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Scompenso Cardiaco

* Lo scompenso non puo essere considerato
come una patologia omogenea, ma e piuttosto
una sindrome, che riconosce diverse tipologie
di malati con caratteristiche differenti anche
all'interno della stessa classe funzionale.

* Diversi fattori possono modificare il percorso
gestionale e I'aderenza ai programmi di cura al
di fuori dell'ospedale

Ital Heart J Suppl 2006; 7 (6): 381-432



Prevalenza di scompenso cardiaco nella
popolazione generale

Popolazione generale 0,5-1,5%
Eta > 70 anni 5-10%

Mosterd A., Hoes AW, Clinical epidemiology of heart failure Heart 2007

Eta 65-84 anni (popolazione Lazio) 6-7%

2008 17.260 ricoveri
2009 31% riospedalizzazioni
9% riospedalizzazioni precoci

50% sopravvivenza a cinque anni

Studio Predictor 2008-2010 (Regione Lazio)



* Circa 14 milioni di europei sono affetti da insufficienza

cardiaca, '’equivalente della popolazione del Belgio, con
un’incidenza di 3.6 milioni di nuovi casi annui e una stima di oltre

Nei paesi
occidentali, la percentuale di malati varia dall’1% al 2% della
popolazione, valore che cresce in modo esponenziale con
I’aumentare dell’eta. La mortalita per questa patologia e comunque

elevata, nonostante si osservi una riduzione del rischio di morte
laddove siano stati intrapresi idonei programmi di prevenzione 3-°,

* P. Fontalive et. Al. G Ital Cardiol 2015;16(1):21-30



L’aumento dell’incidenza si ritiene sia dovuto :

1) all’aumento progressivo dell’eta media
della popolazione

- 2) al maggior numero di diagnosi effettuate a
seguito di una maggiore sensibilizzazione al
riconoscimento di questa patologia

 3) Aumento dei pazienti trattati in modo
adeguato



Scompenso Cardiaco : INCIDENZA

Totale : 1-5 %o / anno

Incidenza dello scompenso cardiaco
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G. Di Salvo- Il Cattedra Cardiologia-Osp. Monaldi-Napoli



Qualita di Vitain diverse malattie
(Medical Outcomes Study)

(Stewart et al., JAMA 1989)



HF is a chronic condition interspersed with acute episodes

* |Increasing frequency of acute events with disease progression leads to high rates of hospitalization and increased risk of mortality'=

With each acute event, myocardial injury may contribute to progressive LV dysfunction

Increasing frequency of acute events with disease progression leads to high rates of
hospitalization and increased risk of mortality

Function

& quality
of life
(Qol)




PERCEZIONE

Figure 1 Mispe

SYMPTOMS AND REALITY

New York Heart Association New York Heart Association
Class Il symptoms Class llI-IV symptoms

Perceived stable disease
Perceived low risk Unstable
Patients and provider inertia Perceived advanced end stage disease
to optimize therapy
Focus on advanced therapies and
Concerns about side effects and multiple palliative care
healthcare encounters

Change therapy if and when condition worsens  Reality

Annual mortality 6-20%

Over a million hospitalizations each year in US and in Europe
Post-discharge 25-30% mortality risk within 1 year
Stable class Il - 40+% die of sudden death
Sudden death can occur without worsening symptoms

Patients have at-risk viable vulnerable myocardium
Viable myocardium is amenable to improvement with proven and novel therapies

Risk of sudden death and worsening symptoms reduced by optimizing therapy irrespective of symptoms
Stability of symptoms does not mean lack of risk (especially sudden death)

Worsening symptoms does not mean end stage disease
Either stability or instability of symptoms should not deter from optimizing therapy

ions of heart failure trajectories based on symptoms.






