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Définition de lI'insuffisance cardiaque (IC)

leading to

Abnormality of cardiac structure or function

failure of the heart to deliver oxygen at a rate commensurate
with the requirements of the metabolizing tissues

(or only at the expense of increased filling pressures)
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Fluid overload Compensatory
“Backward failure” mechanisms

Reduced oxygen delivery
“Forward failure”

and orthopnes;
ssure

Critéres diagnostiques de I'IC

Table | Diagnosis of heart failure

The diagnosis of HF-REF requires three conditions to be satisfied:

3. Reduced LVEF
The diagnosis of HF-PEF requires four conditions to be satisfied:
|. Symptoms typical of HF
2. Signs typical of HF
3. Normal or only mildly reduced LYEF and LV not dilated

4. Relevant structural heart disease (LV hypertrophy/LA
enlargement) and/or diastolic dysfunction (see Section 4.1.2)
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Suspected heart failure
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ECG abnormal
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If heart failure confirmed,
determine aeticlogyd and
STArT app ropriate treatment

Maladies myocardiques

1. Maladie coronarienne

2. Hypertension artérielle

3. Cardiomyopathies

Maladies valvulaires
Maladies péricardiques
Maladies endocardiques

Mal. cardiaques congénitales
Arythmies

Tr de la conduction

Etat de haut débit

Surcharge volémique
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L'insuffisance cardiaque est une des seules affections
cardiovasculaires dont la prévalence augmente

Lloyd-Jones D et al. Circulation 2010;121:e1-e170.




) . En Suisse: - 100000 patients IC
Prevalence de I'IC selon I'age (USA) - 20’000 nouveaux cas/an
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Lloyd-Jones D et al. Circulation 2010;121:e1-e170.

Le pronostic global reste sombre... Plan de la présentation
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Roger VL et al. JAMA 2004;292:344-50




1¢re étape: la «triade classique»

Diuretics to relieve symptoms/signs of congestion®

+

ACE inhibitor (or ARB if not tolerated)®

ADD a beta-blocker®

2¢éme gtape: les antag. de I'aldostérone (ARM)

ADD a MR antagonist **

ESTABLISHED IN 1812 JANUARY 6, 2011 VOL. 364 NO.1

Eplerenone in Patients with Systolic Heart Failure
and Mild Symptoms

2737 patients
NYHA II
LVEF <30% or 30-35% and QRS >130 ms

CV death or HF hospitalization -37% All cause mortality -24%

HR [95% C1] = 0.63 [0.54, 0.74] P < 0.0001 HR [95% C1] = 0.76 [0.62, 0.93] P = 0.0081

Placebo

Zannad et al. N Engl J Med. 2011;364:11-21




Ivabradine (Procoralan®)

3eme étape: ivabradine

®w

LVEF <35%?

?/\AQ

< Sinus rhythm and HR 270 beats/min? ___—>

Inhibiteur spécifique du courant I; dans le noeud sinusal
{ fréquence cardiaque sans autre effet cardio-vasculaire

ADD ivabradine®

Ivabradine and outcomes in chronic heart failure (SHIFT):

. eme & R i >
arandomised placebo-controlled study 4 etape: «devices
6558 patients

NYHA II a IV, LVEF <35%

SR >70 bpm

Optimal medical therapy with maximal tolerated betablocker therapy

@A class IV and LVEF <35%7 >
4
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Consider CRT-P/CRT-D! Consider ICD?
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Swedberg K et al. The Lancet 2010;376:875-885




Etude MADIT-CRT chez des patients NYHA I/1II

JOURNAL o MEDICINE

OCTOBER 1, 2009

Cardiac-Resynchronization Therapy for the Prevention
of Heart-Failure Events

02 04 06 08 10 12 14 1§

CRT-ICD Better 1CD Only Better

Figure 3. Risk of Death or Heart Failure, According to Selected Clinical Characteristics.

1D only 731 621(0.89)  379(0.78) 173 (0.71) 43 (0.63)
CRT-ICD 1089 985 (0.92)  651(0.86) 279 (0.80) 58 (0.73)

Moss AJ et al. N Engl J Med. 2009;361:1329-38.
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La digoxine n’a pas d’effet sur la mortalité totale
mais réduit les hospitalisations pour IC
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The Digitalis Investigation Group. N Engl J Med 1997;336:525-33.

