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Co je noveho v diagnhostickych a skorovacich
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ICSD-3 vs ICSD-3-TR

Sleep-Related Breathing Disorders

Obstructive Sleep Apnea (Adult)

A. The presence of one or more of the following:

1. The patient complains of sleepiness. nonre-
storative sleep. fatigue. or insomnia svmptoms.

4. The patient has been diagnosed with hyper-
tension, a mood disorder, cognitive dysfunction,
coronary artery disease. stroke, congestive heart
failure, atrial fibrillation, or type 2 diabetes mellitus

A. The presence of one or more of the following:

1. The patient complains of sleepiness,
fatigue, insommia, or other symptoms leading
to impaired sleep-related quality of life.

4. Deleted

Central Sleep Apneas

Snoring

Snoring has been removed as a symptom

criterion in all central sleep apnea disorders.

MED

*AKULTNI
NEMOCNICE
3RNO



Cardiac rules

1. TECHNICAL SPECIFICATIONS
A, A single modified electrocardiograph Lead Il using torso electrode placement is recommended.

[RECOMMENDED]

Notes:
1. Additional leads may be piaced if eli Ily-indlic

d at the di

2. Increasing image size on display may improve detection of arvhythmias.

3. While classically Lead Il is derived from electrodes placed on the right arm and left leg, the electrodes may be placed on the torso
aligned in parailel to the right shoulder and left hip.

4. Standard ECG electrode applications are superior to EEG electrodes in mintmizing artifact,

of the p

2. SCORING RULES [RECOMMENDED]
A, Score sinus tachycardia during sleep for a sustained sinus heart rate of greater than 90 beats per minute for adults,

B. Score bradycardia during sleep for a sustained heart rate of less than 40/minute for ages 6 years through aduit.

C. Score asystole for cardiac pauses greater than 3 seconds for ages 6 years through adutt.

D. Score wide complex tachycardia for a rhythm lasting a minimum of 3 consecutive beats at a rate greater than 100 per minute
with QRS duration of greater than or equal to 120 msec.

E. Score narrow complex tachycardia for a rhythm lasting a minimum of 3 consecutive beats at a rate of greater than 100 per min-
ute with QRS duration of less than 120 msec.

F. Score atrial fibrillation if there is an irregularly irregular ventricular rhythm iated with 1t of i
by rapid oscillations that vary in size, shape, and timing.

P waves

Nates:

1. Significant arrhythmias such as heart block should be reported if the quality of the single lead is sufficient for accurate scoring.

2. Ectopic beats should be reported if felt to be clinically significant. X

3. Sinus rates vary according to age in children, with faster rates in young children as compared to adulls. For typical sinus rates in chil-
dren, refer to the Cardiac Task Force review paper.

VI. Cardiac Rules

A. Technical Specifications

1

2

Use a single modified electrocardiograph Lead Il on the torso with electrode placement as shown in Figure 1, 12,101
Prccormenoen)

Figure 1.
Diagram of Lead

Il placement

on torso during
cardiac recording.
Hiustration may not
be to scale.

Use a single modified electrocardiograph Lead | on the torso with electrode placement as shown in Figure 2. If an

artifact-free signal cannot be obtained using the modified Lead |, a modified Lead Il must be placed.

Note 1.
Note 2.
Note 3.

Note 4.
Note 5.

Figure 2.
Diagram of Lead

cardiac recording.
Hlustration may not
be to scale.

Additional leads may be placed if clinically indicated at the discretion of the practitioner.
Observing the ECG usinga 10 or 15-sccond page duration may improve detection of arthythmias.

Lead ILis typically derived from electrodes placed on the right arm and left leg, but the negative clectrode
can be placed below the right clavicle at the mid-clavicular line and the positive electrode on the left lower
chest at the anterior axillary line in the 6% or 7% intercostal space.

Standard E

electrode applications are superior to EEG electrodes in minimizing artifact.

Lead Lis typically derived from electrodes placed on the right arm and left arm, but the negative clectrode
can be placed below the right clavicle at the mid-clavicular line and the positive clectrode below the lefe
clavicle at the mid-clavicular line.

V1. Cardiac Rules

B. Scoring Cardiac Events "2

1. Score sinus tachycardia during sleep for a sustained (> 30 seconds) sinus heart rate of >90 beats per minute for

adults. ¥ EZNNEED

2. Score sinus bradycardia duringsleeE for a sustained (> 30 seconds) sinus heart rate of <40 beats per minute for

ages 6 years through adult. >

3. Score asystole for cardiac pauses during sleep >3 seconds for ages 6 years through adult.

4. Score wide complex tachyeardia for a rhythm lasting a minimum of 3 consecutive beats at a rate >100 per

minute with QRS duration of >120 msec.