Costi ricovero Scompenso

LO SCOMPENSO CARDIACO:
EPIDEMIOLOGIA DEI COSTI

14% 2%
Consulenze Osp.
dai MMG

‘/"‘ 20/0
Int. Chirurgici
b o

Esami ed indagini

6%
V. ambulatoriali
4%
64% \ V. Med. Generale

Ricoveri ospedalieri 8%
Terapia

Degenza ospedaliera che mediamente
supera i dieci giorni

il Servizio sanitario nazionale spende
complessivamente 550 milioni di euro
I’anno (equivalenti a 11.800 euro per
ciascun paziente) di cui I'85% e
rappresentato dai costi di
ospedalizzazione.

Il costo delle riospedalizzazioni quasi il
doppio rispetto a quello del primo
ricovero: oltre 7 mila euro contro i circa
4.500 per il primo ricovero.

Maggioni AP et al: The real word evidence CHF:
Findings from 41413 patients of the ARNO database 2015



Acute Heart Failure: Hospitalizations

* Worsening chronic heart failure (HF):80% of
all admissions

e Acute de novo heart failure (diagnosed for the
first time): 15%
* Advanced/end-stage/refractory HF: 5%

Gheorghiade M, Circulation 2005



Insufficienza cardiaca ( DRG 127)

» 52% dei ricoveri avviene per
"Scompenso a basso rischio”

» 40% delle riospedalizzazioni per scarsa
compliance del paziente

Piccinino-68° Congresso Nazionale SIC 2007



Il consumo di liquidi nello SC

Secondo lei bisogna bere: Quanta seta ha ?

i

&

" Molto Poco " Solo se si ha sete = Molta - Poca

Perché?:
ﬂﬂ: consigle medico
® prendo H diuretico
* aluta Il cuore
" altro

"Intervista a Y6 paz. consacutivi con SC in 6 ambulatori per lo scompenso
Gilardi R. presentato al 36° congresso Nazionale ANMCO 1-4 giugno 2005



Percentage of Orders

Riduzione% di prescrizioni con dosi “over-Range”

244

110

1.5+

104

0.0

During | ma bafare  During 1 mo sfar
Com Computerined
Oirdar Entry Ordar Entry

di diuretico con monitoraggio del peso

Bates D.W:NEJM 2003, 348:2526-34

Survival to Event
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p=0.11
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e
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Cordisco, M.E.: Am.J.Cardiol. Voi84(7).October 1, 1999.860-862
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Auckland Heart Failure Management Study Intervention Group:
Effetti dell'utilizzo di un diario clinico dello scompenso

-

F.U. 12 mesi |
Morti 2d 8 (11%) —P<. DDD1—'”I‘1[45%] P=0.39
_Mai ricover 1{1.3%r~ P<0001— 9 (38%)
_Auto Monit, | 40 (61%) B8 (92%)

Da: Wright 5.P.: European J Heart Failure S{(2003) 371-280, moddicata




AIS@

AMEULATORTO SCOMPEMSD CARDTALD POLTILIMLCO CATAMLA

Lobmmms | Pess Lk A FO | dalie. A Fio | Lalie A

=i | fn | | R =

e

14

]

Hel

FisFrosnme Ao, Tl = om e, FO =Frogu o Condes




Consensus Conference _
Il percorso assistenziale del paziente
con scompenso cardiaco

Ital Heart J Suppl 2006; 7 (6): 381-432

Heart failure (HF) is a highly prevalent, chronic disease that impacts heavily on patient survival, qual-
ity of life and results in escalating healthcare costs. Despite the considerable burden imposed by HF
on healthcare systems, fragmented, uncoordinated care is still too common.

