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Recommendations for exercise, multidisciplinary
management and monitoring of patients with heart

failure
Since 2005

Recommendations Class? Level®

It is recommended that regular
aerobic exercise is encouraged
in patients with HF to improve
functional capacity and symptoms.

It is recommended that regular
aerobic exercise is encouraged in
stable patients with HFrEF to reduce
the risk of HF hospitalization.

It is recommended that patients with
HF are enrolled in a multidisciplinary
care management programme to
reduce the risk of HF hospitalization
and mortality.

« During hospital admission, providing patients with information and education for self-care improves outcomes »

Ces recommandations s’appliquent a tous les types d’IC y compris ICFEp

Swedberg K, et al. Eur Heart J 2005,26:1115-40 Ponikowski P et al. Eur Heart J 2016;37:2129-200



Multidisciplinary intervention programmes and transition cares

Home visit programme

Structured telephone support

Telemonitoring

Heart failure clinique

Primary therapeutic education
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Therapeutic education
Follow-up with the active participation of the patients :
symptoms, weight, BP and HR

Follow-up with a collection of symptoms, weight, BP,
HR, Sa0,, ECG... passively

Therapeutic education
Clinical and biological follow-up

Therapeutic education during hospitalization

Therapeutic education
Clinical follow-up

Feltner C et al. Ann Intern Med 2014;160:774-84
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Improvement of Young and Elderly Patient’'s Knowledge
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A multidisciplinary intervention to prevent the readmission of elderly patients with CHF
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Impact of multiprofessional structured programme with therapeutic education
in elderly patients with chronic heart failure : meta-analysis

Meta-analysis of 11 randomised trials (since 1996 to 1999)
1937 patients, mean age : 74 years
- 9 involving multidisciplinary teams
- 2 with follow-up in primary case by telephone monitoring

Rehospitalizations (11 trials) 0,87 0,79-0,96
* 9 « multidisciplinary » trials 0,77 0,68-0,86
* 2 « home practitionner » trials 0,94 0,75-1,19

Mortality (9 trials) 1,15 0,96-1,37

Ahmed A. J Ann Geriat Soc 2002;50:1590-3
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Therapeutic patient education and all-cause mortality in patients with chronic heart
failure: A propensity analysis

Yves Juilliére **, Patrick Jourdain ®, Christine Suty-Selton 2, Thierry Béard ¢, Véronique Berder ¢,

Brigitte Maitre ©, Jean-Noél Trochu ', Elodie Drouet &, Benoit Pace ", Geneviéve Mulak ", Nicolas Danchin
for the ODIN Cohort Participants
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Effectiveness of a patient education programme in heart failure with preserved ejection
fraction : results from the ODIN cohort study using propensity score matching

849 patients with HFpEF : 572 participed to patient education programmes (PEP) and 277 did not

Product-limit survival estimates
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In HFpEF, a structured patient education programme is associated with lower all-cause mortality

Agrinier N, et al. Arch Cardiovasc Dis 2018;111(1):5-16



Table 14.2  Key topics and self-care skills to include in patient education and the professional behaviours to optimize

