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Παρουσίαση περιστατικού

• Γυναίκα 72 ετών προσέρχεται στο ΤΕΠ με
δύσπνοια προσφάτου ενάρξεως (48 ώρες).

• Αναφερόμενη ιογενής συνδρομή τις
προηγούμενες ημέρες με συνοδό απόχρεμψη.



Ατομικό αναμνηστικό

• Χρόνια αποφρακτική πνευμονοπάθεια

• Προ 3ετίας PCI LCX

• Προ έτους σπινθηρογράφημα μυοκαρδίου αρνητικό για
ισχαιμία

• Αρτηριακή υπέρταση

• Τέως καπνίστρια



Kλινική εξέταση

• Καρδιά: S1, S2, ρυθμικοί, ταχείς

• Πνεύμονες: Υγροί ρόγχοι στις βάσεις, παράταση 
εκπνοής, και εκπνευστικός συριγμός

• BP 180/95mmHg, HR 110bpm (SR)

• Ήπια οιδήματα κάτω άκρων

• Αέρια αρτηριακού αίματος: pH=7.35, pCO2=45mmHg, 
pO2=56mmHg, spO2=89%



ΗΚΓ ΤΕΠ





Εργαστηριακές εξετάσεις

Ht 39.5 CKMB 12 CRP 18

Hb 12.9 SGOT 46 Total Prot 6.5

WBC 10.100 SGPT 30 Albumine 3.9

PLT 315 ALP 104 hsTroponin 24

Glucose 110 γGT 146 NTproBNP 2600

Urea 50 TChol 145

Creatinine 1.1 HDL 53 eGFR 52

K 4.8 LDL 77 D-dimers 200

Na 138 TG 77

CPK 92 LDH 443 



Αγωγή προ της εισόδου

 Tb Carvedilol 6.25mg S:1x2

 Tb Ramipril 5mg S:1x2

 Tb Amlodipine 5mg S:1x1

 Tb Salospir 100mg S:1x1

 Tb Simvastatin 20mg S:1x1

 Inh Budenoside 200μg S:2x2



Διάγνωση:

 Παρόξυνση χρόνιας αποφρακτικής 

πνευμονοπάθειας?

 Απορρύθμιση καρδιακής ανεπάρκειας?



HF AND COPD:

EPIDEMIOLOGY-PATHOPHYSIOLOGY

Epidemiology

 Prevalence of COPD in  CHF is 20-33% and CAD 

is 40-47% (Medicare, Danish Diamond studies).

Clinical  interaction

 Obstructive pattern: acute HF

 Restrictive pattern: chronic HF (reduced lung volume due 

to cardiomegaly and alveolar and interstitial fluid, 

development of interstitial fibrosis, changes of lung 

compliance, weakness of the respiratory muscles)

 COPD causes HF exacerbation: increased pre-load, 

increased after-load, neurohormonal/inflammatory 

activation



Co-morbidities in ALARM-HF survey 

(n=4953)
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Intensive Care Med 2011;37(4):619-26 



Stevenson and Perloff. JAMA. 1989;261:884-888. 

Limited Reliability of Physical
Examination in Heart Failure

• Prospectively compared physical signs with 
hemodynamic measurements in 50 hospitalized 
patients

• Rales, edema, jugular venous pulse elevation 
absent in 18 of 43 patients with pulmonary 
capillary wedge >24mmHg

• Sensitivity 58%, Specificity 100%               



Dao Q et al. J Am Coll Cardiol 2001;37:379-85.

How Good are Existing Tools for 
Diagnosing Heart Failure? 

