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Vzdelani

1985 — absolvovala s vyznamenanim (Cerveny diplom) LF v Brné
1989 — atestace z vnitfniho lékarstvi

1993 — atestace z kardiologie

2000 — Ph.D., Lékarska fakulta Masarykovy univerzity, Brno
2002 — habilitace, Doc.

2005 — jmenovana profesorkou vnitrniho lékarstvi |
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= 2002-2012 a 2022-2025 — zastupce prednosty IKAK pro skolstvi

= 2012-2022 — prednostka I. interni kardioangiologickeé kliniky FN u sv. Anny v Brné




Clenstvi ve vyborech

Pfedsedkyné pracovni skupiny pro srdeéni selhani v ramci CKS 2005—-2008
Mistopredsedkyné této pracovni skupiny v letech 2008-2012
Clenka vyboru CKS (pokladnik), Pfedsedkyné PS Kardiovaskularni farmakoterapie

Oceneéni

20 18 - Ocenéni La dyPrO = Cestny titul udélovany Zzenam, které ve své profesni,

umélecké, sportovni nebo jiné vyznamné Cinnosti dosahly mimoradnych Uspéch( a zaroven dokazaly skloubit
narocnou praci s osobnim Zivotem

Fellow of the European Society of Cardiology (FESC)
2021 — ¢estné €lenstvi Ceské kardiologické spoleénosti
Posmrtné obdrzela medaili Libenského




Publikacni cinnost

Resitelka 7 grant

Publikovala pres 330 clanku v ¢eské odborné literature

81 clanku v mezinarodni odborné literature

Prezentovala pres 320 domacich a 180 mezinarodnich prezentaci

Autorka nebo spoluautorka 20 odbornych knih a ucebnic

Citacni udaje:
- Web of Science — 2,955
- Hirsch Index — 25
- Scopus — 5,870







XXVIIl. Konference

Ceské asociace srdeéniho selhani

Uskali p¥i propusténi po akutni dekompenzaci
MUDr. Monika Spinarova, Ph.D., MSc.

. INTERNI
KARDIOANGIOLOGICKA
11

KLINIKA FNUSAALF MU

aa.egag.?ﬁ MU
HOSPITAL M E




Hospitalizace pro srdecni selhani

Akutni hospitalizace z diivodu vybranych KV diagndz (2010 — 2023)

Zdroj: NRHZS 2010-2023

Pocet hospitalizaci
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Primérna meziroéni zména

2019

2020

2021

2022

2023

=8=Aterosklerdza (170)

=8=Fibrilaci a flutter sini (148)
=o—|schemicka choroba srdeéni (120-125)
—e—Akutni infarkt myokardu (121, 122)

—s—Selhani srdce (150, 111.0, 113.0, 113.2)

Ateroskleréza  Fibrilaci a flutter

Ischemicka choroba

Akutni infarkt

Selhani srdce (150, 111.0,

(170) sini (148) srdeéni (120-125) myokardu (121, 122) 113.0, 113.2)
2016-2020 -4.6 % -3,2% -5,1% -2,6 % -1,5%
2019-2023 0,1% 0,0% 03% -3,1% -1,0%
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Jak postupovat v prubéhu hospitalizace a pred propusténim

Pre-discharge and early post-discharge

management of patients hospitalized for acute ﬁ S
heart failure: A scientific statement by the aamison A Dicharge
Heart Failure Association of the ESC
%
Pre-discharge é Post-discharge visits
' Monitoring
, . , . , , Multi-modality + Congestion
I. Zhodnoceni nebo vylouceni rezidualni kongesce ; B | T
1 = e
Il. Zavedeni a optimalizace GDMT
Ill. Strategie post-hospitalizacni péce
Haemodynamic congestion Euvolaemia

Timeline

European Journal of Heart Failure (2023) 25, 1115-1131



Zhodnoceni nebo vylouceni rezidualni kongesce

Patients hospitalized for AHF: assessment & targets of (de)congestion

Chmcal Laborator Imagin
assessment 4 8ing
pressure

European Journal of Heart Failure (2023) 25, 1115-1131



Zhodnoceni nebo vylouceni rezidualni kongesce

Patients hospitalized for AHF: assessment & targets of (de)congestion

Clinical
assessment

Congestion score
Optimal =0
Acceptable = 1-2

Weight loss
Optimal
Historical weight

NYHA class
Optimal
NYHA <2

Vital signs,
including BP and HR

Risk factors of residual congestion

e NYHA class =2

e > 1 HF hospitalization within 6 months

¢ Low blood pressure (SBP <90 mmHg)