In order to redefine the role and core responsibilities of each health professionals involved in HF
management in a novel integrated network, the Italian Association of Hospital Cardiologists pro-
moted a Consensus Conference among professional Scientific Societies, targeted to improve patient
care. A working group analyzed data on HF burden from available institutional sources. National da-
ta from the Ministry of Health indicate that, in 2003, HF was the leading medical cause of hospital-
ization, with 186 945 admissions. From record linkage analysis in five Italian regions among over 5
million residents, in 2004 HF prevalence was 1.2%, incidence 3.8/ 1000, lethality 16.2% and mean age
of affected subjects was 75.8 years. Per capita direct HF costs, computed as sum of hospital admis-
sions, drugs and specialist outpatient services, averaged 1.917 € and 75% was attributable to hospi-
talizations, This document reports the Conference proceedings and builds on existing guidelines to
define care pathways for HF patients. An integrated and multidisciplinary network was defined as
mainstay of HF management. The role of in-hospital and out-of-hospital services and health profes-
sionals in different clinical scenarios and specific pathways were defined. The implementation of com-
munication and shared electronic database was recommended. The document is intended as guidance
for health professionals and health authority representatives, whose support will be crucial to imple-
ment the proposed management strategies.




uttura di lll livello - hu
Malato Centro Trapianti
HFA nuova

diagnosi

Malato

Scompenso
Terminale

Ospedale di Rete -spoke
con USC/Ambulatorio SC

Malato con Malato severo
disfunzione NYHA -1V
asintomatica Candidato TCO

Malato anziano
+ comorbilita’
Home Care
Service

Ital Heart J Suppl 2006; 7 (6): 381-432

Paziente

Malato
Ilgo -asintomatico




I modelli di gestione del paziente scompensato
cronico utilizzati fino ad oggi sono
essenzialmente di quattro tipi:

1. modello gestionale infermieristico: imperniato sulla figura
dell’infermiere specializzato, con supervisione di un medico;

2. modello gestionale basato su contatti telefonici e visite di
controllo programmate;

3. modelli a multicompetenza: infermiere specializzato,
dietista, assistente sociale, cardiologo, assistenza
domiciliare, contatti telefonici;

4. unita scompenso: ricoveri in unita specialistiche
cardiologiche con impostazione di una terapia farmacologica
intensiva, infermiere specializzato, dietista, assistenza
sociale, fisioterapia con follow-up gestito dal cardiologo,
dall’infermiere dell’unita, in solido con il medico di medicina
generale.



Siages Stage C Stadi HF e “steps”

Primo “attore”

(quasi esclusivo) : ! fondamentate per d i tratta m e n tO : i l

la diagnosi precoce
nella g P

formulazione v e ruolo del MMG

diagnostica, ‘ recidive)
nell'impostazione fondamentale per
e nella verifica “sospetto” La verifica ed
della terapia _ stic il monitoraggio
Della terapia

Mitral or CABG surgery
Short-term inotrope, nesiritide

aldosterone antagonists

CRT, ICD if applicable
Sodium restriction, diuretics, and digoxin

ACE inhibitors and beta-blockers in all patients
ACE inhibitors, ? ARBs, beta-blockers when appropriate

Treat HTN, DM, CAD, dyslipidemia. ACEl when appropriate
Risk factor reduction, patient and family education

Slide courtesy of Mariell Jessup, MD



ACC/AHA Practice Guidelines
Pyramid Approach to HF Stages

Cardiol.

Symptomatic HF
Known structural heart disease
Shortness of breath and fatigue

Reduced exercise tolerance

Asymptomatic HF
Previous Ml
LV systolic dysfunction
Asymptomatic valvular disease

High Risk for Developing HF
Hypertension
CAD
Diabetes mellitus
Family history of cardiomyopathy

Hunt SA et al. Circulation. 2005 Sep 20;112(12):e154-235 .
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TABLE 24
Recommended components of care and following programmes
( Class of recommendacion I, level of evidence C

Use of multisciplinary team . : : : :
approach plinary Flexible diuretic regimen

.. : » Intense education and
Vlgnl.anﬂr fO“OW-Up,]}(II"ST FU counseling
within 10 days o
discarge - Inpatient and outpatient
.  ( Home-based)
Discharge planning

Increased access to health care . ?T’rr‘rcﬁne‘g?ens‘ro penaviotral

Op'gmaze'n%e“;ed":d therapy whit * Address barriers to compliance

Early attemtion to sign and
symptoms

ESC GUIDELINES FOR THE DIAGNOSIS AND TREATMENT OF CHF UPDATE 2005



Table 4.

