Insuffisance cardiaque:
Cas clinique
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Titre E

- 55 ans

« Tabac 20 PA, HTA, alcool

- Dyspnée d’effort stade III NYHA
- Prise de poids récente de 4 kg

- PA=110/60 mmHg

- SS au FM

- OMI bilatéral, TVG, quelques rales
crepitants au niveau des bases

- Traitement: hypoten/ Aspegic/
digoxine/lasilix

 Notion de prise d’AINS pour lombalgie
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Echocardiographie-Doppler
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Echocardiographie-Doppler E

N\

- Cardiomyopathie dilatée a
fonction systolique altérée
(FEVG=25%)

- Elévation des PRVG
- PAPS a 55 mmHg
« IM secondaire significative

www.escardio.org Speaker



Biologie E

- Clearance créatinine: 52 ml/min
 Nt-proBNP= 2000 pg/mL

- Hémoglobine=11g/dI

c K+=4 mmol/I
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Coronarographie: nomale
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Diagnostic?
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Eurcpean Heart Journal (2016) 37, 2129-2200
EURCPEAN deoi:10.1093 feurheartj/etw 128

EOCIETY OF
CARDACLOGY

Nouveauté

@ 2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

The Task Force for the diagnosis and treatment of acute and chronic

heart failure of the European Society of Cardiology (ESC)

Developed with the special contribution of the Heart Failure
Association (HFA) of the ESC

Table 3.1 Definition of heart failure with preserved (HFpEF), mid-range (HFmrEF) and reduced ejection fraction
(HFrEF)

V4 N
Type of HE/ | HFrEF N HFmrEF HFpEF
1 | Symptoms £ Signs® rmptems £ Signst Symptoms £ Signs'
= 2 | LVEF <40% LVEF 40-49% LVEF =50%
=
= I|_ | [Elevated levels of natriuretic peptides”; |. Elevated levels of natriuretic peprides®;
T At least one additional criterion: 2. Az least one additional criterion:
et a relevant structural heart disease (LVH and'or LAE), a relevant structural heart disease (LVH andlor LAE),
N / b. diastalie dysfunctien (for details see Section 4.3.2). b. diastalic dysfuncden (for details see Section 4.3.32).
\ /
~—

BMP = B-type natriuretic peptide; HF = heart failure; HFmirEF = heart Gilure with mid-range ejection fraction; HFpEF = heart failure with preserved ejection fraction; HFrEF =
heart Gilure with reduced ejection fraction; LAE = leftatrial enlargement; LVEF = left ventri aular ejection fraction; LVH = leftventricular hypertrophy; NT-proBMP = MN-terminal

pro-B type natriuretic peptide.
“Signs may not be presentin the earl of HF [especially in HFpEF) and in patients treated with diuretics.
Y ¥ Stages ¥ )
BBMP==35 pgfmi and/or NT-proBMNP= 125 pgiml

T EUROPEAN
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Objectifs de la prise en charge E

des patients IC a FEVG altérée
(FEVG < 40%): HF rEF

 Ameéliorer les symptomes

 Diminuer le nombre
d’hospitalisations

- Améliorer la qualité de vie
« Ameéliorer le Pronostic
« Diminuer la mortaliteé

www.escardio.org STCCCV



Principes du traitement E

Pronostic Symptomes
- IEC-ARAII - Diurétiques de
- Bétabloquants I"anse

« Antialdostérone
« Ivabradine

- sacubitril and
valsartan - Digoxine
(Entresto)

I EEEEEEEE
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Traitement de l'insuffisance cardiaque
symptomatique a FEVG réduite  cinclP

t Patients avec IC symptomatique a FEVG réduite ] I Classe lla

Traitement par IEC et BB Mk

t Toujours symptomatique et FEVG < 35 % ]

v

+ antialdostérone

\MU ULV JUUYU U v

| Non
)

v

[ Toujours symptomatique et FEVG < 35 %
Oui_|

v v v
[ Capable de tolérer } [ Rythme sinusal } [ Rythme sinusal }

TV/FV symptomatique; implant ICD
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FEVG < 35 % malgré traitement médical optimal ou antécédents de

