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CAS CLINIC: MOTIU DE CONSULTA I ANTECEDENTS

MOTIU DE CONSULTA

> Dispnea, edemes i perdua de consciéncia autolimitada.
ANTECEDENTS PERSONALS

> Home. 51 anys.

> Ex-fumador de 20 p/a (no fuma des de fa 20 anys).

> Ex-enolisme moderat-important fins fa 10 anys (nhega
enol des de llavors).

> Natural de Colombia. Des de fa 5 anys a Catalunya.
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CAS CLINIC: ANTECEDENTS PATOLOGICS

> CARDIOPATIA ISQUEMICA: IAM anterolateral el 2008: ingrés al
Hospital del Mar. Es va fer angioplastia + Stent sobre malaltia
coronaria d'un vas (primera diagonal).

> TROMBOEMBOLISME PULMONAR bilateral el 2010: ingrés al Hospital de
Bellvitge. Angio-TAC pulmonar amb TEP bilateral. Com a complicacio va

presentar empiema dret que va requerir drenatge quirdargici 4
setmanes de tractament antibiotic.

> DOLOR ABDOMINAL CRONIC: Estudiat al CAP, es va fer FGS que va
mostrar antritis cronica i va rebre tractament erradicador
d’'Helicobacter pylori. Ecografia abdominal i Colonoscopia normals.

> TRACTAMENT PREVI A L'INGRES: AAS 100 mg al dia; Bisoprolol 5 mg al
dia; Enalapril 5 mg al dia; Pravastatina 40 mg al dia; Omeprazol 20 mg.
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CAS CLINIC: INGRES HOSPITALARI:

> Edemes a EEII progressius des de feia 2 mesos.
> Dispnea d’esforg progressiva fins fer-se de minims esforcos

> iS:;in_c:tipe brusc, caminant per la via publica, amb traumatisme
acial.

EXPLORACIO FISICA:

> Tons cardiacs regulars amb buf sistolic a punta.

> Crepitants a 12 inferior d’ambdoés hemitorax.

> Edemes +++ a EEII. Ingurgitacio Jugular +; RH] +.

> Exploracié neurologica normal. Afebril.

CLINI

BARCELONA
Hospital Universitar
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CAS CLINIC: PROVES COMPLEMENTARIES

ANALISI:
> Hemograma normal. No anemia. Coagulacié normal.

> Bioquimica: funcio renal normal (FG>60 ml/min). Colesterol 175 mg/dl
(HDL 30 / LDL 114). Ions, perfil hepatic i glucemia normals. Hb
glicosilada 6,1%. Hormones tiroidals normals. Troponina negativa. BNP
946 pg/mL (N< 35). D-dimer 800.

RX DE TORAX:
> Cardiomegalia amb patro alveolo-intersticial bilateral.
ELECTROCARDIOGRAMA:

> Ritme sinusal amb BBE. QRS 140 mseg.
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EXPLORACIONS COMPLEMENTARIES BASIQUES
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Rx torax:cardiomegalia > 5
+ patré intersticial bilateral ECG: Ritme sinusal + blocatge de branca esquerra
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CAS CLINIC: DIAGNOSTIC DIFERENCIAL:
DISPNEA:

> Nou tromboembolisme pulmonar amb IC secundaria?
> Insuficiencia cardiaca amb FE preservada?

> Insuficiencia cardiaca amb FE disminuida?

> Pneumonia bilateral?

SINCOPE:

> Vaso-vagal (lipotimia)?

> Blocatge AV (al tenir un BBE)?

> Aritmia ventricular (antecedent d'IAM)?

> Sincope per nou TEP?

> Quines exploracions caldria fer?

CLINI
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CAS CLINIC: EXPLORACIONS COMPLEMENTARIES:

> ANGIO-TC PULMONAR: Troballes compatibles amb tromboembolisme
cronic.

> ECOCARDIOGRAMA: Severa dilatacio del ventricle esquerre (DTDVE
> 70 mm) amb greu depressio de la contractilitat global (FE <30%),
per hipocinesia difusa, més marcada anterolateral (acinesia).
Imatge suggestiva de trombus apical en resolucio. Insuficiencia
mitral severa secundaria. Auricula esquerra severament dilatada.
Ventricle dret no dilatat, lleugerament hipocinetic. IT lleugera amb
hipertensio pulmonar lleu-moderada (PAPs 45 mmHg).

