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DEFINICIO

* -klinikai szindroma!

* -tipusos tunetekkel és jelekkel
oFaradekonysag
oLegszom;
oPeriferias oedemak
oTUdO felett szortyzorejek

* -a sziv strukturalis vagy funkcionalis eltérése okozza, melynek eredmenye a csokkent
perctérfogat és magas toltonyomasok

TUNETEK!!



* TUnetek gyors fellepte, romlasa esetén beszelink AKUT szivelegtelensegral.

- Eletet veszélyeztetd allapot, azonnali értékelést, terapiat igényel.



* -myocardium betegsége (systoles-diastoles zavar)

- -billentyUk

* -pericardium

* -ritmus (tachy-brady)

* -ingerulet vezeto rendszer (blokkok)

- TERAPIA SZEMPONTJABOL OK MIELOBBI FELDERITESE SARKALATOS!!



FELOSZTAS

- -szisztoles —diasztolées

* -jobb kamrai —bal kamrai

- -akut -kronikus



KLINIKAI FELOSZTASA

- Agymelletti vizsgalaton alapul
- -Ertékelve a

- -PANGAS jeleit (,nedves” vagy ,szaraz” dekompenzacio)

- -PERIFERIAS HYPOPERFUZIO jeleit (,hideg” vagy ,meleg” dekompenzacio)



CONGESTION (-)

CONGESTION (+)

Pulmonary congestion
Orthopnoea/paroxysmal nocturnal dyspnoea
Peripheral (bilateral) oedema . ;. .
Jugular venous dilatation CongeStIO/pa ngas je lei:

Congested hepatomegaly - tUdooedema [szO rtyzb I’Ej ek

HYPOPERFUSION (-)

Hypoperfusio jelei:
- hideg, veritékes
vegtagok

- oliguria

- zavartsag

- szedules

- SzUk pulzus nyomas

HYPOPERFUSION (+)
Cold sweated extremities
Oliguria

Mental confusion
Dizziness

Narrow pulse pressure

COLD-DRY

%/

WARM-DRY

Gut congestion, ascites - Ortho pne
Hepatojugular reflux e .
- Paroxysmalis eéjszakai
dyspnoe

- Periferias oedemak

/4

_

WARM-WET

7

COLD-WET

@poperfusion is not synonymous with hypotension, but often hypoperfusion is accompanied by hypotensioD




DIAGNOZIS

- -fontos kizarni egyeb korokokat (tudogyulladas, sulyos anaemia, akut
veseelégtelenseg stb.)

- -Anamnesis(!)

- -Fizikalis vizsgalat : Pangas és hypoperfusiotinetei

- -Eszkdz6s vizsgalat: EKG, mellkas rtg, sziv ES mellkasi (!) UH
* -Labor: biomarkerek(BNP, Troponin, D-dimer, TSH ...)

* -vergaz analizis






Patient with suspected AHF
v 4 A | T N P = R
I Z I I I I I I f Urgent phase
Circulatory support
K D I A A after first medical ] Cardlogenlc shock ? —p T
' + pharmacological
contact U * mechanical B
No
2. Respiratory failure ? R m— Ventilatory support
Yes * oxygen
No * non-invasive positive
pressure ventilation \
(CPAP, BiPAP)
+ mechanical ventilation
v
_______________ Immediate stabilization
and transfer to ICU/CCU
Immediate phase i
(initial 60-120 minutes)
Identification of acute
aetiology:
C acute Coronary syndrome
H Hypertension emergency .
A Arrhythmia B
M acute Mechanical cause®
P Pulmonary embolism
No Yes
Immediate initiation

of specific treatment

Follow detailed recommendations
in the specific ESC Guidelines

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




Patient with suspected AHF

Urgent phase

after first medical 1. Cardiogenic shock ?
contact

Mo

2. Respiratory failure ?

No

Immediate phase

Circulatory support
* pharmacological
* mechanical

Ventilatory support

* oXygen

* non-invasive positive
pressure ventilation
(CPAF, BiPAP)

