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BMI >30 = 2x vysSi riziko HF
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Obezita je spojena s expanzi objemu krve
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Reddy, Y.N.V. et al. J Am Coll Cardiol HF. 2019;7(8):678-87.

Tuk vychytava natriuretické pisobky: ANP, BNP

Tuk produkuje antinatriuretické plisobky: leptin a aldosteron Redukce vahy vede k poklesu CVP



Estimated Mean (kg)

Terapie obezity k snizeni KV rizik
Redukcni dieta a modifikace zivotniho stylu obvykle nestaci

Hypokaloricka dieta 1200-1500 kcal/d zeny, 1500-1800 kcal muzi
= 5-10% BW redukce

Vest AR: HFSA consensus on obesity and HF: J Card Fail 2019; 35: 380-400

+ zvySeni pohybové aktivity cvicenim

Intensive lifestyle intervention in T2DM or obesity (Look AHEAD trial, n=5145)
1y: 8.9% vs 0.3 % BMI loss, end: 6% vs 3.5% BW loss, No efekt na MACE: (p=0.5) a HF (p=0.1)
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Table 2. Primary and Secondary Outcomes and Other Cardiovascular Outcomes.*

Patients Control Intervention
Outcome with Event Group Group
no. no. of events (rate/100 person-yr)
Primary outcome
Death from cardiovascular causes, 821 418 (1.92) 403 (1.83)
nnnfatal muacardial infare-
Death
Any cause 376 202 (0.86) 174 (0.73)
Cardiovascular cause 109 57 (0.24) 52 (0.22)
Myocardial infarction
Fatal or nonfatal{ 354 191 (0.84) 163 (0.71)
Fatal 16 11 (0.05) 5 (<0.02)
Nonfatal 342 183 (0.80) 159 (0.69)
Hospitalization for angina 390 196 (0.87) 194 (0.85)
stroke 165 20 (0.34) 85 (0.36)
Heart failure 218 119 (0.51) 99 (0.42)

Klinicky efekt diety/cviCeni na riziko HF je marginalni (diky malému efektu intervence)

Je nutna redukce BW >10%

Look AHEAD group: NEJM 2013; 369: 145-54

Hazard Ratio

(95% CI)

0.95 (0.83-1.09)

0.85 (0.69-1.04)
0.88 (0.61-1.29)

0.84 (0.68-1.04)
0.44 (0.15-1.26)
0.86 (0.69-1.06)
0.97 (0.80-1.19)
1.05 (0.77-1.42)
0.80 (0.61-1.04)

P Vvalue

051

0.11
0.52

0.11
0.13
0.16
0.79
0.78
0.10
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Lécba obezity je u pacientu s HF asociovana s nizsSim rizikem umrti

Survival in patients with heart failure and obesity with bariatric surgery

p < 0.0001

— No bariatric surgery — Bariatric surgery
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Survival in patients with heart failure and obesity with pharmacotherapies with weight loss effect

p < 0.0001

= No pharmacotherapy with weight loss effect
= Pharmacotherapy with weight loss effect
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EBaristic Surgery Betler  Bariatrie Surgery Worse

Bariatrie u HF: 2-3 vySSi riziko periop mortality

Medicare analysis: 2013-2020

298 101 pts with HF and BMI>35
0.9% podstoupilo bariatrii, 4.8% WL farmakoterapii

Propensity-matched analyzy

Risk of death Risk of HFH
Bariatrie 0.55 (0.49-0.55) 0.72 (0.67-0.77)
WL farmakoterapie 0.82 (0.71-0.95) 0.87 (0.77-0.99)

Cire Heart Fail, 20241 72010463, DO 101161 /CIRCHEARTRAILUREA 22010463



Farmakoterapie obezity inkretinovymi (GLP1) analogy

Glucagon-like peptide 1 (GLP1): incretin produkovany intestinalnimi L-burikami
antihyperglykemicky ucinek (efekt na pankreas), efekt na pFijem potravy

Hypotenze, mirny vzestup tepové frekvence ( = 5 b/min, pfimy uc€inek na sinusovy uzel)
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Ussher JR, Drucker DJ. Glucagon-like peptide 1 receptor agonists: cardiovascular benefits and mechanisms of action. Nat Rev Cardiol. 2023 Jul;20(7):463-474.



