Nova éra v léché pacientu se srdecnhim selhanim
a zachovalou ejekcni frakci.



Time dependent interventions
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Srdecni zastava - minuty



RELATIONSHIP BETWEEN TIME-TO-ROSC AND SURVIVAL IN OUT-OF-HOSPITAL
CARDIAC ARREST ECPR CANDIDATES: WHEN IS THE BEST TIME TO CONSIDER
TRANSPORT TO HOSPITAL?

Brian Grunau, Joshua Reynolds, Frank Scheuermeyer, Robert Stenstom, Dion Stub,
Sarah Pennington, Sheldon Cheskes, Krishnan Ramanathan, Jim Christenson

I 50 and 90% survivors reached ROSC in 8th and 24th minute |

50% A.
N _— 1 100%
. N = 1206, 27% survival
45% l._HJ[“] i
40% BO% 1
£ 70%
. 35% £
S % 0%
5 30% 2 50%
E -
@ S 4%
s 25% T
2
._-? £ 30%
2 20% K
- v a 4
g 2004
15% - 10% 4
0%
10% ;. ., 1} 5 10 15 20 25 30 35 40 45 50
Elapsed Duration of Professional Resuscitation (minutes)
5% -
0% . .
0 5 10 15 20 25 30 35 40 45 50 55 Percent of survivors who reached ROSC

Elapsed Duration Since Commencement of Professional Resuscitation (minutes)

Minute 16 is a breaking moment

e Full Cohort = eShockable @~ eeees Non-Shockable

FIGURE 3. Probability of survival among pulseless patients, at in-
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(with 95% CI).



OHCA - 9 unsuccessful defibrillations for VF
35 minutes after collapse on the cathlab table

AN
Zdroj: J. Bélohlavek, Il. interni klinika - klinika kardiologie a angiologie klinika VFN, Praha 2



Power of ECPR

Relationship of CPR Duration and Survival
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ms UMN-ECPR

When the brain/patient
can still recover?
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0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80-89 90-99

Neurologically Favorable Survival (%)
(4]
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Duration of Professional CPR (min)
Patients at Risk
Time (min)| 0-9 | 10-19 | 20-29 | 30-39 | 40-49 | 50-59 | 60-69 | 70-79 | 80-89 | 90-99 | Total
UMN-ECPR| 0O 0 = 12 20 | 36 35 | 27 15 7 | 160
ALPS 70 | 151 | 102 | 95 99 | 69 29 11 3 7 | 636

BartosJA....Yannopoulus D et al. Circulation 2020



Akutni infarkt - hodiny
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Figure 1. Thirty-day mortality and 30-day-plus late cardiac mortality 75
versus time to reperfusion. Mortality was significantly less in the early
reperfusion group (<2 h) versus the three later reperfusion groups i i : | I l : | I |
combined. Mortality was relatively independent of time to reperfusion 1 2 3 4 5 6 7 8 9 10

after 2 h. The p values compare the early perfusion group (<2 h) with
the three later reperfusion groups combined (=2 h). _ _ _

Figure 3. Kaplan-Meier survival curves for 30-
day-plus late cardiac survival for each of four
categories of time to reperfusion. Survival in
the early reperfusion group (<2 h) was signifi-
cantly better than in the three later reperfusion
groups combined (p = 0.03 by log rank test).
Survival was similar in the three later reperfu-
sion groups, with no significant differences be-
tween groups.

Brodie et al. JACC 1998



Srdecni selhani — dny a tydny



> @y @ Safety, tolerability, and efficacy of up-titration of guideline-
directed medical therapies for acute heart failure
(STRONG-HF): a multinational, open-label, randomised, trial

Alexandre Mebazaa, Beth Davison, Ovidiu Chioncel, Alain Cohen-Solal, Rafael Diaz, Gerasimos Filippatos, Marco Metra, Piotr Ponikowski,
Karen Sliwa, Adriaan A Voors, Christopher Edwards, Maria Novosadova, Koji Takagi, Albertino Damasceno, Hadiza Saidu, Etienne Gayat,
Peter S Pang, Jelena Celutkiene, Gad Cotter

Summary
Lancet 2022; 400:1938-52  Background There is a paucity of evidence for dose and pace of up-titration of guideline-directed medical therapies
published Online  after admission to hospital for acute heart failure.

High-intensity care group Usual care group Adjusted treatment Adjusted risk ratio p value
(n=542) (n=536) effect (95% Cl) (95% Cl)
Primary endpoint
All-cause death or heart failure readmission by 74/506 (15-2%) 109/502 (23-3%) 81(2:9t013-2) 0-66 (0-50to 0-86) 0-0021
day 180*
Secondary endpoints
Change from baseline to day 90 in EQ-5D VAST 10-72 (0-88) 7-22 (0-90) 349 (1.74t0 5:24) NA <0-0001
All-cause death by day 180* 39/506 (8:5%) 48/502 (10-0%) 1.6 (-23t054) 0-84 (0-56 to 1-26) 0-42
All-cause death or heart failure readmission by 55 (10-4%) 72(13-8%) 34 (-0-4t07-3) 0-73 (0-53t0 1-02) 0-081

day 90*




100+ -

Probability of event-free survival (%)

—— Usual care group 180-day adjusted risk difference 8-1% 180-day adjusted risk difference 8-9%
—— High-intensity care group (95% C12.9 to13-2; p=0-0021}) (95% C1 3.9 to 14-0; p=0-0005)
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MNumber at risk

