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Insuficiencia cardiaca y EPOC

Jesus Diez Manglano
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Jaime, portero de finca

Varon de 63 afios de edad, que consulta por
disnea.

Desde hace 2 meses refiere disnea de
pequeno esfuerzo y episodios ocasionales de
opresion toracica. En los ultimos dias tiene

tos con expectoracion blanquecina y disnea
cada vez mas intensa.

Acude de madrugada a Urgencias porgue a
raiz de un atague de tos ha comenzado con
disnea intensa.
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Jaime, portero de finca

= Fuma mas de 40 cigarrillos/dia desde hace
mas de 40 afnos (80 anos- paguete).

= Bebe mas de 500 ml de vino y un carajillo al
dia (mas de 42 unidades/semana)

= Antecedentes de displasia 6sea poliostotica,
amigdalectomia e hipercolesterolemia.

= Sedentario. *1 unidad = 8 g alcohol ~ vaso de vino

i : : _ *afo-paquete = n° cig/dia x anos/20
= Tratamiento: simvastatina 10 mg/dia.
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Jaime, portero de finca

= Peso 75 kg. Talla 165 cm.
= IMC 29,5. Sobrepeso

= TA 160/95 mm Hg. Fc 140 lat/min.
= Temp 36,4 °C

= Hipertrofia parotidea. No ing yugular

= AC: RsCsAs, no soplos.

= AP: crepitantes finos basales bilaterales
= Hepatomegalia no dolorosa.

= No edemas
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Cuestiones iniciales

1. ¢ Por que tiene disnea?

2. ¢, Qué pruebas hay que hacer?
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¢ Cual es la causa de |la disnea?

1. ¢ Insuficiencia respiratoria?

2. ¢ Insuficiencia cardiaca?
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Pruebas

e ECG

e Rx térax

e Gasometria arterial —Sat 02
* Analisis de sangre

e Espirometria

e Ecocardiograma
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Fibrilacion auricular rapida
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Rx de torax

Cardiomegalia
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Analisis de sangre de urgencia

e BQ: glucosa 161 mg/dL.
e Hemograma: leucocitos 14.200, N 66%
e CK 95 UI/L, troponina 0,08 ng/mL.

* GAB: pH 7,44, pO, 62 mm Hg, pCO, 33 mm Hg,
HCO, 23 mmol/L, sat O, 92%.

e 8 horas mas tarde CK 90 UI/L, troponina 0,09
ng/mL.
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Analisis de sangre en planta

e glucosa 169 mg/dL.

e colesterol 240 mg/dL, triglicéridos 63 mg/dL, HDL 62
mg/dL, LDL 165 mg/dL.

 GOT 35 UI/L, GPT 86 UI/L, GGT 129 UI/L, LDH 354 UI/L

e pH 7,47, pO, 55 mm Hg, pCO, 36 mm Hg, HCO; 26
mmol/L, sat O, 90%
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Criterios de Framingham

Criterios mayores

« Disnea paroxistica nocturna u
ortopnea <«

« TIngurgitacion yugular

« Crepitantes en auscultacion
pulmonar <«—

« Cardiomegalia = <—

« Edema agudo de pulmén

« Ritmo de galope S3

» Presion venosa > 16 cm agua

« Reflujo hepatoyugular

e Pérdida de peso > 4,5 kg con
tratamiento

Criterios menores

 Edemas maleolares

e Tos nocturna <«—

e Disnea de esfuerzo <—
* Hepatomegalia —

« Derrame pleural

« Descenso de CV pulmonar (1/3 de
la maxima)

« Taquicardia > 120/min <

N Engl J Med 1971; 285: 1441-1446.
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Ecocardiograma

* Dilatacion de VI
 Contractilidad global
deprimida FE 42%
 Hipocinesia segmentos
laterales medios y basales
 Afectacion distensibilidad

0

o

0
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Cateterismo cardiaco y coronariografia

fl
n[/\,m Lf’ﬂﬁubf wJL/ 4J

Estenosis critica (99%) en segmento
proximal de la descendente anterior.
Hipoquinesia severa de VI mas acusada
en segmentos anteriores.