IEC (ou ARAII) durée QRS = 130 msec FC =70 bpm
\ 4 \ 4
ARNI* pour remplacer IEC Envisager CRT
Les traitements ci-dessus peuvent étre associés en cas de nécessité ]
Persistance des symptomes ]

p Oui ‘ ‘ Non v
Envisager digoxine ou hydralazine + Pas d’intervention supplémentaire
dinitrate d’isosorbide ou dispositif Envisager réduction de de
d’assistance VG ou transplantation diurétiques

@ 2016 ESC Guidelines for the diagnosis and
TS treatment of acute and chronic heart failure



Patients symptomatiques avec FEVG
altéréee 1

Patients encore Classe
symptomatiques avec FEVG lla
altérée < 35%
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IEC incontournable +++ mais a quelle dose?E

* |nitiation du ttt et précautions:

Captopril .s(lopril*) 6.25mg*3/j 50mg*3/j
Enalapril(angiotec*) |2.5mg 10mg*2/j
Perindopril(coversyl*) |2.5 mg/j 5a 10 mg/j
Ramipril.ssmo(triatec*) |1.25-2.5mg 10 mg/j
Trandolapril (odrik*) |1mg/j Amg/j

Doses de départ et d’entretien des IEC qui ont été approuvées pour
le ttt de I'IC

www.escardio.org




Les Béta bloquants recommandés

dans l'insuffisance cardiaque

Les 4 B Bloquants indiqués dans I'IC ont une efficacité similaire en terme o

Morbi-mortalité

lére dose
(mg)

Augmentations(mg/j) Dose cible(mg/j)

Période de titration

1.25

2.5,3.75,5,7.5,10

6.25,12.5, 25, 50

Semaines-mois

Semaines-mois

1.25

2.5,5,10 10

de vastes et récentes études contrélées

Semaines-mois

Dosedgle gebut dose cible, et schéma de titration des BB- selon leur eni daggggi;m

CARDIOLOGY®



Notre Patient? E

 Diurétique: Lasilix

- Arrét Hypoten mmp B bloquant de
I’IC: bisoprolol:s 1c/]

« + IEC: Ramiprils 1c/]

- + Aldactone: 25 mg/jJ CHA,DS,VAS =2

- AC/FA: *anticoagulation:

° *Digoxine arréteée

www.escardio.org Speaker



@ Eurcpean Heart Jourmal (2012) 31, 23692429

uuuuuuuu doi:10. 1093 feurhe artjfehqg 278

ESC GUIDELINES

Guidelines for the management of atrial

fibrillation

Score CHA2DS2-VASc

Lettre Caractéristique Points
C (congestive heart failure/ Insuffisance cardiaque congestive/ 1
LV dysfunction) dysfonction du ventricule gauche
H (hypertension) HTA 1
A2 (age =75) Age > 75 ans 2
D (diabetes mellitus) Diabete 1
S2. (stroke/TIA/thromboembolism) AVC/AlT/evéenement thrombo-embolique 2

V (vascular disease)

Maladie vasculaire (IDM, athérome, MV périphérique)

A (age 65-74)

Age compris entre 65 et 74 ans

Sc (sex category [female])

Sexe feminin

les facteurs de risque thrombotiques basés sur le risq

www.escardio.org
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Traitement de l'insuffisance cardiaque

symptomatique a FEVG réduite

[ Patients avec IC symptomatique a FEVG réduite ]

Traitement par IEC et BB Mk

[ Toujours symptomatique et FEVG < 35 % ]

Diurétiques pour soulager symptdmes et signes de congestion

FEVG < 35 % malgré traitement médical optimal ou antécédents de

TV/FV symptomatique; implant ICD

B Classe |

v

+ antialdostérone

\MU AUV JUUYU U v

/]