5. Score narrow complex tachycardia for a rhythm lasting a minimum of 3 consecutive beats at a rate >100 per

minute with QRS duration of <120 msec.

6. Score atrial

if there are i

Mobitz Il is suggested by the two fixed PR intervals pri

both on the ECG. (see Figure 3E) *¢ {

irregular Q)

‘with of

7. Score second lidentify as Mobitz | or Mobitz Il) or third degree atrioventricular (AV) heart block. Mobitz |
(Wenckebach) is suggested by the PR interval that becomes longer until a non-conducted P wave oceurs.

to the non-conducted P wave. Third degree AY block

(complete heart block) is suggested by complete AV dissoci

‘complexes) activity being independent of each other. (see Figure 3, A-D)

ion with atrial (P waves) and ventricular (QRS

8. Score cardiac pacemaker rhythm. The presence of cardiac paced rhythm will be manifested by sharp vertical
spikes either immediately preceding the onset of P wave (atrial pacing) or QRS complex (ventricular pacing) ar

A Festdegres
srovenircular
Faartblock

B sscondd
s
hoartblosk

q
‘

(otit type 1. Wencksbach)
5 vidaring PR inforvel)

blach
(a0 show  warves)

f—
E pacemaker yihm
fi R ——

Figure 3.
Diagram of first (A; provided for illustrative purposes only), second (B-C), and third
ree (0) heart block rhythm (E).
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Hypopnoe

VIIl. Res piratory Rules Part 1: Rules for Adults

D. Scoring of Hypopneas

1A Score a respiratory event as a hypopnea if ALL the following criteria are met: M.12 1 (see Figure 3)
a. The peak signal excursions drop by =30% of pre-event baseline using nasal pressure (diagnostic study), PAP device flow
(titration study), or an alternative hypopnea sensor (diagnostic study).
b. 'The duration of the =30% drop in signal excursion is =10 seconds.
¢. Thereisa 3% oxygen desaturation from pre-event baseline or the event is associated with an arousal.

1B Score a respiratory event as a hypopnea if ALL the following criteria are met: H.12.1
a. The peak signal excursions drop by 230% of pre-event baseline using nasal pressure (diagnostic study), PAP device flow
(titration study), or an alternative hypopnea sensor (diagnostic study).
b. ‘The duration of the 230% drop in signal excursion is =10 seconds.
¢. Thereisa z4% oxygen desaturation from pre-event baseline.

Scoring hypopneas as central or obstructive events is EIERE® as noted in chapter I1. Parameters to be Reported Part 1: Rules for
Reporting Polysomnography, section F.

2. If electing to score obstructive hypopneas, score a hypopnea as obstructive if ANY of the following criteria are met:

a. There is snoring during the event.

b. There is increased inspiratory flattening of the nasal pressure or PAP device flow signal compared to bascline breathing.
. There is an associated thoracoabdominal paradox that occurs during the event but not during pre-event breathing

3 If electinE to score central hypopneas, score a hypopnea as central if NONE of the following criteria are met:

a. There s snoring during the event.
b. There is increased inspiratory flattening of the nasal pressure or PAP device flow signal compared to bascline breathing.
¢ There is an associated thoracoabdominal paradox that occurs during the event but not during pre-event breathing.

MNote 1. 'The criteria used to score a respiratory event as a hypopnea should be specified in the PSG report. It is the
responsibility of the individual practitioner to confirm and follow the criteria that should be used for reporting to
the patient’s payer in order to be reimbursed and qualify the patient for therapy.

Mote 2. Foralternative hypopnea sensors see rule A4 in this chapter.

Note3. Supplemental oxygen may blunt desaturation. There are carrently no scoring guidelines for when a patientis on
supplemental oxygen and no desaruration is noted. If the diagnostic study is performed while the individual is on
supplemental oxygen, its presence should be mentioned in the narrative summary of the study.

Redukce toku vydechovaného vzduchu o 30% oproti baseline
trvajici 10s a vice (jako baseline flow hodnotime epochu pfed a po

udalosti) a k tomu navic:

A) Pokles saturace o 3% oproti baseline (t&ésné pred udalosti)

nebo arousal (probouzeci reakce — Ize pouzit pouze u PSG)
B) Pokles saturace o 4 % oproti baseline

Pravidla nutno udrzet konzistentné u vSech zaznamu na jednom
pracovisti a zapsat do protokolu, které pravidlo pro hypopnoe je

pouzivanol!!

