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Géneralités sur 'insuffisance cardiaque

* Epidémiologie
e 5/1000 patients en Europe
* 1-2% des adultes

* Pronostic

* Globalement identique pour IC Fe préservée/altérée
* Mortalité 67% a 5 ans

* Poids sur le systeme médico économique
* Premiére cause d’hospitalisation en France; 1.3 hospit/an/patient
* 20% de réhospitalisations le premier mois post hospitalisation



|/ Gestion du patient a domicile



Gestion du parcours patient a la sortie

e Eviter la réhospitalisation

e Réévaluation cardiologique
précoce

* éducation

Recommendations for management of patients after HF
hospitalization

It is recommended that patients hospitalized for HF be care-
fully evaluated to exclude persistent signs of congestion
before discharge and to optimize oral treatment.

It is recommended that evidence-based oral medical treat-
ment be administered before discharge.

An early follow-up visit is recommended at 1—2 weeks after
discharge to assess signs of congestion, drug tolerance, and

start and/or uptitrate evidence-based therapy.

Multidisciplinary interventions recommended for the

management of chronic heart failure

Recommendations

It is recommended that HF patients are enrolled
in a multidisciplinary HF management pro-
gramme to reduce the risk of HF hospitalization
and mortality.309'314'315'316

Self-management strategies are recommended
to reduce the risk of HF hospitalization and
mortality.>*

Either home-based and/or clinic-based pro-
grammes improve outcomes and are recom-
mended to reduce the risk of HF hospitalization

and mortality.>'%317

Influenza and pneumococcal vaccinations should

be considered in order to prevent HF

hospitalizations.?'>2"¢

Class® Level®




Programmes d’accompagnement

PRADO IC télésurveillance

* Depuis 2013, coordination par * Programme ETAPE 2018-2022
CPAM

e 1€ consultation médicale et 1€
passage IDE dans |la semaine

* Financé par la CPAM

 Suivi pendant 6 mois
renouvelable

* Puis 1 passage IDE/ semaine
pour 2 mois puis 2/mois pour 6
mois

* Suivi quotidien par matériel
connecte

e 2 séances d’ETP



2|ésurveillance, une question en suspend
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Figure 4 Forest plot of all-cause mortality for teletransmission and telephone-supported care versus usual care.

Cochrane 2017, Mao-huan Lin



Fducation thérapeutique

* Domaine en devenir +++
* Différentes modalités : hospitaliere/HDJ/réadaptation

* Buts :
* Annonce diagnostique
» Renforcer adhérence au traitement médicamenteux et au régime hyposodé
e Auto surveillance : poids, OMI, dyspnée
e Eviter auto médication : AINS +++



Importance du traitement médicamenteux

Management of HFrEF

ACE-IARN SGLTa

Recommandations :
- Surveillance fonction rénale 1 semaine apres augmentation ARM
- Surveillance fonction rénale 2 semaines aprés augmentation IEC/ARA2

ESC guidelines 09/2021



Gestion de la déecompensation a domicile

* Facilement doubler les doses de diurétiques habituelles jusqu’a
disparition de |la congestion

 Surveillance clinique et biologique rapprochée

* Notion de résistance aux diurétiques de |'anse
 Utilisation prolongée de fortes doses de diurétiques
* En pratique > 250 mg/jour de FUROSEMIDE
 Utilisation ponctuelle d’"HYDROCHLOROTHIAZIDE 25mg 48-72h



I/ Gestion des traitements



Gestion de l'insuffisance rénale

* Difféerents types de syndromes

Ca rd |0 renaux Sous-type de SCR Atteinte initiale Atteinte secondaire
Type 1 Insufflsancg/d¥§fonct|on Insuffisance rénale aigué
cardiaque aigué
b . Qe 7 o Type 2 Insuffisance cardiaque chronique | Insuffisance rénale chronique
()
CO mor Id Ite Im po rta nte i R Insuffisance/dysfonction
Type 3 Insuffisance rénale aigué : NS
cardiagque aigue
Type &4 Insuffisance rénale chronique Insuffisance cardiaque chronique
. ’ . 2 3 Insuffisances cardiaque et rénale
* Fonction rénale habituelle = Type & Altglnta systimique aigués

prInCIpaI prédICteur r|5que de Tableau I: Classification des syndromes cardio-rénaux en 5 sous-types.
décompensation cardiaque