Se realiza ICP y colocacion de stent

DA Proximal
/‘_' 99% - 0%
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Impresion diagnostica

e Insuficiencia cardiaca

e Cardiopatia coronaria

e Miocardiopatia alcohdlica (?)

e Fibrilacion auricular paroxistica
e Hiperglucemia

 Hipoxemia ¢EPOC?

 Probable hepatopatia alcohdlica
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Espirometria

Postbroncodilatador
* FEV, 64%
* FEV,/FVC 0,57

F/V in ;
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Gravedad espirométrica de la EPOC

Classlfication Definitlon
GOLD
Mile FEV ,-FVC ratio <0.70
FEY/, =80% predicted
Meoderate FEY ,-FVC ratio =0.70
=50% FEV, <80% predicted
Severe FEV ,—FVC ratio <<0.70
=30% FEV, <50% predicted EPOC moderado
Very severe FEV -V T ratio <070

FEV, =30% predicted

ATS/ERS

At riskt FEV ,—-FVC ratio =0.7

FE/, =80% predicted
Mild FEYV ,—FVC ratio =07

FEY, =B0% predicted
Meoderate FEV,-FVC ratio =0.7

FEY, of 50% to 80% predicted
Severe FEV ,-FVC ratio =0.7

FE/, =30% to 50% predicted
Very severe FEV ,—FVC ratio =0.7

FEV, =30% predicted

* ATS/ERS = American Thoracic Society/European Respiratory Soclety;
GOLD = Global Initiative for Chronic Obstructive Lung Disease.
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éCoincidencia?

Comorbilidad de los pacientes ingresados por insuficiencia cardiaca
en los servicios de medicina interna

M. Montero Pérez-Barquero®™, P. Conthe Gutiérrez®, P. Roman Sanchez®,
J. Garcia Alegriad, J. Forteza-Rey® y Grupo de Trabajo de Insuficiencia
Cardiaca de la Sociedad Espaiiola de Medicina Interna (estudio SEMI-IC)*
Las patologias mas frecuentes asociadas a la IC fueron la

diabetes mellitus {39%_} y la EPOC (31%).

Comorbilidades en pacientes hospitalizados por enfermedad
pulmonar obstructiva cronica. Analisis comparativo de los estudios
ECCO y ESMI

P. Almagro®*, F. Lépez®, F.J. Cabrera®, J. Portillo?, M. Fernandez-Ruiz®, E. Zubillaga’,
J. Diez8, P. Roman", J. Murcia-Zaragoza®, R. Boixeda', C. Murio’, J.B. Soriano*

y Grupos de trabajo de EPOC y Paciente Pluripatologico y Edad Avanzada

de la Sociedad Espafiola de Medicina Interna®

(fig. 2). Destaca la mayor prevalencia de enfermedad cardio-
vascular, con un incremento en la prevalencia de cardiopatia
isquemica del 17% (ECCO) al 22,0% (ESMI) (p<0,05), de
la insuficiencia cardiaca (26,9 vs. 35,5%; p<0,002) y de la
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Cuestiones

o ¢ Determinamos BNP?

» ¢Que nos puede aportar el ecocardiograma?
e ¢;Hay gue hacer espirometria?

e ¢;Qué inconvenientes tienen los IECAS?

e ¢ Se pueden utilizar betabloqueantes?

e ¢Son seguros los LABA?

e ¢Son seguros los LAMA?

¢ ¢ Se pueden utilizar teofilinas?
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Cuestiones

o ¢ Determinamos BNP?
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BNP en la agudizacion de EPOC
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Nishimura K et al. Int J COPD 2014: 9: 155-62
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BNP en la agudizacion de EPOC

.................

