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KALP YETMEZLIGI

» Kalp yetmezligi (KY), acil serviste sik karsilastigimiz, hayat
tehdit edebilecek ve acil mudahale gerektiren klinik
durumlardan biridir. Hastalar, kronik kalp yetmezliginin
akut dekompanzasyonu ile gelebilecegi gibi yeni
baslangicl akut tabloyla da karsimiza cikabilir




Eur Heart J. 2016 Jul 14:37(27):2129-2200. doi: 10.1093/eurheartjfehw128. Epub 2016 May 20.

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.

Ponikowski P. Voors AA, Anker SD, Bueno H, Cleland JGF, Coats AJS, Falk V, Gonzalez-Juanatey JR, Harjola VP, Jankowska EA, Jessup M, Linde C.
Nihoyannopoulos P, Parissis JT, Pieske B, Riley JP, Rosano GMC, Ruilope LM, Ruschitzka £, Rutten FH, van der Meer P: ESC Scientific Document Group.
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» Temel yenilikler
» Siniflandirma
» Tedavi algoritmalari

» Siniflandirmalarda ozellikle hastanin klinigi on planda
olacak sekilde kullanimi kolay bir siniflandirma
planlanmis

» Frken tani ve tedavi algoritmalarnnin akut Ml da basarisi
ornek gosterilerek akut kalp yetmezliginde de bu sekilde
erken tani ve tedavi algoritmalar gelistiriimeli denmis




CONGESTION (-) CONGESTION (+)
Pulmonary congestion
Orthopnoea/paroxysmal nocturnal dyspnoea
Peripheral (bilateral) oedema
Jugular venous dilatation
Congested hepatomegaly
Gut congestion, ascites
Hepatojugular reflux

_

WARM-WET

HYPOPERFUSION (-)

WARM-DRY

7

HYPOPERFUSION (+)
Cold sweated extremities
Oliguria

Mental confusion
Dizziness

Narrow pulse pressure

COLD-WET

COLD-DRY

From: 2016 Hypoperfusion is not synonymous with hypotension, but often hypoperfusion is accompanied by hypotension. ‘The Task Force

forthe diagr. o .o o i e e e e e et e e e —— ==, —. —ardiOlOgy

(ESC)Developed W|th the special contrlbutlon of the Heart Fallure Association (HFA) of the ESC

Eur Heart J. 2016;37(27):2129-2200. doi:10.1093/eurheartj/ehw128

Eur Heart J | The article has been co-published with permission in European Heart Journaland European Journal of Heart
Failure.All rights reserved in respect of European Heart Journal. © European Society of Cardiology 2016. All rights reserved. For



Patient with suspected AHF

Urgent phase
after first medical

Circulatory support
I. Cardiogenic shock ? _—
contact

= pharmacological
Yes P 2 g s
* mechanical

No

2. Respiratory failure ? _ Ventilatory support

Yes - oxygen

No * non-invasive positive
pressure ventilation \
(CPAPF, BiPAP)

* mechanical ventilation

______ e Immediate stabilization
and transfer to ICU/CCU
Immediate phase y
(initial 60-120 minutes)

Identification of acute
aetiology:

acute Coronary syndrome
Hypertension emergency
Avrrhythmia

acute Mechanical cause?®
Pulmonary embolism

No \ Yes

Immediate initiation
of specific treatment

TIPIN

Follow detailed recommendations
in the specific ESC Guidelines

Diagnostic work-up to confirm AHF
Clinical evaluation to select optimal management

From: 2016 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failureThe 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
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HYPOPERFUSION (-)

HYPOPERFUSION (+)
Cold sweated extremities
Oliguria

Mental confusion
Dizziness

Narrow pulse pressure

Hypoperfusion is not

CONGESTION (-)

_

with hyp

COLD-DRY

—

ion, but often hypoperfusion is accompanied by hypotension.