* mechanical ventilation

Immediate stabilization
and transfer to ICU/CCU

Patient with suspected AHF
Urgent phase * y
Circulatory support
after first medical Y SUPPO!
b 1. Cardiogenic shock ! T’ + pharmacological
e - mechanical
No
2. Respiratory failure ? 4 Ventilatory support
Yes  oxygen
No * non-invasive positive
pressure ventilation
(CPAR BiPAP)
+ mechanical ventilation
Immediate stabilization

|

and transfer to ICU/CCU
Immediate phase

finitial 60120 minutes)

Identification of acute
aetiology:

acute Coronary syndrome
Hypertension emergency

Arrhythmia
acute Mechanical cause’
Pulmenary embolism

No \ Yes

Immediate initiation
of specific treatment

Follow detailed recommendations

in the specific ESC Guidelines

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




Immediate phase

(initial 60-120 minutes)

Identification of acute

aetiology:

Arrhythmia

TIP>PIN

acute Coronary syndrome
Hypertension emergency

acute Mechanical cause?
Pulmonary embolism

Identification of acute
aetiology:

acute Coronary syndrome
Hypertension emergency

and transfer to ICU/CCU |

F 3

acute Mechanical cause®

C
H
A Arrhythmia
M
P Pulmonary embolism

Yes

Immediate initiation
of specific treatment

Follow detailed recommendations
in the specific ESC Guidelines

Diagnostic work-up to confirm AHF

Clinical evaluation to select optimal management

Patient with suspected AHF

aﬁ‘:?::s:t;:snamj * Circulatory support
contact 1. Cardiogenic shock ! T N pham\lf‘uhgic al
*+ mechanical
No
2. Respiratory failure ? 4 Ventilatory support
« oxyger

Yes onyg

Immediate phase
(initial 60-120 minutes)

Identification of acute
aetiology:

acute Coronary syndrome

acu Ise’
n; el
No \ Yes
Immediate initiation
of specific treatment

Follow detailed recommendations

in the specific ESC Guidelines

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




TERAPIA

* -oxigen adagolas (CSAK hypoxiaeseten!!!, hyperoxiatkeriini)
- -NIV CPAP
- -refrakteresetben intubacio, lélegeztetes

- Lélegeztetés (NIV is) soran a gazcsere javitasa mellett a pozitiv mellGri nyomas
hatasa a preloadeés afterloadcsokkenése.

- (CAVE anesztetikumok. Midazolaminkabb)



GYOGYSZERES TERAPIA LEHETOSEGEI

» -diuretikumok(furosemid) —amennyiben folyadek tultoltottseg es pangas

- -vasodilatorok(nitrat keszitmenyek) —venasés arteriastonus csokkentésevel prees
afterloadcsokkentok. CSAK go Hgmm systRRfelett!!!

* -inotropszerek (dobutamin) —csokkent perctérfogattal jaro esetekben.
Tachycardiatokozhatnak!!

- -vasopressorok(noradrenalin) —sulyos hypotensioesetén. Afterloadnovelo, de
coronaria perfusiojavitasaval novelheti a kontraktilitast!

» -opiatok(morfin) —szorongast, dyspnoetmerseklik, de rutin hasznalat nem
ajanlott!



TERAPIA

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

HYPOPERFUSION (-) %

WARM-DRY WARM-WET

HYPOPERFUSION (+)
Cold sweated extremities
Oliguria

Mental confusion
Dizziness

Narrow pulse pressure

COLD-DRY COLD-WET

%//

Hypoperfusion is not synonymous with hypotension, but often hypoperfusion is accompanied by hypotension.

PATIENT WITH ACUTE HEART FAILURE

|

Bedside assessment to identify haemodynamic profiles

}

PRESENCE OF CONGESTION*

YES
(95% of all AHF patients)

‘Wet’ patient

!

NO
(5% of all AHF patients)

‘Dry’ patient

!

ADEQUATE PERIPHERAL PERFUSION?