Pokud provadime PSG a pocitame i arousals tak zvySime
zachyt OSAT MUNT E ot
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Co se ma zaznamenavat v prubéhu PSG?

Nove krome jiz zavedenych hodnot:

- zaznamenat minimalni a maximalni TF

- zaznamenat hodnoty procenta Casu spanku v saturaci pod 95%,
90%, 85%...

- zaznamenat pritomnost chrapani — povinneé u deti (u dospelych
doporuceno)

Alfa rytmus/alfa aktivita ma byt nyni oznacovana jako zadni dominantni rytmus (posterior

dominant rhytm) — vzhledem k tomu, ze jeho aktivita je maximalni u vSech vékovych

NEMOCNICE

kategorii v okcipitalnim cortexu, ale jeho frekvence se méni (klesa) jak starneme... Il E L

M E D



Lécba OSAS pomoci CPAP a hypertenze

4 metaanalyzy randomizovanych studii

« Bazzano et al. - 16 studii (818 osob), zmeéna systolickéeho
TK 0 2,46 mm Hg, zmena diastolickéeho TK o 1,83 mm Hg

« Alajmi et al. - 10 studii (587 osob), zmeény malé a
nesignifikantni

Mo et al. - 7 studii (471 osob), zmény malé, signifikantni
pouze pro 24 hod diastolicky TK

« Haentjens et al. - 12 studii (572 osob), signifikantni
zmeny pouze pro stredni a systolicky TK v noci, zavislost
na tizi apnoe a na adherenci k terapii

—
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Bazzano LA et al., Hypertension 2007, Alajmi M et al., Lung 2007, Mo L et al., Zhonghua Yi Za Zhi 2007, Haentjens P et al., Arch Intern Med 2007



Lécba OSAS pomoci CPAP a hypertenze

15

MAP Systolic Diastolic

Kara et al., Mayo Clinic Cardiology



Benefity leCby CPAP u OSAS

Overall a) systolic and b) diastolic blood pressure (BP) changes comparing continuous positive
airway pressure (CPAP) versus passive treatment, mandibular advancement devices (MADSs)
versus passive treatment and CPAP versus MADs considering all studies toget...

i SBP

Mean difference Estimatesn /2
(95% Cl)
CPAP versus no CPAP
On
inclu e -2.09 (-2.78--1.40) 63 53
Office [ -2.14(-3.27--1.01) 33 63
24h b -2.52 (-3.44--1.60) 26 12
Day b -1.84 (-2.80--0.88) 28 25
Night b -3.89 (-4.89--2.89) 27 19
MAD versus no MAD 5
One estimate for each :
included study He] -1.17 (-2.24--0.10] 8 0
Office ) -0.13 (-0.25--0.00) 4 0
24 h Fat ~1.55 (~2.76--0.34) 4 0
Day iy 0.46 (-3.20-4.12) 4 45
Night —t— 0.65 (-3.47-4.77) 3 57
CPAP versus MAD :
One estimate for each :
included study H—{ 0.26 (-1.07-1.60) 5 22
Office et 0.89 (~2.92-4.70) 2 0
24 h i 0.46 (-0.07-0.99) 3 0
Day ——=F+—— -1.51(-10.89-7.87) 2 73
Night ——=—  4.20(-3.78-12.18) 1
-8 -4 4 8

ABP (change CPAP-change control) mmHg

Pengo MF et al. Eur Respir J 2020

i DBP

Mean difference  Estimatesn /2
(95% Cl)
CPAP versus no CPAP
On
inclu - -1.92 (-2.40--1.43) 61 51
Office b -1.59 (-2.37--0.81) 31 55
24h b ~2.50 (-3.25--1.75) 26 34
Day b -1.77 (-2.47--1.06) 28 33
Night e -2.62 (-3.72--1.53) 28 72
MAD versus no MAD
One estimate for each
included study e -1.11 (-1.82--0.41) 8 0
Office i -0.01 (-1.64-1.62) 4 0
2 h o ~1.50 (-2.30--0.70) 4 0
Day s 0.04 (-1.76-1.84) 4 0
Night (R -0.58 (-2.37-1.21) 4 38
CPAP versus MAD :
One estimate for each :
included study L4 0.15 (-0.58-0.89) 4 0
Office P -0.20 (-4.20-3.80) 2 48
24 h - 0.12 (-0.63-0.87) 3 0
Day . 0.89 (-2.41-4.18) 2 0
Night i -2.36 (-4.12--0.61) 2 0
-8 -4 4 8