Usual caregroup 502 494 474 454 439 423 410 394 381 373 366 353 329 502 494 474 454 439 423 410 394 381 373 366 353 329
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Number at risk Time since randomisation (days) Time since randomisation (days)

Usualcaregroup 502 496 484 476 466 454 446 439 432 425 415 409 379 502 496 484 476 466 454 446 439 432 425 415 409 379
High-intensity caregroup 506 499 492 480 468 462 458 448 443 435 426 417 376 G06 499 492 480 468 462 458 448 443 435 426 417 376

Figure 3: Adjusted Kaplan-Meier estimates of cumulative event-free survival with down-weighting of cohort 1 for all-cause death or heart failure readmission (A), all-cause death or heart
failure excduding deaths due to COVID-19 (B), all-cause mortality (C), and all-cause mortality excluding deaths due to COVID-19 (D), from randomisation up to day 180
Adjusted 180-day risk differences are given. Analyses excluding COVID-19-related deaths were prespecified sensitivity analyses.

Mebazaa A, et al. Safety, tolerability and efficacy of up-titration of guideline-directed medical therapies for acute heart failure (STRONG-
HF): a multinational, open-label, randomised, trial. Lancet. 2022 Dec 3;400(10367):1938-1952.



VIEWPOINT

Simultaneous or Rapid Sequence Initiation
of Quadruple Medical Therapy for Heart Failure—

Optimizing Therapy With the Need for Speed

JAMA Cardiology Published online March 31, 2021

Stephen J. Greene, MD
Duke Clinical Research
Institute, Durham,

North Carolina; and
Division of Cardiology,

Duke University School

of Medicine, Durham,
North Carolina.

Gregg C. Fonarow, MD
Ahmanson-UCLA
Cardiomyopathy

Javed Butler, MD,

Center, University of
California Los Angeles,

MPH, MBA Los Angeles; and
Department of Associate Section
Medicine, University of Editor, JAMA
Mississippi Medical Cardiology.

Center, Jackson.

Figure. Simultaneous or Rapid Sequence Initiation of Comprehensive Disease-Modifying Medical Therapy (CDMMT) for Heart Failure

Early relative risk reduction

Initiation and optimization of medication dosing

Outcomes Change, % | CDMMT Day 1 Days 7-14 Days 14-28 | Days 21-42 | After day 42

CV death or HF hospitalization -42 ARNI Initiate Continue Titrate, Titrate, Maintenance or additional titration
at low dose as tolerated | astolerated | of the 4 foundational therapies

Death -25 B-Blocker | Initiate Titrate, Titrate, Titrate, Consideration of EP device therapies
at low dose | astolerated | astolerated | astolerated | ortranscatheter mitral valve repair

CV death or HF hospitalization -37 MRA Initiate Continue Titrate, Continue Consideration of add-on medications
at low dose as tolerated or advanced therapies, if refractory

Death, HF hospitalization,or emergency/ | -58 SGLT2i Initiate Continue Continue Continue Manage comorbidities

urgent visit for worsening HF
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European Journal of Heart Failure (2017) 19, 1095-1104



Ptemysl Hajek; Nemocnice Ceské Budé&jovice

v

Cetnost opakovaného prijmu
k hospitalizaci

/

AWNENER rehospitalizace > 25 % / 30 dni

\vysoké riziko hemodynamické nestability 12 > Smrt

J

® o 4 Paliativni péce
'ﬂ‘ ’: | m II ’R 2
Pfechodova faze & Q ’H\“

mortalita 10 % / 30 deni
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=

Doba od propusténi

1. Greene et al. Nat Rev Cardiol 2015;12:220-29; 2. Langenickel et al. Drug Discov Today: Ther Strateg 2012;9:e131-9. 3. Desai AS and Stevenson LW. Circulation
2012;126(4):501-6. 4. Kociol et al. Am Heart J 2013;165:987-94; 5. Cleland et al. Eur Heart J 2003;24:442—63



Recommendation Class® Level®

An intensive strategy of initiation and rapid

up-titration of evidence-based treatment before

discharge and during frequent and careful follow-up

visits in the first 6 weeks following a HF

hospitalization is recommended to reduce the risk of

© ESC 2023

HF rehospitalization or death.“* '

McDonagh, T. European Heart Journal (2023) 00, 1-13
https://doi.org/10.1093/eurheartj/ehad195



Risk for HF-admission and mortality

High
Hazard -
ratio

Low
Hazard -

.

ratio

|
Low eGFR

slope of
Tml/min/y

Starting eGFR

———— HF-slope without
RAASI

— HF-slope with
RAASI

— slope of
5 mi/min/y

Risk reducing
effect of RAASI

High eGFR

European Journal of Heart Failure (2022) 24, 603-619
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Verba movent, exempla

trahunt
(kardiolog v ordinaci VPL)

JOSEF SLABY
USTAV LEKARSK

OBLASTNI NEMOCNICE KOLIN,A.S., KARDIOLOGICKA AMBULANCE




Agenda

= Srdecni selhani - 1é¢ba

" Preventivni prohlidka VPL — doplnéni
doporuceni

" Technické vybaveni a podminky VZP
" Kazuistika

= Zaverecneé shrnuti

Verba movent, exempla trahunt



Srdecni selhani (HF) —

The Four Pillars of Heart Failure
Optimise

Re-assess '

Initiate
BB MRA SGLT2i

Should be
rapidly and
simultaneously
introduced

Consider additional therapies

Zdroj: Straw S, et al. Open Heart 2021;8:e001585. doi:10.1136/openhrt-2021-001585

Verba movent, exempla trahunt



Jak to delame u nas v kolinské
nemocnici?