Comorbidities

e Diabetes mellitus

Valvular heart disease

Coronary artery disease

Atrial fibrillation

Pulmonary disease

Frailty
European Journal of Heart Failure (2023) 25, 1115-1131



Zhodnoceni nebo vylouceni rezidualni kongesce

Patients hospitalized for AHF: assessment & targets of (de)congestion

Risk factors of residual congestion

Renal dysfunction

NPs
Optimal
> 30% NPs decrease

Electrolyte disturbance

High NP levels

or
Nt-pro BNP
<1500 pgfmL
or
BNP
< 250 pg/mL

Renal function
and electrolytes

|
HC (THb,1Ht)
Optimal
AHb = 1g/dL

Anaemia

European Journal of Heart Failure (2023) 25, 1115-1131



Zhodnoceni nebo vylouceni rezidualni kongesce

Patients hospitalized for AHF: assessment & targets of (de)congestion

{ '

pressure
|

Risk factors of residual congestion

e LVEF <20%

¢ High pulmonary pressure

e High LV filling pressures

Resolution of Optimal Optimal
signs of congestion Optimal Size< 21 mm <5 B-lines . . L
(CSI=0) Ele' <10 and e Moderate/severe tricuspid regurgitation
(or AE/e'> 5) Rl
Collapsibility index Acceptable
Acceptable > 50% <15 B-lines e [VC >21 mm
S Acceptable
| s;z;c:pu mm e B-lines >15
= (28-sites
MR severity Collapsibility index scanning)
E/A ratio <2 > 50%
EDT > 130 ms
TRV < 2.8 m/s

European Journal of Heart Failure (2023) 25, 1115-1131



Prognosticka skore

Score Components Commenits
HFs5133 = Presencelabsence coronary artery disease Score 15 based on a sum of these variables muluphied by
# Resting heart rate defined coefficients
» Left ventricular ajection fraction
» Mean artertal bleod pressure Low risk: =8.1
» Proesence/absence of Intraventricular conduction Medium-risk: HF5S 7.20 to 8.09
delay High-riskc HFSS <7.1
» Serum sodium
= Peak oxygen uptake
HFSS = [(0.0216* resang HR) + (-0.0255*mean BF)
+ (—0.0464 * LVEF) + (—0.047 * serum sodium) +
(—0.0546 * peak VO,) + (0.608* presence or
absence of IWCD) + (0.6931 *presence or absence
of lschaemic heart disease)]
SHFM1™ » Demographics Incorporates Impact of Interventions (medical and
» Clinical characteristics device) and provides estimates of 1, 2, and 5-year
» Medications survival
» Laboratory data
» Devices
www seattieheartfalluremodel.org
MECK1#-136 = Percent predicted peak VO, Incorporates data from the CPET as well as kidney
® ViV, slope function
# Haemogiobin
« Serum sodium
» LVEF
» 2GFR by MDRD
MAGGIC™S . Age Risk model convertad Into Intager score
» Gender Generalizable to a broad spectrum of patients
» LVEF

Systolic blood pressure

» Body mass Index

Serum creatinine

» MYHA clasz

Smoking history

Co-morbidities (e.g. dabetes, COPD)
# Length of heart fallure diagnosis

# Medications
www.heartfallurerisk.org

BR blood preszure; COPD, chronic obstructive pulmonary disease; CPET, cardiopulmonary exercice test eGFR, estimated glomerular filtration rate; HFSS, Heart Fallure
Survival Score; HR, heart rave; VCD, intraventricular conduction defect LVEF, left ventricular glecton fraction; MAGGIC, Metz-Analysiz Global Group in Chronic Heart
Fallure; MORD, Modification of Diet In Renal Dizease; MECKI Metbolic Exercise test data combinad with Cardiac and Kidney Indexas; MYHA, New York Heart Azzoclation;
SHFM, Seatdle Heart Fallure Model Ve/V oy, minute ventlation—carbon dioxide production relatonship; ViO;, oxygen consumption.