ABP (change CPAP-change control] mmHg

mUNI E
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Benefity leCby CPAP u OSAS

a) Night-time systolic blood pressure (BP) and b) per cent (%) of BP dip in a subset of subjects
pre- and post-treatment with continuous positive airways pressure (CPAP).

a) 1254
1204 *
B *p=0.028
O
S 115-
w
73 %
()]
£
i 110
A cary
oo
=
1054
100 . .
Pre-CPAP Post-CPAP

U normotenznich bez nocniho poklesu obnovuje dipping.

Crinion SJ et al. ERJ Open Res 2021

b)

% BP dip

125

104

**p=0.034

* %

|
Pre-CPAP

|
Post-CPAP

MUNT e
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APAP
Zvysuje
cetnost
arousals a
tim 1 aktivitu
sympatiku

Pépin JL et al. Thorax 2016

Benefity leCby CPAP u OSAS

Change from baseline in 24 h blood pressure variables.

ITT analysis ) 24h*r BP Wake BP

]

Sleep BP

Tl

Pokud neni
silna vazba

Change in BP mmHg (95%CI)

I

PP analysis

apnoi na

polohu/fazi
.o Spanku, tak je
mnohem

Change in BP mmHg (95%CI)

—C0—

On fixed pressure CPAP (closed symbols) and AutoCPAP (open symbols)
Intention-to-treat (ITT) analysis. Per-protocol (PP) analysis. *p<0.05.

vyhodnéjsi

fixni tlak!!

/
——

—
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Klinické studie v sekundarni kardiovaskularni
prevencl

Authors Study  Patients (n, Eligible Follow-up Diagnosis  Groups Primary  Results Secondary
CPAP versus Patients  (months) of OSA Outcome Analysis
Controls)
Pekeretal. RICCADSA 122122 Revascularised 57 AHI215+ESS CPAPversus  MACE HRO80(95% Cl =4 h/night:
2016% CAD <10 control [0.46-141)) HR 0.29 (95% Cl
[0.10-0.86)
McEvay SAVE 1,346/1,341 CVD 43 0Dl 212 CPAPversus  MACE! HR 1.10(95% Cl 24 h/night:
et al. 2016* (24%) + ESS <15 cantrol [0.91-1.32) HR 0.52 (35% Cl
10.30-0.90))for
cerebral events
Sanchez-de- ISAACC  633/631 ACS 40.2 AHI 215+ ESS  CPAPversus  MACE! HR 089 (95% CI 24 h/night:
la-Torre et al. <10 control [0.68-1.17) 0.80 (95%Cl
2020% 052-1.23)

MUNI e
M E D



PAP terapie u OSA a ICHS

Spatna adherence k PAP 1&Ebé - mozZna lepsi vysledky, kdyby byli zahrnuti pacienti s
vice symptomy, vzhledem k tomu, ze nadmerna denni spavost je znamkou
zavaznosti onemocneni.

AHI nebere v Uvahu dulezité aspekty respiracnich udalosti (delka, velikost desaturace,
pritomnost probuzeni atd.) - velmi heterogenni skupiny pacientu s ruznymi fenotypy.
Pouziti novych diagnostickych a/nebo prognostickych kritérii u pacientu s OSA, ktere

umoznuji lepsi stratifikaci rizika, stejné jako pouziti biomarkeru schopnych
identifikovat podskupiny pacientu s OSA's vysokym rizikem KV nebo metabolickych
pfihod, muze usnadnit pfehodnoceni role a u€innosti IéCby OSA.

Lécba OSA pomoci CPAP nemusi byt ucinna pfri snizovani recidivujicich KV prihod u
pacientu s pokrocilym nebo symptomatickym aterosklerotickym vaskularnim
onemocnénim, jako byli pacienti zahrnuti do studii SAVE a ISAACC.

