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L Molta evidencia d’assajos clinics : .
O Pocs assajos clinics

O Farmacs que milloren simptomes,

N R , O Farmacs simptomes (+/-)
hospitalitzacions i pronostic

o , L No beneficis mortalitat
O Indicacions amb recomanacions classe

, hivell evidencia A
(10 pag guies ESC) (1 pag guies ESC, 1 taula)
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_ SIMPTOMES HOSPITALITZACIONS SUPERVIVENCIA

NEVIBOLOL Sense dades Alguna dada a favor Compost T + hospitalitzacio
DIGOXINA Alguna dada a favor

CANDESARTAN Millora CF Alguna dada a favor No
ESPIRONOLACTONA Sense dades Alguna dada a favor No

IECA Inconsistent No

DIURETIC Millora


https://doi.org/10.1016/j.cardfail.2009.11.007

Spironolactone for Heart Failure with Preserved Ejection Fraction

the TOPCAT Investigators’

3445 pacients >50 a amb IC i FE >45% a rebre un antagonista de I’aldosterona (30-45 mg/dia) o placebo

Estimated Cumulative Proportion of Patients

with Primary End Point
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Figure 1. Kaplan-Meier Plot of Time to the First Confirmed Primary-Outcome
Event.

The primary outcome was a composite of death from cardiovascular causes,
aborted cardiac arrest, or hospitalization for the management of heart failure.
The inset shows the same data on an expanded y axis.

N Engl ) Med 2014;370:1383.92.
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Regional Variation in Patients and Outcomes in the
Treatment of Preserved Cardiac Function Heart Failure

With an Aldosterone Antagonist (TOPCAT) Trial

Primary Outcome
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Table 4. Summary of Trial Outcomes by Treatment Arm and Region

Years

Americas (n=1767)

Russia/Georgia (n=1678)

No. (%) With Event

[Incidence Rate per 100 patient-y]

No. (%) With Event
[Incidence Rate per 100 patient-y]

HR HR P, Treatment-
Spironolactone Placebo (95% CI) Spironolactone Placebo (95% CI) P, Regionj by-Region
Outcome (n=886) (n=881) PValue (N=836) (N=842) PValue Differenc Interaction
Primary outcome 242 (27.3) 280 (31.8) 0.82 78(9.3) 71(8.4) 1.10 <0.001 0.12
[10.4] [12.6] (0.69-0.98) [2.59] [2.3] (0.79-1.51)
0.026 0.58
Cardiovascular mortality 96 (10.8) 127 (14.4) 0.74 64 (7.7) 49 (5.8) 1.31 <0.001 0.01
[3.6] [4.9] (0.57-0.97) [2.0] [1.6] (0.91-1.90)
0.027 015
Aborted cardiac arrest 2(0.2) 4(0.5) N/A 1(0.1) 1(0.1) N/A N/A N/A
[0.08] [0.18] [0.03] [0.03]
Hospitalization for 184 (20.8) 216 (24.5) 0.82 22 (2.6) 29 (3.4) 0.76 <0.001 0.81
heart failure [7.9] [9.7] (0.67-0.99) [0.72] [0.95] (0.44-1.32)
0.042 0.327
Recurrent heart failure 361 events 438 events IRR=0.75 33 events 37 events IRR=0.83 <0.001 0.59
[13.7] [17.0] (0.58-0.96) [1.1] [1.2] (0.42-1.62)
0.024 0 H8
All-cause mortality 178 (20.1) 207 (23.5) 0.83 74 (8.9) 67 (8.0) 112 <0.001 0.14
[6.5] [7.7] (0.68-1.02) [2.3] [2.0] (0.80-1.55)
0.08 0.51
All-cause hospitalization 526 (59.4) 535 (60.7) 0.94 240 (28.7) 257 (30.5) 0.92 <0.001 0.94
[32.9] [35.8] (0.83-1.05) [9.7] [10.4] (0.77-1.10)
0.28 0.375

Circulation. 2015;131:34-42.