Chronic Heart Failure

Hazard 959% Confidence P Value
Ratio Interval

NYHA III-IV vs I-II 2.52 1.86-3.41 <0.0001
Hemoglobin <12 vs 212, g/dL 2.79 1.89-4.12 <0.0001
Age (per 5-year increase) 1.18 1.09-1.28 <0.0001

HR (per 5-beats per minute 1.09 1.04-1.15 0.0007
increase)

Severe mitral regurgitation 2.03 1.31-3.15 0.002
B-Blockers 0.64 0.47-0.86 0.004
SBP (per 10-mm Hg increase) 0.90 0.83-0.98 0.012
BMI (per 1-kg/m? increase) 0.96 0.92-0.99 0.015
QRS >2120 vs <120, ms 1.47 1.08-2.02 0.015
Digitalis 1.43 1.05-1,93 0.022
Creatinine >1.5 vs <£1.5, mg/dL 1.57 1.06-2.34 0.026

¢ Independent predictors of all-cause 1-year mortality (ordered by )(2 value)
Luigi Tavazzi et al. Circ Heart Fail. 2013;6:473-481 IN-HF OUTCOME




Comorbidity Burden & Prognosis:

Impact of non-cardiac comorbidities on mortality and HF
hospitalization

>3 co-morbidities, higher mortality rate (HR 9.33, 95% CI 5.14-16.96, P < 0.001)
& re-hospitalized (HR 4.74, 95% CI 3.10-7.23, P < 0.001).

26% no co-morbidity
43% > 2 co-morbidity

Deursen VM, EJHF 2014



LA GESTIONE SUL TERRITORIO
QUALI GLI OBIETTIVI

1. || BENESSERE DEL PAZIENTE;
2. LA RIDUZIONE DEI RICOVERI:

3. LA RIDUZIONE DELLA MORTALITA'.
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Rehospitalization is particularly high in
the early phase after hospitalization

Initial

discharge > death

“Palliation and Priorities”
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Alkshay D, Circ HF 2012



From 2007 through 2009, 329,308 30-day readmissions
after 1,330,157 Medicare HF hospitalizations
(24.8% readmitted)

Heart failure hospitalization

D 0-3
e | Percentage of all readmissions, 13.4

Days 0-7
x | Percentage of all readmissions, 31.7

Days 0-15

| Percentage of all readmissions, 61.0

Percentage of 30-Day
Readmissions
o - N W A O OO N

01 2 3 45 6 7 8 9 10 11 12 13 14 156 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30
Days Following Hospital Discharge

Dharmarajan K, et al. JAMA 2013;309:355-63.




Mortality is particularly high in the early phase

after hospitalization.
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Marti NC, Circ Heart Fail 2013



All-cause death or HF hospitalization

Tavazzi L, Circ HF 2013

Worsening HF

De Novo HF

Chronic HF
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“Vulnerable Phase”:
week to 1-3 months post-discharge

Vulnerable phase

Hospitalized ] Chronic
heart failure Discharge heart failure

Marti NC, Circ HF 2013



Value of follow-up visit after discharge

52% of heart failure patients are not seen in
the first 30 days after a hospitalization

—+— Cumulatiwve percentage of patients
rehospitalized through this date who
had not been seen by a physician

Perceniage of patients rehospitalized
on this date who had not been seen
by a physician
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Figure 2. Patients for whom There was No Bill for an OQutpatient Physician
Visit between Discharge and Rehospitalization.