Semaglutid u obéznich pacientu s HFpEF

STEP-HFp EF trial: Semaglutide in Patients with Heart Failure with Preserved Ejection Fraction and Obesity

529 pts s HFpEF a BMI>30, GLP-1 agonista semaglutid 2,4 mg/ 1 tyden s.c./placebo
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STEP-HFpEF-DM

Pooled analysis STEP-HFpEF a STEP-HFpEF-DM

Studie u obéznich HFpEF s T2DM

Participants with an event (%)
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— Semaglutide group (n=8)
— Placebo group (n=30)

Eight events (1%) in the semaglutide group

vs 30 events (5%) in the placebo group
(hazard ratio 0-27 [95% C1 012-0.56);
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Semaglutide Placebo Estimated between- Odds ratio (95% CI) pvalue
group group group difference
(n=573) (n=572) (95% Cl)
Dual primary endpoints
KCCQ-CSS, points 15.0 (18.0) 7-5 (18-0) 7-5(5-3t0 9-8) - <0-0001
Percentage bodyweight -11-.4% (7-1) -3-0%(71) -84%(-92to-7.5) - <0-0001
Confirmatory secondary endpoints
-minwalk distance, m 167 (63-2) -0-3(63.2) 17-1(9-2 to 25-0) - <0-0001
Hierarchical composite endpoint® - - 1-65 (1-42 to 1-91) =0-0001
C-reactive protein ratio (week 52 to baseline) 0.57 (0-55) 0-90 (0-86) 0-64 (0-56 to 0-72)F  <0-0001
Supportive secondary endpoints
Systolic blood pressure, mm Hg -4-6 (157) -1.7 (15.7) -2-9 (-4-9 to -0-9) o 0-0052
Waist circumference, cm -10-3(8-1) -2-6(8-1) -7-6(-87to-6-6) - =0-0001

Exploratory endpoints
NTproBMP ratio (week 52 to baseline)

Heart failure events, per 100 patient-years
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Semaglutid: nizsi vyskyt HFH a CV umrti u obéznich HFpEF pacientu

0-82 (074 to 0-91)1 0-0002

0-27(012to 0-56)M  0-0004

Butler J, Lancet 2024; 403: 1635-48



Priznivy bezpecnosti profil Semaglutidu u HFpEF

Semaglutide 2.4 mg (n=573)

System organ class

SAEs 90 (16) 161 28.7 159 (28) 301 52.7

SAEs leading to discontinuation of drug or placebo 12 (2) 13 2.3 17 (3) 21 3.7

Gl disorders 2 (<1) 2 0.4 1(<1) 1 0.2

AEs leading to discontinuation of drug or placebo 68 (12) 92 16.4 39 (7) 51 8.9

Gl disorders 45 (8) 60 10.7 16 (3) 19 3.3

Fatal events 7(1) 7 1.25 12 (2) 17 3.0
Most frequent SAEs*

Cardiac disorders 26 (5) 31 5.5 70 (12) 101 17.7
Atrial fibrillation 8 (1) 8 1.4 15 (3) 20 3.5
Cardiac failure 3(2) 3 0.5 34 (6) 43 7.5
Cardiac failure congestive 1(<1) 1 0.2 6 (1) 6 1.1

Infections and infestations 16 (3) 22 3.9 44 (8) 60 10.5

Gl disorders 12 (2) 14 25 12 (2) 13 2.3

Nervous system disorders 14 (2) 15 2.7 13 (2) 14 2.5

Renal and urinary disorders 8 (1) 9 1.6 12 (2) 14 25

Vascular disorders 7(1) 7 1.3 7 (1) 7 1.2

Respiratory, thoracic and mediastinal 6 (1) 6 1.1 16 (3) 18 3.2

Musculoskeletal and connective tissue 9(2) 11 2.0 12 (2) 13 2.3

Injury, poisoning and procedural 11 (2) 15 2.7 6 (1) 7 1.2

Metabolism and nutrition disorders 6 (1) 6 1.1 8 (1) 8 1.4

Hepatobiliary disorders 4 (1) 7 1.3 4(1) 7 1.2

General disorders and administration site 2 (<1) 2 0.4 6 (1) 6 1.1

Neoplasms benign, malignant and unspecified 9(2) 9 1.6 10 (2) 10 1.8

3x méné srdecnich SAE (14x méné Casto HF jako SAE)
2 x méneé infekci (respiracni!)
Bez rozdilu v malignitach, pankreatitidach

Butler J et al. Lancet 2024;403:1635-1648



Semaglutid snizuje NTproBNP u HFpEF, i pres redukci vahy

NT-proBNP (pg/mL)
Ratio to Baseline
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Petrie et al
Semaglutide and NT-proBNP in the STEP-HFpEF Program

NTproBNP je nizsi u obéznich
,izolovana“ redukce vahy
Zvysuje NTproBNP u HF

Disease-modifying effect !