Volume overload
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Ciuretics

Evzluate and manage underlying cardiovascular diseases and coexisting conditions

Recomendaciones

Para los pacientes con IC-FEc o IC-FEm, se 1 C
recomienda detectar las comorbilidades

cardiovasculares y no cardiovasculares que, si

estdn presentes, se debe tratar siempre que haya

tratamientos seguros y efectivos para mejorar los

sintomas, el bienestar y el prondstico

Se recomiendan los diuréticos para los pacientes 1
congestionados con IC-FEc o IC-FEm para aliviar los
sintomas y signos

. Elevated cardio- . ) y . . . Lung diseasa
artension Coronary dissase Atrial fibrillation Obes Kidney dizease
Hrp ' wascular risk r o ! ity ianey di Slaep apnaz
A J
Diuretics Statins according Statins Rate control Behavioral ACE or ARB Therapy according
ACE or ARE to guidelinas Medical therapy Anticoagulation strategies {for hypertension) to guidelines
{if patient has Considar revas- acconding to Pharmacotharapy
chronic kidney cularization rick scores Surgery
dizagse)
ather agants
according to
side effects and
effactivensass
Consider riythm control
fior parsistent symptoms
Education regarding heart failure and self-care
Aerobic exercise training
Recent .
hospitalzation Persistent symptoms

Consider disease managamant
program fior heart failure

Consider pulmonary-artery
pressure-guided
management

Referral to dinical trials of agents and devices for heart
failure with preserved ejection fraction

N Engl J Med. 2016 Nov 10;375(19):1868-1877

Tractament dirigit a millorar simptomes,
gualitat de vida i reduir les dscompensacions

Objectiu: control dels factors de risc
per prevenir la malaltia, ja que

una vegada la ICFEp esta present no
tenim tractaments especifics




Clin Res Cardiol

Heart failure with preserved ejection fraction: current oo o.00ms09.07.11706
management and future strategies

Sindrome sistemica heterogenia, amb epidemiologia, etiologia i fisiopatologia diferent a la ICFEr
(estudis negatius amb bloquejants sistemes neuroendocrins)

Noves vies d’investigacio:

0 Cascada del GMP-c : © 5-fosfodiesterasa (sildenafilo, udenafilo), estimuladors de la guanilciclasa (riociguat), el nitrat
inorganic o els inhibidors de la neprilisina (sac-vals). Dades amb Sidelnafilo (RELAX) y Riociguat (SOCRATES), resultats
neutres. PARAGON?

0 iSGLT2: empaglifocina en pacients no diabétics amb ICFEp i ICFEr (EMPEROR HFrEF, EMPEROR HFpEF)

O Dispositius en subgrups de pacients per ajustar la dosis de dilirétic (CardioMEEMS), { la pressio AE .....

Systemic Multiorgan ——

Comorbidities inflammation involvement Endothelium-cardiomyocyte signaling //Nepnlysm inhibitor ™~
(  PARAMOUNT tral )
+ Type 2 DM

: “w_ PARAGON trial _~
( /‘\A\ @ /Tr . ANP ——
- VAW & I _l-' BNP Natriuretic
AV Nmme l / L T e peptides v
* Hypertension ONOO™ T \ ~ : \
_ / PH
I'll Y lt‘ ‘ = i
. " L], o %
Yl cre
IL1RLT |f. [

GDF15 ||

T

T
Metabolic syndrome
+ Obesity

e

sGC stlmulatarsh\\

GTP SOCRATES program \3
LEPHT trial .~
r_ g

II:GI'M‘II:"""H *cGMP 5'GMP

" l DD"S i

extraceliular secretion >“PDES inhibitors i
RELAX-DHF trial o

e~ — |
)

Renal insufficiency

Na* retention

Circulation. 2016;134:73-90.