= U hospitalizovanych pacientu se srdecnhim
selhanim je pred dimisi zahajena kompletni
prognosticka lécba

Zdroj: MUDr. J. Slaby

Verba movent, exempla trahunt



Preventivni prohlidka VPL —
doplnéni doporuceni

. stanoveni hladiny NT-
proBNP ....v ramci bézné PP u
pacientu s:

= Arterialni hypertenze
" Onemocnéni ledvin

prevence
= Chronicka ICHS v .
Diohet v 2 ¢ — srdecniho
plapetes meilitus Z. u r s
YP selhani!

= Znamky hypertrofie levé
komory na EKG

doc.MUDr. V.Danzig, PhD, FESC

Verba movent, exempla trahunt



Technickeé vybaveni a
podminky VZP

Test NT-proBNP; Praktik Velim, s.r.o.

Vykaznictvi -> ZP

400

y Cislo vykonu: 1148
300 Bodové ohodnoceni: 794 b.
250 Financni
200 ohodnoceni: 1 056 K¢
150 Frekvenéni omeaz. 1x/den
100 Naklad na porizeni materialu:
50 Testovaci prouzek 532 K¢
0 Pipeta 10 K¢
2020 2021 2022 2023
@mm\ictteno pacientll  essmsprovedeno test Celkem 542 Ke
Hruba marze - 1 test 514 Kc

Verba movent, exempla trahunt



Kazuistika (1/3)

= Zena ro¢.1947 — PP 28.6.2023

® Anamnéza:

= OA: art.hypertenze, CVI DKK, jinak bezvyznamna
= FA: Tritace 2.5mg, Zorem 5mg, Detralex
= SA: manuadlni profese (zemédélstvi), abusus neg.
= Obj.nalez: TK 124/90 mmHg, TF 73/min, oxy 98%, fyzikalné bez
pozoruhodnosti, 74kg, 155cm
= Kreatinin 94; gly 5,9; JT v normé; LDL-C 2,50, HGB 138
= EKG: SR, osa vlevo, PQ 160 ms, QRS 100 ms, PZve V4, ST-D |, aVL, neg. T |, aVL
V5-V6

Cobas: POC NT-proBNP: 8825 pg/ml (!!

Verba movent, exempla trahunt



Kazuistika (2/3)

= 30.6.2023 -> ECHO: dilatace sini, dilatovana kulovité
remodelovana LK, EF 20-25%, difusni hypokinesa,
stredné vyznamné AV regurgitace, plicni hypertenze
se SAP 55-60 mmHg 2%’
= Okamzita zména medikace: Entresto 25/26, “
Bisoprolol 2.5, Verospiron 25, Furon 40, Jardiance 10
= 18.7.2023 -> indikace k SKG, titrace ARNI

= 30.8.2023 -> AMTK (avg. 97/51 mmHg)

s

Verba movent, exempla trahunt



Kazuistika (3/3)

10/2023 -> SKG-bez

NT-proBNP

10000 vyznamnych stenos

9000

o 1/2024 -> kontrolni

6000 ECHO-regrese dysfce LK,
5000 EF 30-35%

4000

3000 2635 2555 v ,

2000 00 Los 3/2024 -> navyseni

1000 déka ARNI, klin. stav

0
6.3.2023  8.12.2023 10.21.2023 12.30.2023 3.9.2024  5.18.2024

Verba movent, exempla trahunt

uspokojivy



Zaverecné shrnuti

= Narust pacientu s dg. srde¢niho selhani — ,,epidemie” HF (nova
klasifikace)

= Zména strategie farmakoterapie (SGLT2 inh. jako drivery, studie
STRONG-HF)

" Laboratorni diagnostika

Stratifikace rizika vyskytu HF u pacientt v ordinaci VPL a posileni
prevence

Zdroj: MUDr. J. Slaby

Verba movent, exempla trahunt



Dekuji za pozornost.




SRDECNI SELHANI
TIPY A TRIKY

SYMPOZIUM: CAS JE PROGNOZA ANER JAK TO DELAME U NAS?

MUDR. MICHAL FIKRLE PH.D.

KARDIOL. ODD. NEM. JIHLAVA



Dlouhodoba predikce incidence: srdecni selhani

Zdroj: NRHZS 2010-2022, IS Zemfeli 2010-2022, Demograficka projekce CSU

Pozorovana Predikce incidence

Predikce vjvoje incidence (vEetné 90% intervali spolehlivosti)

Rok 2021 Rok 2023 Rok 2025 Rok 2030 Rok 2040 V roce 2021 bylo v CR nové

— identifikovano vice nez 49 tisic
Srdecni selhani 49223 57 877 (51 323; 64 431) |61 283 (54 431; 68 135) |69 015 (61 533; 76 497) | 75 578 (67 673; 83 482) pacientﬁ se srdeénim selhanim.
Vzhledem k demografickému vyvoji
ceské populace je pro dalsi obdobi
nutné kalkulovat s podstatnym
narustem novych pripadi srdecniho
selhani zhoubnych nadord,atoaio
+ 20% kaidych 10 let.

