraindications: Contraindications:
o K'>5.5 mmolf or « eGFR <20 (30)" mlf
eGFR <30 mlfmin/1.73 m? min/1.72 m?

Milinkovic et al. Cardiac Failure Review 2022;8:e17.



Nefarmakologicka terapie
srdecniho selhani u senioru




Nefarmakologicka terapie HF ve vyssim véku

o
* vétSina studii ICD a CRT meéla relativné malé zastoupeni
populace nad 75 let

Avsak:

* indikace pro implantaci (ICD/CRT) nejsou limitovany vékem
pacienta, ale funkénim stavem a ocekavanou dobou preziti
nad 1 rok

* >40% primoimplantaci je provedeno ve veku nad 70 let

e >10% ve veku nad 80 let

 unemocnych nad 70% vyznamne vyssi celkovy benefit z
implantace CRT

Problematika deaktivace ICD

e vysoce individualni
 ,end-stage,, HF

* sdilené rozhodnuti (pacient/rodina)

Geriatrics 2022, 7, 36. https://doi.org/10.3390/geriatrics7020036



Role komorbidit




Role komorbidit v patogenezi HF
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Triposkiadis, F. et al. Pathogenesis of chronic heart failure: cardiovascular aging, risk factors,
comorbidities, and disease modifiers. Heart Fail Rev 27, 337-344 (2022).
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Vliv komorbidit na mortalitu a HFH
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Management komorbidit

S poctem komorbidit narusta riziko rehospitalizaci

Patients (n)

100

80+

o
o
1

H
o
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20

P <0.001 ~100

0 1 2 3 4 5 6 7 8
Number of comorbidities
Patients (n) w— 1y all-cause readmission
w— 1y HF readmission wee 1m all-cause readmission

w— 1M HF readmission

Readmission rate (%)

Nejvyznamneéjsi:
* nefropatie

* diabetes

* anemie

e CHOPN

e |CHS

e obezita

e cerebrovask.
onemocnéni

e fibrilace sini

ESC Heart Failure 2021; 8: 1388-1397




Pokles renalnich funkci v zavislosti na veku
GRS

S vekem dochazi k poklesu | ™
renalnich funkci: g 100
. T 90 -
* hyperkalemie S g4
* limitace davkovani medikace % ;2
S g
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Willems et al. BMC Geriatrics 2013, 13:113

Prevence poklesu renalnich funkci u srdecniho selhani:
* SGLT2i (empa/dapagliflozin) mohou pfiznivé zpomalit progresi

rendlniho selhani i u krehkych pacientu
Santulli et al. Hypertension. 2023;80:1800-1809




Kardialni kachexie, sarkopenie
a syndrom krehkosti




Kardialni kachexie a sarkopenie
G

Kardialni kachexie

* needémova ztrata alespon 6 % vahy v poslednich 12 mésicich
e 5-15% pacientlu s HF

 \ tolerance namahy, T komplikaci, T~ HFH a mortalita

Sarkopenie

e 30-50 % pacientl s HF

e v pocatecnich fazich syndrom sarkopenické obezity (tukova > >
> svalova tkan)

Terapie:

 komplexni: podpora chuti jidla

» kvalitni strava s dostatkem bilkovin (1-1,5g/kg vahy s ohledem
na renalni a jaterni funkce)

* svalovy trénink!

. maIa davka anabolik (?!)

Vitale C et al. Heart Failure Association of the European Society of Cardiology position
paper on frailty in patients with heart failure. Eur J Heart Fail. 2019;21:1299-305.




Syndrom krehkosti u HF

Definice:

 l funkce a funkéni rezervy rady organovych systému
Vyskyt:

e az45 starsich pacientt s HF
Zahrnuje:
 prvky fyzické i socialni
e asociace se zhorsenim prognodzy, I riziko mortality i HFH
Diagnostika - alespon tri ze ctyr kritérii:
e neumyslna ztrata télesné hmotnosti (alespon 4,5 kg/rok)
e pocit ztraty télesné sily (mozné objektivizovat — napf. handgrip)
e zpomaleni rychlosti chize
e snizena fyzicka aktivita

Vitale C et al. Heart Failure Association of the European Society of Cardiology position
paper on frailty in patients with heart failure. Eur J Heart Fail. 2019;21:1299-305. |




Syndrom krehkosti u HF

Zakladni domeény " Clini "
O~ Clinical Psycho-cognitive ‘
syndromu krehkosti + Comorbidities* * Cognitive impairment
® Welght loss™ * Dementia
* Falls * Depression*
&
s
4 -
* ADL&IADL HF patient
impairment* gl .
- * Living alone
: ;0\'»// norl moulliee” * No social support*
s * Institutionalisation*
.
. P i
] Functional Social 0
Terapie:

negativnich psychosocialnich vlivl

komplexni: Uprava jidelnicku, kardiorehabilitace, odstranéni

racionalizace medikamentdzni i nefarmakologické terapie

Vitale C et al. Heart Failure Association of the European Society of Cardiology position
paper on frailty in patients with heart failure. Eur J Heart Fail. 2019;21:1299-305. |




Problémové otazky terapie HF ve stari
G

Ucinnost terapie HF
* medikamentdzni
* nefarmakologicka

Riziko komorbidit

Spoustéci mechanismy srdecniho selhani
* moznost prevence

Kardio-cerebralni syndrom
Specifika vyssiho veku
e sarkopenie

 deficience zeleza
e syndrom krehkosti

Paliativni péce




Srdecni selhani u senioru je

VyzZVou:

* specifika farmakologickeé i
nefarmakologicke terapie

* role komorbidit

* pohyb predstavuje benefitiv
této skupiné pacient(

...dekuji za pozornost