European Heart Journal (2014) 35, 2797-2811



TRACTAMENT IC AMB FRACCIO D’EJECCIO REDUIDA

TRACTAMENT IC AMB FRACCIO D’EJECCIO
PRESERVADA

| TRACTAMENT DE LES COMORBIDITATS no CV

DELS ASSAJOS A LA PRACTICA CLINICA



Importancia de las comorbilidades en pacientes con insuficiencia cardiaca

1. Interfieren en el proceso diagnéstico de la IC (p. ej., 1a EPOC como factor

de confusién en la causa de la disnea =0

IC | COMORBIDITATS no CV
2 Empeoran los sintomas de ICy deterioran I calidad de vida"'*

I

I

I
3. Contribuyen al aumento de las hospitalizaciones y la mortalidad™™ como causa o

principal de los reingresos a 1 y 3 meses™ Noncard

4. Pueden afectar al uso de tratamientos para la IC (p. ej., inhibidores del sistema
renina-angiotensina, que estdn contraindicados para algunos pacientes con

insuficiencia renal grave, o blogueadores beta, que tienen una contraindicacion
relativa en el asmap*=-+%

5. Hay imenos evidencia para los tratamientos de 1a IC, ya que las comorbilidades
son un criterio de exclusidn de la mayoria de los estudios; por lo tanto, no se

puede asegurar la eficacia y la seguridad de algunas intervenciones en presencia
de comorbilidades

6./Los farmacos empleados para tratar las comorbilidades pueden empeorar la IC

(p. €., AINE para la artritis, algunos farmacos anticancerosos =

7. La interaccidn entre firmacos empleados para la ICy las comorbilidades puede
‘disminuir 1a eficacia y 1a seguridad de los tratamientos y aumentar los efectos

secundarios (p. ej., bloqueadores beta para la IC y agonistas beta para la EPOC
y el asma =iaesss

Vaduganathan M. et al J Am Coll Cardiol. 2002 G9(5)556-69.

Guies ESC, 6 pag
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Co-morbidities in patients with heart failure:
an analysis of the European Heart Failure Pilot

Survey
(a} 1.0 Ts———
S ’ T ——— —c 0 co-morbidities
T EH—__‘““—H—-_.“
Table 2 Prevalence of co-morbidities in patients with S s bSO
heart failure with reduced ejection fraction and in e e S
= 084 ~\
patients with heart failure with preserved ejection § R S my
*3 co-morbidities
fraction z
£
HFrEF HFpEF P-value .
(LVEF <40%) (LVEF =40%) '
Chronic kidney disease 541 (41) 383 (39) 0.381 1
Anaemia 349 (28) 306 (30) 0.130 i 100 200 300
Diabetes 470 (30) 343 (28) 0.191 Follow up time (days)
COPD 255 (16) 173 (14) 0.101
Stroke 166 (11) 129 (10) 0.892 (b) 1.0 %
Sleep apnoea 69 (4) 49 (4) 0.578 M .
Hypothyroidism 152 (10) 96 (8) 0.062 ~ h““—%m\____x Qec-morbutiics
Hyperthyroidism 54 (4) 32 (3) 5 ‘ T 13 co-morbidities
= 0.8 e
HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with é ey X
reduced ejection fraction. g .
l-g ~ =3 co-morbidities
0.6 1
75% minim 1 comorbiditat
> mortalitat i reingrés per IC: DM, IRC, anemia :
o 0 100 200 300
Follow up time (days)

European Journal of Heart Failure (2014) 16, 103-111



Pacients amb IC-DM vs IC-sense DM

e Major edat
e Pitjor funcio renal

e Major percentatge d’HTA i isquémia
coronaria

e Major IMC

e Major mortalitat CV i per totes les
causes (x2)

e Major ingrés per IC

Incidence of HF hospitalization in the overall and DM subgroup
in placebo/comparator-arms of HF trials of different interventions

Placebo, Placebo,
no HF prevalent HF

®

ES @

HF Hospitalization Incidence Rates
(pr 100 patient y
™

9 HF Hospitalization Incidence Rates
(pr 100 patient years)
o

5,
(2
(N By
R
e,
L
ood.a
'90

ANTIDIABETICS i IC

O Els estudis s’han fet en pacients amb malaltia
CV establerta

O En aquests estudis, el percentatge de pacients
amb IC és baix i la IC esta poc caracteritzada
(ETT, peptids natritiretics....)

