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Principaux messages
sur la fonction diastolique VG

Elle protege le poumon et le VD

Extrémement frequente : age, obesite
Toujours associee a une congestion
Chronique ? : OG élargi? Insuffisance mitrale ?

Si chronique : glifozine



Les principaux
dysfonctionnements

de la maladie
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Physiology of the left atria
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Physiology of the left atria
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La fonction diastolique VG

« aspire le sang » des OG et VP vers le VG
Elle protege les poumons
Elle consomme de I'02

Ischémie est associée a un OAP



LV Suction?

Rat Heart
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DETERMINANTS

CONSEQUENCES

LV diastolic properties
(relaxation, compliance)
LV loading conditions

(preload, afterload) Heart rate

Diastolic LV filling

LV interactions
(RV, pericardium, lungs)

Age

LV filling pressure

-

Aortic
pressure

.........

LV filling
period

LV pressure

LA pressure .1

Mitral Doppler

velocity E
profile - A
—~ —
IVRT DTE

Ph Vignon, in Acute Heart Failure, Mebazaa et al, Springer.



LV end-diastolic pressure (mmHQ)

Severe LV
diastolic
dysfunction

Mild LV
diastolic
dysfunctio

LV end-diastolic volume (mL)

Ph Vignon, in Acute Heart Failure, Mebazaa et al, Springer.

v

\ Pulmonary
edema

ll Fluid loading




Les 3 scenarios cliniques de
I'ICA




Les 3 scenarios cliniques de I'ICA

Clinical Scenario

Characteristics

CS1

SBP >140 mm Hg

Symptoms develop abruptly
Predominantly diffuse pulmonary edema
Minimal systemic edema (patient may be euvolemic or hypovolemic)

Acute elevation of filling pressure often with preserved LVEF
Vacculay n;\’rhnph\min]ngy

CS2

SBP 100-140 mm Hgl

Symptoms develop gradually, together with a gradual increase in body weight

Predominantly systemic edema

Minimal pulmonary edema

Chronic elevation of filling pressure, including increased venous pressure and
elevated pulmonary arterial pressure

Manifestations of organ dysfunction (renal impairment, liver dysfunction,

CS3

a-namu,-hypaalbumlinemia)
SBP <100 mm Hg

Rapid or gradual onset of symptoms
Predominantly signs of hypoperfusion
Minimal systemic and pulmonary edema
Elevation of filling pressure

Mebazaa et al, Crit Care Medicine 2008



CS1: ED: Dyspnea and/or Other Signs of
Congestion + Elevated SBP ( > 150 mmHg)

always
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Dyspnea develops abruptly k2
Diffuse pulmonary edema
Minimal systemic edema
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It is a vascular illness




During Acute Pulmonary Edema After Treatment
Blood pressure, 240/144 mm Hg Blood pressure, 149/75 mm Hg
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Blood pressure {mumn Hgj
Systolic
Diastolic
Heart rate (beats,min)
Mirral flow velocity (cm/sec)
E wavc
A wave
E wave:A wave
E-wave deceleration nime msec)
Isovolumic relaxation time {(msec)
Left ventricular volume (ml)
End diastolic
End systolic
Left ventricular ejection fracdon
Left ventricular wall thickness (mm)
Posterior
Septal
Lett ventricular dimension (mm )
End diastolic
End systolic

DumrNG ACUTE
PuLmonARY

EpEma

AFTER
TREATMENT

mean =5D

20026
10025
83+14

OE+33
28*+33
1.31=0.80
174 +62
F8+X19

109 +43
SE=32
0.50+0.15

12.8+2.9
12.5+3.7

497 +9.5
38.3x10.1

139+17*
64+15*
T2Er12*

98B +28

7B3*+26*
1.51*0.97*
194 +62*

75+25

11750
6137
0.50+0.13

12.8+x3.1
12.9+3.6

494+98
38.3x10.7

*I'<<0.05 for the comparison with the value during the acute episode.




“Butterfly” pattern on chest X-ray

Monnier-Cholley L Chest X-ray in Acute Heart Failure in Mebazaa A et al (Eds) Acute Heart Failure (2009) Springer Science & Business Media
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pulmonary
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Attias D et al. Circulation 2010;122:1109-1115






CS1: ED: Dyspnea and/or Other Signs of
Congestion + Elevated SBP ( > 150 mmHg)

always
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It is a vascular illness

QUID du VD?




En urgence, la congestion VD et VG sont
similaires entre HFrEF et HFpEF
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Salem et al. Critical Care 2014, 18:558
http://ccforum.com/content/18/6/558
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catecholamine release: one-week follow-up study
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Time course of echo signs and biological
parameters
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Est-ce que mon malade a une
IC a FEVG préservé ?
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HFpEF: metabolic disease

" Left heart
congestion/

left atrial : \
P CElUIANSOSS . hypertension Pulmonary
extracellular vascular disease/
structural right ventricular
changes ‘ dysfunction
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. 'Cardioetabolic“
'
Obesny ! abnormalities Volume overload

Microvascular
inflammation

Lam CSP et al, Eur Heart J, 2018



Ce qu’il faut savoir

* Dysfonction diastolique chronique: HFpEF
(LVEF > 40%)

* I'OG est élargie

* |l aun traitement : GLYFOZINE ++++,
spironolactone, ARNI



Principaux messages
sur la fonction diastolique VG

Elle protege le poumon et le VD

Extrémement frequente : age, obésiteé
Toujours associée a une congestion

Chronique ? : OG élargi? Insuffisance mitrale ?

Si chronique : glifozine