[ Toujours symptomatique et FEVG < 35 %

v

| Non
)

Oui |

IEC (ou ARAII)

v v v
[ Capable de tolérer } [ Rythme sinusal } [ Rythme sinusal }

durée QRS = 130 msec

FC = 70 bpm

\ 4 \J
ARNI* pour remplacer IEC Envisager CRT

[ Les traitements ci-dessus peuvent étre associés en cas de nécessité ]

Cui y

Envisagerdinoxing ou nydralazine +
dinfrate d 1s050ride oudispositi
d'assistance Vs ou fransplantation

L

\ptdmes ]

I Classe lla

¥ Non \

y

Pas d’intervention supplémentaire

Envisager réduction de‘ de

diurétiques

@

he diagnmnosis and

romnic hearte failure



Patients symptomatiques avec FEVG
alterée 1

Patients encore Classe
symptomatiques avec FEVG lla
altérée < 35%

Patients encore
symptomatiques avec FEVG
alteréee < 35%
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Patient encore symptomatique: Que faire? E

 DE 11
« Fc=80 bpm
- PA=100/55 mmHg

)"

www.escardio.org
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l l l

Bonne RS, QRS 2 130 RS, FC2 70 bpm
tolérance des ms
IEC (ARAII)

l l l
- (/ lvabradine

Encore symptomatique,
symptdémes résistants

l

Autres ttt: digoxine,
assistance VG,
transplantation cardiaque

‘ EUROPEAN

www.escardio.org STCCCV™  Okhiotocve




Premiere alternative: ivabradine?

Nouveauté

2016

|f-channel inhibitor

Ivabradine should be considered to reduce the risk oflHF hospitalization and cardiovascular death In symptomatic patients

with LVEF €35%, n sinus rhythm and a resting heart rate 70 bpm despite treatment with an evidence-based dose of beta- lla 180
blocker (or maximum tolerated dose below that), ACE-| (or ARB), and an MRA (or ARB).

Ivabradinnsidered to reduce the risk of HF Tiospitalizafion and cardiovascular death 1 symptomatic patients with

LVEF <35%, in sinus rhythm and a resting heart rate >70 bpm who are unable to tolerate or have contra-indications for a lla 18]

beta-blocker, Patients should also receive an ACE-[ (or ARB) and an MRA (or ARB).

‘ EUROPEAN
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Deuxieme alternative: ARNI: LCZ 6967?

Nouveauté

NP system

« Association de : Inactive
, ¥ fragments
« Valsartan (ARA2) . Angiotensin receptor
N o S neprilysin inhibitor
« Sacubitril (Inhibiteur Neprilysin (sacubitril/valsartan)
de la Néprilysine) 0 2
g t Natriuresis/diuresis
NPs L‘Mmﬁm
\ rvm
, ittmmny ) Vot
- 2 actions i /
-7 + Hypertrophy . { Hypertrophy
associees : } Fibrosis 4 Fibrosis
- Blocage du SRAA + Sympathetcoutfow 4 sympathec outfow
« Inhibe la dégradation
du BNP NP natruretic peptides; RAAS. renin-angiotensin-aldosterone system

W Y
EUROPEAN
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European Heart Journal (2016) 37, 2129—2200 ESC GUIDELINES
doir10.1093 /eurheartj/ebw 128

\

@ 2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Angiotensin receptor neprilysin inhibitor

Sacubitrdfvaizartan Is recommended 22 2 repfacemen. for an ACEH to further reduce the rik of HF hospitalzation and desth I
ambutstory patients with HFEF who remain symptamatic despite optmal treztment with an ACE, 2 beta-blocker and an MRA

.....