CONGESTION (+) Akut Kalp Yetmezligi Olan Hasta
Pulmonary congestion
h oxysmal nocturnal dysp

Peripheral (bilateral) oedema I

Jugular venous dilatation

Congested hepatomegaly Yatak basi Hemodinamik Durum Degerlendirmesi
Gut congestion, ascites

Hepatojugular reflux l

[ Konjesyon Varhg
/\

(ABY Mastalarinin %5 1)

EVET
fAaKY Hastalaninin %25 0

“Yas" Hasta

HAYIR
/ARM-WET

|

“Kuru®™ Hasta

Periferik Perfiizyon Yeterli Mi?

]

Ewvet

Eve t/
Hawyir
“Kuru ve Sicak™

Yetarli PerfUzyon
= Kompanse

1

COral Tedawi
Diuzenle

COLD-WET

“Yas ve Sicak™ Hasta
{Tipik olarak artmis
vada normal sistolik

kan basinci)

Nwr

“Kuru wve Soguk™

Hipopearflize

Hipowvolaemik

i

Sivi Tedawisi

Hala hipoperflize

ise inotropik

diasanialebilir

N

Waskuler Tip- -Kardiyak Tip- “Yas ve Soguk” Hasta
S dagilirm Simwvi Toplanmas
Hipertansiyon Konjesyon . .
il am Sistolik Kan Basinc < S0mmHEE
on planda On planda
.‘f lL ‘j:e,t//, \iwylr
wWazodilatatior _Digretik -inotropik Ajanlar warodilatatorler
-Didiretik wazodilatatsr ;'Sefiilrl'nigd —Eiﬁ_r'let'l_kler
-Ultrafiltrasyon astalarda —eclimis
iditiretik Yazopressorler hastalarda
-Didretik imotropik ajanlar

direncliise} -MMedikal tedavive

direncli ise
MMekanik Dolasim
Destegi

From: 2016 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failureThe 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
Eur Heart J. 2016;37(27):2129-2200. doi:10.1093/eurheartj/ehw128
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Tanisal testler icerisinde,

BNP <100 pg/mL, NT-proBNP <300 pg/mL,
EKG, EKO

AC filmi

diger testler (CBK , BK ... )

MR-proANP <120 pg/mL



AKY ILAC ONERILERI

Recormmyendationrs Class ™ Loweld ™ Ref*

Diuretics

Incraywencws kocp diuretics ane reccrnmmended for all paziencs with AHF admézced with signasympacens of floed owverfooad oo
improee sympooned, ks reccmrsmended o megulariy mositosr spmnpooms, oriees output, renad fsction and eleccrolyoes during
wse o iw. diuretics.

‘I‘mwim newe-gomet AHF or thooe with chrons:, decompensaced HF not recsiving oral divretcs che inic
recommended dose theowld be Z0-40 mg v furcremide (or eguivalenc); for those om cheronic divretic therapy, inicial e
orse-sbacudd bee st loast eguivalent to oral dose.

e i recomrsersded oo give desretics adtheer B8 Incermicoent bolues oF 55 & oontinoeous infusion, and the dote and duracion
should be adjusted acoording o pagients” sprmptoms and clindcal stasus.

Combination of lacp diuretic with sither thiazide-type diuresic or spircnalatcne may be considersd @ patients with
ressrany oodoma e insuffichent sprmpoomacic response.