V roce 2020 doslo k ziretelnému
poklesu poctu nové
diagnostikovanych pacientd se
srdeénim selhanim v ddsledku
epidemie COVID-19, nicméné jiz v
roce 2021 lze pozorovat navrat k
trendu predchoziho obdobi.
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90% interval spolehlivosti, na grafu zndzornén pasem, interval spolehlivosti je disledkem statistické neuréitosti odhadu recentniho trendu incidence, nezahrnuje dalii zdroje neurtitosti
Data mezi roky 2010-2015 nejsou zobrazena z divodu zkresleni nedostateénym Easovym oknem do minulosti.
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AT-RISK FOR

HEART FAILURE
(STAGE A)

Patients at risk for HF
but without current or
prior symptoms or
signs of HF and
without structural,
biomarker, or genetic
markers of heart
disease.

Patients with HTN,
CVD, DM, obesity,
known exposure to
cardiotoxins, family
history of
cardiomyopathy

Heidenreich PA et al.,2022 AHA/ACC/HFSA guideline for the management of heart failure: a report of the American College of Cardiology/American Heart Association Joint Committee on Clinical Practice

PRE-HEART

FAILURE
(STAGE B)

Patients without
current or prior

symptoms or signs of
heart failure but

evidence of one of the
following

Structural Heart Disease:
e.g. LVH, chamber
enlargement, wall motion
abnormality, myocardial
tissue abnormality, valvular
heart disease

Abnormal cardiac function:
e.g. reduced LV or RV
ventricular systolic function,
evidence of increased filling
pressures or abnormal
diastolic dysfunction

Elevated natriuretic peptide
levels or elevated cardiac
troponin levels in the setting
of exposure to cardiotoxins

Guidelines. Circulation. 2022;145:895-e1032. doi: 10.1161/CIR.0000000000001063©

HEART FAILURE
(STAGE C)

Patients with current or
prior symptoms and/ or
signs of HF caused by

structural and/or
functional cardiac
abnormality

Heart Persistent Heart
Failure in Failure

Remission

with GDMT and risk factor modification

ADVANCED
HEART FAILURE
(STAGE D)

Severe symptoms and/
or signs of HF at rest,
recurrent
hospitalizations despite
GDMT, refractory or
intolerant to GDMT

requiring advanced
therapies such as
consideration for
transplant, mechanical
circulatory support, or
palliative care
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ETIOLOGIE

ECHQO — CHLOPNE, ICHS

SKG — ICHS

HOLTER — ARYTMIE

ANAMNEZA — ALKOHOL (2), VIROZA/PRUJEM, KLISTE, ONKO,
LABORATOR — IONTY, CK, TSH/FT4, KOD, FE, NTPROBNP
MR

MUDr. Michal Fikrle, Ph.D., Kardiologické oddéleni, Nemocnice Jihlava
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TERAPIE
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John G. F. Cleland et al., Cardiologia Hungarica 2020; 50: 67-82, Packer M et al. N Engl J Med. 2020;383:1413; 2. Butler J et al. Eur J
Heart Fail. 2020;22:1991



CONGESTED

Variable

EUVOLEMIA

Orthopnea | None Mild Moderate | Severe/worst

JVP (cm) <8 and no HIR 8-10 or HIR+ 11-15 >16

Hepatomegaly Liver edge Moderate Massive
pulsatile enlargement
enlargement and tender

Edema | None +1 +2 | +3/+4

6MWT >400m 300-400m 200-300m 100-200m <100m
NP (one of

both): <100 100-299 300-500

-BNP <400 400-1500 1500-3000
-NT-proBNP

Clinical congestion

- pulmonary - Interstitial or
clear cardiomegaly venous alveolar edema
Chest X-ray congestion*
- small pleural
effusions”
none of two: One of two: Both:
Vena Cava - Max diameter >2.2 cm - Max diameter >2.2 cm - Max diameter
imaging - collapsibility <50% - collapsibility <50% >2.2cm
- collapsibility
<50%
>30 B-lines
when scanning
28-sites

Technical evaluation

Lung <15 B-lines when scanning 15-30 B-lines when scanning
Ultrasound * 28-sites 28-sites

Mullens W. et al., The use of diuretics in heart failure with congestion - a position statement from the Heart Failure Association of the European Society of Cardiology, European Journal
of Heart Failure (2019) 21, 137-155



Mullens W. et al., The use of diuretics in heart
failure with congestion - a position statement from
the Heart Failure Association of the European
Society of Cardiology, European Journal of Heart
Failure (2019) 21, 137-155

Congestion with
volume overload

Parallel Parallel
interventions evaluation

Acute treatment

phase goa o n
Loop diuretic naive?

/G pUD UoNpINIDS

admission

Starting dose =1-2 times Starting dose = 20-40
24-hours oral home furosemide equivalents
dose intravenously intravenously

Within 1 hour of

Eatly evaluation to empty bladder k to empty bladder

phase |—|—1

Start urine collec

.

EARLY EVALUATION OF TREATMENT
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- After 2 hours: spot urinary sodium analysis

- After 6 hours: assess average urine output
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Early response
phase
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Persistent congestion! ——p» | Double dose

i Yes IV loop diuretics

S

Assess within Repeat until
Repeat similar dose 5 hours maximal dose
of IV loop diuretics loop diuretics®
every 12-hours#

< 100mL / hourly diureses

l No

Remaining time of first 24 hour

Go to part 2: treatment algorithm after 2

Figure 3 Flowchart to diuretic use in acute heart failure. (A) Congestion with volume overload. (B) Treatment algorithm after 24 h. Toral
loop diuretic dose can be administered either as continuous infusion or bolus infusion. B, blood pressure; HF, heart failure; IV, intravenous;
SGLT2-I, sodium—glucose linked transporter 2 inhibitor; UF, ultrafileration; UQ, urine output. *Higher dose should be considered in patients
with reduced glomerular filtration rate. *Consider other reasons for dyspnoea given the quick resolution of congestion. “The maximal dose
for IV loop diuretics is generally considered furosemide 400—600mg or 10—15mg bumetanide. *In patients with good diuresis following a
single loop diuretic administration, once a day dosing can be considered.