YES NO

"Wet and Warm’ patient
(typically elevated or
normal systolic
blood pressure)

Vascular type — Cardiac type —
fluid redistribution fluid accumulation
Hypertension Congestion
predominates predominates
*Vasodilator * Diuretic
* Diuretic *Vasodilator
* Ultrafiltration

(consider if diuretic
resistance)

o

‘Dry and warm’ ‘Dry and cold’
Adequately perfused Hypoperfused,
= Compensated Hypovolemic

! |

Consider fluid challenge
Consider inotropic agent
if still hypoperfused

Adjust oral
therapy

‘Wet and Cold’ patient

Systolic blood pressure <90 mm Hg

YV \o

* Inotropic agent *Vasodilators
+ Consider vasopressor * Diuretics
in refractory cases * Consider inotropic
* Diuretic (when perfusion agent in refractory
corrected) cases

* Consider mechanical
circulatory support
if no response to drugs




PATIENT WITH ACUTE HEART FAILURE

\

Bedside to identify profiles

!

PRESENCE OF CONGESTION®?

YES
(95% of all AHF patients) J (5% of all AHF patients)

‘Wet’ patient ‘Dry’ patient

PATIENT WITH ACUTE HEART FAILURE

Bedside assessment to identify haemodynamic profiles

PRESENCE OF CONGESTION®?

YES
(95% of all AHF patients)

NO
(5% of all AHF patients)

‘Wet’ patient ‘Dry’ patient

ADEQUATE PERIPHERAL PERFUSION?

YES NO YES / \ NO

‘Dry and warm’ ‘Dry and cold’
Adequately perfused Hypoperfused,
= Comp d Hypovolemi
"Wet and Warm’ patient l l
(typically eleva(gd or Adjust oral Consider fluid challenge
normal systolic therapy Consider inotropic agent

blood pressure) if still hypoperfused

‘Wet and Cold’ patient

Systolic blood pressure <30 mm Hg

Vascular type - Cardiac type -
fluid redistribution fluid accumulation YES NO

Hypertension Congestion

predominates predominates + Inotropic agent +Vasodilators

l l + Consider vasopressor + Diuretics
in refractory cases + Consider inotropic

*Vasodilator « Diuretic ) S:rf;:d(yhen perfusion :i::: in refractory
* Diuretic *Vasodilator

+ Consider mechanical
circulatory support
if no response to drugs

* Ultrafiltration
(consider if diuretic
resistance)




ADEQUATE PERIPHERAL PERFUSION?

NO YES / \ NO

‘Dry and warm’
Adequately perfused
= Compensated

‘Dry and cold’
Hypoperfused,
Hypovolemic

"Wet and Warm’ patient l l

(typically elevated or
normal systolic
blood pressure)

Consider fluid challenge
Consider inotropic agent
if still hypoperfused

Adjust oral
therapy

Wet and Cold’ patient

 Diuretic *Vasodilator

PATIENT WITH ACUTE HEART FAILURE

\

Bedside to identify y profiles

PRESENCE OF CONGESTION®?

YES

(95% of all AHF patients) l J (5% of all AHF patients)

‘Wet’ patient ‘Dry’ patient

ADEQUATE PERIPHERAL PERFUSION?

YES NO YES / \ NO
‘Dry and warm’ ‘Dry and cold’

Adequately perfused Hypoperfused,
=C d Hi lemi
P YP

"Wet and Warm’ patient l l

(typically elevated or
normal systolic
blood pressure)

Adjust oral Consider fluid challenge
therapy Consider inotropic agent
if still hypoperfused

‘Wet and Cold’ patient

Systolic blood pressure <30 mm Hg
Vascular type - Cardiac type -
fluid redistribution fluid accumulation YES NO
Hypertension Congestion

predominates predominates + Inotropic agent *Vasodilators

l l + Consider vasopressor + Diuretics
in refractory cases + Consider inotropic
* Diuretic (when perfusion agent in refractory
corrected) cases
+ Consider mechanical
circulatory support
if no response to drugs

*Vasodilator * Diuretic

* Ultrafiltration
(consider if diuretic
resistance)



PATIENT WITH ACUTE HEART FAILURE

"Wet and Warm’ patient |

CONGESTION (-) CONGESTION (+) Bedside to identify y profiles

Piorycron (typically elevated or :

Orthop Iparoxysmal nocturnal dysp
PRESENCE OF CONGESTION*?