Data are for patients in fee-for-service Medicare programs who were dis-
charged to the community between January 1, 2003, and December 31,
2003, after an index hospitalization for a medical condition. Data are de-
rived from claims maintained in the Chronic Condition Data Warehouse of

the Centers for Medicare and Medicaid Services.

'_ Jencks et al. N Engl J Med 2009;360:1418-28
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Editorial

Postdischarge Assessment After a Heart
Failure Hospitalization

The Next Step Forward

Marco Metra, MD; Mihai Gheorghiade, MD; Robert O. Bonow, MD: Livio Dei Cas, MD

Death, Visits, HF

Deat Hospitalizations

* % +
. Primary care I_

Cardiology care 27 .3
Collaborative care

222

& & o &
M 18.9 18.7
155

104 9.5

Percent of Patients

7.2

Circulation 2010



7-day follow-up visits programme in US:
decrease of HF 30-day readmission rate

30-day readmission rate

’\-30%

2008 [before the progranfl011 [after the program]

Ryan J, et al. Am J Med. 2013;126:989-994.
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-
- RISK ASSESSMENT -

HOSPITALIZATION DISCHARGE

- Worsening HF - Weight similar to "dry weight”

- PAS £ 110 mmHg - HR < 70/min
- Inotropes - GFR < 30 ml/min

- Mechanical Circulatory Support - BNP: | 30% admission value or similar to "dry weight"
- Optimized therapy: ACE/ARBs, beta-blocker, MRA

l ,, l

0-1 2 23
Low risk Intermediate risk High risk
Follow-up: Follow-up: «Early» follow-up:
1-3 months within 1 month 7 days
HF signs & symptom:

General Practitioner visit



La gestione integrata fra ambulatorio scompenso e
cure primarie per la personalizzazione del follow-up
nel paziente con scompenso cardiaco

Renata De Maria'!, Gianfranco Misuraca?, Massimo Milli3, Alessandro Filippi*

!istituto di Fisiologia Clinica del CNR, A.O. Niguarda Ca’ Granda, Milano, 2U.O. di Cardiologia,
Ospedale SS. Annunziata, Cosenza, 3U.0O. di Cardiologia, Ospedale S. Maria Nuova, Firenze, *Area Cardiovascolare,
Societa Italiana di Medicina Generale (SIMG), Firenze

Variabili Punteggio
BNP

<350 pg/ml 1

350/1000 pg/ml 3

>1000 pg/ml 4
N. ricoveri per SC negli ultimi 6 mesi

Nessun ricovero 1

1 ricovero 2

>1 ricovero 3
Classe NYHA

1l 1

1-111 2

-1V 3
Frazione di eiezione

>40% 1

30-40% 2

<30% 3
Funzionalita renale (clearance della creatinina)

>60 ml/min 1

60-30 ml/min 2

<30 ml/min 3
Complessita assistenziale

Bassa 1

Media 2

Alta 4
Score totale

Basso rischio <8

Medio rischio 9-12

Alto rischio >13

Invio al case manager infermieristico dei dati del paziente dimesso con diagnosi
di scompenso cardiaco dai Reparti ospedalieri (Cardiologia-Medicina Interna) e

compilazione del score di rischio

v

+

v

Basso rischio (score <8)

6 mesi di follow-up: prevalente
follow-up telefonico e visite
ambulatorio infermieristico
rispetto al numero di controlli
medici

Medio rischio (score 9-13)

6 mesi di follow-up:

- controlli medici

- follow-up telefonico

- visite ambulatorio infermieristico

Alto rischio (score >13)
- follow-up telefonico
- apertura di monitoraggio

infermieristico domiciliare previo
arruolamento da parte del MMG

SC = scompenso cardiaco.

g

.

|

Stabilizzazione del paziente
e conclusione dell’iter
diagnostico-terapeutico

Persistenza di
instabilita

Programma di controlli
infermieristici con tempistica
clinica calibrata sulle condizioni del paziente

v

+ ‘

v

Affidamento del
paziente al programma
di controlli della

medicina generale

Programma di Paziente stabile: Paziente instabile:
controlli combinati invio dati alert del MMG:
MMG/cardiologo monitoraggio - variazione terapia
MMG ed - infusione diuretico
ambulatorio - consulenza cardiologica




Temporal trends in 5-year mortality after the diagnosis of HF by gender show
improvements in survival ...

