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Renalni funkce determinuje morbiditu
a mortalitu nemocnych s CHF

Relationship of GFRc With Mortality in 1906 Patients With CHF

0.7 —
Total of 1906 patients _ <44 mL/min

NYHA class

— 1l (n=1138)
— 1/IV (n=607)
— 1V (n=161)

y
=
o O

||

44-58 mL/min

59-76 mL/min
>76 mL/min

Impaired renal function
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Hillege et al. Circulation. 2000;102:203-210.




Renalni funkce determinuje morbiditu a
mortalitu nemocnych s HF
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Kardiorenalni syndrom

NHLBI Working Group: Cardio-Renal Connections
iIn Heart Failure and CV Disease, August 20, 2004

Stav, kdy |é ba zam ena na odstran ni
symptom srde niho selhani je limitovana
zhorsovanim funkce ledvin

— Zhorseni renalnich funkcipile b ADHF

— Rezistence k diuretik m

NHLBI Working Group. http://www.nhlbi.nih.gov/meetings/workshops/cardiorenal-hf-hd.htm. April 30, 2005.




Kardiorenalni syndrom
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NO, RNOS
SNS aktivace
RAAS aktivace

Inflamace

Krevni tlak, cévni tonus,
tka ova perfuze a
oxygenace

Endokrinni funkce

Bun na a humoralni
signalizace
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Ronco C et al, J Am Coll Cardiol 2008; 52:1527-1539




Kardiorenalni syndrom

Primarni inzult Primarni inzult
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Kardiorenalni syndrom -
klasifikace

Typ I: akutni CRS (akutni zhorseni
srde ni funkce /CS, ADHF/ vede k AKI)

Hemodynamicky inzult

" — [ Zevnifakiory (16Ky)

Humoraln zprostedkované poskozem 4

Hormonalni faktory

Imunopatologické znmy

Ronco C et al, J Am Coll Cardiol 2008; 52:1527-1539




Kardiorenalni syndrom -
klasifikace

Typ II: chronicky CRS  (CHF vede k
progresivnimu a potencialn permanentnimu

Nizky srdeni vydej

Subklinicka inflamace

Endotelialni dysfunkce

Akcelerace aterosklerozy

Renalni iIni kongesce

Ronco C et al, J Am Coll Cardiol 2008; 52:1527-1539




Kardiorenalni syndrom -

klasifikace

Typ lll: akutni renokardialni sy (nahle
zhorseni funkce ledvin /AKI: ischémie, GNF/
vede nebo p ispiva k srde ni dysfunku [HF,
arytmie, ischémie/.

Tekutinové peti eni

— ——  Aktivace sympatiku

RAAS aktivace, vazokonstrikce —

____| Poruchy ABR, elektrolyt,

_—'4 ¢
koagulace /
Humoralni signaling

Ronco C et al, J Am Coll Cardiol 2008; 52:1527-1539




Kidneys:
They Make Urine, Don’t They?
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A following renal ischemia
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* renalni ischémie ne urémie je kritickou determinantou vzdalenych d sledk AKI




Kardiorenalni syndrom -

klasifikace

Typ IV: chronicky renokardialni sy ~ (CKD
0 ispiva k srde ni dysfunkci, hypertrofii

Komor, diastolické dysfunkci a riziku CV
0|hod)

Anémie, urémie

___‘ Malnutrice,
inflamace, ateroskleroza

P evodnni, RAAS aktivace

Poruchy ABR, elektrolyt, [« |
koagulace

Ca/P abnormality, ABR poruc\h-y/

Ronco C et al, J Am Coll Cardiol 2008; 52:1527-1539




Kardiorenalni syndrom -
klasifikace

Typ V: sekundarni CRS (p itomnost
kardialni a renalni dysfunkce zp sobena
systémovym onemocn nim (DM, sepse)

Ronco C et al, J Am Coll Cardiol 2008; 52:1527-1539




Akutni dekompenzace srde  niho selhani




Zhorseni renalnich funkcib  hemlé by ADHF




pre-renalni azotémie
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* adna korelace mezi Cl, SVR a funkci ledvin
o .dop edné flow“*m e p ispivat k, ale neni
primarni p i inou renalni dysfunkce u HF






CVP Cl

Venozni m stnanije monanejd leit jSim
hemodynamickym faktorem,
ktery determinuje WRF u ADHF
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-frekvence,
-kontinualni i.v.,
-sekvenni blokada nefronu
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-Neuro-hormonalni resetting



Ultrafiltrace vs. Furosemid:
neurohumoralni odpov
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Triangles = Ultrafiltration
Squares = Furosemide

Agostoni et al. Am J Med. 1994;96:191-199.
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-Sten6za RA?
- jina patologie?
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e Antagoniste vazopresinu (,Vaptany*)
 AVP V2 antagonisté — aquaresis, Na
* EVEREST outcome study

* Adenosin Al antagonisté
e zvySeni diurézy bez sni eni GFR
e slibné, malé studie, probiha F.llI

* Neseritide (synteticky BNP)
e negativni studie, ale uloha davky

e Hypertonicky NaCl?






* Advanced form of ultrafiltration
* |npatient or outpatient settings

ICU, CCU, MICU, telemetry, step-down,
observation, ED, outpatient clinics

» Peripheral or central venous access
Flexible access sites and catheters

» Diverse physician prescription

* Highly automated operation

* No clinically significant impact on electrolyte
balance, blood pressure, or heart rate”

*If an appropriate rate of ultrafiltration is selected and where vascular refill rate is not exceeded.
The specific clinical circumstances at the time of device use may also have an impact on patient hemodynamics.