Wmane\evatedphsmanatriureticpeptide\eve\[BNP2150 Lo NT-ofP > 60 gL o osptltion it

n
oot NP 10 o plsmalVTaroP 40 ). o sl o gl 0 i Whahnspn
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3ieme alternative: resynchronisation?

2016

Recommendations for cardiac resynchronization therapy implantation in patients with heart failure

Recommendations

CRT is recommended for symptomatic patients with HF in sinus rhythm with a QRS duration =150 msec and LEBE QRS
morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality.

CRT s recommended for symptomatic patients with HF in sinus rhyehm with 2 QRS duration of 130-149 msec and LBBB QRS
morphology and with LVEF <35% despite OMT n order to improve symptoms and reduce morbidity and mortaly,

CRT may be considered for symptomatic patients with HF in sinus rhythm with a QRS duration of 130-14% msec and non-LBEB
QRS morphology and with LVEF 35% despite OMT in order to improve symptoms and reduce morbidity and mortality.

CRT rather than RV pacing is recommended for patients with HFrEF regardless of NYHA class who have an indication for ventricular
pacing and high degree AV block in order to reduce morbidity. This includes patients with AF (see Section [0.1).

CRT should be considered for patients with LVEF <35% in NYHA Class lIHV¢ despite OMT in order to improve symptoms and
reduce morbidity and mortality, if they are in AF and have a QRS duration =130 msec provided a strategy to ensure bi-ventricular
capture is in place or the patient is expected to return to sinus rhythm.

Patients with HFrEF who have received a conventional pacemaker or an ICD and subsequently develop worsening HF despite OMT
and whe have a high proportion of RV pacing may be considered for upgrade to CRT.This does not apply to patients with stable HE

CRT is contra-indicated in patients with a QRS duration < 130 msec.

www.escardio.org L Abid sTccey ™
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3ieme alternative: resynchronisation?

Notre Patient:
« AC/FA

* Durée QRS: 110 ms

 Pas de BBG

www.escardio.org Speaker
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3ieme alternative: resynchronisation?

2016

Recommendations for cardiac resynchronization therapy implantation in patients with heart failure

Recommendations Class?® | Level®

CRT is recommended for symptomatic patients with HF in sinus rhythm with a QRS duration =150 msec and LEBE QRS
morphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality.

CRT should be considered for symptomatic patients with HF in sinus rhythm with a QRS duration 2150 msec and non-LBEB
QRS morphelogy and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mormality.

CRT is recommended for symptomatic patients with HF in sinus rhythm with a QRS duration of 130-149 msec and LBBB QRS
merphology and with LVEF <35% despite OMT in order to improve symptoms and reduce morbidity and mortality.

lla

CRT may be considered for symptomatic patients with HF in sinus rhythm with a QRS duration of 130-14% msec and non-LBEB
QRS morphology and with LVEF 35% despite OMT in order to improve symptoms and reduce morbidity and mortality.

CRT should be considered for patients with LVEF <35% in NYHA Class IVE despite OMT in order to improve symptoms and

reduce morbidity and mortalcy i they are inAF and have a QRS duration 2130 msec provided a strategy to ensure bi-ventricular | lla [:
capture i in place or the patient is expected to return to sinus rhythm,

CRTis contraendicated in patents with a QRS duration < 130 msec *

EUROPEAN
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Etude asynchronisme a lI’écho: asynchronism
manifeste
Asynchronisme AV Asynchronisme VV

LR “ AN LY
TR ’W.‘ TR

www.escardio.org



Ce qui reste pour notre patient? E

- Digoxine: mais insuffisance
rénalel!!

www.escardio.org Speaker
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Y-a-il une place au défibrillateur?

Recommendations for implantable cardioverter-defibrillator in patients with heart failure

Recommendations

Secondary prevention
An ICD is recommended to reduce the risk of sudden death and all-cause mortality in patients who have recovered from a
ventricular arrhythmia causing haemodynamic instability, and who are expected to survive for >| year with good functional status.