| VWassetores e
immﬁm“h:mﬂuﬂhsﬂmﬂﬂmwmwmmwwmﬂw =7
T, | -
Symnpooons and blcod presiure Thound BE TSI e ey e e ST s R atiom ol Lw. vasodilators 550-555
In patenss with hyppervessive AHF, iv. vascdiators should be considered as anitial cherapy 0o @nprove syrmptoms and reduce 53T
g . j 551554
Inctropic agents — dobutamine, dopamine, levosimendan, phosphodiesterase 111 {PFDE 1) inhibitors
Shost-Lermm, b, lackon of imdbropic agents may be corgidéerdd in patients with hypotensicn [SEP R0 muml-g) andicer sigra
sympooens of bypoperfusicn deypite sdequate Tilling stasust. oo increase cardiac cutpur, inoreate blcod presoesne. mprove
peripheral perfesesen and erointaén end-crgan functean,
Aun incrawencous infution of lkevasimendan or a FDE 1l inhibiscr may be considered 1o reverse the effect of besa-blockade
if beza-blockyde is thoaghs to be contribating o Fypovension with subsegeent hypaperfusicon.
Isocropic aperts are nog recernmendesd wnless the packont is sympoomatcically hyposengive or hypoperfosed becasse of
g BEL RET
L =T o
VRSO PrEE O
A vasoprestor norepinephrine preferably) may be considered in patenss who bave candiopenic shochk, despite treaoment 558
with anotier oonope. o inoreate blood prersure and vieal cegan perfodion.
It is recommended o monitcsr BECG and blood pressure witvsn using nogropic agentcs and vasopressors, a5 they can cause | E40,
wrriyythméa, myocardial chaesmia, ard in the cate of levosimesdan and FDE 18] inhibicors aito hypobenstion 559563
Iy pach cages inara-arverial Blscd prossure fmedsursmaent may be oongidered
Thrombo-embolizm prophylaxis
Thrcenbo-emalicm prophyfachs (e with LMWH] i recomnended @ patients fot already antscapulyted and with na S5
conork-indicacion to anckoagulation, vo redisce the risk of deep venous thrombosts and padrmonary emnbolism
Oher drugs
For acoue consral of the vencricoiar race bn pachencs with sorial fibrillackon:
. digeoin arndicr beoa-blockers should be comsidered as the Srac-lino therspy.”
b aredodarone may be considered. 565-567
Diplates may be considered for cauticous wse o refieve dyspnocs: and anxiety in patients with sewere dyspnoea but nausea | ; Lim Cem

and hypopnca may oo




KARDIYOJENIK SOK ILAC ONERILERI

Recommendations

In a¥l patients with WGWMME:G Hﬂldm:ﬁq-pw:mrmﬂmrdul

Al pazierts with candopenis shock ihould be rapidly trandferred to & tertiary cire conter which has 3 20T pervice of cardis:
HMWHIMIMW%MQJM:W machanical circulstory support.

EEsEsE sEsE sEsEssESEssEsEEEE ® EEEE = ow Tl wlal Sl wll Rl il B e e e L

In patients with cardiogenic MWMEHMHMWh recommended (withia 1 hours
frim howplol sdmieriont wich an Wiosit G pariormy cosciay Tevsculbizidon.

Continous ECG and bliood pressure monitoring are recommended.
|fﬂﬁdﬂ1l‘|‘rﬂl‘ﬂ-ﬂl‘l‘1ﬁﬂhiﬂm It i et cenmended.

Flu.iul:lultnq-nmlinn-r quﬁlunm.ﬁmﬂllﬁdﬂmmmumfmhwﬂmldﬁmnmmﬂ
oeert il oreprioad,

A TETTE

—_—

Immmmmwu{ﬂhmmmﬁlhtmmmwdmnm

Vasopressors (norepimephring preferable over dopaming) may be considered if thare B 2 netd 1o maingain SBP in the
pretvence of persistent hypoperfusion.

LARP i1 meot rominely recomenended in cardiogenic thack.

Short-term mechanical ciroulatory support may be considered in refractory cardiogendc shock depending on patient xpe,
comorbidities and meurckogical Runtticon. L




Diruretikler

» AKY nin kdse tasidir

» DiUrezi artfirmak ve diuretik direnc gelisimini Onlemek icin loop diUretikler (
furosemide veya torasemid ) ile birlikte tiazid grubu diuretikler yada
Naftriuretik dozlarda MRA birlikte kullanilabilir. ( yakin hipokalemi ,hipovolemi
ve renal fonksiyon takibi ile birlikte )

» Daha once diuretik kullanmayanlar icin baslangi¢c parenteral furosemide
dozu 20-40 mg olarak onerilirken, ( 10-20 mg bolus torasemid alternatif )

= Daha once kullananlarda parenteral dozun oral doza en azindan esit
olmasi gerektigi vurgulaniyor.




vazodilatorler

» |ntravendz vazodilatatdrler semptomatik rahatlama icin AKY'de en sik
kullanilan ikinci ajanlardir; bununla birlikte, yararl etkilerini dogrulayan
saglam bir kanit yoktur.