JACC VOL. B4, NO. 1,

2024

JULY 2, 2024:27-40



Vstupni NTproBNP a efekt semaglutidu u HFpEF

Pacienti s vy$Simi hladinami NTproBNP, méli vétsi vyraznéjsi efekt semaglutidu na QoL, ackoliv efekt na vahu byl stejny

- vice nemocni pacienti maji vétSi symptomaticky benefit ze semaglutidu
- efekt na QoL neni jen o redukci vahy (disease-modifying efekty ?)

Change in KCCQ-CSS from baseline to Change in body weight from baseline to
week 52 across NT-proBNP tertiles week 52 across NT-proBNP tertiles
281 p-interaction = 0.0044 107 p-interaction = 0.5907
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Zlepseni QoL neni jen o zméneé vahy

Petrie MC et al. J Am Coll Cardiol 2024;84:27—-40



Lécba semaglutidem a davky diuretik u HFpEF ve studii STEP-HFpEF

LéCba semaglutidem vedla Casteji k nutnosti redukovat davku furosemidu

Loop diuretic dose from baseline to New loop diuretics initiations Loop diuretics discontinuations
52 weeks among baseline non-users among baseline users
—e— Sema 2.4 mg
= 60- Placebo 507 ----- Sema 2.4 mg 507 ----- Sema 2.4 mg
% S Placebo S Placebo
0 3 S 407 S 40+
g S ETD: -11.8 8 _ ~ g _ ~
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1 1 1 1 1 1 1 1 1 1 T 1
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Time since randomisation (weeks) Time since randomisation (weeks) Time since randomisation (weeks)

Shah SJ et al. Eur Heart J 2024



Tirzepatid u obéznich pacientu s HFpEF

Tirzepatide, MOUNJARO
Dualni agonista receptoru GLP-1 a GIP (glucose-dependent insulinotropic polypeptide)

SUMMIT trial: n=731 obéznich (BMI> 30) HFpEF pacientt, Tirzepatid 15 mg ¢i placebo 1x tydné s.c., 1 rok

Kvalita zivota: KCCQ dotaznik
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Packer M, NEJM 2025: 392-427-37



Tirzepatid u obéznich pacientu s HFpEF

Subanalyza SUMMIT: Efekt na SBP, objem cirkulujici krve, UACR nastava rychleji nez redukce vahy

Treatment duration (weeks)

—@- Tirzepatide -l Placebo

12 24 52

=200 —

400 — E

Change in SBP (mmHg)

Change in blood volume
(TZP versus placebo, ml)

-600 —

-8 T T T T ] | |
0 4 8 12 1B 20 24 40 52

Treatment duration (weeks) _800 —

Profil u€inkt podobny u tirzepatidu podobny jako u sema
Borlaug et al. Nature Medicine 2025, 31: 544-551



Semaglutid nebo tirzepatid u HFpEF, Medicare data

Analyza pacientd s HFpEF (spliujici kritéria studii STEP-HFpEF Si SUMMIT) ktefi nové dostali semgalitid, tirzepatid nebo sitagliptin (placebo proxy)

Secondary end point

1-Year risk, % (95% Cl)

Tirzepatide

Hospitalization for heart failure,
urgent visit, or all-cause mortality

Hospitalization for heart failure
or urgent visit

Hospitalization for heart failure

Urgent visit (requiring intravenous
diuretics)

All-cause mortality

5.50 (4.82-6.26)
4.21 (3.62-4.90)

1.96 (1.57-2.45)
2.60(2.14-3.17)

1.49 (1.16-1.92)

Safety end point

1-Yearrisk, % (952 Cl)

Tirzepatide

Gastrointestinal adverse events
Serious bacterial infections

Urinary tract infections

2.10(1.71-2.57)
4.68(4.09-5.35)

11.25(10.36-12.21)

GLP1RA: 40% redukce HF hospitalizace €i umrti

E Semaglutide vs sitagliptin

Cumulative incidence, %
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HR, 0.58 (95% Cl, 0.51-0.65)