Primary prevention

An ICD is recommended to reduce the risk of sudden death and all-cause mortality in patients with symptomatic HF (NYHA
Class [HIl), and an LVEF <35% despite =3 months of OMT, provided they are expected to survive substantially longer than one
year with good functional status, and they have:

* [HD (unless they have had an Ml in the prior 40 days — see below).

« DCM.

ICD implantation is not recommended within 40 days of an Ml as implantation at this time does not improve prognosis.

ICD therapy is not recommended in patients in NYHA Class IV with severe symptoms refractory to pharmacological therapy
unless they are candidates for CRT, a ventricular assist device, or cardiac transplantation.

Patients should be carefully evaluated by an experienced cardiclogist before generator replacement, because management goals
and the patient’s needs and clinical status may have changed.

A wearable [CD may be considered for patients with HF who are at risk of sudden cardiac death for a limited period or as a

www.escardio.org

bridge to an implanted device.
-l EUROPEAN
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Et I'IM Secondaire?
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Indications for mitral valve surgery in
secondary mitral regurgitation

Class | Level

Surgery is indicated in patients with severe MR undergoing CABG, and

LVEF > 30%. L

Surgery should be considered in patients with moderate MR undergoing CABG. lla

Surgery should be considered in symptomatic patients with severe MR,

LVEF < 30%, option for revascularization, and evidence of viability. lia

Surgery may be considered in patients with severe MR, LVEF > 30%, who remain
symptomatic despite optimal medical management (including CRT if indicated) 1]5)
and have low comorbidity, when revascularization is not indicated.

2 - doi:10.1093/eurheartjlehs109 &
Cardio-Thoracic Surgery 2012 -
93/ejcts/ezs455).

EUROPEAN
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Et I'IM Secondaire?

LV function, who cannot be revascularized or who present with
cardiornyopathy, are questionable. Repair may be considered in
selected patients if comorbidity is low, in order to avoid or post-
pone transplantation. In the other patients, optimal medical treat-
ment is currently the best opticn, followed, in the event of failure,
by extended HF treatment [cardiac resynchronization therapy
{CRT); ventricular assist devices; cardiac restraint devices; heart
transplantation].

The percutaneous mitral clip procedure may be considered in
patients with symptomatic severe secondary MR despite optimal
medical therapy (including CRT if indicated), who fulfil the echo
criteria of eligibility, are judged inoperable or at high surgical risk
by a team of cardiologists and cardiac surgeons, and who have a
life expectancy greater than 1 year (recommendation class llb,

There is continuing debate regarding the management of mod-

erate ischaemic MR in patients undergoing CABG. In such cases,
valve repair is preferable. In patients with low EF, mitral valve

Specific issues in M5 are as follows:

# [Echocardiography is the main method used to assess the severs
ity and consequences of M5, as well as the extent of anatomic
lesions.

alve area should be measured using planimetry and the pres-
sure half-time method, which are complementary. Planirmetry,
when it is feasible, is the method of choice, in particular imme-
diately after PMC. Continuity equation and proximal isovelocity
could be used when additional assessment is needed. Measure-
ments of mean transvalvular gradient, calculated using Doppler
velocities, are highly rate- and flow-dependent, but are useful to
check consistency in the assessment of severity, particularly in
patients in sinus rhythm. M5 does not usually have clinical
consequences at rest when valve area is =15 cm” (Table 4)."