O La IC no esta inclosa en l'objetiu primari dels
diferents estudis de seguretat CV realitzats amb
antidiabetics.

Metformin should be considered as
a first-line treatment of glycaemic la
control in patients with diabetes
and HF, unless contra-indicated.




Empagliflozin

Liraglutide

Insulin glargine

FPioglitazone

CCANWASS
C ANVAS-R™)

(EMPA-REG (LEADER™) (ORIGINT) (PROactive™)
OUTCOME")
Canagliflozin Semaglutide Acarbose (ACE*) Rosiglitazone

EMPA-REG

» 10% IC basal

+ |gual beneficio al de los pacientes sin IC

* Mejora hospitalizacién por IC 0 muerte CV
len todos los subgrupos de riesgo de IC

Eur Heart ] 2018:39:364
Eur Heart ] 2016; 37:1526

CANVAS

» 14,4% IC basal
» lgual beneficio e incluso superior al de los
pacientes sin IC

(SLISTAIN-679) (RECORDE)
Lixisenatide Saxagliptin
[ EL8==) (SAVDR-TIMNI
5389)
Exenaticde
(EXSCEL™)
Alogliptin
(EXAMIME®)
Sitagliptin
(TEC OS85

Circulation 2018;137:1060



.~ Natriuresis

N _

\'" Diuresis

% ) Uricosuria
Glucosuria ‘

7 1N W2

/' JrUric acid

JBody L Hyper- | Glucose
weight glycemia  toxicity Meta-

/ \ \ bolic

i/ effects
/ JInsulin
M Glucagon “ Ketones resistance

_—~ ,Systolic blood pressure

‘' JArterial stiffness

% Plasma volume

v

Hemodynamic

effects

nits A T Dits

Nefronz blogueada completamente
|
[Hunéticos camdson: Tobulc contomeado
Tiasidas gl
TC Proomal Esparonclactona
L Eplerercrs
IS.GL |I. = Amiloride
Apetarlamids || | Ihamberes
MEDULA Furpsemidy
Toremida
t
- Tubuky
*; | Coiechon
E

Bl

U An excess of 40-80 g of
glucose

U Reduced mean body weight
by -1.80 kg in patients with
high baseline HbA1lc levels

L Reduction of Alc 0,66%.
Greater HbAlc reductions
(0.44%, 0.54%, and 1.01%)
have been observed in
patients with high baseline
HbAlc levels

O Osmotic diuresis: 200-600
mL urine per day are
reported with chronic
administration

O Reduce systolic blood
pressure of -4.45 mmHg



PROPOSED ALGORITHM FOR ADJUSTING ANTIDIABETIC AGENTS AND
DIURETIC/ANTIHYPERTENSIVE THERAPY WHEN INITIATING SGLT2 INHIBITORS IN

PATIENTS WITH TYPE 2 DIABETES

|s the patient receiving a diuretic
or an antihypertensive treatment?
|

ETTTE  EETTTT—

BP <140/80 mmHg,
aged older than 65
years or
hemodynamically

BP > 140/80 mmHg,
aged below 65 years
and

hemodynamically
stable™

unstable 7

-Gontinue daily dose of
antihypertensive
treatment

- Revise the treatment
according to weekly
maonitoring

Diabetes Ther DOI 10.1007/s13300-017-0277-0
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MPOC

IRC

ANEMIA
DEFICIT Fe

DEPRESIO

DISLIPEMIA

DISFUNCIO
ERECTIL

Es considera segur utilitzar bloquejadors beta
cardio-selectius en pacients MPOC.

Farmacs utilitzats en IC que no requereixen
ajust de dosis: amiodarona, nitrats, carvedilol
| furosemida. Ajustar digoxina a I'aclarament
de cratinina.

Els pacients amb IC e IR responen menys als
ditiretics de nansa i precisen dosis més altes

Prevalenca anemia 30%, ferropenia 50%.
Ferropénia: Ferritina sérica < 100 pg/l o de
100-299 ug/l e IST< 20% .