» Vazodilatdrler hipertansit AKY olan hastalarda dzellikle yararlidir, SBP <90
mmHg olanlarda ka¢inilamalidir. (Bir dnceki klavuzda esik 110 mmhg )




Vazopressorler

» Y(ksek dozlarda (> 5 ug / kg / dak) (norepinefrin veya dopamin )
» belirgin periferal arteryel vazokonstruktor etkisine sahip ilaclar,
» hipotansiyonu olan hastalara verilir.

» kan basincini yukseltmek ve hayati organlara kani dagitmak

= Bununla birlikte, bu, LV son yukundeki artisa sebep olur.

» Norepinefrin dopamine gore yan etki ve mortalite acisindan daha
gUvenlidir.




» AKY'de, hipoksemik olmayan hastalarda oksijen, vazokonstriksiyona ve
kardiyak outputta azalmaya neden oldugu icin rutin olarak
kullanilmamalidir.

» Anestezik ilaclann yan etkilerine dikkat edilmelidir, bunlarn arasinda
propofol hipotansiyonu indUkleyebilir ve kardiyodepressif yan etkilere neden
olabilir. Aksine, midazolamin daha az kardiyak yan eftkisi olabilir ve bu
nedenle AKY veya kardiyojenik sok olan hastalarda tercih edilir.




» Digoksin : Hizl ventrikOler yanitl AF'si olan hastalarda 0,25-0,50 mg iv dozda
endikedir

» Vazopressin antagonistleri ( Tolvaptan ): VolUm fazlaligl olan ve direncli
hiponatremisi olan hastalarda kullanilabilir.

» Anksiyolitik ve sedatifler : Ajitasyonu olan hastalarda kullanilabilir.
Benzodiazepinler en iyi secenektir




Diyaliz

» GUnUumuzde, ultrafilfrasyonun rutin kullanimi dnerilmemektedir ve diUretik
bazli stratejilere cevap vermeyen hastalarla sinirlandinimalidir. Asagidaki
kriterler, asin hacim yUkU olan hastalarda renal replasman tedavisine
baslanmasi gerekliligini gosterir:

® S|vIresusitasyon onlemlerine cevap vermeyen oliguria

» siddetli hiperkalemi (K +> 6.5 mmol / L)
= siddetli asidemi (pH <7.2)
» serum Ure dUzeyi> 25 mmol /L (150 mg / dL)

®» serum kreatinin> 300 umol / L (> 3.4 mg / dL).
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Time-—-to-Furosemide Treatment and >
Mortality in Patients Hospitalized With
Acute Heart Failure

Yuya Matsue., MD., PuaD " Kevin Damman. MD_ PaD."” Adriaan A Voors. MD. PaD."” Nobuvyuki Kagivama. MD._*
Tetsuo Yamaguchi, MDD, PaD.” Shunsuke Kuroda. MD_” Takahiro Okumura., MD, PuaD.” Keisuke Kida, MD., PaD_’
Arsushi Mizuno., MD.= Shogo Oishi. MD."” Yasutaka Inuzuka, MD, PaD.’ Eiichi Akivama., MD_J

Ryuichi Matsukawa., MD_ PaD. ¥ Kota Kato., MD, PaD. ! Satoshi Suzuki, MDD, PaD_ " Takashi Naruke, MD,_, Pal, *
Kenji Yoshioka, MD.” Tatsuya Mivoshi. MDD, PaD."” Yuichi Baba. MD.” Masayoshi Yamamoto., MD, PualD.”

Koji Murai, MD.” Kazuo Mizutani, MD, PaD." Kazuki Yoshida. MD_. MPH. MS." Takeshi Kitai. MD_, PaD"-*

ABSTRACT

BACKGROUND Acute heart failure (AHF) is a life-threatening disease requiring urgent treatment, including a
recommendation for immediate initiation of loop diuretics.

OBJECTIVES The authors prospectively evaluated the association between time-to-diuretic treatment and clinical
outcome.

METHODS REALITY-AHF (Registry Focused on Very Early Presentation and Treatment in Emergency Department of
Acute Heart Failure) was a prospective, multicenter, observational cohort study that primarily aimed to assess the
association between time to loop diuretic treatment and clinical outcome in patients with AHF admitted through the
emergency department (ED). Door-to-furosemide (D2F) time was defined as the time from patient arrival at the ED to
the first intravenous furosemide injection. Patients with a D2F time <60 min were pre-defined as the early treatment
group. Primary outcome was all-cause in-hospital mortality.

