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Tabulka 7.2 - Davky chorobu modifikujicich Iéki na zakladé

dikazl ze zasadnich randomizovanych studii u srde¢niho

selhani se snizenou ejek¢ni frakci (nebo po infarktu myokardu)

t

Pocatecni Cilova davka
davka (mg) (mg)
ACEI
Captopril® 3x 6,25 3x 50
Enalapril 2x 2,5 2% 20
Lisinopril® 1x 2,5-5,0 1x 20-35
Ramipril 1x 2,5 1x 10
Trandolapril® 1x 0,5 1x 4
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ARB

Podavani ARB se doporucuje ke snizeni rizika hospitalizace pro srdecni selhani a umrti z kardiovaskularnich
pri¢in u symptomatickych pacientu, kteri netoleruji ACEl (pacientim by se rovnéz mély podavat beta-
-blokator a MRA).

Podavani ARB lze zvazit ke snizeni rizika hospitalizace pro srdecni selhani a nasledného umrti u pacientu,
u nichz pretrvavaji symptomy i pres lécbu beta-blokatorem nebo ktefi netoleruji MRA.

Pridani ARB (nebo inhibitoru reninu) ke

A |_ E I ‘ kombinaci ACEl a MRA se nedoporucuje

u pacientt se srdecnim selhanim pro zvysené
riziko rendlni dysfunkce a hyperkalemie.

ds8vkovsgn2z ARB

ARBs
Candesartan 4-8 o.d. 32 od.
Valsartan 40 b.i.d. 160 b.i.d.

Losartan®* 50 o.d 150 o.d.
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Lékové skupiny indikované u pacienti se symptomatickym (trida

IIHV podle NYHA) srdecnim selhanim se snizenou ejekéni fraki

Doporuceni

Pfidani beta-blokatoru navic k ACEI
se doporucuje u pacientu se stabilnim,
symptomatickym HFrEF s cilem snizit
riziko hospitalizace pro srdecni selhani
a nasledného umrti.
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Tabulka 7.2 - Davky chorobu modifikujicich lékd na zékladé

dikazil ze zasadnich randomizovanych studii u srde¢niho
selhani se sniZzenou ejekéni frakci (nebo po infarktu myokardu)

Pocatecni Cilova davka
déavka (mg) (mg)

Beta-blokatory

Bisoprolol 1x 1,25 1x 10
Carvedilol 2% 3,125 2x 259
Metoprolol sukcinat (CR/XL) 1x 12,5-25 1x 200

Nebivolol® 1x 1,25 1x 10
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Lékové skupiny indikované u pacientii se symptomatickym (trida

II-1IV podle NYHA) srdecnim selhdnim se snizenou ejekéni frakei

(HFrEF)

Doporuceni

DS8vkov§8n?2 N\

Podavani MRA se doporucuje u pacient(
s HFrEF, u nichz symptomy pretrvavaji

i pres lécbu ACEI* a beta-blokatorem,

s cilem snizit riziko hospitalizace pro
srdecni selhani a nasledného umrti.

Tabulka 7.2 - Davky chorobu modifikujicich l1éki na zakladé

dikazt ze zasadnich randomizovanych studii u srde¢niho
selhani se snizenou ejekeni frakci (nebo po infarktu myokardu)

Pocatecni Cilova davka
davka (mg) (mg)

MRA
Eplerenon 1x 25 1x 50

Spironolacton 1x 25 1x 50
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7.5.1 3-Hydroxy-3-methylglutaryl-coenzyme A reductase
inhibitors (‘statins’)

Although statins reduce mortality and morbidity in patients with
atherosclerotic disease, statins are not effective in improving the
prognosis in patients with HFrEF. Most statin trials excluded pa-
tients with HF (because it was uncertain that they would bene-
fit).?°* The two major trials that studied the effect of statin
treatment in patients with chronic HF did not demonstrate any
evidence of benefit.2%® Therefore, evidence does not support
the initiation of statins in most patients with chronic HF.

7.5.2 Oral anticoagulants and antiplatelet therapy

Other than in patients with AF (both HFrEF and HFpEF), there is no
evidence that an oral anticoagulant reduces mortality/morbidity
compared with placebo or aspirin.”’>*°/ Studies testing the non-
vitamin K antagonist oral anticoagulants (NOAGCs) in patients with
HFrEF are currently ongoing.