Afavorida per I"Us de ditretics, bloquejadors
beta i espironolactona

Es poden utilitzar agonistes dels receptors
b2-adreneérgics.

Poden utilitzar-se corticoides inhalats.

Els corticoides orals retenen Na*-

No es recomanen els agents estimulants de la
eritropoyesis, excepte en casos de anémia per IR.
Administrar ferro carboximaltosa en ICFEr, no hi ha
estudis en ICFEp. A

Es considera que les inhibidors selectius de la
recaptacié de la serotonina sén segurs.
Evitar lels antidepresius triciclics.

No es recomana utilitzar hipolipemiants en tots els
pacients amb IC, utilitzar les GPC per a la seva
indicacio.

Es poden utilitzar inhibidors de la fosfodiesterasa si el
pacient no utilitza nitrats.



TRACTAMENT IC AMB FRACCIO D’EJECCIO REDUIDA

TRACTAMENT IC AMB FRACCIO D’EJECCIO
PRESERVADA
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| TRACTAMENT DE LES COMORBIDITATS no CV

/

& DELS ASSAJOS A LA PRACTICA CLINICA



Joan. 70 anys, cardiopatia isquemica cronica en fase de miocardiopatia, FE 33%.
Aporta informe d’alta per nou SCAEST, cateterisme amb malaltia de tres vasos
revascularitzada parcialment amb un stent a la DA. CF Il estable.

Segueix tractament amb Bisoprolol 7,5 mg/d, Enalapril 10 mg/12h, Eplerenona
12,5 mg/24 h, Furosemida 40 mg/12h, AAS 100 mg/24 h, clopidogrel 75 mg/24h i
atorvastatina 80 mg/24 h.

Exploracion fisica: TA 100/65 mm Hg. Fc 90’x. Sense signes IC.




70 anys. FE 33%. CF Il. Bisoprolol 7,5 mg/d. TAs 100/65 mm Hg. Fc 90’'x. RS.

PACIENT
v Tractament BB optimitzat

v' Disfuncid ventricular sistolica (FE <35%)

CHECK LIST

v’ Ritme sinusal

v" Fc > 75 bpm (pautes harmonitzacié Catalut), >70 bpm (guies ESC)
' v Dosis maxima tolerada de BB (o BB contraindicat)

INICI TRACTAMENT

v" Dosis inici 5 mg/12h ; Dosis maxima 7,5 mg/12h

v' Seguiment a les 2 setmanes per ajustar dosis (T )
v Fc objectiu entre 50-60 bpm




DTN
fo«’ﬁ &

(SIDEEFFECTS

Farmac Canals_ If del
bradicarditzant node sinusal
NO hipotensor

&0

Suspendre en FA

Fenomens
visuals
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Joan. 71 anys, cardiopatia isquemica cronica en fase de miocardiopatia, FE
30%. Malaltia de 3 vasos parcialment revascularitzada. 2 ingresos per
descompensacio d’IC en els ultims 6 mesos sense desencadenant clar. CF Ill.

Tractament: Bisoprolol 7,5 mg/d, Enalapril 10 mg/12h, Espironolactona 12,5
mg/24 h, ivabradina 5 mg/12h, Furosemida 40 mg/12h, AAS 100 mg/24 h, i
atorvastatina 80 mg/24 h.

Exploracion fisica: TA 100/70 mm Hg. Fc 63’x. Sense signes IC

Analitica: Urea 90 mg/dl, Creatinina 1,5 mg/dl (FG 48 ml/min/1.73 m?), Na
137 mEq/L, K 4.8 mEqg/L



71 anys. FE 30%. CF lll. Tractament BB, IECA, AA, TAs 100/60 mm Hg. FG 48. K 4,8

PACIENT

v Tractament optimitzat

v" FE <35%

v CF lI-IlI-IV (pacient simptomatic)

CHECK LIST

v' PAs >100 mm Hg

v FG > 30 ml/min/1.73 m?
v’ K< 5,4 mEg/L

v’ Contraindicacions: historia angioedema, Insuficiencia hepatica greu

INICI TRACTAMENT
v" |[ECA/ARAII? Periode rentat?
v" Dosis IECA/ARAII?