Swiss Medical Weekly

Formerly: Schweizerische Medizinische Wochenschrift

The European Journal of Medical Sciences

Original article | Published 9 November 2011, doi:10.4414/smw.2011.13298
Cite this as: Swiss Med WKly. 2011;141:w13298

Use of brain natriuretic peptide to detect
previously unknown left ventricular dysfunction in
patients with acute exacerbation of chronic
obstructive pulmonary disease

1000
Karim Gariani®, Alain Delabays®, Thomas V. Perneger®, Thomas Agoritsas®
z
BNP = 500 pg/mL ®
OR 8,5 (1,9-38,2) p=0,005 : 0
m
G Stable HF
= Cor L
Pulmonale
0 -+

Hawkins NM, et al. Eur Heart J 2013;34:2795
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BNP en la agudizacion de EPOC

Evaluacion de la presenda de insufidencia cardiaca (IC) en el paciente
con agudizacion de EPOC.

BNE: péptido natriurético Tho B; IECA: inhibidor de lo enzima de conversidn de lo angio-
tensing; VD: ventricule derecho; VI ventriculo zguierdo.
Adafitada de Le femtef et ol
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BNP y troponina

Biochemical markers of cardiac dysfunction predict
mortality in acute exacerbations of COPD

Catherina L Chang," Scott C Robinsan,” Graham D Mills,® Glenda D Sullivan,’

Noel C Karalus,” John D McLachlan,' Robert J Hancox'* Thorax 2011;66:764—768.
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Cuestiones

« ¢Que nos puede aportar el ecocardiograma?
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Ecocardiografia

Eur Respir J. 2013 Apr;41(4):784-91. doi: 10.1183/09031936.00222511. Epub 2012 Sep 27.

Echocardiographic abnormalities in patients with COPD at their first hospital admission.

Freixa X', Portillo K, Paré C, Garcia-Aymerich J, Gomez FP, Benet M, Roca J, Farrero E, Ferrer J, Fernandez-Palomegue C, Anté JW, Barbera JA: PAC-COPD
Study Investigators.

Anomalia Prevalencia

. 342 pacientes Dilatacion VD 30%
Hipertension pulmonar 19%
e Primer ingreso por EA-EPOC Dilatacién Vi 6%
. 3 meses después del alta Disfuncion sistolica VI 13%
Disfuncion diastdlica VI 12%
Dilatacion Al 29%

Insuficiencia cardiaca y EPOC. XVI Reunidn de Insuficiencia cardiaca. Zaragoza, 20-21 de marzo 2014




Cuestiones

e ¢;Hay gue hacer espirometria?
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Espirometria

e Estudio multicéntrico en Dinamarca
17%

» Pacientes con IC clase lI-IV : \ e

18%

e Ecocard iog rafia ": . COPD and LVEF < 45%

o Espirometria

41%
No COPD and LVEF < 45%

Prevalencia 35%

Fig. 1 Prevalence of chronic obstructive pulmonary disease
(COPD) (defined by spirometry) and impaired left ventricu-
lar ejection fraction (LVEF).

lversen. J Intern Med 2008; 264: 361-9.
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Espirometria

The NEW ENGLAND JOURNAL of MEDICINE

‘ ORIGINAL ARTICLE

Percent Emphysema, Airflow Obstruction,

2504 2 . Siya P=0.001
and Impaired Left Ventricular Filling
R. Graham Barr, M.D., Dr.P.H., David A. Bluemke, M.D., Ph.D.,
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Cuestiones

» ¢Qué inconvenientes tienen los IECAS?
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IECAs y tos

ACE Inhibitor-Induced Bronchial Reactivity in Patients with
Respiratory Dysfunction

Kathleen A Packard, Richard L Wurdeman, and Amy J Arouni

BACKGROUND: Angictensin-converting enzyme (ACE) nhibitors are often associated with an ncreased incidence of cough and
bronchial responsiveness that may cause further deteniorafion of patients with impaired pulmonary function.

OBJECTIVE: To reviaw the available lterature on the incidence of cough and bronchial responsivenass associated with ACE-inhibitor
therapy in patients with asthma, chnonic obstructive pulmonary disease (COPD), and congestive heart failure (CHF).

DATA SOURCES: Literature was accessed through MEDLINE (1885—September 2001). Key search terms included cough,
bronchospasm, asthma, congestive heart failure, chronic obstructive pulmonary disease, ACE inhibitors, and angictensin || recepior
blockers.