Sitagliptin

Semaglutide

3 6
Follow-up, mo

Favors : Favors
Semaglutide Risk difference HR (95% CI) tirzepatide semaglutide
5.56 (4.85-6.36) -0.06 (-1.04t0-0.94) 0.90 (0.77-1.05) —I—
4.31 (3.69-5.04) -0.10(-0.97 to 0.14) 0.88 (0.74-1.05) —I—
2.10(1.69-2.62) -0.14(-0.79t0 0.48) 0.81 (0.62-1.05) —I——
2.84(2.32-3.47) -0.24(-0.99t0 0.49) 0.87 (0.69-1.09) —I—
1.49(1.14-1.95) 0.00(-0.51to 0.54) 0.96 (0.70-1.31) —I—
0_|25 i 1I_5
HR (95% CI)
Favors | Favors
Semaglutide Risk difference HR (95% CI) tirzepatide semaglutide
1.86(1.48-2.33) 0.24(--0.36 t0 0.84) 1.06(0.82-1.36) ——I—
4.46 (3.82-5.21) 0.22(-0.67 t0 1.20) 1.08(0.92-1.28) ——l—
11.98 (10.96-13.08) -0.73(-2.10t0 0.75) 0.95(0.85-1.05) +
05 1 2 , _
HR (95% CI) JAMA. doi:10.1001/jama.2025.14092
Published online August 31, 2025.
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GLP1RA+ amylin

Jakeé dalsi léky proti obezite jsou aktualné testovany ?

Ongoing Trials

glipron=,small molecule®

oral GLPRA agonist

GLP1+GIP+glucagon RA

GLP1RA+GIP-antagonist

Mechanism
Medication of Action Administration MName Population Endpoints
Semaglutide GLP-1RA Oral SOuL 9,650 persons with T2DM and either CKD or 142 reduction in a composite of
MNCTO3914326 ASCVD (no BMI requirement) cardiovascular death, nonfatal Ml and
nonfatal stroke™'
Semaglutide GLP-1RA Subeutaneous CAMED-SEMA 81 persons with BMI =30 kg/m? and HFpEF Change in PCWP during exercise
NCTO5371496 Estimated completion, August 2026
Tirzepatide GLP-1R/GIP Subcutaneous SURMOUNT-MMO 15,374 persons with BM| =27 kg,l'm.2 and Compaosite endpoint of death, MI, stroke,
RA MCTO5556512 established atherosclerotic disease coronary revascularization and HF
Estimated completion, October 2027
SURPASS-CVOT 13,299 persons with BMI =25 kg/m? and MNoninferiority study for a composite of
MNCTO4255433 established ASCVD (vs dulaglutide) cardiovascular death, MI, and stroke
Estimated completion, June 2025
Cagrilintide/f GLP-1RAS Subeutaneous REDEFIME 3 Goal 7,000 persons with BMI =25 kg/m? Cardiovascular death, nonfatal MI,
semaglutide amylin MCTO5669755 and ASCVD nonfatal stroke
analogue Estimated completion, October 2027
Orforglipron GLP-1RA Oral ACHIEVE-4 2,649 persons with BMI =25 lu:;,frn.2 and Compaosite outcome of cardiovascular death,
NCTO5803421 T2DM with ASCVD or CKD HF event, nonfatal MI, nonfatal stroke, and
{vs insulin glargine) hospitalization for unstable angina
Estimated completion, January 2026
Danuglipran GLP-1RA Oral NCTO4707313 628 persons with BMI =30 kg/m” without  Not published, reported 11.7% weight loss at
T2DM 32 wk in persons with obesity and without
T20M; 50% discontinuation
Dapiglutide GLP-1/GLP-2  Subcutaneous DREAM 54 persons with EMI =30 l:g,-'rn.2 Mot published; mean weight loss of up to
RAs NCTOS788601 4.3% after 12 wk
Survodutide GLPI-R/GCG  Subcutaneous SYMCHROMIZE- 4,935 persons with BMI =27 kg,l'm: with  Composite outcome of cardiovascular death,
RA cvoT ASCVD ar 2 weight-related complications; or nonfatal stroke, nonfatal MI, coranary
NCTOB077864 BMI =30 ka/m? with ASCVD or CKD or 2 revascularization or HF event
weight-related complications Estimated completion, July 2026
Retatrutide GLP-1/GIP/ Subeutaneous TRIUMPH-3 Goal 1,800 persons with BMI =35 kg/m? Change in BMI
GCG RA MCTO5882045 and ASCVD Estimated completion, February 2026
Maridebart GIP-RA and Subcutaneous Maritime Program 592 persons with BMI =30 I-:«g,n'rn2 or Mot published, reported ~20% weight
cafraglutide 2 GLP-1RAs  (dosing monthly NCTO5669599 BMI =27 kg/m® with 1 reduction without plateau at 52 wk;
or Less) weight-related comorbidity 1% discontinuation
Pemvidutide GLP-1/GCG Subcutaneous MMOMENT UM 391 persons with BMI =30 kg/m? or Mot published, 15.6% weight loss at 48 wik,
RA MNCTO5295875 BMI =27 h;«g,frn.2 with at least 1 obesity- 789 from adipose tissue
related comorbidity and without T20M
HU6 Controlled Oral HuMAIN-HF pEF 66 persons aged =30 y with Reduction in body weight, total fat mass,
metabolic NCTO5284617 BMI =30 kg/m? and visceral adiposity while sparing skeletal