A comprehensive assessment of valve morphology is import-
ant for the treatment strategy. Scoring systems have been
developed to help assess suitability, taking into account valve
thickening, mobility, calcification, subvabwular deformity, and

©

EUROPEAN
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CARDIOLOGY®
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Parametres du suivi?
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Suivi minimal de l'insuffisance cardiague systoligue

Fraquence dea conaultations
&N c3s d'ICS s@ble

Medecn Faitant : au moins 4 foksian

Cardiglpgue ; 2 foisfan

visite de contrale fechnique du matériel, si dispositil de
resynchemnisaton ; 2-4 fois/an

#  Medecin traitant : au moins 2 foislan
*  Canfioiogue ; 1 fisian

Stada Il NYHA

*  Medech traitant : 4-12 fois/an

*  Candioiogue ; 4-12 foisian

*  \isie de conddle technigue du mansriel, si
dispositif de resyncheonisation +- DAl 124

*  |ndmiere, auires professionnels | selon Besoins dus 3 etat clinique, changements de comporiement, e,

Evaluation cliniqus

*  Activites de I3 vie quolidienne
*  Sympidmes notamment dyspnée, fasque, palpitations

* Compte-rendu de sortie
-FEVG
— Facteur(s) décompensant(s)
— Constantes de sortie indiquées sur le document de sortie
. Poids
PA et FC

Examens binlogigues 3 realiser
ot frequencs

L.lonogramme/créatininémie/urémie et BNP |

* Ordonnances
— Médicaments : vérifier la présence (ou motiver 'absence) d'IEC ou ARAIIL, de
bétabloqueurs, d'antialdostérone, des diurétiques de 1'anse, etc. Consignes de

Examens complémentaires 3 realissr
et frequencs

titration (& indiquer sur le document de sortie)
— Vaccination antigrippale

- Ordonnance de bilan biologique a faire a J7 : iono/créat/urée (voire BNP)

[Eitifs

atians de Failement, de coup de chaleur,

le, kalismiz, creatniemie, ures

|G 3 chague consuRation de cardioiogie
ocardingramme en cas d'aggravation

*  Evénement intercument : décompensation, complication, &pisode infectiewx

Consuitations supplementaires *  Deterioration de Fetat clinique
*#  Consufiation de preumoiogie, génatie, nephmiogie, endocrngiogie si besoin
. o *  Consufation par ke medecin Faitant dans i3 semaine apres la sore dmospialsation
AUl dBcOUTS 0Tune Moapitaliaation R . P . . ) . . .m .
pour gécompensation Consufiation de confrdie par le candiakogue © 1 samaine a 2 mois apres [ sortie

*  5igi51de base non attsnt - consuliations supplementaires sakon Pevoiuscn

2 Gar¥V WY RSE RS pRERYe natriurétique BNP ou NT-proBNP au

cours du suivi

Juin 2014

HAS

HAUTE AUTORITE DE SANTE




Recommandation......

Tahle 9. Recommendations for Biomarkers in HF
Blomarkar, Application Satting COR LOE Rafarences

Mairiuretic pepiides
Dlagnosis or exciusion of HF - Ambulatory, Acute

212, 217-223, 245250

Prognasis of HF Ambulatory, Acute 272, 724270, 248, 251-258
Achieve GDMT Ambulatory 230737
Guidance for acutaly Acute 250, 260
decomipensated HF tharapy
Blomarkars of myocardial Injury
Aduitive risk siratiication Acute, Ambuiatory B 736241, 248, 253, 256-267
Blmarkars of myocardial fibrosis|

248 253, 256, 258260, 262, 264267
COR Indicatas Class of Racommandation; GDMT, guideline-tirected madical tharapy; HF, heart fallure; and LOE, Lavel of Evidence.

e w8 e 20
revte 0

ACCEF/AHA Practice Guideline

2013 ACCF/AHA Guideline for the
Management of Heart Failure

www.escardio.org A Report of the American College of Cardiology Foundation/American
Heart Association Task Force on Practice Guidelines




N’oubliez pas la réadaptation cardiaque!!

STCCCV ™
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Regles

Hygiéno-
diététiques,
Education <
1 TTT 2, A
A CHeN
209 5.
e %,
Q@
IC : HF rEF
%3 o
'~ )
2@ ® & &
> 2 N
%S 9@
O 2 v. b
27 K
°® A\ (,’b
- Traitement
médical
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Merci
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