DATA SYNTHESIS: The fitorature reports soveral cases of increased bronchial responsivenass associated with ACE inhibitors. Larger,
controlled studies svaluating the increased rizk in patients with pulmonary dysfunction are mited. Data from thase trials ara
summarized in this articks.

CONCLUSIONS: The literaiure shows that patients with primary airway dissase such as asthma and COPD are not at an increased
nisk of dewvaloping cough or bronchoconstriction as a result of ACE-inhibitor tharapy. Despite tha ability of ACE inhibitors to improve

axarcise telerance, perfusion, and gas transfer, patients with CHF may be at higher risk of developing cough than the genaral

population. Whether this cough is attributed to ACE inhibition or increased lefi-vantricular dysfunction remains uncertain. If

increased bronchial responsivenaess does occus, angioiensin |l receptor antagonists are another reasonable opiion.

KEY WORDS: angictensin || receptor antagonists, angictensin-converting enzyme inhibitors, asthma, bronchospasm, chronic OR (95% CI} p

A A D RS 0 A TR I DR Female gender - 1.35(1.16-1.58)  <0.001

Ann Pharmacother 2002;36:1058-67.
(igarette smoking - 2.51(2.14-2.93) <0.001
Asthma —— 1.60(1.16-2.20) <0.01
COPD —— 1.70(1.40-2.06) <0.001
GERD s 0.60(0.47-0.76) <0.001
History of tuberculosis —=——  6.19(3.93-10.55) <0.001
Chronic thinosinusitis ~ ——e—— 0.30(0.14-0.63) <0.01

0.1 1.0 10.0
Decreased risk Increased risk

Wyskida K et al. Med Sci Monit 2012; 18: 21-8
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IECAS y supervivencia
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Mortensen EM et al. Respir Res 2009; 10: 45
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Cuestiones

o ¢/ Se pueden utilizar betabloqueantes?
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Betablogueantes

Characteristic Hazard ratio (log, , scale)
ICS -
IC5+BB ——
ICS+LABA -
IC5+LABA+BB —a— T 100
ICS+LABA+Tio - ot — Pblocker
ICS+LABA+Tio+BB e g 80 E==ha Pblogies
LABA orTio (no ICS) - &
(LABA or Tio)+BB —— 60
BB (no ICS) —a— o
ICS+Tio —a 40 T
Cardiovascular disease admission -
Respiratory disease admission = 9
Diabetes £ o
Smoking pack years u 0 1000 2000 3000 4000
Age at COPD diagnosis I Time (days)
Sex =
FEV. L Fig 1| Kaplan-Meier estimate of probability of survival among
" patients with COPD by use of B blockers
Resting 5a0, "
0.1 1 10
Better Worse
survival survival

Short et al. BMJ 2011; 342: d2549
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Betablogueantes

Am J Respir Crit Care Med. 2013 Apr 1;187(7):715-20. doi: 10.1184/rccm.201208-13650C.

Effects of cardiovascular drugs on mortality in severe chronic obstructive pulmonary disease.
Ekstrém MP', Hermansson AB, Strém KE.

Author information

Abstract
RATIONALE: Cardiovascular drugs may improve survival in chronic obstructive pulmonary disease (COPD). However, previous studies did not
account for major sources of bias, and drug effects have not been evaluated in severe COPD.

OBJECTIVES: To estimate the time-dependent effects of cardiovascular drugs on survival in oxygen-dependent COPD, accounting for immaortal and
immeasurable time bias.

METHODS: Prospective national study of patients starting long-term oxygen therapy for COPD in Sweden between 1 October 2005 and 30 June 2009.
Effects on mortality were estimated using extended Cox regression adjusted for age, sex, Pa02, PaC0O2, World Health Organization performance
status, body mass index, comorbidity, and concomitant medications. Immortal and immeasurable time bias was addressed by analyzing all
medications as time-dependent variables and accounting for hospitalized time, respectively.