A une digoxinémie basse, la mortalité semble
diminuée selon une analyse post-hoc

Digoxin and reduction in mortality and hospitalization

in heart failure: a comprehensive post hoc analysis of

the DIG trial

Pair-wise log-rank test P:

Placebo vs. SDC 0.5-0.9: <0.0001

Placebo vs. SDC 21.0: 0.002 /_rlv_PIacebo

-
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Wilson 5. Colucei®, Kirkwood F, Adams’, an 60—
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Log-rank test P < 0.0001
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Ahmed A et al. Eur Heart J 2006;27:178-86.
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Assistances ventriculaires gauches

No further specific treatment®
Continue in disease-management programme

Consider digoxin® and/or H-ISDN'
If end stage, consider LVAD and/or transplantation

HeartMate 11

To aora

Outlet stator
and diffuser

Percutaneous

From left
ventricle

Motor  Pump

housing

Rotor Inlet stator and
blood-flow
straightener

Use of a Continuous-Flow Device in Patients
Awaiting Heart Transplantation

Survival (%)

Months
Mo. at Risk 133 48

Miller LW et al. N Engl J Med 2007;357:885-96.

Percent Survival

Post-Trial (N=1496)

Trial (N=486)

P <0.001 log-rank test

John R et al. Ann Thorac Surg 2011;92:1406 -13

Months




Efficacy and Safety of Exercise Training in Patients With
Chronic Heart Failure: HF-ACTION Randomized
Controlled Trial

Christopher M. O'Connor; David J. Whellan; Kerry L. Lee; et al.

Le traitement non-pharmacologique:
2 recommandations

Online article and relate
current as of August

- N All-Cause Mortality or All-Cause
It is recom ‘., ) Hospitalization
aerobic exe J
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improve fur

ESC GUIDELINES

symptoms.

It is recomt

Committee for Practice Guidelines

b

To improve the quality of clinical practice and patient care in Europe

(Primary) HR 0.93 (95% CI: 0.84, 1.02), P = 0.13
*Adjusted HR 0.89 (95% CI: 0.81, 0.99), P = 0.03

with heart \
in a multidi:
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reduce the
hospitalizat

Usual Care
- EXercise

1.5 2 25
Years from Randomization

GUIDELINES FOR THE DIAGNOSIS AND TREATMENT
OF ACUTE AND CHRONIC HEART FAILURE 0.5 1

3 * Adjusted for pre-
specified key
prognostic factors

For more information

www.escardio.org/guidelines O'Connor CM et al. JAMA 2009;301:1439-50.

Characteristics

nent of (and appropriate interventiofll response to) an unexplained increase in weight, nutritional status, functional

uality of life, and laboratory finding
to advanced treatment options

Provision of psychosocial support to patienfilind family andlor caregivers

Adequate patient education, with special emphasis on adherence and self-care




L'insuffisance cardiaque

Journal de
contréle

MA LES SIGHES.
MALARIE  D'AGGRAVATION

Carte de
traitement
MES MON
MEDICAMENTS MODE DE VIE

LANCER LA VIDED

+deux effets principaus:

Je prends actuellement les médicaments suivants Alarme
Médicament Principe actif Dosage Matin Midi Soir Coucher Remarques

+ Ajouter un médicament
Aspirine Cardio Acide acétyl 100 mg
Beloc Zok Métoprolol t... 50 mg

Enalapril Actav... Enalapril ma 10 mg -

Selon carnet
Sintrom 1 Mitis Acénocoumaral 1 mg

Diuretique
Torem Torasémide 10 mg

Polds
504 L matin

816 kg matin

£ matin

Semaine du 29 Avril au § Mai 2013

Tension artérielle | Fréquence cardiague

131 & 125 L
77 82 midi 72 81 soir
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Remarques




Take home messages

Toujours rechercher la cause d'une IC
Antagonistes de l'aldostérone déja en NYHA II
Ivabradine si FC 270 bpm en RS sous TMO

Ne pas oublier I’entrainement physique et
I’éducation des patients
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