Crespo-Leiro M et al. Advanced Heart Failure-
position statement of HFA ESC. Eur Heart Journal
2018



Zvedeni GDMT

In-hospital Initiation and Up-titration of Guideline-directed Medical
Therapies for Heart Failure with Reduced Ejection Fraction

© e & 2 8

Dose
Dose .
- INncCrease
Increase
Dose
Goal GDMT Dose
initiation ACEI/ARB/ARNI* increase - increase
MRA
SGLT21t
I % o o o o o o o o o P | 1 |
1 [ 1 | 1
Hospital n Hospital COutpatient Outpatient
B admission 1 discharge clinic visit clinic visit
A 4

Cardiac Failure Review 2022:8:e21.




Optimalni kombince GDMT

A Systematic Review and Network
Meta-Analysis of Pharmacological
Treatment of Heart Failure With
Reduced Ejection Fraction

Treatment CV Mortality or HF Hospitalization HR (95% CI)

ARNI + BB + MRA + SGLT2 0.36 (0.29-0.46) COMPETENCY IN MEDICAL KNOWLEDGE: The present
ibllrad vl Vericiguat: — i 0.43 (0.34-0.55) network meta-analysis demonstrated that a combination of
ARNI + BB + MRA + Omecamtiv —— 0.44 (0.35-0.56) ARNi, BB, MRA and SGLT2i was most effective in reducing the
LR IVA_ . teelitiebRelal, risk of all-cause mortality and a combined outcome of CV death
ACEI + BB + MRA + Vericiguat —i— 0.54 (0.43-0.67) o ) ) )

ACEI + ARB + BB + Dig . 0.73 (0.62-0.85) or hospitalization for HF in patients with HFrEF.

ARNI + BB + MRA —i— 0.47 (0.38-0.58)

ACEI + BB + MRA —i— 0.58 (0.47-0.71) TRANSLATIONAL OUTLOOK: Treatment of patients with
ARB + BB — 0.65 (0.55-0.77) HFrEF with a combination of ARNi, BB, MRA, and SGLT2i can
ARNI + BB — 0.68 (0.58-0.79) extend the number of life years of a 70-year-old by anaverage of 5
ACEI + BB —— 0.84 (0.73-0.96) years. Therefore, every effort should be made to treat patients
ACEI + BB + Dig - 0.84 (0.73-0.96) with comprehensive pharmacological therapy.

ACEI + Dig 1.00

BB —_ 0.75 (0.65-0.87)

0.25 0.5 1 2

Tromp J. et al., JACC Heart Fail. 2022 Feb;10(2):73-84



DICTATE - AHF

Efficacy and Safety of Dapagliflozin in
Patients With Acute Heart Failure

Dapagliflozin zlepSil natriurézu a snizil ¢as do propusténi

Z nemocnhice

24-hour natriuresis (mmol/40mg IV Furosemide)

2!

200~

1

24-hour Natriuresis®

50

50—

00—

P =0.025

Median 35
(IQR 19-63]

Median 50
(1QR 24-102)

)
mmol/40mg IV Furosemide ~ Mmol/40mg IV Furosemide

SUC with diuretic titration

Dapagiiflozin 10mg daity +
SUC with diuretic fitration

© < o < <
= o w S o

Cumulative incidence of hospital discharge

o
o

Incidence of Hospital Discharge2

p=0.007

I e
1 2 3 4 5 >5
Day

Zaver

Navzdory standardni lé€bé vysokymi davkami i.v. diuretik:

1. Dapagliflozin mél velky potencial pro zlepseni Gcinnosti diuretik diky:

- SniZeni celkové davky a délku |écby diuretiky
- Zkraceni doby do propus&té&ni z nemocnice

2. Casna iniciace dapagliflozinu mé&la bezpeénostni profil srovnatelny se standardni terapii napfic
véemi diabetickymi a kardiorenalnimi parametry

Celkové data ze studie DICTATE-AHF podporuji véasné nasazeni lécby
pro zlepSeni dekongesce a optilamizaci GDMT

J Am Coll Cardiol 2024;83:1295-1306



EMPULSE

The SGLT2 inhibitor empagliflozin in patients

hospitalized for acute heart failure: a

multinational randomized trial

Win ratio of 53.9% Win ratio: 1.36

- - 95°% CI(1.09-1.68) il
clinical benefit B 0.0054
Time to death
HFE frequency
0.2%
Time to HFE
0.6%
35.9%
27.5%
Ties, none of
the previous
- 6.4%
B Empaglifiozin 10 mg winner 0.25 0.5 2
B Placebo winner - = Eavors v
B Ties placeba empagliflozin

4

Pacienti léCeni empagliflozinem
dosahli o 36 % Castéji klinického
prospéchu, nez pacienti léCeni
placebem.