MEASUREMENTS AND MAIN RESULTS: Time-dependent effects of angiotensin-converting enzyme inhibitors or angiotensin receptor blockers,
antiplatelet drugs, p-blockers, and statins on all-cause mortality were measured. Of the 2,249 included patients, 1,129 (50%) died under observation.
No patient was lost to follow-up. The adjusted time-dependent model was compatible with reduced mortality for antiplatelet drugs (hazard ratio [HR],
0.86; 95% CIl, 0.75-0.99; P = 0.030) and trends for angiotensin-converting enzyme inhibitors or angiotensin receptor blockers (HR, 0.90; 95% CI,
0.79-1.04; P = 0.166) and statins (HR, 0.86; 95% CI, 0.72-1.03; P = 0.105), whereas p-blockers increased mortality (HR, 1.19; 95% CI, 1.04-1.37; P =
0.010).

CONCLUSIONS: This study supports that antiplatelet drugs improve survival and B-blockers decrease survival in oxygen-dependent COPD.
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Betablogueantes

Table 3 Association between beta-blockers and all-cause mortality in patients with chronic obstructive pulmonary

disease in observational cohort studies

References Population n with COPD Follow-up Adjusted risk ( £ 95% CI)
Sin et al'%® Heart failure 3834 Median 21 months 0.78 (0.63-0.95)
Staszewsky et al.*° Heart failure 628 Median 23 months 0.55 (0.37-0.82)
Hawkins et al.5* Myocardial infarction 1258 Median 25 months 0.74 (0.68-0.80)
Gottlieb et al.™*® Myocardial infarction 41814 2 years 0.60 (0.57-0.63)
Chen etal'” Myocardial infarction 10 988 1 year 0.86 (0.73-1.00)
Van Gestel et al.'”® Vascular disease 1205 Median 5 years 0.73 (0.60-0.88)
Auet al’"® Hypertension 1966 2 years 0.57 (0.33-0.89)
Ruttenetal'" COPD primary care 2230 7.2 years 0.68 (0.56—0.83)
Dransfield et al.’* COPD exacerbation 825 — 0.39 (0.14—0.99)
Short et al.'" COPD primary care 5977 mean 4.35 years 0.78 (0.67-0.92)

Hawkins NM, et al. Eur Heart J 2013:;34:2795
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Betablogueantes

GESEPOC Fenotipo

mixto EPOC-asma

Fenotipo agudizador
(= 2 agudizaciones/afio)? (C) (D)

< 2 agudizaciones / afo (A)
(No agudizador)

Fenotipo Fenotipo
enfisema bronquitis crénica
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Betablogueantes - lvabradina

L Tavazzi et al / International journal of Cardiology 170 (2013) 182-188

50
45
40 COPD (placebo)
35
—_ COPD (ivabradine)
¥ 30
z
c 25
&
el
& 20
15
10
5 Non-COPD (placebo)
0
0 6 12 18 24
Months
Number at risk
COPD (placebo) 372 298 250 209 110
COPD (ivabradine) 358 312 266 216 124
Non-COPD ([placebo) 2892 2570 2239 1852 979
Non-COPD (ivabradine) 2883 2616 2334 1957 1067
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Cuestiones

e ¢ Son seguros los LABA?
e ¢;Son seguros los LAMA?
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Broncodilatadores

European Journal of Heart Failure (2010) 12, 557-565
doi:10.1093/eurjhffhfq040

SOCIETY ©
CARDIOLOGY®

Baseline characteristics and outcomes of patients
with heart failure receiving bronchodilators
in the CHARM programme

Nathaniel M. Hawkins '*, Duolao Wang?2, Mark C. Petrie3, Marc A. Pfeffer’

No bronchodilatos
=, and beta-blocker

Survival rate

* No distingue entre
broncodilatadores - TS e

\-\_ B =, Bonchodhaor and
bera. bocker

“u, Brnchodilator
065 " and 00 bera-blocker

» No especifica si los pacientes ——
tienen EPOC Tims (vears

Figure | Adjusted survival rate according to bronchodilator
and beta-blocker use.
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LABA

Clin Interv Aging. 2013;8:1157-65. doi: 10.2147/CIA.549644. Epub 2013 Sep 10.

Impact of beta2-agonists, beta-blockers, and their combination on cardiac function in elderly male patients with
chronic obstructive pulmonary disease.