_ Men . Women
1996-2000
- ol — 1991-1995
1985-1990
< 60- g 60- 1979-1984
g g
S 40" S 407
> S
7)) 0
207 207
0 T T T T | T T T T ] 0 T T T T i T T T T ]
o 1 2 3 4 5 6 7 8 9 10 O 1 2 3 4 5 6 7 8 9
Years Years

... hevertheless, the 5-year mortality rate remains high

Population-based cohort study analyzing data from the Rochester Epidemiology Project, Minnesota, USA. 4,537 patients with a

diagnosis of HF between 1979 and 2000 were included. Framingham criteria and clinical criteria were used to validate the
diagnosis.

Roger et al. JAMA 2004;292:344-50



LCZ696 is the first agent to demonstrate a significant clinical benefit with NP system
enhancement in chronic HF with reduced ejection fraction

1990s 2009 2014
 Nem LCZ696 (ARNI)
NEP inhibition alone fails to LCZ696 (ARNI) PARADIGM-HF study

demonstrate efficacy in patients .
AT A Phase Ill PARADIGM-HF LCZ696 was superior to

1981 the ‘promiscuity’ of NEP towards (HFrEF) initiated>® enalapril in reducing the
Discovery other substrates such as Ang II? risks of death and HF
of ANP? hospitalization in patients
with HFrEF®

1988 2002
NEP identified as the Omapatrilat (NEPi+ACEI)
primary Gl fuls Combined NEP and ACE
;::':::;:f;fz inhibition with omapatrilat

indicates trends towards
efficacy in chronic HF, but

raises significant safety

concerns34

angiotensin-converting enzyme; angiotensin-converting-enzyme inhibitor; angiotensin; atrial natriuretic peptide; angiotensin receptor neprilysin inhibitor;
angiotensin Il type 1 receptor; heart failure; heart failure with preserved ejection fraction; heart failure with reduced ejection fraction; neprilysin; neprilysin
inhibition; natriuretic peptide; N-terminal pro-B-type natriuretic peptide; Prospective comparison of ARNI with ACEI to Determine Impact on Global Mortality
and morbidity in Heart Failure

de Bold et al. Life Sci 1981,28:89-94; 2. Sonnenberg et al. Peptides 1988;9:173-80; 3. Von Lueder et al. Pharmacol Ther 2014,;144:41-9; 4. Packer et al. Circulation 2002;106:920-6;
cMurray et al. EurJ Heart Fail 2013;15:1062—-73; 6. McMurray et al. N EnglJ Med 2014,;371:993-1004




EXPECTED DISEASE PROGRESSION BY ARNI




Outcomes for patients with HF are poor in
clinical practice
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Morte improvvisa e per peggioramento di scompenso:
incidenza relativa

Sudden death

Progressive heart failure death
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Con il progredire della malattia

. Aumenta l'incidenza relativa della morte per peggioramento di scompenso

[¥%]
(4,1

Sudden death

HF death
- Sudden death
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[l 31-40% 21-30%
NYHA Class LV gjection fraction




Elevata incidenza di morte e ri-ospedalizzazioni
post-dimissione nonostante le terapie ricevute in ospedale

Causes of death and rehospitalization in patients hospitalized with worsening heart failure and reduced left

ventricular ejection fraction: Results from efficacy of vasopressin antagonism in heart failure outcome study
with tolvaptan (EVEREST) program.

5
5 %
B
:
. 5
=

HF hospealization
« Mon-HF CV hospitalizaton 71 (19
» Mon-C\ hospitalization

Todal

= 3CD 28 ( ) 2z )}
= Qifar death | 320 2B9 (81.2%)
Tatal 78 (16.5%) (10.4% TOO (73.1%)

Timing of major causes of first hospitalization.