Empagliflozin prokazal svou ucinnost

a bezpecnost u pacient

s dekompenzaci srdecniho selhani, bez
ohledu na pritomnost diabetu mellitu
Ci vysi ejekeni frakce.

NATURE MEDICINE | VOL 28 | MARCH 2022 | 568-574 |



ARNI

Angiotensin—Neprilysin Inhibition Explorativni klinicky zavazny sloZeny endpoint: 8-tydenni dvojité zaslepena faze
iIl Acute DecompensatEd Heart Failure 20 7 Smrt, rehospitalizace pro HF, LVAD, zarazeni na éekaci listinu k transplantaci
T_ HR = 0.54; 95% Cl 0.37-0.79 ,_|—’_
N - . . . _— < 2 P = 0.001 enalapril
Pacienti hospitalizovani pro akutni dekompenzaci chronického HFrEF T ’
>% NNT =13 N=441
_S_“tgbjlilgge Dvojité zaslepena faze Open-Label faze .% :'.E 10
s 3 —
PR . %5 sakubitril/valsartan
T T T 0 T T T T T T T T
ealen 0 Tyden 8 Tyden 12 0 7 14 24 28 35 42 49 56
Dny od randomizace

Iniciace Iécby sak/val béhem hospitalizace byla bezpecna a vedla k vétsi redukci NT-proBNP ve
srovnani s enalaprilem

PFi lIécbé sak/val doslo k vyznamnému a rychlému poklesu rizika komb. klin. endpointu

N Engl J Med 2019;380:539-548



VICTORIA

Results of the VICTORIA trial: Vericiguat in patients with heart failure with reduced ejection fraction

A Primary Qutcome C Hospitalization for Heart Failure
0.3559 Hazard ratio, 0.90 (95% CI, 0.82-0.98) 0.55+
0.504 p-0.02 0.504 Hazard ratio, 0.90 (95% CI, 0.81-1.00)
0.45- 0.45 -
0.40- Placeba 0.40
0.35- Vericieuat 0354
0.30 e 0.30- Placebo
n _ Vericiguat
104 oo Lo 025
0.20 0.204
094 pi54 0584 .15
£ 08 0104 £ o084 0104
g pg74 9057 @ 7] 005-
E E n'm ] T I I I I I I 1
3 = 067 0 4 & 12 16 20 24 28 32
£ E 05-
= = 0.3-
: :
3 g 9%
0.1
u'u L] I I I I I I I n-u L 1 1 1 I I I 1
0 4 B 12 16 20 24 28 32 0 4 8 12 16 20 24 28 32
Months since Randomization Months since Randomization
Mao. at Risk Mao. at Risk
Placebo 2524 2053 1555 109y  F¥R 0 550 324 110 0 Placebo 2524 2052 1554 1096 F¥1 558 323 110 0
Vericiguat 2526 2099 1621 1154 826 577 348 125 1 Vericiguat 2526 2098 1620 1153 825 577 348 125 1

M ENGL | MED 38220 NE/M.ORG MAY 14, 2020



Prechod do ambulantni péce

Acute heart failure: current pharmacological

treatment and perspectives

Q

g EEE T e

Hospital
iy yo admission DY M
” ‘-3;." Acute heart failure “AHF” ——‘ 4

Furosemide iv

Acetazolamide iv

Non-invasive ventilation — \, \
\ .... .
L 4
© @
% ® o
. S
Ll
to be implemented o M
)

at target doses °

e’
Guideline-directed (L e o* ‘/

AHF medical therapies -__.--"‘
A Furosemide oral {=sssannns mmmnnntt Discharge

Six weeks ' Assessment of congestion

. ) ) 4« Post-discharge management
Special attention should be paid 7 following STRONG-HF procedures
to female patients after discharge

European Heart Journal (2023) 44, 46344649

@ESC

European Society
of Cardiology



Optimalizace a uptitrace GDMT

Preklenuti vulnerabilni faze
po propusténi

s redukci casnych
rehospitalizaci.