MUNT B e
IED

Van Ryswyk E et al, Sleep 2019



Effects of CPAP on Atherosclerotic
Coronary Plagues in Patients with
Sleep-Disordered Breathing: the
ENTERPRISE Trial

CPAP a ateroplaty - dalsi dobra zprava

z

20
1.5
1.0
0.5

0.5
-1.0

Change in PAV (%)
o

-1.5
-2.0
2.5

Fukase T et al

Comparison of change in percentage atheroma volume

+0.82%
-1.90%
p=0.018
C group CPAP p
23 (n=24)

(B)

Change in PAV (%)

20
15
1.0
0.5

0

-0.5
-1.0
-1.5
-2.0
-2.5

+0.17%
I |
-2.48%
p=0.047
dequate CP, adequate & non-Cl
group (n=12) group (n=35)

., medRxiv 2023, O 'Donnell C et al., Ann Am Thorac Soc 2024

Continuous positive airway pressure but not
Liraglutide-mediated weight loss 2 improves
early cardiovascular disease in obstructive
sleep apnea: Data from a 3 randomized
proof-of-concept study.

A) Total Plague Volume B) Calcified Plague Volume
3 s - e Change in CT
; o coronary artery
g 2er 5 plaque volumes
z z .
from baseline to
. CRAP Liragiutide  Combimation CPap Liraglutide Combination 24-Week Of 735
C) Mon-calcified Plague Volume D) Low-attenuation Plaque Yolume I nte rventl On .
] - e _ 1 - o

3D =
5 ;1[‘:(—
- 200 >
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Markery mozného KV rizika u pacienti s OSAS

Vysoka pulse-rate response zvysuje pravdepodobnost KV prihod
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Multi-Ethnic Study of Atherosclerosis (1395 pts.)

Sleep Heart Health Study (4575 pts.)

Azarbarzin A te al., Am J Respir Crit Care Med 2021
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Markery mozného KV rizika u pacienti s OSAS

,2hypoxicke bremeno” - procentominuty v hyposaturaci oproti baseline za hodinu spanku

Resp. Event

¥ Search Window _ |
— D

SpOu(%)

Hypoxic:Burden
50 0 50 <150 <100 50 0 50 100
Time (s) Time (s)

For example a hypoxic burden of 40
(%min)/h

= 20 minutes of 2% desaturation
= 10 minutes of 4% desaturation
5 minutes of 8% desaturation

Azarbarzin A te al., Eur Heart J. 2019

1.0

0.9
g Hypoxic Burden k.
Bos ~ Q1 (<20 %min/hr)
2 ~ Q2 (20-34 %min/hr)
3 — Q3 (34-53 %min/hr)
E ~— Q4 (53-88 %min/hr)
2 ~— Q5 (>88 %minihr)

0.7

|
0.6 |
. 5 10
Time(years)

Adjusted survival curves for cardiovascular mortality across categories of the hypoxic burden in MrOS. These curves were obtained from Model 4. The adjusted survival

curves were obtained by averaging the predicted survival curves for every observation in MrOS study.

The Outcomes of Sleep Disorders in Older Men (2743 pts.)
Sleep Heart Health Study (5111 pts.)
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Markery mozného KV rizika u pacienti s OSAS

Pacienti s vySSim hypoxic burden maji vyssi vyskyt MACE

1.00
00 Multivariate log rank test p<0.0001
0.95 -
g
'S 0.90 -+
3
/)]
) —— HB <12.8 %min/h
o 12.8 < HB<31.6 %min/h
2 0.85 1 :
o —— 31.6 < HB<71.0 %min/h
—— 71.0 < HB %min/h
0.80 -
1] 1,339 1,320 1,304 1,179 990 819 661 510 420 298 183 90 33 0
No.
3 1,339 1,307 1,281 1,172 1,005 816 671 531 404 294 176 105 35 0 [atrisk
4 | 1,340 1,297 1,266 1,147 988 842 687 531 434 327 212 126 44 0
I I I I I I I

I I I I | I I

0 1 2 3 4 5 6 7 8 9 10 11 12 13 |V|U|\|I ::ﬁ%‘ﬁ{,’é{.m
E

Years of follow-up

Trzepizur W et al., Am J Respir Crit Care Med, 2022



Markery mozného KV rizika u pacienti s OSAS

Pokles amplitudy pulsniho oxymetru = prehodné snizeni srdecCniho vydeje

0.150 0.150
PPG = -»
— 0.100 CPAP not adherent 0.100 CPAP not adherent
High PWAD index PWADs g
; i . - A
s MR AMOATAOM o LM B 2 el
f © ren adherent
. E 0.050 0.050
Low PWAD index 3
A ‘ : s )
Low PWAD High PWAD
Pt {JmwmWMMWMmmmw)ﬁmmmU.”":m“mm&]mwwmmmw‘mwmwwmumwwuwmmummmwww C?’:P adherent vs not adherent CII:’gAP adherent vs not adherent
' — i HR:0.91[0.72-1.15], P = 0.431 HR: 0.74 [0.55-0.98], P = 0.036
Follow-up time (month)
0.000 0.000
0 2 4 6 8 10 0 2 4 6 8 10