accelerator

muscle without improvement in peak volume
of axvaen consumotion'=2

Kittleson, M, JACC 2025
Management of obesity in HF



Vysoké BMI u HFpEF: vyssi relativni efektivita MRA

Finerenone, Obesity, and

Heart Failure With Mildly Reduced/ FINEARTS: 6001 pac. S HFpEF NYHA 1I-1V, SOC + finerenon (MRA) vs placebo
Preserved Ejection Fraction

Prespecified Analysis of FINEARTS-HF

S rostoucim BMI stoupala efektivita finerenonu proti placebu
Vysoky BMI spojen s vy$im rizikem HFH

Cardiovascular Death and Total

Worsening HF Events Total Worsening HF Events
Cardiovascular Death and Total 25 - 25
Worsening HF Events Total Worsening HF Events -~ 15 Pintaraction = 0.0054 - 15 ] Pinteraction = 0.0005
_ A E 1 — # 1
; 25 g 25 & 06 - & 06
g 1.113 N B 1-1: | e g 044 finerenone E 04 - finerenone
E 07 g o7 0.2 4 better 037 4 better
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Body Mass Index Body Mass Index
Body Mass Index Body Mass Index
KCCO Total Symptom Score KCCO Overall Summary Score
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Tuk vychytava natriuretické pusobky: ANP, BNP 6 10 e 52 w04
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Tuk produkuje antinatriuretické pusobky: LE 55
. = -5+ -5 -
leptin a aldosteron L . L
20 25 30 35 40 45 50 20 25 30 35 40 45 50
Body Mass Index Body Mass Index

expanze objemu krve, vyssi riziko HFH

Butt JA, JACC 2025; 85: 140-155



Komu a jak GLP1-RA u pacientu s HF

Kdo jsou pacienti s HF vhodni k GLP1RA terapii

- Pacienti s HFpEF (HFrEF) s BMI > 35, nebo >30 s komorbiditami u kterych Ize Cekat zlepSeni (T2DM, OSA)
- Ugastni se l&é&by u nutricionisty/dietni sestry a snizi se zménit Zivotni styl

- Stabilni srdecni selhani (bez poklesu vahy €i komor. arytmii), s ICD u HFrEF

- Bez anamnezy pankreatitidy

- Bez anamnézy T1DM Ci diabetické ketoacidozy

- Bez anamnézy MEN2 Ci medulaniho karcinomu v rodiné (signal z exp. studii, neprokazano na lidech)

Vest A, et al. JACC Heart Fail. 2024;12:1509-1527
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G 0.25mg I

Weeks1-4

Step up Tmg H i h

Weeks 13-16 or longer

Maintain — ErRAGT N

On weeks 3, 7,11,15 and 19, complete
check-in and request next pen.

Terapie GLP1RA u obéznich pacientu s HF

WEGOVY (Ozempic)

Semaglutide 2.4 mg

1.7

1.0

0.5

0.25

0O 4 8 12 16
Weels

Muze predepsat PL, kardiolog, internista, diabetolog.
Neni hrazeno ze zdravotniho pojisténi (cena mésic Iécby 3600-10 000 kE), s.c. 1x / tyden perem

Tipy a triky:

Velmi pozvolna titrace davky a 1 mésic

Mounjaro
Tirzepatide 15.0 mg
12.5
10.0
7.5
5.0

2.5
0O 4 8 12 16 20

Weeks

Omezeni velikosti porci jidla (porce co se vejdou na dlan) — prevence nauzey a zvraceni

Startin
Dosg _

Step up |:

Maintain

Zacit s pravidelnym pohybem (chuze > 10000 kroktli/den): prevence sarkopenie, prevence rebound po vysazeni

Kontroly u kardiologa s adjustaci ostatnich Iéku (snizeni davek diuretik, antihypertenzni terapie, inzulinu ¢i PAD !)