> HOLTER 24H: Ritme sinusal amb QRS ample. FC 111-78-64 x’
Extrasistolia ventricular i supraventricular poc freqiient. No aritmies
sostingudes ni pauses significatives.
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DIAGNOSTICS:

> INSUFICIENCIA CARDIACA BIVENTRICULAR AMB FRACCIO D’EJECCIO
DISMINUIDA.

> TROMBOEMBOLISME PULMONAR CRONIC.
> CARDIOPATIA DILATADA D’ETIOLOGIA PER DETERMINAR:
> Isqueémica? (Infart anterior previ)
> Enolica? (Enolisme fins fa uns anys)
> Malaltia de Chagas? (Originari de Colombia)
> SINCOPE AMB TRAUMATISME FACIAL.

Quins altres estudis caldria fer ??

CLINI
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ALTRES EXPLORACIONS COMPLEMENTARIES:

> RESONANCIA MAGNETICA CARDIACA AMB ADENOSINA: Miocardiopatia
dilatada d’aspecte isquemic: severa dilatacio amb extens infart
transmural anterior, apical i lateral. Territori inferolateral viable. FE

<30%.

> CORONARIOGRAFIA: Stent a D1 permeable sense reestenosi.
Coronaries sense estenosis significatives actualment.

> SEROLOGIA CHAGAS (Trypanosoma cruzi): Negativa (tarda 15 dies)
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TRACTAMENT INSTAURAT

Diuretics to relieve symptomslsigns of congestion®
ACE inhibitor (or ARB If not tolerated)®

ADD a beta-blocker®

|

> Furosemida: inicialment endovenosa i
posteriorment oral. A I'alta 40 mg/24h

Stlll NYHA class II-V?
&

ADD a MR antagonist®¢

I

> Enalapril 2,5 mg/12h

:

> Bisoprolol: 5 mg/24h

-©
©

Sinus rhythm and HR 270 beats/min?

> Eplerenona 25 mg/24h

M-
— @

> AAS 100 mg/24h B
.Sﬂll NYHA class [IHV and LVEF <35%!

O

)

> Sintrom segons controls

QRS duration 2120 ms?

> Atorvastatina 40 mg/24h ﬁ?
> TRC: Implant de marcapassos .

No further specifi treatment‘
Continue In disease-management programme
Consider digoxin* and/or H-SDN'
If end stage, consider LYAD and/or transplantation

tricameral + desfibril-lador implantable.

-~

Area Integral : o . . .
de Salut e Jornada d’atencio compartida en cardiologia 2013

Barcelona Esquerragli cital universitar




Pharmacological treatments indicated in potentially all
patients with symptomatic (NYHA functional class 11—
IV) systolic heart failure

Recommendations Class® Level® Ref®

An ACE inhiblor 1s
recommendead, In addidon to

a beta-blocker, for all patlents
with an EF =40% to reduce the
risk of HF hosplealization and
the risk of premature death.

8791

A beta-blocker Is
recommendad, In addition to
an ACE inhibitor {or ARE If
ACE inhibitar not tolerated),
for all padents with an EF
40% to reduce the risk of HF
hospltalzad on and the risk of
premature death.

9158

An MRA Is recommended

for all padents with persisting
symptoms (MYHA class

IH1¥) and an EF =35%, despite
treatment with an ACE
Inhiblear (or an ARB if an ACE
Inhibleer Is not tolerated) and
a beta-blocker, to reduce the
risk of HF hosplealization and
the risk of premature death.

99,100

FARMACS AMB MILLORIA
DEL PRONOSTIC EN LA IC

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker;
EF = gjection fraction; HF = heart failure; MRA = mineralocortiooid receptor
antagonist;, NYHA = Mew York Heart Association.

*Class of recommendation.

Blevel of evidence

“Peferences.
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Table 14 Evidence-based doses of disease-modifying
drugs used in key randomized trials in heart failure
{or after myocardial infarction)
| Stardng dose (mg) | Target dose (mg)
ACE Inhiblitor
Captopri 625 tid. S0 nid
Enalapril 15 bad. [0-20 bud.
Lisinopril® 1550 ad 20-35 o,
Ramipril 15 ad 5hbid
Trandelapril 0.5 ad 4od.
Beta-blocker
Bisoprola |25 od. 10 od
Carvedilal 3125 bad. 25-50 bud.
Metoprolol succinate (CRIXL) | 12525 ad. 200 ad.
Mebivelol 1.25 od. 10 ed
ARB
Candesarzan 4or8od 31 od
Valsarzan 40 bu.d. 160 bui.d.
Lesartan®* 50 eud. 150 ad.
MRA
Eplerenane 25 od. 50 od.
Spironolactone 5 ad 2550 o,