Approach to Decongestive Therapy for WHF

During WHF Event Following WHF Event

Add Intravenous Acetazolamide (Inpatient)
Add Thiazide Diuretic, as needed (Inpatient or Outpatient) Add Thiazide Diuretic, as needed

Add Rescue Therapies for Diuretic Resistance, as needed
(eg, Tolvaptan, Inotropes, Mechanical Ultrafiltration)

Initial Trajectory
Presentation Check

Transition to Oral
Treat Congestion Beyond Signs & Symptoms Decongestive
Therapies

Intravenous loop diuretic and sodium-glucose cotransporter-2 (SGLT2) inhibitor are foundational therapies for decongestion among patients with
worsening heart failure (WHF). Other adjunctive diuretic therapies can be considered in select patients. GDMT = guideline-directed medical therapy.
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Time to first event analysis of all-cause mortality, heart failure hospitalization or
emergent/urgent care visit for worsening heart failure in the placebo and
empagliflozin groups during first 40 days following randomization

EMPEROR-Reduced Trial

Day 12 Day 34
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3. ZAKLADNI PILIRE
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4. REZIMOVA OPATRENI



ReZimova opatfeni pro pacienta -
1. Léky:

- Pravidelné uZivejte pfedepsané Iéky a vidy méjte u sebe seznam pravé aktuainé uZivanych I1€kd, ktery berte s sebou k
navitévé kaidého |ékare (seznam musi obsahovat vidy nazev 1éky, jehe gramat, a dévkovani v pribéhu dne, tedy napf.
Jodid 100ug 1-0-0; Ascorutin 100/20mg 1-0-1; atd.). - le moiné, Ze po navyieni davek |eki, které bude pravdépodobné
nutné provadét, se budete pfechodné citit unavendjéi. Toto je viak béiné a béhem nikolika tydnd by se mél stav
upravit.

2 Tekutiny :

- Denni piijemn tekutin omezte maximalné na 2000ml (potitaji se sem viechny tekutiny | napf. polévka) — tedy
nepiepijejte 52 | - Je nutna plna abstinence od alkoholu, alkohol je zcela zakézan 11, nepijte tedy ani pivo & vino 111 Kéwu
midZete die libosti.

3. Strava -

- Stravujte se vyvaienou zdravou stravou s dostatefnym piisunem zeleniny, luSténin, ovoce, ofechd a seminek,
celozrnmych potravin, ryb (nejlépe pf. losos, tufiak), obéas plisf. syry. Naopak omezte potraviny s wysokym obsahem
FivoliEnych tukd, omezte Cervené maso, poléviy, cukr a sl bilé pefivo, prefabrikované wirobky (konzervy, uzeniny,
pattiky, dresingy, majonézy, kefup, slané ofisky, chipsy, hotava jidla), omezujte sl le vhodné mit takto zajistén
dostatecny pfisun mikronutrientd a vitamind — hlavné selen, zinek, vitaminy fady B, koenzym Q10, piip.vitCaDa
omegad mastné kyseliny.

4. Sledovani viastniho zdravotniho stawu

- Pfi lehkém zhorieni dechu & pfi vzniku otokd dolnich kondetin & pfi ndristu vahy o vice jak 2kg za 2 dny ufivejte po 3
dny o 1 thl furosemidu navic {8k Furon ¢i Furorese). Pokud se uvedené obtife nezlepii kontaktujte svého praktického
|ekare. - Denné se z tehoto divodu vagte [ve stejnou denni dobu) a kontrolujte stav otokd dolnich kencetin.

- Furosemid {|&ky Furon & Furorese) plisobi vice, pokud jej ufijete nalacno a alespod 30min pfed jidlem !

- Zménu polohy/vstavani provadéjte pomalu. Tedy nezvedejte se rychle z pfediklonu, z lehu se prvné na nékolik desitek
sekund jen posadte, poté se teprve postavte a opét nékolik desitek sekund vyckejte, nef se rozejdete. - V piipadé
infekénihe onemocnéni s horefkou (t8lesnd teplota nad 38,0stC), £ pfi opakovaném zvraceni nebo trvajicich prijmech
na 3-5 dni wysadte furosemid (Iéky Furon/Furorese) i spironclakton/eplerenon (1éky Verospiron/Eplerencn//inspra) a
hlaite se praktickému |&kari.

- Snafte se o predchazeni viem infektim!

- Doporuéujeme zhubnout! - Pro pacientské informace o srdefnim selhani miZete wuiit napf. www.rukunasrdce.cz , zde
je ke stafeni pfistupny i ,denik pacienta”, ktery je vhodné vyplfiovat a vzit s sebou ke kontrole k |kafi.