Modalities of therapeutic patient education in HF

learning and facilitate shared decision making

Defnition, * Understand the cause of HF, symptoms and disexse + Provide oral and written Information that takes account of educational
aetilogy and trectory. gradeand heslth eeracy.
trajectory of + Make realstic decsions Incheding decisions about * Recognize HF dsese barriers to commeniation and provide
HF (incuding treatment at end-of-lfe. information at regubar time intervals.
prognests). + Sensitively commuicate information on prognosts at tme of dagnasis,
during daction making about treatment cptions, when there 152
change In the disiaal condition and whenever the patient requests.
Symptom * Monitor and recognize change In 9gns and symptoms. + Provide Indvidalized information to support seff-management such a5:
moeitoringand | + Know how and when to contact a healthaare professioral [ 49 In the case of Increasing dyspacea or oedema or 2 sudden
wkare * In Ine with professional advice, know when to sek- unexpected weight gain of >2 kg In 3 days, patients may Increase
manage diretic therapy and fluid ntake. their duresic dose and/or dlert their healthcare team.
9 Use of flexible duretic regme.
 Self-care support alds such 2 dosette bax when appropriate.
Prarmacologil |+ Undersiand the indiations, dosing and side efiects of drugs. | * Provide written and cral Information on dosing, effects and side
freatment. * Recognize the common side effects and know effects (see web tbles 7.4-78 - practical puidance on use of
when to notfy 2 healthcare professional pharmacolopical agents).
* Recognize the benefies of tidng medication s prescrbed
Imphinted devices | + Understand the Indications and aims of procedures/ + Provide writien and ora information on benefits and side efiects
and perostaneous/ | implanted devices. * Provide written and oral Information on regular control of device
wrgal * Recognize the common complcations and know when to | fusctioning, long with documentation of regubr checkup.
Interventions. notfy a healthaare professional
* Recognize the imgortance and benefits of procedures/
implantad devices.
Immusization * Receive immunization sgaisst nfluenza aad preumoceeal | + Advise on local guidance and Immwentzation practice.
dsese
Dietand akcohol |+ Avold coxcessme flud intake. * Indindualze informaticn on fluld inzzke to take nto account body
* Recognaze need for altered flui intake such as: weight and periods of high heat and humidity Adjust advice during
9 lncrease inake during periods of high heat and periods of aoite decompenzation and consider altering these
hemidity, nausealvomiting restrictions towards end-of-Ife.
@ Fud restriction of | 5-2 Liday may be consideredin | » Tatlor akohol advice to aetiology of HF, e g abstinence In
patients with severe HF to reéleve symptoms and akoholic cardiomyopathy.
congestion. * Normal alcohol gutdaiines apply (2 units per day In men or | unit per
* Monitor body weight and prevent malnutrition day n womes). | witIs 10 ml of pure akcohol (g, | ghass of wine, 112
+ Eat healthily, avold excessive salt Intake (6 p'day) and pint of beer, | measure of spirtt).
maintain 2 healthy body weight. * For management of obesky (see Secticn 11.15)
* Abstain from or avold excessve alcohol intake, espectally
for alcobol Induced cardiomyopathy.

Education topic | Patient skills Professional behaviours
Smoking and * Stop smoking and mking recreational substances * Refer for spectalist advice for smoking cessation and drug withdrawal
recreational and replacement therapy.
substance use. * Consider referral for cognitive behavioural theory and psychologaal
support ¥ patient wishes support to stop smoldng.
Exercise * Undertake regular exercse sufficient to provoke mild o | + Advice on exerdse that recogrizes physial and functioral Imiaitions,
moderate breathlessness. such as frality, comorbidities.
* Referral to exerdse programme when appropriate.
Traved and leisure | = Prepare travel and letsure actvities according to physical | = Reler to local countey specific driving regulstions regarding ICD,
Qpadty. * Provide advice regarding Iight security devices in presence of ICD,
* Moeniter snd adapt fuid intie according to humidty
(fights and humid climates),
* Be aware of adverse reactions to sun exposare with
certain medication (such as amiodarone).
* Conzider efiect of high altitude on coygenation.
* take medicine In abin luggage In the plane, have 2 kst with
you of treatments and the dosage with the generic name.
Sleep and * Recognire problems with sleeping, their relitionship with | + Provide advice such s tming of dieretics, environment for seep, device
breathing (see HF and how to optimize seep support.
co-morbidities * Inpresence of skep-disordered breathing provide advice on weight
Section 11.16). reduction/control
Senzl activity (see | = Be reassured about engaging In sex, provided sexual * Provide advice on eliminating factors predisposing to erectile
co-morbidities activity does not provoke undue symptoms. dysfunction and avalible pharmacological treatment of erectile
Section 11.7). * Recognize problems with seaal activiey, their relationship | dysfusction.
with HF and applied treatment and how to treat erectile | * Refer to specialist for sexal counselling when necessary.
dysfuncticn.
Psychosocal * Understand that depressive symptoms and cognitive * Regularly commurnicate Information on disease, treatment cptions and
aspects dysfunction are found more frequenty In people with HF, |  sef-management.
and that they may affect adherence. * Involve family and carers in HF management and seff-cre.
* Recogrize psychologial problems which may ocour * Refer to specialst for psychological support when necessmary.
I the course of disease, In refation to changed Mestyle,
pharmacotherapy, implanted devices and other
procedures (indudng mechanical support and heart
rasphnacenl

HF = heart falure; KD = mphntable cardoverer defbrilor.