Dosis: 24/26 mg cada 12h
49/51 mg cada 12h
97/103 mg cada 12 h




ECA APP NEP DPP-4
Bradicinina Bradicinina
activa inactiva
100 mg captopril 4 mg perindopril . 2xdia
20 mg fosinopril 20 mg quinapril Desde dosis S
10 mg lisinopril 5 mg ramipril diaria total >10 mg

de enalapril o 97mg/

equivalente* 103mg

>
2-4
semanas
2xdia
N 2xdia
I E CA I SAC/VALS % Desde dosis 3
ESPERAR 3iariaiiotal_ls10 mg  2xdia -
# e enalapril o 'm
3 6 h Dla 2/3 equivalente*
>
3-4 3-4
semanas semanas
16 mg candesartan dia 2xdia

50 mg losartan

~
I

CAMBIO

DIRECTO Dia1

) ©

SAC/VALS —>

Desde dosis

diaria total > 160 mg
de valsartan o
equivalente*

Desde dosis
diaria total =160
mg de valsartan o
equivalente™®

97mg/
103mg

2-4 semanas

2xdia
2xdia

2xdia

97mg/
103mg

3-4 semanas 3-4 semanas

PAs 100-110 mmHg

Inici dosis baixa

(24/26 mg cada 12h) S

FG <60 ml/min/1.73 m

Child Pugh B

IECA/ARA Il dosis baixes

Inici dosis intermitja

NO (49/51 mg cada 12h)



Simptomatica? Deshidratacio? Suplements K?

Diliretics? AINE? ‘
Altres hipoTA? Dilretics?

Disminuir dosis

All-cause mortality

[\
=
o

p=0.0012

Disminuir dosis Disminuir dosis

S
q

Adjusted Hazard Ratios
(4]
q

[
°

e

T T T T
a5 45 55 8.5
Serum potassium, mEg/L
Risk-gradient trajectory centered at median potassium value of 4.3 mEq/L

M
()]

101161/ CIRCULATIONAHA 117.030576



Physicians’ adherence to guideline-
recommended medications in heart failure
with reduced ejection fraction: data from the

QUALIFY global survey

Table 3 Type and doses of guideline-recommended medications for the treatment of heart failure

Rate of Dose Target dose (%)"
use (%) (mglday) =>50% of target dose 100% of target dose
ACEl (n=4657) 65.7 63.3 27.9
Perindopril \ 376 57+29
Ramipril 324 54+32 619 24.3
Enalapril / 87,2% 11.6 14.4+93 74.7 423
Lisinopril 57 11.7+80 62.8 28.6
ARB (n=1525) 215 395 69
Walsartan 287 11711734 427 6.4
Losartan 279 64.0+ 344 329 4.9
Candesartan 24.5 124+9.0 433 9.7
Beta-blockers (n= 6144) 86.7 51.8 14.8
Bisoprolol 355 53+38 65.1 178
Carvedilol 331 21.9+16.2 453 16.6
Metoprolol succinate 15.2 72.3+52.0 27.2 6.7
MRA. (n=4904) 69.3 99.1 70.8
Spironolactone 89.1 3344199 99.5 75.5
Eplerenone 10.3 3254129 96.2 301
Ivabradine (n=2019) 334 106+32 A6 4 26.6

25
European Journal of Heart Failure (2016) 18, 514-522



and results

Conclusion

Physicians’ guideline adherence is associated
with better prognosis in outpatients with heart
failure with reduced ejection fraction: the
QUALIFY international registry

To evaluate the impact of physicians’ adherence to guideline-recommendead medications for heart failure with reduced
ejection fraction (HFrEF), including =50% prescription of recommended doses, on clinical cutcomes at &-month
fodloree-up.