Timing of primary modes of death.



0.10 - .
— Enalapril
s}
c LCZ696
v 0.08
()]
G
(@]
2 0.06-
._5
O
0
o  0.04-
o
()
2
® 0.02 ~ Hazard ratio = 0.80 (95% Cl:
g 0.68—0.94) p=0.008
-]
o 0 T T T T T T 1
0 180 360 540 720 900 1,080 1,260
No. at risk Days since randomization
LCZ696 4,187 3,891 2,478 1,005
Enalapril 4,212 3,860 2,410 994
Resuscitated sudden deaths* occurred in 16 patients receiving LCZ696 versus 28 patients receiving enalapril (HR 0.57,95% Cl: 0.31-1.04, p=0.07). Further, LCZ696 significantly reduced the risk of

combined resuscitated and
non-resuscitated sudden deaths by 22% when compared with enalapril (HR 0.78, 95% Cl: 0.66—0.92, p=0.002)

*Resuscitated sudden deaths were defined as successful resuscitation following cardiacarrest

Cl=confidence interval; HR=hazard ratio .
Desai et al. Eur Heart J 2015



Death due to worsening of heart failure was significantly reduced by

LCZ696 treatment compared with enalapril

— Enalapril
LCZ696

Hazard ratio = 0.79 (95% Cl: 0.64—-0.98)
p=0.034

0.10 H
=
Q
&  0.084
G
(@]
fy
= 0.06H
©
o)
o
Q 0.04 -
Q
=
®
= 0.02 +
&
>
(©)
0
0
No. at risk
LCZ696 4,187
Enalapril 4,212

Cl=confidence interval

180 360 540 720 900 1,080 1,260

Days since randomization

3,891 2,478 1,005
3,860 2,410 994

Desai et al. Eur Heart J 2015;



ESC GL objective: Prevent hospital admission
LCZ696 significantly reduced the rates of all-cause and HF readmissions

Compared with enalapril, sacubitril/ivalsartan treatment significantly decreased the rates of
readmission for any cause at 30 days (p=0.031) and readmission for HF at 30 days (p=0.006)
Rates of both all-cause (p-0.045) and HF readmission (p=0.01) at 60 days were also
significantly reduced with sacubitril/valsartan versus enalapril

Effect of sacubitril/valsartan treatment on readmission rates after investigator reported HF hospitalization
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Conclusioni I°

La gestione dello scompenso cardiaco e un atto che
deve prevedere la partecipazione sul territorio di
diverse figure professionali (mediche e non-mediche).

Una attenta valutazione prognostica e la condizione
indispensabile per una corretta gestione del
follow-up del paziente con insufficienza cardiaca.

La differenzazione e l'individuazione di soggetti a
basso ed alto rischio ci aiutera nell'ottimizzazione
della terapia e nel ricorso oculato al ricovero
ospedaliero responsabile principale dei costi
economici della IC.



Conclusioni II°

LA COMPETENZA dovrebbe essere ascoltata dagli
amministratori per offtimizzare risorse e percorsi
assistenziali.

Dovrebbero essere ascoltati gli operatori di prima linea,
che hanno un chiaro quadro di cio’ che accade sul
territorio e negli ospedali, per adattare le risorse alla
realta’ locale.

Si dovrebbe finalmente strutturare una rete per lo

scompenso cardiaco, in quanto non meno pericoloso
dell'IMA...



Ceeennn, Avro in sorte di essere il piu curato
dei malati. Ma nessuno puo superare i
limiti prescritti dalla natura; le gambe
gonfie non mi sostengono piu nelle
lunghe cerimonie di Roma;

mi sento soffocare; ed ho sessant’anni”.

da “Memorie di Adriano”, M. Yourcenar
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