Zeng LH', Hu ¥X, Liu L, Zhang M, Cui H.

Table 3 Associates of all-cause mortality in the total population

Wariable HR [?5% CI, P-value)

T pro-BREP I.&612 (12652055, <0001}
Myocardial onfarcion 4026 (122913187, 0LO21)
Ramnal dyshuncton 2363 (1 2294 544 0.010)
ALCE inhibitors 0.155 {0.035-0.689, 0.014)
AZRAL 0.287 (0 18106828, 0.014)
Loop dinsretic 3.973 (20047 877, <0.001)
fi,-agonists 0.711 {0.287-1.75%, 0.460)
f-blockers 0362 (0.405-2 285, 0.930)
B-blockers + {,-agonists 0.638 (0-241-1.68%. 0.364)

Abbreviations: HR, hazard raoo; €, confidence imtenat NT-proBHF, B-termana
pro-hormone brain netriuretic parameters; ACE, angiotensn-comeerting enzypme;
AZRA, angiot=nmn-|| receptor anggonist
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Broncodilatadores

Journal of Cardiac Failure Vol. 18 No. 5 2012

Review Article

Bronchodilators in Heart Failure Patients With COPD: Is It Time
for a Clinical Trial?

ROBERT J. MENTZ, MD,! MONA FIUZAT, PharmD.>2 MONICA KRAFT, MD,? JOANN LINDENFELD, MD,* AND
CHRISTOPHER M. O’CONNOR, MD'
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LAMA

Inhaled Anticholinergics and Risk of Major
Adverse Cardiovascular Events in Patients
With Chronic Obstructive Pulmonary Disease

A Systematic Review and Meta-analysis

Sonal .‘*in{l_'ll. MD. MPH
Yoon K. Loke, MBBS, MD | JAMA. 2008:300(12):1439-1450

Curt D, Furberg, MDD, PhD

Tiotropium Respimat Inhaler and the Risk
of Death in COPD

Robert A. Wise, M.D., Antonio Anzueto, M.D., Daniel Cotton, M.S.,
Ronald Dahl, M.D., Theresa Devins, Dr.Ph., Bernd Disse, M.D.,
Daniel Dusser, M.D., Elizabeth Joseph, M.P.H., Sabine Kattenbeck, Ph.D.,
Michael Koenen-Bergmann, M.D., Gordon Pledger, Ph.D.,
and Peter Calverley, D.Sc., for the TIOSPIR Investigators*

N Engl J Med 2013; 369: 1491-501
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Cuestiones

* ¢Se pueden utilizar teofilinas?
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i Teofilinas?

Camm AJ et al. Guias de practica clinica para el manejo de la fibrilacion auricular. 2.* edicion

Recomendaciones para la FA en la enfermedad pulmonar

Recomendaciones Clase? Nivel® Ref.®

Se recomienda la correccion de la hipoxemia y la acidosis como estrategia de manejo inicial en

pacientes que sufran FA durante una enfermedad pulmonar aguda o que presenten exacerbacion C
de enfermedad pulmonar cronica
Se debe intentar cardioversidn eléctrica en pacientes con enfermedad pulmonar que se vuelvan c

hemodindmicamente inestables como consecuencia de la FA

Se debe considerar un antagonista no dihidropiridinico del calcio (diltiazem o verapamilo) para
controlar la frecuencia ventricular en pacientes con enfermedad pulmonar obstructiva que lla C
desarrollen FA

Se deben considerar los bloqueadores selectivos B, (p. ej., bisoprolol) en pequenas dosis como

. . N lla c
alternativa para el control de la frecuencia ventricular
No se recomienda la teofilina ni los farmacos agonistas betaadrenérgicos en pacientes con m c
enfermedad pulmonar broncospastica que desarrollen FA
No se recomiendan los blogueadores beta no selectivos, sotalol, propafenona y adenosina en m c

pacientes con enfermedad pulmonar obstructiva que desarrollen FA

FA: fibrilacion auricular.
Clase de recomendacion.
"Nivel de evidencia.
‘Referencias.
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Muchas gracias
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