ALTRES TRACTAMENTS FARMACOLOGICS

Other treatments with less-certain benefits in patients with symptomatic (NYHA class I1-1V) systolic heart failure

Recommendations Class? Level® Ref©
ARB

Recommended to reduce the risk of HF hospitalization and the risk of premature death in patients with an EF =40% 108, 109
and unable to tolerate an ACE inhibitor because of cough (patients should also receive a beta-blocker and an MRA). '
Recommended to reduce the risk of HF hospitalization in patients with an EF =40% and persisting symprems (NYHA o 111
class 11V} despite treatment with an ACE inhibitor and a beta-blocker who are unable to tolerate an MRAZ '
Ivabradine

Should be considered to reduce the risk of HF hospitalization in patients in sinus rhythm with an EF =35%, a heart rate

remaining 270 b.p.m., and persisting symptoms (NYHA class [IHV) despite treatment with an evidence-based dose of lla 12
beta-blocker (or maximum tolerated dose below that), ACE inhibitor (or ARB),and an MRA, (or ARB)=

May be considered to reduce the risk of HF hospitalization in patients in sinus rhythm with an EF <35% and a heart

rate =70 b.p.m. who are unable to tolerate a beta-blocker. Patients should also receive an ACE inhibitor (or ARB) b -
and an MRA (or ARB)~

Digoxin

May be considered to reduce the risk of HF hospitalization in patients in sinus rhythm with an EF <45% who are

unable to tolerate a beta-blocker (ivabradine is an alternative in patients with a heart rate =70 b.p.m.). Patients should 113 113
also receive an ACE inhibitor (or ARB) and an MRA (or ARB).

May be considered to reduce the risk of HF hospitalization in patients with an EF =45% and persisting symptoms b 13
(NYHA class V) despite treatment with a beta-blocker, ACE inhibitor (or ARB), and an MRA (or ARB).

H-ISDN

May be considered as an alternative to an ACE inhibitor or ARB, if neither is tolerated, to reduce the risk of HF

hespitalization and risk of premature death in patients with an EF =45% and dilated LYV (or EF =35%). Patients should 113 14, 115
also receive a beta-blocker and an MRA.

May be considered to reduce the risk of HF hospitalization and risk of premature death in patients in patients with an

EF =45% and dilated LV (or EF =35%) and persisting symptoms (NYHA class II-V) despite treatment with a 113 e
beta-blocker, ACE inhibitor (or ARB), and an MRA (or ARB).
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DIURETICS

e Son els farmacs recomanats per la millora simptomatica de la
dispnea i edemes.

o Utilitat independentment de la fraccio d’ejeccio.
e Els efectes sobre mortalitat i morbilitat no han estat estudiats
e Diliretics de nansa: els de major eficacia:

- Furosemida

- Torasemida

- Bumetanida

e Combinacio de diiiretics de nansa (furosemida) + tiazides
(clortalidona): molt atil pel tractament de la IC amb edemes
resistents al tractament.

— Cal control dels ions sota el tractament: Nai K
- L'addicio de tiazides permet reduir la dosi de furosemida
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IC AMB FRACCIO D'EJECCIO PRESERVADA (ICFEP)

e Cap farmac ha demostrat reduccié de mortalitat o
morbiditat en aquests pacients.

e Tractament individualitzat, basat en control dels
simptomes i tractament de les comorbiditats.

e Recomanacions:
- Us de diiirétics per control de dispnea i edemes.
- Adequat control de la TA amb farmacs anti-HTA segons
guies
- Tractament de la isquemia miocardica en cas d’existir.

— Control de la freqiiencia cardiaca en pacients amb
fibril-lacio auricular.