Should the SELECT Trial
Make Us Comfortable Using
GLP-1 Receptor Agonists in HFrEF?

GLP1-RA u HFrEF

Heart Failure Hospitalization According to LVEF

GLP-1RA Placebo
no. of events/100 py

HR (95% CI)

FIGHT
HFrEF

EXSCEL
HFpEF
HFrEF

SELECT
HFpEF
HFrEF

JACC VOL. 84, ND. 12, I0T4
SEFTEMEER 17, Z0Z4:1119-1122

I
82 68 :
I
1.8 2.5 —
6.6 4.8 : n
I
<1.5 <2.0 || :
<4.0 <3.5 1
0.3 0.6 1.0 1.7 3.0
el —
Decreased With  Increased With
GLP-1RA GLP-1RA

1.30 (0.89-1.88)

0.71 (0.44-1.15)*
1.49 (0.82-2.72)*

0.59 (0.31-1.06)
1.07 (0.68-1.71)

Meves ot al
Safety of GLP-1 Agonists in HFrEF



Lécba obezity u pokrociléeho HFrEF pomoci GLP-1 ?

JAMA | Original Investigation

DESIGN, SETTING, AND PARTICIPANTS Phase 2, double-blind, placebo-controlled randomized

EffeCts Of L|rag|Ut|de on CI|n|CaI Stablllty Amo ng Pat|ent5 clinical trial of patients with established heart failure and reduced LVEF who were recently

With Advanced Heart Failure and Reduced Ejection Fractior

A Randomized Clinical Trial

Time to death or rehospitalization for heart failure

551
501
451
401
351
301
251
20+
151

104
5 I__,I'

HR, 1.30 (95% CI, 0.92-1.83); log-rank P=.14

Liraglutide

Death or Rehospitalization
for Heart Failure, %

D -u-H“:

Days Postrandomization

T I I I I I I 1
0 15 30 45 o0 75 90 105 120 135 150 165 180

hospitalized. Patients were enrolled between August 2013 and March 2015 at 24 US sites.
INTERVENTIONS The GLP-1agonist liraglutide (n = 154) or placebo (n = 146) via a daily

subcutaneous injection; study drug was advanced to a dosage of 1.8 mg/d during the first 30
days as tolerated and continued for 180 days.

Velmi nemocna populace (10% mortalita za 180 dni)
- preTx HFrEF populace, BMI 31
- cil nebyla obezita, ale inzulinorezistence

VySSi vyskyt arytmii (Afib, VT) v GLPRAL

FIGHT trial: Margulies KB, JAMA. 2016 Aug 2;316(5):500-8.



Obezita u pacientu s pokro€ilym HF (rEF?)

. PaC|ent| S HFFEF Al GEUSE Death
BMI Referovani do IKEM 21
5% N=403 @ BMI a mortalita v DAPA-HF
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g Melenovsky JACC 2013; 62: 1660-1670 EM {kp'mE)

Adamson C, EJHF 2021 23: 1662-72
Obesity paradox u pacientt s jiz pfitomnym HF
- nejlepsi prognézu maji pacienti s nadvahou/mirnou obezitou: BMI ~ 30-33 kg/m2
- neumysliny pokles vahy je spojen s nepriznivou prognézou plati to i u HFpEF, ale i CHOPN ¢i CKD

Pacienti s ChSS a BMI < 30 nejspisS prognosticky neprofituji z redukce vahy

Parametry centralni obezity (waist-height ratio) maiji linearni vztah k mortalité



Jak lécit HF u obeznich pacientt

Diagnostika HF obtizna (podobné symptomy, omezena vysetritelnost): HF jer podddiagnostikovano

VétSina obéznich pacientu s HF ma HFpEF

NTproBNP nizSi nez by odpovidalo hemodynamice (rule-in NTproBNP >220 in BMI>35)

Obezita je spojena se zvySenym objemem cirkulujici krve — vy§Si RA a PCWP, vice MiR, TR
Obézni pacienti s HFpEF maji vétsi benefit z MRA

Vysoka prevalence OSA a hypertenze (IéCba OSA muize zlepSit hypertenzi)

BMI > 35 je relativni Kl transplantace, BMI > 40 je absolutni Kl transplantace
vysledky LVAD u BMI > 40 jsou také inferiorni

S reSenim obezity nec¢ekat az do faze pokrocilého HF

Samovolny pokles vahy > 5% 6 mésicu (i pfes pretrvavajici vyssi BMI) je znamkou kardialni kachexie



Dékuji za pozornost

vojtech.melenovsky@ikem.cz