Readmission rate

Initial
A discharge = Death

“Transition
phase’

‘Palliation and
priorities’

‘Plateau
phase’

—_— -
—— r -
- = -

-
T

-
e ————

Greene, S. J. et al. Nat. Rev. Cardiol. 12, 220-229 (2015)



STRONG - HF

STRONG-HF

STRONG-HF: Study design
| | - ~he

Week 1 Week 2 Week 3 Week 6
safety safety safety safety
: Half Half Full Full Full
High- - . - . .
I optimal optimal optimal optimal optimal
g i IMensiy = Gpmr* CHYIRIN  GDMT* GDMT* GDMT*
creening care i
dose dose dose dose dose Prim ary
Visit 1 » endpoint
D Visit 2

= Randomization within
2 days before discharge
(baseline assessments)

after admission
[written informed
consent obtained)

Randomized 1:1

N=1800

90-day
follow-up

180-day HF
readmission

or all-cause

Follow-up and .
mortality

therapy adjustments
per physician’s
usual practice

Usual
| | | care
Main inclusion criteria
B Patient with AHF ready to be discharged

B Noorsub-optimal dose of GDMT*
B Pre-discharge NT-proBNP** >1500 pg/mL

Hospital discharge

*ACEI/ARB, ARNi, BB, or MRA; **NT-proBNP criteria for persistent congestion

1.Kimmoun-A et al. European Journal of Heart Failure 2019: 21: 2. 1459-1467 2. Gotter-G et al. Eur J HeartFail
2021 23:1981-1982 3.Mebazaa-A et al. Lancet. 2022 Dec 3;400(10367):1938-1952

ACEIi, angiotensin-converting enzyme inhibitors; AHF, acute heart failure; ARB, angiotensin receptor blockers; BB, beta blockers; GDMT, guideline-directed

medical therapy; HF, heart failure; MRA, mineralocorticoid receptor antagonists: NT-praBNP, N-terminal pro b-type natriuretic peptide



STRONG - HF

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

A
100- Results
—~ 90~
£
= 80+
€ 70 The high intensity care group: 34% relative and 8.1% absolute risk reduction (ARR) in the
g 60- combination of death or heart failure readmission.’
=
< 404 -
3 30- CV (cardiovascular) death All-cause death
2 20 .[I.I]ﬂ 26% lower \  44% lower/16% lower
£ 10d — Usual care group 180-day adjusted risk difference 8-1%
—— High-intensity care group (95% C12-9 to 13-2; p=0-0021)
0
0 15 30 45 60 75 90 105 120 135 150 165 180
Number at risk STRONG-HF study results demonstrated clear benefits for acute heart failure
Usual caregroup 502 494 474 454 439 423 410 394 381 373 366 353 329 patients by adapting the strategy of care.
High-intensity caregroup 506 497 484 466 449 440 430 419 415 408 397 384 345

Lancet 2022: 400: 1938-52



STRONG - HF

Optimization of Evidence-Based Heart Failure Medications
After an Acute Heart Failure Admission
A Secondary Analysis of the STRONG-HF Randomized Clinical Trial

Table 2. Clinical Outcomes by Average Percentage Optimal Dose as Time Dependent Covariates in Patients E’ All-cause mortality or heart failure readmission through day 180
. . . . (participants assigned high-intensity care)
Assigned High-Intensity Care and All Patients o
Unadjusted Adjusted
End point (patients assigned high-intensity care) HR (95% Cl) P value HR (95% Cl) P value TE"
All-cause death or heart failure readmission Z
by day 180° o 0.9-
(-1}
Average dose <50% 1 [Reference] 1 [Reference] - Dose 9”:'{”5136 %
Average dose 50-<90% 0.84 (0.41-1.71) .03 0.96 (0.46-1.96) .11 % 50 to <90
Average dose =90% 0.42 (0.19-0.94) 0.53(0.23-1.21) E =00
Continuous dose (HR per increment of 10%) 0.86 (0.78-0.94) .002 0.89 (0.81-0.98) .01 % 0.8
2
]
a

0.7

Nizka davka: 7,6%, stfedni davka 49,3%, vysoka davka 43,1%. 0 2 40 60 8 100 120 140 160 180

Cim vy33i primérné davky viech 3 Iékovych skupin bylo
dosazeno, tim lepsi byly vysledky.