CLINI

BARCELONA
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DEFICIT DE FERRO +/- ANEMIA

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Ferric Carboxymaltose in Patients with Heart
Failure and Iron Deficiency

Iron deficiency in chronic heart failure: An international

pooled analysis

IJsbrand T. Klip, MD, * Josep Comin-Colet, MD, PhD, " Adriaan A. Voors, MD, PhD, ® Piotr Ponikowski, MD, PhD, ©
Cristina Enjuanes, MD,"® Waldemar Banasiak, MD, PhD, © Dirk J. Lok, MD, 4 piotr Rosentryt, MD,“ Ainhoa Torrens, MD,"
Lech Polonski, MD, PhD, © Dirk J. van Veldhuisen, MD, PhD, © Peter van der Meer, MD, PhD, * and

Ewa A. Jankowska, MD, PhD b Groningen, and Devenier, The Netbevlands: Bavrcelona, Spain; and Wroclaw, and Zabrze,
Poland

CONCLUSIONS
Treatment with intravenous ferric carboxymaltose in patients with chronic heart
failure and iron deficiency, with or without anemia, improves symptoms, functional
capacity, and quality of life; the side-effect profile is acceptable. (ClinicalTrials.gov
number, NCT00520780.)
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Treatments (or combinations of treatments) that may
cause harm in patients with symptomatic (NYHA class
11=1V) systolic heart failure

Recommendations Class?| Level®| Ref®

Thiazolidinediones (glitazones)
should not be used as they

cause worsening HF and increase
the risk of HF hospitalization.

131-133

Most CCBs (with the exception
of amlodipine and felodipine)
should not be used as they have
a negative inotropic effect and can
cause worsening HF.

NSAIDs and COX-2 Inhibltors
should be avoided if possible as
they may cause sodium and water
retention, worsening renal function
and worsening HE.

135,136

The addition of an ARB

(er renin Inhibitor) to the
combination of an ACE inhibitor AND
a mineralocorticold antagonist Is
NOT recommended

because of the risk of renal
dysfunction and hyperkalaemia.

Area Integral

FARMACS SENSE BENEFICI
DEMOSTRAT
O PERJUDICIALS A LA ICC

e PERJUDICIALS:

- Glitazones

- Verapamil / Diltiazem

— AINEs

— Aliskiren associat a IECAS

e NO HAN MOSTRAT BENEFICI:

- Estatines

— Inhibidors renina
(Aliskiren)

- Anticoagulacié en ritme
sinusal
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TERAPIA DE RESINCRONITZACIO
(MARCAPAS TRICAMERAL)
DESFIBRILADOR IMPLANTABLE (DAI)

Recommendations for the use of CRT where the evidence is strong—patients in sinus rhythm with NYHA functional class
Il heart failure and a persistently reduced ejection fraction, despite optimal pharmacological therapy

Recommendations

LBBB QRS morphology

CRT, preferably CRT-D is recommended in patients in sinus rhythm with a QRS duration of =130 ms, LBBB QRS 154, 155
morphology,and an EF <30%, who are expected to survive for > year with good functional status, to reduce the risk
of HF hospitalization and the risk of premature death.

Non-LBBB QRS morphology

CRT, preferably CRT-D should be considered in patients in sinus rhythm with a QRS duration of =150 ms, irrespective 154, 155
of QRS morphology, and an EF £30%, who are expected to survive for >| year with good functional status, to reduce
the risk of HF hospitalization and the risk of premature death.

CRT-D = cardiac resynchronization therapy defibrillator; EF = ejection fraction; HF = heart failure; LBBB = left bundle branch block; NYHA = New York Heart Association.
*Class of recommendation.

®Level of evidence.

“References.
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TERAPIA DE RESINCRONITZACIO CARDIACA (TRC)
MARCAPASSOS TRICAMERAL (+/- DAI)

4
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Indications for cardiac resynchronization therapy in
patients in sinus rhythm

Europace ESC GUIDELINES

EUROPEAN doi:10.1093/europace/eut206
SOCIETY OF
CARDIOLOGY*

2013 ESC Guidelines on cardiac pacing and cardiac
resynchronization therapy

Magnitude of benefit from CRT

Highest Wider QRS, left bundle branch block, females,
(responders) non-ischaemic cardiomyopathy
Males, ischaemic cardiomyopathy
Lowest Narrower QRS, non-left bundle branch block

(non-responders)

Area Integral
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Recommendations Class? Level ® Ref. ©

1) LBBB with QRS
duration =150 ms.

CRT Is recommended In
chronic HF patients and LVEF
=35% who remain In NYHA
functional class I, Il and
ambulatory 1Y despite adequate
medical treatment. 9

2) LBBB with QRS
duration 120-150 ms.

CRT Is recommended In
chronic HF patients and LVEF
<35% who remain in NYHA
functional class I, Ill and
ambulatory IV despite adequate
medical treatment. ¢

3) Non-LBBB with QRS
duration >150 ms.