In ED, clinical misdiagnosis occurs in 25-50% of patients presenting with decompensating HF

(Agency for Health Care and Research 1994)



Rapid Measurement of B-Type Natriuretic 

Peptide in the Emergency Diagnosis of Heart 

Failure

Maisel A, et al. N Engl J Med 2002; 347:161-167







Clinical conditions with 

congestion and low NP levels

 Acute pulmonary edema due to acute mitral 
regurgitation 

 Flash pulmonary edema in patients with preserved 
EF

 Acute pulmonary edema in patients with mitral 
stenosis

 Constrictive pericarditis without intrinsic heart 
disease

 Obesity

 Left atrial tumors

Thygesen K et al. Eur Heart J 2011;eurheartj.ehq509



Optimal cutoffs of natriuretic peptides for AHF 

diagnosis

Maisel et al. Eur J Heart Fail 2008

Kim & Januzzi. Circulation 2011



Evaluation of HF during COPD 

exacerbation

NT-proBNP 
(pg/ml)

<300 300-1800 >1800

HF unlikely R or moderate L HF overt L HF

ACE inhibition, diuretics

2D Doppler echocardiography
Modified from 

Le Jemtel T et al. JACC 2007;49:171

ESC guidelines 2012





Evaluation of filling pressures and congestion

Elevated LV filling pressure 

E/e’ >13 

B-lines /  comets

Pleural fluid 

(Clearly) elevated CVP: 

IVC diameter >20 mm &

Collapsibility index < 0.5







Διάγνωση:

 Απορρύθμιση καρδιακής ανεπάρκειας

 Εισαγωγή στην καρδιολογική κλινική



Management of patients 

with acute heart failure 

based on clinical profile 

during an early phase



INTRAVENOUS DIURETICS IN AHF

 High doses of  loop diuretics should be avoided. 

High doses of these agents can cause excessive 

reduction of preload (risk of hypotension) and 

metabolic alkalosis (risk of hypoventilation and 

hypercapnia)





Noninvasive Ventilation in acute heart failure

• Neutral effects of NIV on mortality
• Decreases respiratory distress and rate of 

mechanical endotracheal intubation
• Bi-level PPV also improves minute ventilation 

and is especially useful in patients with 
hypercapnia, most typically COPD patients

Gray, A et al. N Engl J Med 2008;359:142-51
Masip, J et al. JAMA. 2005;294:3124-3130



Αγωγή εισόδου

 Ρινικός καθετήρας χορήγησης Ο2 (2lt/min)

 ΕΦ Νιτρώδη

 ΕΦ Φουροσεμίδη 20mg x2

 Neb Ipratropium bromide 500μg x4

 Tb Carvedilol 6.25mg x2 διακοπή λόγω 

βρογχόσπασμου

 Έναρξη ιβαμπραδiνης 5mgx2

 Tb Salospir 100mg x1

 Tb Simvastatin 20mg x1

 ΗΧΜΒ (προφυλακτική θεραπεία ΕΦΘ)

 PCT 0.03



Prescription and short term effects of acute 

respiratory therapies in acute heart failure

Dharmarajan K, et al. PLoS ONE 2013 8(10): e78222.

• 164,494 ADHF hospitalizations in 2009-2010 US

• Acute respiratory therapy (ART) is administered 

to >50% of patients hospitalized with ADHF.

• Treatment with ART during the first 2 hospital 

days was associated with higher odds of adverse 

outcomes.



Clinical characteristics COPD Non COPD p

Clinical presentation <0.001

Acutely decompensated chronic HF 77.2% 60.1%

Acute de novo HF 22.8% 39.9%

Precipitating factors <0.001

Acute coronary syndrome 35.5% 36.7% 0.5

Arrhythmias 31.5% 26% <0.001

Poor compliance 16.3% 12.5% 0.001

Infection 25.0% 14% <0.01

Drug-induced 2.4% 3.2% 0.1

Post-surgical 3.9% 3.1% 0.2

Valvular heart disease 13.1% 12.9% 0.8

Systolic blood pressure (mmHg)