Cotter G et al., JAMA Cardiol. 2024 Feb 1,;9(2):114-124.



ESC Guidelines

2023 Focused Update of the 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

Recommendation Table 3 — Recommendation for
pre-discharge and early post-discharge follow-up of
patients hospitalized for acute heart failure

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.©%e 16

@ESC

European Society

of Cardiology
McDonagh TA et al., Eur Heart J 2023;44(37):3627-3639



Titrace GDMT po propusténi

GDMT titration
STRONG-HF suggests NT-proBNP can be used to monitor patients for GDMT uptitration

B blockers

Loop diuretics

Mebazaa-A et al. Lancet. 2022 Dec 3:400(10367):1938-1952

Up-titration
s N
\, NT-proBNP
And HR =55 bpm
And SBP 2 25 mmHG
. J
\
SBP = 95 mmHg
And K+< 5.0 mmol/L
And eGFR = 30 mL/min/1.73m?

1 J
(/' NT-proBNP>10%* )
Or Congestion assessed by physical
examination
\ J

NT-proBNP

Pause uptitration

/' NT-proBNP > 10%*
Or HR <55 bpm
Or SBP < 95 mmHG

SBP < 95 mmHg
Or K+>5.0 mmol/L
Or eGFR < 30 mL/min/1.73m?2

-

. NT-proBNP

And no congestion assessed by
physical examination

J

medical therapy; HR, heart rate; MRA, mineralocorticoid receptor antagonists; NT-proBNP, N-terminal pro b-type natriuretic peptide; SBP, systolic blood pressure

ACEI, angiotensin-converting inhibitors; ARB, angiotensin receptor blockers; ARNi, angiotensin receptor-neprilysin inhibitors; bmp, beats per minute; eGFR, estimated glomerular filtration rate; GOMT, guideline-directed




Registr FAR NHL

é FAR NHL
N =1100

Proportion of patients

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Beta-blockers 93,8%
ACEI and/or AT2 88,4%
Furosemide 80,6%
ACEI| | 71,2%

Verospirone/eplerenone | 67,8%

Statins | 64,1%

Antiaggregants | 45,6%
Anticoagulants | 34,7%
Digoxin | 33,1%
Calcium channel blockers :| 9,8%
Hydrochlorothiazide | ] 9,5%
Nitrates | | 6,7%
lvabradine 5.2%
Indapamide | | 2,8%




6 FAR NHL

RegiStr FAR NHL N = 1100

ACEI/ARB

: \ 13,5% 11,6%

M Z4adn3 14 Nizka davka MW Zadna L1 Nizkd davka

M Stfedni davka M Vysoka davka M Stfedni dadvka M Vysokd davka

129 pacientt (11,6%) nebylo Ié¢eno ACE-I/ARBs viibec 68 pacientl (6,2%) nebylo |é¢eno BB viibec



v 4

Strategie post hospitalizacni péce

Clinical inertia and medical therapy for heart
failure: the unintended harms of ‘first,
do no harm’

The Risks of Guideline-Directed Medication Changes in HFrEF

Risks of Commission Risks of Omission

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

= New-onset heart failure # “low risk”
= “Stable” outpatient heart failure # “low risk”
* Hospitalized heart failure 2 “low risk”

European Journal of Heart Failure (2021) 23, 13431345



ZAVER

» Spravné nacasované propusténi z hospitalizace po akutni dekompenzaci
srdecniho selhani, zavedena lécba srdecniho selhani a dobre naplanovana
strategie post-hospitalizacni péce s trvalou snahou o optimalizaci GDMT,

muZe vyznamné snizit riziko c¢asné rehospitalizce pro srdecni selhani,

zlepsit kvalitu Zivota a prodlouzit Zivot téchto pacientu.
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Dékuji za pozornost