Gestion de |'insuffisance rénale en situation
algue

If creatinine increase up to 50% above baseline or 266 umol/L (3 mg/dL) or éGFR 25 mL/min/1.73 m or blood potasssium (kalemia) 5.5 mmol/L I
Non-cardiac etiologies Volemia Body weight
* Acute infection * Congestion
 Hyperthermia * Dehydration Systolic Blood Pressure < 90 mmHg
* NSAID/antibiotics/other * Normal
* Contrast agents Second potassium dosage
* Gastrointestinal disorder Diuretic dosage
* Urinary tract obstruction
Y
Patient with congestion : Dehydrated patient : Symptomatic hypotensive patient : Hyperkalemia :
* Increase loop diuretics * Decrease or discontinue * Selective discontinuation of BP « Stop any dietary potassium
dosage (x 2-3) for 2-4 days diuretics ~lowering drugs without proven supplement intake
* Consider diuretics * Consider discontinuation of outcome benefits in HFrEF « Transiently reduce or
combination (thiazides,...)* BP-lowering drugs without * Consider diuretics and MRA discontinue MRAs
* Water intake restriction proven outcome benefits reduction in non-congestive * Transiently reduce or
in HFrEF patients discontinue RASI or ARNi
* Consider increasing * Consider transient reduction of * Consider potassium binders
water/salt intake other BP-lowering drugs
(beta-blockers, RASI, ARNi)
* Check any sign of low cardiac
output
Y \ \ \
J Blood-check : potassium, urea, creatinine within 2-7 days
J Body weight and BP-check
J Clinical outpatient check : HF nurse/GP/cardiologist/nephrologist with blood results




Gestion de l'insuffisance rénale durant la
titration

CHF WITH OCCURRENCE
OFWRFDURINGFU (o ___

| Mool No WRF ;|
Yes * No additional action needed

I
1
1
I
\

I

I

v * Check renal function & electrolytes |
During uptitration of . Ssnppropngte (€ g perdmoniis]

~

RAAS-inhibiton | T TTTTTTTTTTTTTTT

Yes | Scr<50% 4 +Scr < 3mgy/dl
and eGFR still >25ml/min

- e - --- -

¢ Pseudo WRF "\
No Yes 1 ® Tolerate changes in renal function :
_
v | ® Check renal function & electrolytes :
HyperK > 5,5 meq/I \as appropriate (e.g. per 4 months) ,'
No and Scr > 100% 4 R .
Ves [ No (but consider halving dose) T
v ; " PseudoWRF
Discontinue RAAS-blocker, M,' : 1
5 1 ® Consider rechallenge |
consider other form of R i
afterload reduction ] OnSldf’rre'ucmg oop |
X iuretic dose "
No improvement i True WRF N
"1 » Stop other nephrotoxins s
v 1 » Consider renal artery stenosis :
! .
Presence of congestion? 1 >Consicesoftier catses i
9 : ' * Nephrology referral '

’



hyperkaliémie
* Insuffisance ri
du SRAA
* Eliminer fau
liées au prél
prélevemen
* latrogénie ?
AINS...
* Considérer k

* Diminution/
du SRAA : ar

Gestion des dyskaliémies

CHF WITH OCCURRENCE
OF WRF DURING FU

No

Yes >

v

During uptitration of
RAAS-inhibition

.................

’ No WRF \
* No additional action needed
® Check renal function & electrolytes
L as appropriate (e.g. per 4 months) ,'

~ -,

! |
| 1
| 1
| 1
\

insuffisante des

No and Scr > 100% 4

Yes Scr<50% 4 +Scr< 3mg/dl
and eGFR still >25ml/min | P 3 | / I
4 Pseudo WRF <o2MmMmo
No Yes _1 * Tolerate changes in renal function :
A 4 ': ¢ Check renal function & electrolytes :
HyperK > 5,5 meq/| '\ as appropriate (e.g. per 4 months) /' .

e 10N

l

Yes

v

A e ——

Discontinue RAAS-blocker,
consider other form of
afterload reduction

Improvement _, Pseudo WRF
——», « Consider rechallenge

, . étiques de l'anse ?
1 ® Consider reducing loop !
diuretic dose

No improvement .

____________

_______________

True WRF N

v

Presence of congestion?

e Stop other nephrotoxins ,
» Consider renal artery stenosis :

® Consider other causes !