5. Fyzicka aktivita -

- Fyzickau aktivitu provadéjre dle Vaii tolerance Nepfepinejte sel ale fyzicka je vhodna — nejlépe chiize s hillkami,
plavani, jizda na rotopedu a je vhodné i lehké posilovaci cvideni viechny tyto aktivity a2 intenzitou do lehke
unavy/zadychani nejlépe kaidy den.l

MUDr. Michal Fikrle, Ph.D. autor

Obsah kalia (=drasliku) v nékterych potravinach:

K v mg ve l00g potravin

sojova mouka

susené houby

sudené merufiky

suSené mléko

hrach

susSené Swvestky

oifechy viasské

cocka

m andle

hrozinky

Sunka v aspiku

zeleninoveé leto

bram bory syrové

m 3k

kakao

riizick.kapusta

Spendt

sardinky

zelen. smés mraZena

lovEtak

kure

vepfové maso

varené filé

klobdsa

banan

hovézi

bram bory varfené

m erunky syrové

chléb tm avy

ovesne viegky

jdtrova pastika

tresné

rajcata

cokolada

hrozny

mrkev

zeleny hrasek

pom erané

Svestky

Biokys

pom eranéovy dus

m léko

citrony

jahody

vanotka

nudle

vejce

hrusky

jablka

tvaroh

brynza

ananasovy kompot

termix Eokolddowy

ryZe varena

sm azeny kapr

m aslo

kava zrmkova

Potraviny s vy55im obsahem drasliku - MEdoporucené pfi
vy55i hladiné drasliku v krvi :

banan, peckoviny, meloun, avokado, hroznové wino, Cerny rybiz,
hrozinky, ofechy, fiky, suSené merufiky, suSené Svestky, brokolice,
artyéoky, celer, €ervend fepa, zeleny hradek, riZickova kapusta,
petriel kofen, rajéata, suSena zelenina, susené houby, zeleninové
protlaky, syrové brambory, hranclky, brambordk, bramborovy
salat, lusténiny, fazole, hrach, &ofka, sdja, mléko, pefené a
smaiengd maso, celozrnné pefivo, ovesné wvlofky, sojova mouka,
polévky.

Potraviny s niZSim obsahem drasliku - doporucené pfi vyssi
hladiné drasliku v krvi :

jableény a ananasovy kompot bez S&fdvy, jablka, hrusgky,
pomeranée, borilivky, €inské zeli, salatové okurky, sterilovan3 nebo
mraZena zelenina, hlavkovy salat, zelené fazolky, vafené maso,
kminovy chléb, bilé pedivo.




5. INFEKCE



MUDr. Michal Fikrle, Ph.D.
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6. /ELEZO



Symptomatic HFrEF
NYHA II-11I

yes
Hemoglobin <15 g/dL*

yes

No IV iron
Ferritin <100 pg/L treatment

or
Ferritin 100-299 ug/L
with TSAT <20%

yes

Consider IV iron
treatment**

S e sl sl * If significant anemia, initiate evaluation
** Re-evaluate iron status after 3-6 months
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7. DOPLNKOVA TERAPIE
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AT-RISK FOR

HEART FAILURE
(STAGE A)

Patients at risk for HF
but without current or
prior symptoms or
signs of HF and
without structural,
biomarker, or genetic
markers of heart
disease.

Patients with HTN,
CVD, DM, obesity,
known exposure to
cardiotoxins, family
history of
cardiomyopathy

PRE-HEART

FAILURE
(STAGE B)

Patients without
current or prior
symptoms or signs of
heart failure but
evidence of one of the
following

Structural Heart Disease:
e.g. LVH, chamber
enlargement, wall motion
abnormality, myocardial
tissue abnormality, valvular
heart disease

Abnormal cardiac function:
e.g. reduced LV or RV
ventricular systolic function,
evidence of increased filling
pressures or abnormal
diastolic dysfunction

Elevated natriuretic peptide
levels or elevated cardiac
troponin levels in the setting
of exposure to cardiotoxins

HEART FAILURE
(STAGE C)

Patients with current or
prior symptoms and/ or
signs of HF caused by

structural and/or
functional cardiac
abnormality

Heart Persistent Heart
Failure in Failure
Remission

with GDMT and risk factor modification

ADVANCED
HEART FAILURE
(STAGE D)

Severe symptoms and/
or signs of HF at rest,
recurrent
hospitalizations despite
GDMT, refractory or
intolerant to GDMT

requiring advanced
therapies such as
consideration for
transplant, mechanical
circulatory support, or
palliative care




O
1. ETIOLOGIE

2. KONGESCE

-
111

3. ZAKLADNI PILIRE

TERAPIE

4. REZIIMOVA OPATRENI

5. INFEKCE
6. ZELEZO
-

7. DOPLNKOVA TERAPIE



[ J
[ J
m
2. KONGESCE

-
111

3. ZAKLADNI PILIRE

TERAPIE

4. REZIIMOVA OPATRENI

5. INFEKCE
6. ZELEZO
-

7. DOPLNKOVA TERAPIE



-
111

3. ZAKLADNI PILIRE

TERAPIE

4. REZIIMOVA OPATRENI

5. INFEKCE
6. ZELEZO
-

7. DOPLNKOVA TERAPIE



FIGURE 1 Approach to Decongestive Therapy for WHF

During WHF Event

Following WHF Event
Intravenous Loop Diuretic (Inpatient or Outpatient)

Oral Loop Diuretic, as needed
Initiation or Continuation of SGLT2 inhibitor (Inpatient or Outpatient) Continue SGLT2 inhibitor
Add Intravenous Acetazolamide (inpatient)

Add Thiazide Diuretic, as needed (Inpatient or Outpatient)  Add Thiazide Diuretic, as needed