RESULTS Among 1,291 AHF patients treated with intravenous furosemide within 24 h of ED arrival, the median D2F time
was 90 min (IQR: 36 to 186 min), and 481 patients (37.3%) were categorized as the early treatment group. These patients
were more likely to arrive by ambulance and had more signs of congestion compared with the nonearly treatment group.
In-hospital mortality was significantly lower in the early treatment group (2.3% vs. 6.0% in the nonearly treatment
group; p = 0.002). In multivariate analysis, earlier treatment remained significantly associated with lower in-hospital
mortality (odds ratio: 0.39; 95% confidence interval: 0.20 to 0.76; p = 0.006).

CONCLUSIONS In this prospective multicenter, observational cohort study of patients presenting at the ED for
AHF, early treatment with intravenous loop diuretics was associated with lower in-hospital mortality. (Registry
focused on very early presentation and treatment in emergency department of acute heart failure syndrome;
UMINOOOO14105) (J Am Coll Cardiol 2017;69:3042-51) © 2017 by the American College of Cardiology Foundation.
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CLINICAL RESEARCH

The Effect of Door-to-Diuretic Time )
on Clinical Outcomes in i
Patients With Acute Heart Failure

Jin Joo Park, MD.,” Sun-Hwa Kim, PaD.” II-Young Oh, MD.,” Dong-Ju Choi, MD.,” Hyun-Ah Park, MD,”
Hyun-Jai Cho, MD,“ Hae-Young Lee, MD.,“ Jae-Yeong Cho, MD,” Kye Hun Kim, MD, Jung-Woo Son, MD,*
Byung-Su Yoo, MD.< Jaewon Oh, MD.’ Seok-Min Kang, MD.' Sang Hong Baek, MD.® Ga Yeon Lee, MD.,"
Jin Oh Choi, MD,"” Eun-Seok Jeon, MD,"” Sang Eun Lee, MD,' Jae-Joong Kim, MD,' Ju-Hee Lee, MD,’
Myeong-Chan Cho, MD, Se Yong Jang, ™MD, Shung Chull Chae, MD.* Byung-Hee Oh, MD*"

ABSTRACT

OBJECTIVES This study sought to examine the impact of door-to-diuretic (D2D) time on mortality in patients with
acute heart failure (AHF) who were presenting to an emergency department (ED).

BACKGROUND Most patients with AHF present with congestion. Early decongestion with diuretic agents could
improve their clinical outcomes.

METHODS The Korea Acute Heart Failure registry enrolled 5,625 consecutive patients hospitalized for AHF. For this
analysis, the study included patients who received intravenous diuretic agents within 24 h after ED arrival. Early and
delayed groups were defined as D2D time =60 min and D2D time >60 min, respectively. The primary outcomes were
in-hospital death and post-discharge death at 1 month and 1 year on the basis of D2D time.

RESULTS A total of 2,761 patients met the inclusion criteria. The median D2D time was 128 min (interquartile range: 63
to 243 min), and 663 (24%) patients belonged to the early group. The baseline characteristics were similar between the
groups. The rate of in-hospital death did not differ between the groups (5.0% vs. 5.1%; p > 0.999), nor did the post-
discharge 1-month (4.0% vs. 3.0%; log-rank p = 0.246) and 1-year (20.6% vs. 19.3%; log-rank p = 0.458) mortality
rates. Get With the Guidelines-Heart Failure risk score was calculated for each patient. In multivariate analyses with
adjustment for Get With the Guidelines-Heart Failure risk score and other significant clinical covariates and propensity-
matched analyses, D2D time was not associated with clinical outcomes.

CONCLUSIONS The D2D time was not associated with clinical outcomes in a large prospective cohort of patients with AHF
who were presenting to an ED. (Registry [Prospective Cohort] for Heart Failure in Korea [KorAHF]; NCTO1389843) (J Am Coll
Cardiol HF 2018;6:286-94) © 2018 The Authors. Published by Elsevier on behalf of the American College of Cardiology

Foundation. Thisis an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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