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High in-hospital and annual death rates

B Death in hospital
B Death within 1 year

VA health care system* (USA)
ESC-HF Pilot* (Europe)
OPTIMIZE-HF* (USA)
ADHERE®™ (USA)
Medicare® (USA)
EAHFE* (Spain)

IN-HF OQutcome™* (ltaly)
EHFS I* (Europe)

EHFS® (Europe)
Worcester HF® (USA)
OFICA* (France)

NICOR® (England/Wales)
FINN-AKVA* (Finland)
Medicare® (USA)
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} Quel est le taux moyen de mortalité a 1 mois
apres decompensation cardiaque:

1 A, <1%
1 B.10%

1 C. 25%
1 D. 40%
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High hospital readmission rates

Country/reglon Rehospltallzatlon rate (%)
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Mortality risk according to time after discharge from hospital
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No. deaths 63 86 94 130 150 63 1233
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Disease progression in heart failure

Each episode of decompensation leads
t to myocardial and other organ damage
and to progression of heart failure
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Attenuation of Disease Progression by Holistic (Telemedical) Heart Failure Care

Early recognition of threatening cardiac
decompensation and adequate disease management
attenuate organ damage and disease progression
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} La majorité des hospitalisations pour
décompensation cardiaques sont:

A Bas debit

8. Surcharge hydrosodee
c. Aggravation de la dyspnée
p. Prise de poids




Over 90% of All Hospitalizations for Acutely
Decompensated Heart Failure (ADHF) Are Due to
Fluid Overload’

The Majority of These Patients Have Failed
Treatment With Oral Diuretics?

1. Aronson. ACC. 2010.
2. Adams et al. Am Heart J. 2005;149:209-2186.




Clinical presentation of AHF patients
EORP- HF pilot survey

ilva Cardoso 2014

Maggioni AP, et al. Eur J Heart Fail 2010




- Cerebral edema

t Impaired cognition
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Increased Central Venous
Pressure Is Associated Mortality

CVP=0-3 mmHg

CVP=4-6 mmHg
CVP=>6 mmHg

Cumulative survival
=
~3
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064 HR1.65 (1.35-2.01), P<0.0001
CVP>6 vs 0-3 mmHg

,f P for trend < 0.0001
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Cardio-Renal Syndrome (Type 1)

Hemodynamically mediated damage
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} Pensez vous que les signes fiables de la
décompensation peuvent etre:

e passage de la dyspnee st 1l a lll
_0ort hopn®e

_a prise de poids

_a distention jugulaire

_es oedemes des membres inférieurs

A.
B.
C.
D.
E.




Acute Dyspnea: Difficult Diagnosis
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Clinical markers of congestion

Diagnostic value

Sign or symptom

--------------------------------------------

Dyspnoea on exertion
Orthopnoea

Sensitivity




Clinical markers of congestion
Diagnostic value

Sign or symptom | Sensitivity| Specificityy PPV | NPV

Oedema 46 73 " |46

Resting JVD 70 79 85 |6
$3 7 4 66 | 44




Radiological markers of congestion
Diagnostic value

Sign or symptom | Sensitivity Speciﬁcit)l PPV NPV

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Chest X-ray
Cardiomegaly 97 10 61 | —
Redistribution 60 68 vl -
Interstitial oedema | 60 3 78 |53

Pleural effusion 43 9 76 | 47




;Qudoest ce quli
A, Distention veines jugulaires
5. Reflux hépatojugulaire
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Warner GF et al., Total body sodium space In cardiac edema
Circulation 5:915, 1952
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12 In HF peripheral edema only in
part reflects sodium retention
and volume expansion
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Agarwal R et al.,On the importance of pedal edema in HD
patients. Clin J Am Soc Nephrol 3: 153-158, 2008.
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EORP- HF pilot survey

Congestion at admission and discharge

Pulmonary and/or
Peripheral Congestion
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Many patients remain symptomatic even
at time of discharge from hospital

m!
1 NYHA
i Class
m v
Admission Discharge

Prospective Outcomes Study in Heart Failure (POSH):
300 patients admitted with decompensated HF to
European centres, 2002/3 Cowie et al, Eur Heart J, 2007



Congestion
Gold standard objective measurement

Currently, the gold standard for evaluating
haemodynamic congestion in HF patients

is cardiac catheterization to measure RAP and PCWP

J Sliva Cardoso 2014
Stevenson LW. Circulation 2006
LA AY ARV




Congestion
Definition

Hemodinamic congestion

+ TLVEDP
* No signs and symptoms of HF

Clinical congestion
« TLVEDP
 Signs and symptoms of HF (dyspnoea, rales, and oedema).




Congestion
Haemodynamics vs clinical manifestations

Often, haemodynamic congestion precedes clinical
congestion by days or even weeks ....
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... and precedes hospitalization
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. Agricola E et al., CHEST 127:1890, 2005
us Bl (n)  Validation in patients with Heart Diseases

Reproducibility
<5%
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Lung Ultrasound for the Evaluation of
Pulmonary Congestion in Quipatients
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High discriminatory value
for decompensated HF

Sensitivity 85%
Specificity 83%
Area under the ROC
curve 0.89