Initial

Trajectory
Presentation

Transition to Oral
Check Treat Congestion Beyond Signs & Symptoms Decongestive
Therapies
Continue GDMT,
as tolerated

Rapid Sequence or Simultaneous Initiation and Titration of GDMT, as tolerated (Inpatient or Outpatient)

r decongesti ng pa
DMT

guideline-directed medical therapy.
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Type 2 Diabetes ¢ “araiovascuial
Disease

l Hemogl obin Alc (H bA1l C) | Major Adverse Cardiovascular Events

(heart attack, stroke, cardiovascular de
| Hospitalization for heart failure
! Death

SGLT2i

Renal Disease

| Need for dialysis

- I Decline of Estimated
3lomerular Filtratior




Souhrn k hodnotici zprave Jardiance — CKD 2

E/DIA, END, INT, KAR, NEF

1) S odhadovanou glomerularni filtraci (eGFR) v rozmezi 20,33 az
<0,75 ml/s/1,73 m2 (220 az <45 ml/min/1,73 m2) bez ohledu na

stupen albuminurie Kategorie albuminurie, oznaéeni a rozmezi (mg/g)

NEBO Al A2 A3
normalni aZ stfedné vyrazné
2) s eGFR v rozmezi 0,75 az <1,5 ml/s/1,73 m2 (45 az <90 mirné zvysena Zvyiena zvyiena
ml/min/1,73 m2) a pomérem albumin/kreatinin v mo¢i 222,6 _
mg/mmol (2200 mg/g) nebo protein/kreatinin v moc¢i 233,9 <30 30-300 »300
mg/mmol (2300 mg/g) c1 =0 [
02 co-oo JERRRRRERS

NEBO G3a 45-59]

3) s diabetem mellitem 2. typu (DMT2) a eGFR v rozmezi 20,75 G3b 30-44

az <1,25 ml/s/1,73 m2 (45 az <75 ml/min/1,73 m2) s pomérem
albumin/kreatinin v moc¢i <22,6 mg/mmol (<200 mg/g) nebo
protein/kreatinin v moci <33,9 mg/mmol (<300 mg/qg)

{ml/min/1,73 m3)

o
9
o
s
Bo
;-]
o
- 4

G4 15-29

B nizké riziko stfedné zvigené rizike [ vysokérizike ] velmi vysoké riziko

Pacienti s CKD bez DM2

eGFR 220 az <45 ml/min/1,73 m?*
bez ohledu na UACR
nebo
eGFR 245 a7 <90 ml/min/1,73 m?
a UACR 2200 mg/g

Pacienti s CKD s DM2

eGFR 220 a7 <75 ml/min/1,73 m?
bez ohledu na UACR
nebo
eGFR =75 a7 <90 ml/min/1,73 m?> |
a UACR 2200 mg/g |

eGFR - odhadovana rychlost glomerularni filtrace; UACR — pomér albuminu a kreatininu v moci; DMT2/ DM2 — diabetes 2. typu; CKD — chrnonické onemocnéni ledvin; KAR - kardiologie, détska kardiologie, angiologie; INT - vnitfni |ékafstvi;

DIA - diabetologie; END — endokrinologie; NEF — nefrologie;
1. Souhrn k hodnotici zpravé sp. zn. SUKLS233012/2023, datum: 4. 3. 2024 dostupna na www.sukl.cz/file/104963; 2. https://kdigo.org/wp-content/uploads/2024/03/KDIGO-2024-CKD-Guideline.pdf



http://www.sukl.cz/file/104963

Zkracena informace o lééivém pripravku:

Jardiance 10 mg potahované tablety
Slozeni: Jardiance 10 mg: jedna tableta obsahuje empagliflozinum 10 mg. Indikace: K 1é¢bé diabetes mellitus II. typu ke zlepSeni kontroly glykémie u dospélych a déti ve véku 10 let a starSich s nedostate¢nou
kompenzaci diabetu samotnou dietou a télesnym cvi€enim: jako monoterapie pokud je metformin nevhodny z divodu nesnaenlivosti; v kombinaci s jinymi IéCivymi pfipravky ke snizeni hladiny glukdzy, véetné
kombinace s inzulinem. K 1ébé dospélych se symptomatickym chronickym srdeénim selhanim. *K lécbé dospélych s chronickym onemocnénim ledvin. Davkovani a zplsob podavani: Diabetes mellitus II. typu:
pocatecni davka empagliflozinu je 10 mg jednou denné v monoterapii nebo v kombinované terapii. U pacientd, ktefi toleruji empaglifiozin v davce 10 mg jednou denné, ktefi maji eGFR = 60 ml/min/1,73 m2 a
potfebuji pfisnéjsi kontrolu glykémie, Ize davku zvysit na 25 mg jednou denné. Maximalni denni davka je 25 mg. U déti s eGFR < 60 ml/min/1,73 m? a u déti ve véku do 10 let nejsou dostupné Zadné tdaje. Srdecni
selhani: doporuéena davka je 10 mg empagliflozinu jednou denné. *Chronické onemocnéni ledvin: doporuéena davka je 10 mg empagliflozinu jednou denné. Nedoporuduje se zahajovat 1é¢bu u pacientl s eGFR
<20 ml/min/1,73 m2. U pacientl s diabetem 2. typu se ucinek empaglifiozinu na snizeni glykémie u pacientd s hodnotou eGFR <45 ml/min/1,73 m2 snizuje a u pacientli s hodnotou eGFR <30 ml/min/1,73 m2
pravdépodobné mizi zcela. Kontraindikace: Hypersenzitivita na léCivou latku nebo na kteroukoli pomocnou latku. Zvlastni upozornéni: U pacientd, u kterych existuje podezfeni na ketoacidézu nebo u kterych byla
ketoacidéza diagnostikovana, je nutné 1é€bu empaglifiozinem okamzité ukoncit. Lécbu je tfeba prerusit u pacientd, ktefi jsou hospitalizovani z divodu velkych chirurgickych vykon( nebo akutniho zdvazného
zdravotniho stavu. Pfed zahajenim &by empagliflozinem je tfeba v pacientové anamnéze zvazit faktory s predispozici k diabetické ketoacidéze. Empagliflozin se nema pouzivat u pacientd s diabetem I. typu.
Pacienti ve v&ku 75 let a star§i mohou mit vyS3i riziko hypovolemie. Tablety obsahuji laktézu, proto pacienti s intoleranci galaktézy, vrozenym deficitem laktazy nebo malabsorpci glukézy a galaktdzy, by tento
pfipravek neméli uzivat. U pacientll zenského i muZského pohlavi s diabetes mellitus uzivajicich inhibitory SGLT2 byly hladeny pfipady nekrotizuijici fasciitidy perinea (Fournierova gangréna). V pfipadé podezfeni na
Fournierovu gangrénu je tfeba pfipravek Jardiance vysadit a rychle zahdjit 1é€bu. Interakce: Empaglifiozin miize zvysit diureticky efekt thiazidovych a klikovych diuretik a mdze zvySovat riziko dehydratace a
hypotenze. Pokud je empagliflozin podavan v kombinaci s inzulinem nebo inzulinovym sekretagogem, Ize z diivodu snizeni rizika vzniku hypoglykemie zvazit niz8i davku inzulinu nebo inzulinového sekretagoga.
Studie interakci byly provedeny pouze u dospélych. Nezadouci ucinky: Nejcastéji hlasenymi nezadoucimi pfihodami v klinickych hodnocenich na diabetes mellitus II. typu byly hypoglykemie (pfi kombinované Ié¢bé
s derivatem sulfonylurey nebo inzulinem). *Nej¢astéj$im nezadoucim Ucinkem 1éCiva u déti byla hypoglykemie. Celkové byl ale bezpe€nostni profil u déti podobny bezpe€nostnimu profilu u dospélych s
onemocnénim diabetes mellitus II. typu. U dospélych se déle vyskytovala vaginalni moniliaza, vulvovaginitida, balanitida a jiné infekce genitalu, infekce mo&ovych cest, Zizen, pruritus, ¢asté moceni; hypovolemie,
dysurie; zvySena hladina kreatininu v krvilsnizena glomerularni filtrace, zvySeny hematokrit, zvySené sérové lipidy; a vzacné diabeticka ketoacidoza. Nej¢astéji hlasenymi neZadoucimi pfihodami v klinickych
hodnocenich u srde¢niho selhani byla hypovolemie; dale zacpa, angioedém. Pfitomnost Diabetes mellitus Il. typu zvySovala frekvenci nezadoucich U&inkG u pacientdl se srde¢nim selhanim. *NejcastéjSim
nezadoucim G¢inkem v klinickém hodnoceni u chronického onemocnéni ledvin byla dna a akutni selhani ledvin, které byly hlaSeny Castéji u pacient, ktefi dostavali placebo. Celkovy bezpecnostni profil
empagliflozinu byl obecné v rdmci hodnocenych indikaci konzistentni. Téhotenstvi a kojeni: Podavani pfipravku Jardiance v téhotenstvi se z preventivnich divodd nedoporuduije. Pfipravek Jardiance se béhem
kojeni nema podavat. Baleni, vydej a uchovavani: Jednodavkové PVC/AI blistry v krabi¢ce obsahujici 28x1, 30x1, 90x1 nebo 100x1 potahovanych tablet. Vydej pfipravku je vazan na Iékarsky pfedpis a je Castecné
hrazen z prostfedk( vefejného zdravotniho pojisténi. Tento 1&Civy pfipravek nevyzaduje Zadné zvlastni podminky uchovavani. Registraéni ¢isla: EU/1/14/930/013 — 28 thl (10 mg), EU/1/14/930/014 - 30 tbl (10 mg),
EU/M/14/930/017 - 90 tbl (10 mg), EU/1/14/930/018 — 100 tbl (10 mg). Datum posledni revize textu: 7. 12. 2023. Drzitel rozhodnuti o registraci: Boehringer Ingelheim International GmbH, Binger Str. 173, D
55216 Ingelheim am Rhein, Némecko.

*V8imnéte si, prosim, zmény v informacich o Ié€ivém pfipravku

Pted predepsanim se prosim seznamte s Gplnym znénim souhmu dajti o pripravku. Upiné znéni souhrnu tdajli o pfipravku je uvefejnéno na webovych strankach Evropské agentury pro Ié€ivé pripravky:
http://www.ema.europa.eu/ popf. na strankach Statniho Ustavu pro kontrolu Iéciv www.sukl.cz.
Boehringer Ingelheim, spol. s r.0. - ICO: 48025976; Purkyriova 2121/3 - 110 00 Praha 1; www.boehringer-ingelheim.cz; MEDInfo.CZ@boehringer-ingelheim.com “

PC-CZ-103432 Jardiance
(empagliflozin)


http://www.sukl.cz/