Follow-up time (year) Follow-up time (year)

Pacient s vysokymi PWAD bude pri lecbé CPAPem vyrazne profitovat z [éCby
—snizeni MACE MUNT o
MED

Solelhac G et al., Am J Respir Crit Care Med 2023



Standardni versus personalizovany pristup

Standard (one-size-fits-all) approach:

Usually determined by
the AHI criteria and
studied population

Primary prevention*

Benefits: Nonfatal and fatal CV
events in those with severe OSA
(Usually sleepy patients)

B

Personalized approach:

ALY

‘\_\

1)
W ()
e

L

Pre-selection of
patients who might
have CV benefits

Secondary prevention

No CV benefits
(Usually non-sleepy patients)

We might face the following scenario:

Primary prevention

Benefits: Severe
OSA, sleepy patients
with moderate
OSA, patients with
a higher level of
biomarker at

baseline, etc.

No Benefits:
Non-sleepy mild or
moderate OSA, low
hypoxemic burden,

no increase of
biomarkers at
baseline, etc.

Mazzotti DR et al, Am J Respir Crit Care Med 2020

Secondary prevention

Benefits:
Sleepy patients,
lower risk profile, etc.

No Benefits:
Non-sleepy
patients, multiple
comorbidities
(ceiling effect),* etc.

OSA nemusi pfedstavovat
nezavisly rizikovy faktor a terapie
CPAP by proto nepfinesla dalsi
KV pfinosy

MUNT B e
MED



Strategie I1é€by ruznych fenotypu OSAS

Subtype A: Subtype B:
“Classic" Oldest, comorbid

Subtype F:

Subtype E:
Severs, non-hypoxemic

Severe, hypoxemic

co -2 - Shoan stogas - -5
= E i E=E

PSG
Ta High

’ e B T —
LN TR - rNenier -
Subtype D I e
Subtype C: Youngest, upper 17T ATy
airway symptoms Amusals
L 1B
i

Female, insomnia

5 n L
ZC e o o e oD

| Yarger, male, seversiy chess, sieesy
Al = high; Hypoxic:Ar Apn. = high; AHl = high; Hypoxic:Ar Apn. = low;
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ASV se nemusime bat — nejspise ani u pacientu
s HFrEF

« 2010-2021 (COVID-19-related restrictions + recall of the ASV device).

« 1127 pts. screened, 731 pts. (65%) randomized - SC (n=375; AHI 42,8) or SC + ASV (n=356; AHI 43,3).

« 41 (6%) of participants withdrew consent and 34 (5%) were lost to follow-up.

* In ASV group AHI decreased to 2,8-3,7 with associated improvements in sleep quality.

« Over a mean follow-up period of 3,6 years, ASV had no effect on the primary composite outcome (180
vs 166 events in the ASV group (HR 0,95, p=0,67) or the secondary endpoint of all-cause mortality (88
vS. 76 detahs in the ASV group (HR 0,89, p=0,47).

* For patients with OSA, the HR for all-cause mortality was 1,00 (p=0,98) and for CSA was 0,74 (p=0,25).
No safety issue related to ASV use was identified.

In pts. with HFrEF and SDB, ASV had no effect on the primary composite
outcome or mortality but eliminated sleep-disordered breathing safely.
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A jeste Entresto — zde je ovsem efekt i na OSA

Sacubitril-valsartan initiation in chronic Effects of sacubitril-valsartan on central and
obstructive apneas in heart failure patients

with reduced ejection fraction

heart failure patients impacts sleep
apnea: the ENTRESTO-SAS study
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Jaffuel D et al., ESC Heart Failure 2021; Wang Y et al., Sleep and Breathing 2023
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*p <0.05
**n < 0.01
***p < 0.001
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A 4

Zaver

Novinky v dg. a skérovacich kritériich AASM (OSA, CSA, hypopnoe, min/max TF...)
LéEba OSAS pomoci CPAP a hypertenze (TK, dip, CPAP/APAP)

Markery KV rizika u pac. s OSAS (pulse-rate response , hypoxic burden, pokles
amplitudy pulsniho oxymetru)

Standardni versus personalizovany pristup + fenotypy

Terapie SDB u pacientu s HFrEF (ASV bezpeéna) + vliv sacubitril valsartanu na SA
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