< 100 24.5 28.6 0.04

101-120 18.6 17.8

121-159 27.6 24.8

>160 29.4 28.8

Parissis et al. Clin Res Cardiology 2014

ALARM sub-analysis: Differences in clinical presentation and

precipitating factors between patients with vs without COPD



BACH TRIAL: Combining BNP and PCT in differential diagnosis of dyspnea



A. Maisel BACH trial



Υπερηχοκαρδιογράφημα

 LVED=56mm

 IVSd=11mm

 EF=45%, διάχυτη έκπτωση της συστολικής απόδοσης 

και επιπρόσθετη υποκινησία κατωτέρου τοιχώματος 

 LA=45mm

 IVC=23mm

 Ήπια MR & TR, RVSP=45mmHg

 E/e ratio: 16



Κλινική πορεία

 24 ώρες μετά την εισαγωγή: κλινική βελτίωση

 Αντικατάσταση καρβεντιλόλης με μικρή δόση 

βισοπρολόλης (β1 εκλεκτικός)

 Titropium bromide 2 inh X 2

 NT-proBNP εξόδου (5 ημέρες αργότερα): 1300 pg/ml

 Επανέλεγχος στο ιατρείο καρδιακής ανεπάρκειας

(στόχος NT-proBNP <1000 pg/ml)



Prognosis of HF patients with COPD

 COPD strongly predicts hospitalisation rate and 
duration and non-cardiovascular mortality

 5-year mortality as high as 69% (58% in patients 
without COPD)

 Respiratory infections associated with cardiac 
decompensations in 10-16% admissions

Nieminen MS. Eur Heart J 2006;27:2725-2736



Variation of in-hospital NT-proBNP levels strongly

predicts adverse prognosis in ADHF patients

Bettencourt et al. Circulation. 2004;110:2168





In-hospital survival of patients with AHF and COPD 
according to BB therapy status

ΒΒ (+) vs (−) before 

admission

BB started during index 

hospitalization

Parissis, J.T., Andreoli, C., Kadoglou, N. et al. Clin Res Cardiol (2014) 103: 733.



Impact of COPD on the Mortality and Treatment of
Patients Hospitalized With Acute Decompensated
Heart Failure

• In-hospital death similar for 

patients with and without COPD.

• Patients with COPD had higher 

1- & 5 year mortality after 

discharge

Fisher, K , CHEST 2015; 147 ( 3 ): 637 - 645



The EuroHeart Failure Survey programme - Predictors 

of under-prescription of  beta-blockers 

Komajda M, et al. Eur Heart J 2003;24:464–474





Bisoprolol in patients with HF and moderate to severe COPD: 

a randomized controlled trial

Hawkins N. Eur J Heart Fail 2009;11:684–690

Initiation of bisoprolol in patients with HF and 

concomitant moderate or severe COPD resulted 

in a mild reduction in FEV1. However, 

symptoms and quality of life were not impaired



Effect of ivabradine on composite of

CV death or HF hospitalization

Tavazzi L, et al. Eur Heart J. 2013;34 (Abs. Suppl), 652



Limitations of drugs used for the treatment of 

COPD in HF patients

 Short-acting beta-2  adrenergic bronchodilators can cause 
tachycardia and increase myocardial oxygen consumption-
These agents may increase risk of  MI, mortality and 
hospitalizations (no efficient prospective data)

 Slow-acting agents (b2 agonists, anticholinergics,) may be an 
adequate alternative although there are not prospective 
mortality data.

 Oral steroids lead to water retention and increase risk of HF 
exacerbations- Inhaled steroids may be safer.

 Theophylline products may increase risk of arrhythmias

Rutten FH, et al. Eur J Heart Fail 2006;8:706-711 



Anti-cholinergics and cardiac outcomes in COPD
N Engl J Med. 2008;359:1543–1554.



Take Home messages

 COPD is a frequent comorbidity in AHF with 

diagnostic and therapeutic implications

 Natriuretic peptides are used to discriminate 

dyspnea of cardiac vs non-cardiac origin

 Acute imaging with lung ultrasound complements 

NP testing, speeding up diagnosis

 Acute HF therapies are applied as in all HF patients 

 Caution with high dose diuretics 

 Acute inhaled respiratory therapies as needed but 

caution

 Selective b-blockers or ivabradine upon discharge