' .® Nephrology referral /

/



estion de ["hypotension

( Symptoms/signs ]

L of hypotension*®

( L j Signs of shock and/or
\.w R | severe clinical congestion

[
NO

N
£ Supine and Standing BP measurements

ANDNO AND AND
postural/orthostatic postural/orthostatic postural/orthostatic
low BP/symptoms* J low BP/symptoms* ) ( low BP/symptoms*

" I ‘k OR

SBP =100 mmHg SBP>100 mmHg ( SBP <90 mmHg

A

(_Nomodcaton ) (20:s8p <0ommeig_

OR

SBP <90 mmHg
ANDNO
postural/orthostatic
low BP/symptoms*

STEPI

Evaluate BP during at least two visits
AND
Better assessment of the link between low BP and symptoms
Ambulatory BP Measurement

| Nomodification <~ NO —( Persistent low BP with related symptoms )

I
YES

{

STEPII

Stop/Reduce non-HFrEF BP lowering therapies  Tm—
calcium antagonists, centrally-acting antihypertensive drugs, alpha-blockers
(sometimes used for prostate conditions), nitrates or all other vasodilators

.

( Persistent low BP with related symptoms }
“ 5 ’




Gestion de ['hypotension(2)

retics STEWP o patient ( STEPIV
L%mm&?mrmauaw wwgwu i 3 Define the clinical profile®
schocardiography, congastion score

! e e e |

KIDNEY FUNCTION KALAEMIA HEART RATE HISTORY OF SEVERE NO SPECIFIC
GFR <30 mémin/173m¢ K'>50mEqg/ HR < 80 bpm ARRHYTHMIA CLINICAL PROFILE
Trytokeep ! . _
at least 1. Decrease dose of 1. Decresse dose of MRA 1. Stop ghyocoside andfor 1. Decrease dose of 1. Decrease dose of
A m dose ACEVARB or ARN 2 Decrease dose of I channal Dlockar ACEI/ARB or ARNI M:EIA;GAM
of all 2. Decrease dose of MRA ACEVARB or ARN: 2. Decrease dose of BB 2. Decrease dose of MRA and/or
. 2. Decrease dose of MRA
3. Switch the current RAAS 3. Switch the current RAAS 3. Diecuss permanent 3. Decraase dose
recommended blockar for ancther blocker for ancther pacing of betablockers
mm batween ACEior ARB batween ACEior ARB
or ARNi or ARNI
- . £\ y A

W i

CONSIDERA PERSISTENCE N REFERTO AHEART
NEW TITRATION OF LOWBP FAILURE TEAM




Gestion des hyponatremies

» Définie par Na < 136 mmol/|

* Hospitalisation recommandée si

> 125mmol/I

e Déterminer volémie ++
e Volémie haute : dilution =>
diurétiques +/- restriction
hydrique
* Volémie normale/basse
* Traitements hyponatrémiants ?
e Association de diurétiques ?

* lono urinaire : pertes extra rénales ?

"4 . .
e Angiotensine

e Hormone
antidiurese

e Bas débit
e Angiotensine 2

Neuro-
hormonal

Autres

s

e AINS

e Inhibiteurs de la recapture

de la sérotonine

e De l'anse
e Thiazidiques
¢ ARM

Fig. 1: Etiologies des hyponatrémies dans l'insuffisance cardiaque. ARM: Antagonistes des récepteurs miné-
ralocorticoides; AINS: anti-inflammatoires non stéroidiens.



Gestion de I'hypernatrémie

* Définie par une Na > 145 mmol/!
* Souvent en lien avec une déshydratation



Importance
cardiaques

Tolérance o
Balance bé
Education ¢

Développer

If creatinine increase up to 50% above baseline or 266 pmol/L (3 mg/dL) or eGFR 25 mL/min/1.73 m? or blood potasssium (kalemia) 5.5 mmol/L ‘

renal failure and hyperkalemia in HFrEF outpatients

Worsening

Volemia
* Congestion
* Dehydration
* Normal

Diuretic dosage

Il - Adapt
Correct non-cardiac etiology
Patient with congestion : Dehydrated patient : Symptomatic hypotensive patient : Hyperkalemia :
* Increase loop diuretics ¢ Decrease or discontinue * Selective discontinuation of BP * Stop any dietary potassium
dosage (x 2-3) for 2-4 days diuretics -lowering drugs without proven supplement intake
* Consider diuretics « Consider discontinuation of outcome benefits in HFrEF * Transiently reduce or
combination (thiazides,...)* BP-lowering drugs without ¢ Consider diuretics and MRA discontinue MRAs
* Water intake restriction proven outcome benefits reduction in non-congestive * Transiently reduce or
in HFrEF patients discontinue RASI or ARNi
* Consider increasing * Consider transient reduction of * Consider potassium binders
water/salt intake other BP-lowering drugs
(beta-blockers, RASI, ARNi)
* Check any sign of low cardiac
output
Y Y \ Y

J Blood-check : potassium, urea, creatinine within 2-7 days
J Body weight and BP-check

J Clinical outpatient check : HF nurse/GP/cardiologist/nephrologist with blood results

Iffisants