In QUALIFY, an internaticnal, prospective, observational, longitudinal survey, 6649 cutpatients with HFrEF were
recruited 1-15 months after heart failure (HF) hospitalization from September 2013 to December 2014 in 36

countries and followed uwp at & months. A global adherence to guidelines score was developed for prescription
of angiotensin-converting enzyme inhibitors (ACEls), angictensin receptor blockers (ARBs), beta-blockers (BBs),
mineralocorticoid receptor antagonists (MRAs) and ivabradine and their dosages. Baseline global adherence score
was good in 23% of patients, moderate in 55%, and poor in 227%. At &-month follow-up, poor adherence was associated
with significantly higher overall mortality [hazard ratio (HR) 2.21, 95% confidence interval (CI) 1.42-3.44, P=0.001],
cardiovascular mortality (HR 2.27, 95% Cl 1.36-3.77, P=0.003), HF mortality (HR 2.2, 95% C1 1.21-4.2, P=0.032),
combined HF hospitalization or HF death (HR 1.26, 95% CI 1.08-1.71, P=0.024) and cardiovascular hospitalization
or cardiovascular death (HR 1.35, 95% Cl 1.08—-1.69, P=0.013). There was a strong trend between poor adherence
and HF hospitalization (HR 1.32, 95% C1 1.04-1.68, P=0.069).

Good adherence to pharmacologic treatment guidelines for ACEl, ARBs, BBs, MRA:z and ivabradine, with
prescription of at least 50% of recommendsd dosages, was associated with better dinical ocutcomes during
e-rnonith follow-up. Continuing global educational initiztives are nesded to emphasice the importance of guideline
recommendations for optimizing drue theraoy and orescribine evidence-basad doses in clinical oractice.

European Journal of Heart Failure (2017)
doi: 10.1002/ejhf.887



Medidas higiénico-dietéticas y autocuidados en pacientes con IC
. Equilibrada y cardiosaludable (| grasas saturadas, 1 grasas poliinsaturadas)
Dieta . Viigilar y evitar desnutricion (IC avanzada)
. Considerar consejo dietético (PRC)

. Corregir sobrepeso, mantener peso estable y saludable

Peso . Autocontrol diario (IC avanzada) o cada 2-3 dias (IC leve)

. 11,5-2 Kg en 2-3 dias: informar a servicios sanitarios y/o 1 dosis diuréticos
. Restringir: <2,5-3 g/dia (IC avanzada) o <6 g/dia (IC leve)

Sal . No utilizar sustitutivos (alto contenido en potasio)
. Evitar medicamentos efervescentes (alto contenido en sodio)

Liquidos . Reducir ingesta (IC avanzada): <1,5-2 Lidia

Diuréticos . Autocontrol de dosis segiin peso y sintomas o signos de alarma (si es factible) B
. Consumo moderado: <30 g/dia hombres y <20 mg/dia mujeres (1-2 vasos de vino o cervezaldia)

Alcohol . LS -
. Abstinencia en caso de miocardiopatia alcohdlica

Tabaco . Dejar de fumar .

. Considerar servicio de ayuda a deshabituacion
. Moderado-intenso de forma regular, segun situacion clinica y tolerabilidad
. Caminar 20-30 min 4-5 veces/semana (IC estable, NYHA II-Ill)

Ejercicio . Considerar ejercicio aerobico (segiin sintomas)
fisico . Bvitar sobreesfuerzos

. Reposo en episodios de descompensacion

. Considerar programa de ejercicio fisico estructurado (PRC)

Inmunizacién | . Vacunacion antigripal y antineumococica

. Evitar: grandes altitudes, climas calurosos y humedos, viajes largos, situaciones de estrés, cambios bruscos de temperatura
. Autocontrol de FC, PA (si es factible)

. Prevenir o evitar factores de riesgo o descompensacion (ver tabla 1)

. Evitar -en |la medida de lo posible- farmacos que pueden descompensar o empeorar la IC (ver tabla 7)

IC: insuficiencia cardiaca; (¥) Consensuar con paciente y cuidadores; PRC: Programa de Rehabilitacion Cardiaca; NYHA: New York Heart Association; F * |
frecuencia cardiaca; PA: presion arterial.

Varios

Insuficiencia cardiaca cronica en atencion primaria. Boletin terapéutico Andaluz ; 31(4); 2016
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