CRT should be considered In
chronic HF patients and LVEF
<35% who remain in NYHA
functional class II, Ill and
ambulatory IV despite adequate
medical treatment 9

4) Non-LBBB with QRS
duration 120-150 ms.

CRT may be considered in
chronic HF patients and LVEF
=35% who remain in NYHA
funcronal class I, Ill and
ambulatory IV despite adequate
medical treatment. ¢

5) CRT in patients with
chronic HF with QRS duraticn
<120 ms Is not recommended.

65, 66

CRT = cardiac resynchronization therapy; HF = heart failure; LBBB = left bundle
branch block; LV = left ventricular; LVEF = left ventricular ejection fraction;
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CAS CLINIC: EVOLUCIO DESPRES DE L'ALTA

> Milloria clinica, pero persisténcia de dispnea d’esfor¢ CF II-IIl i a
vegades edemes.

> ECOCARDIOGRAMA de control: Severa dilatacio del ventricle esquerre
(DTDVE > 70 mm) amb moderada-greu depressio de la contractilitat
global (FE <35%), per hipocinesia difusa, més marcada anterolateral
(acineésia). Insuficiencia mitral severa secundaria. Auricula esquerra
severament dilatada. Ventricle dret no dilatat, lleugerament
hipocinetic. IT lleugera amb hipertensié pulmonar moderada (PAPs
45-50 mmHg).

> Atesa la insuficiencia mitral severa secundaria a la dilatacio, es
planteja la opcid de tractament per cateter (MitraClip).
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ANESTESIA GENERAL
ECO TRANSESOFAGIC INTRA-OP
PROCEDIMENT COMPLEX
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MITRACLIP: PROTOCOL DE L'HOSPITAL CLINIC

INDICACIONS

>

Insuficiencia mitral greu catalogada com a secundaria, per dilatacio, en
pacients amb contraindicacio per cirurgia cardiaca, per comorbiditats o
depressio de la funcio ventricular.

Associat a clinica d’insuficiéncia cardiaca o altres troballes de gravetat,
com dilatacié molt important del VE o hipertensiéo pulmonar amb
PAPs>50mmHg.

Requereix una morfologia de la valvula favorable (valoracié ETE).

Decisio en comité multidisciplinar: cardiologia intervencionista,
cardiolegs clinics i d'IC, imatge cardiaca, cirurgia cardiaca,
anestesiologia.

Contraindicacions més rellevants: IAM les 12 setmanes preévies,

cirurgia mitral previa, endocarditis, problemes anatomics del septum
interauricular, contraindicacio a doble antiagregacio.
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CAS CLINIC: EVOLUCIO DESPRES DEL CLIP MITRAL

> Major estabilitat clinica, pero persisténcia de periodes de dispnea
d’esforc CF II-III, amb altres temporades asimptomatic (CF I-II)

> ECOCARDIOGRAMA de control: Severa dilatacio del ventricle esquerre
(tot i certa milloria) amb greu depressio de la contractilitat global (FE
30%). Clip mitral amb insuficiéncia mitral lleugera. Auricula esquerra
severament dilatada. IT lleugera amb hipertensio pulmonar lleugera
(PAPs 40-45 mmHg).

> Malgrat la major estabilitat, atesa I'edat, la severitat de la disfuncio
ventricular i la preséencia d’exacerbacions de la IC, s’inicia valoracio per
la opcié de transplantament cardiac en el futur.
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TRANSPLANTAMENT CARDIAC. HOSPITAL CLINIC 2002-2011

100 | Supervivéncia actuarial
. Hospital Clinic
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CONCLUSIONS: QUE M'EMPORTO A CASA?

e IECAs/ARA-II, betabloquejants i antialdosteronics: milloria clinica
i pronostica a la IC amb FE disminuida.

e Importancia de lI'increment progressiu de dosi fins la recomanada.
e Diliretics per tractament dels simptomes de congestio.

e Altres farmacs en situacions especials: ivabradina, digoxina,
hidralazina + nitrats, ferro.

e Paper consolidat de la terapia de resincronitzacio cardiaca.
e MitraClip com a tractament emergent en casos especials.
e Considerar la opcio de transplantament cardiac.

e Tota la evidencia és en IC amb FE disminuida. Cap evidéncia en el
tractament de la IC amb FE preservada->maneig empiric.
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