7.5.3 Renin inhibitors

Aliskiren (direct renin inhibitor) failed to improve outcomes for pa-
tients hospitalized for HF at 6 months or 12 months in one stud),fmIB
and is not presently recommended as an alternative to an ACEIl or

ARB.
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Tabulka 13.3 - Pacienti potencialné vhodni k implantaci

mechanické podpory levé komory

Pacienti s déle nez dvéma mésici zavaznych symptomiu i pres
optimalni farmakologickou a pristrojovou lécbu a s vice nez
jednim z nasleduijicich kritérii:

EFLK < 25 %, a pokud se méri, maximalni VO, < 12 ml/kg/min.

> tfi hospitalizace pro srdecni selhani v predchozich 12 mésicich
bez zjevné vyvolavajici priciny.

Zavislost na i.v. [écbé inotropnimi léky.

Progredujici organova dysfunkce (zhorSovani funkce ledvin
a/nebo jater) zpusobena hypoperfuzi, a nikoli neadekvatnim
plnicim tlakem

(PCWP > 20 mm Hg a STK < 80-90 mm Hg nebo Cl < 2 I/min/m?).

Absence tézké dysfunkce pravé komory spolu s tézkou
trikuspidalni regurgitaci.

Indikace LVAD

Bridge to
decision (BTD)/
Bridge to
bridge (BTB)
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Use of short-term MCS (e.g. ECLS or ECMO)
in patients with cardiogenic shock until
haemodynamics and end-organ perfusion are
stabilized, contra-indications for long-term MCS
are excluded (brain damage after resuscitation)
and additional therapeutic options including
long-termVAD therapy or heart transplant can
be evaluated.

Bridge to Use of MCS (usually LVAD) to improve end-organ

candidacy function in order to make an ineligible patient

(BTC) eligible for heart transplantation.

Bridge to Use of MCS (LVAD or BiVAD) to keep patient

transplantation | alive who is otherwise at high risk of death before

(BTT) transplantation until a donor organ becomes
available.

Bridge to Use of MCS (typically LVAD) to keep patient

recovery (BTR)

alive until cardiac function recovers sufficiently to
remove MCS.

Destination
therapy (DT)

Long-term use of MCS (LVAD) as an alternative
to transplantation in patients with end-stage HF
ineligible for transplantation or long-term waiting
for heart transplantation.
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Tabulka 13.4 - Transplantace srdce: indikace a kontraindikace

Které pacienty | S terminalnim srdecnim selhanim s tézkymi
zvaZovat symptomy, nepfiznivou prognézou a bez
jinych lé¢ebnych alternativ.

S motivaci, dobrou informovanosti

a emocionalné stabilni.

Se schopnosti dodrzovat nutny pooperacni
intenzivni [éCebny rezim.

Kontraindikace | Aktivni infekce.

Zavazné onemocnéni perifernich tepen nebo
cerebrovaskularni onemocnéni Tabulka 23 - Kontraindikace transplantace srdce
Farmakologicky nezvratna plicni hypertenze Absolutni

(je treba zvazit pouiitf L\VVAD s néslednym Malignita nebo jiné zévaZné onemocnéni se Spatnou

opétovnym vyietrenim ke zvazeni vhodnosti, i o
tj kandidatury"} Chronicka infekce bez moZnosti eradikace

Vysokd fixovana plioni arteridlni hypertenze (PVR = 3,5 W,j.,

Nadorové onemocnéni (nutna spoluprace se PVR = (MAP — PCWP) / CO, TPG > 15 mm Hg, systolicky tlak
specialisty v oboru onkologie ke stratifikaci v plicnici > 60 mm Hg)

kazdého pacienta z hlediska rizika recidivy Psychiatrické choroby a drogové zavislosti

tohoto onemocnéni). BMI > 40

Ireverzibilni renalni dysfunkce (napr. clearance Relativni

kreatininu < 30 ml/min). Vék nad 65 let

Systémové onemocnéni s multiorganovym Diabetes mellitus s poéinajicimi organovymi komplikacemi

postizenim. Poruchy ledvin a jater

Jiné zavazné pridruzené onemocnéni Poviechna aterosklersza

s nepriznivou prognézou. Spatné psychosocialni zazem|

BMI > 35 kg/m? pred transplantaci (doporucuje —e

se sniZzeni hmotnosti, aby pacient dosahl Docasné

BMI < 35 kg/m?). Aktivni infekce

Soucasny abuzus alkoholu nebo drog. Mezhojeny plicni infarkt

Jakykoli pacient s predpokladanou Aktivni viedova choroba gastroduodena

nedostatecnou socialni podporou pfi MAP - stfednf tlak v plicnici; POWP - tlak v zaklinéni; PVR —

dodrzovani zasad ambulantni |éfby. plicni waskularnl rezistence; TPG — transpulmonalni gradient.