Peripheral (bilateral) oedema

Jugular venous dilatation n n rmal srstnli E

C d h I

G:: if:;estj::::’c?;g: 4 (95% of zll\E:F patients) J (5% of all AHF patients)
e b I G n d p re 5 s u rE} ‘Wet’ patient ‘Dry’ patient

HYPOPERFUSION (-) V l i

ADEQUATE PERIPHERAL PERFUSION?

o N

WARM-DRY WARM-WET

‘Dry and warm’ ‘Dry and cold’
Adequately perfused Hypoperfused,
= Comp d Hypovolemi
"Wet and Warm’ patient l l
(typically elevated or Adj 1 Consider fluid challenge
HTLORERELSION (1) normal systolic dl.u:,-:on Consider inotropic agegnt
Cold sweated extremities 124

blood pressure)

/N

if still hypoperfused

Oliguria
Mental confusion

Dizziness ‘Wet and Cold’ patient

Narrow pulse pressure COLD-DRY COLD-WET
Systolic blood pressure <30 mm Hg
/ = Vascular type - Cardiac type -
a 5 ¢ u a r ty P E - a_ r Iac t? p E - fluid redistribution fluid accumulation YES NO
Hypertension Congestion
. - - . o . predominates predominates + Inotropic agent «Vasodilators

fluid redistribution fluid accumulation 1 I o oD
in refractory cases + Consider inotropic
Hypoperfusion is not synonymous with hypotension, but often hypoperfusion is accompanied by hypotension. *Vasodilator * Diuretic grzlzéyhen perfusion :i::: in refractory

* Diuretic *Vasodilator

+ Consider mechanical
circulatory support
if no response to drugs

* Ultrafiltration
(consider if diuretic
resistance)

Hypertension Congestion

predominates

*Vasodilator
* Diuretic

predominates

* Diuretic

*Vasodilator

* Ultrafiltration
(consider if diuretic
resistance)




CONGESTION () CONGESTION ( )

PATIENT WITH ACUTE HEART FAILURE

‘Dry and warm’ ‘Dry and cold’ | ]
Adequately perfused Hypoperfused, : B
= Compensated Hypovolemic

o PRESENCE OF CONGESTION®?
HYPOPERFUSION () 7 . y JYES § l NO .
WARM-DRY (95% of all AHF patients) (5% of all AHF patients)
l l ‘Wet’ patient ‘Dry’ patient
WARM-DRY
_ ! !
. 7
FUSION( ) & *
. ADEQUATE PERIPHERAL PERFUSION?
Consider fluid challenge A 2

Adjust oral

o : oo ) / o
i . therapy Consider inotropic agent & / /
// if still hypoperfused
e /

USION (-

‘Dry and warm’ ‘Dry and cold’
Adequately perfused Hypoperfused,
~C d Hi lemi
P YP

’ !

Adjust oral Consider fluid challenge

therapy Consider inotropic agent
if still hypoperfused

"Wet and Warm’ patient
(typically el Iev(ed

sssssssss

‘with hypotension, but often

CCONGESTION () CONGESTION( )

Imonary congest

Onhop pamxy oo nal dyspnoea
ateral) oedk

‘Wet and Cold’ patient

‘Wet and Cold’ patient

Systolic blood pressure <30 mm Hg

Vascular type - Cardiac type -
fluid redistribution fluid accumulation
Hypertension Congestion
HYPOPERFUSION () predominates predominates
Systolic blood <90 mmH l l
ystolic blood pressure mm Hg Vasolaor + ireic
'WARM-DRY * Diuretic *Vasodilator

* Ultrafiltration
(consider if diuretic
resistance)

N D HYPOPERFUSION (+) 7
Cold sweated extremities

cowonr

* Inotropic agent *Vasodilators

* Consider vasopressor * Diuretics et 1 48 i o i
in refractory cases « Consider inotropic

* Diuretic (when perfusion agent in refractory
corrected) cases

» Consider mechanical

circulatory support

if no response to drugs

accompanied by hypotension.




CARDIOGEN SHOCK

- -megfelelo toltottseg mellett hypotensio, melyet hypoperfusio(!) kisér
- -ok miel6bbi keresése (EKG, echo), szanalasa (PCl)
* -invazivmonitorozas (artérias kanul, percterfogat monitorozas)

- -folyadék+vazopresszor+inotropszer a méréeseknek megfelelden






KOSZONOM A FIGYELMET!!