Ponikoswki P, et al. Eur Heart J 2016;37:2129-200



Creation of standardized tools for therapeutic education specifically
dedicated for chronic heart failure patients : the French I-CARE project

I-CARE Programme
- Unit 1 : Educative diagnosis
- Unit 2 : Knowledge of the disease — Alert signs
- Unit 3 : Dietetics
- Unit 4 : Physical activity — Everyday life
- Unit 5 : Drugs

Educational’s manuai

o CD-Rom

Patient’s documents
- Attaché case

Y Juillére, et al. Int J Cardiol 2006; 113: 355-363



Education thérapeutique

Des outils au service des patients et des soignants

Qutil élaboré par I'Unité de Réentrainement et d'Education des Patients
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Only 16 % of patients (260) were included in an educational programme after an
hospitalization for acute HF in APHP in 2014/2015
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Recommandations ESC 2021 : éducation thérapeutique

Education topic Goal for the patient and caregiver Professional behaviour and educational tools
Consider and carefully discuss the benefits and deleterious effects
of sleep medication.

Fluids To avoid large volumes of fluid intake. A fluid restriction Provide information and discuss the advantages and disadvantages
of 1.5—2 L/day may be considered in patients with of fluid restriction.
severe HF/hyponatraemia to relieve symptoms and Advise to adapt fluid intake to weight, and in times of high heat
congestion. and humidity, nausea/vomiting.

To avoid dehydration: where fluids are restricted, increase Adjust advice during periods of acute decompensation and con-
intake during periods of high heat/humidity and/or nau- sider altering this advice towards end-of-life.

sea/vomiting.

Healthy diet To be able to prevent malnutrition and know how to eat | Discuss current food intake, role of salt, role of micronutrients.
healthily, avoiding excessive salt intake (>5 g/day) and Discuss the need for supplementing in case of nutrient deficien-
maintaining a healthy body weight. cies but there is no clear role for routine micronutrient

supplementation.*”’

Discuss maintaining a healthy body weight.
Alcohol To be able to abstain from or avoid excessive alcohol Tailor alcohol advice to aetiology of HF; e.g. abstinence in alco-
intake, especially for alcohol-induced CMP. holic CMP.
To restrict alcohol according to CV prevention guidelines. Inform and discuss alcohol intake according to CV prevention

guidelines (2 units per day in men or 1 unit per day in women)®.

Aucun niveau de recommandation pour les apports en sel
Arrét des recommandations de régime sans sel strict

Apport alimentaire en sel £5 g/j
McDonagh TA, et al. Eur Heart J 2021,42(36):3599-3726



Essai SODIUM-HF : tester 'effet d’un régime sans sel strict (< 1500 mg Na+/j)
versus controle sodé usuel

* Essai multicentrique, randomisé, réalisé en ouvert

» 806 insuffisants cardiaques ambulatoires, d’age moyen 67 ans, consommant en moyenne 2200 mg Na'*/j (5,5 g de
sel); suivi moyen 12 mois

» Critére primaire : déces, hospitalisation ou visite aux urgences pour cause cxvx

A
100 - T Low sodium diet group

A t I . ' Usual care group

pport en se b = 20 — Hazard ratio 0-89 (95% Cl 0-63-1-26)

sdi Apres =
médian £ as4
Régime sans sel strict 2286 mg/j 1658 mg/j S 10—
Contrdle sodé usuel 2119 mg/j 2073 mg/j 2 s |

L

T T T T T T
(@] 60 120 180 240 300 360

e Différence d’apport sodé testée entre les 2 groupes limitée : 415 mg Na* =1 g de sel

* Aucune différence pour criteres primaires mais amélioration modérée qualité de vie et symptomes
(NYHA) dans le groupe régime sans sel strict

* Mais groupe contréle suit régime relativement peu sodé, consommation sodée initiale non excessive

Régime sans sel strict non nécessaire
Ezekowitz JA, et al. Lancet 2022;399:1391-400



Suivi Clinique A Domicile (SCAD) en Basse Normandie

Etude rétrospective, observationnelle de 659 pts récemment
hospitalisés pour ICA, d’age moyen 67 ans, 72 % d’hommes, 56 enrolement enrolement

% en classe Il, 53 % avec FE < 40 %, avec éducation Taux de réhospitalisation pour mie cxvx 79,4 % 41,1 %

ther.apeuthu.e et survelllanceA3 fms/sgrp gr?ce ‘a une tablette Taux dhospitalisation pour IC 52.8% 18,8 %
tactile du poids, FC, PA, symptomes, suivis grace a SNDS

Réhospitalisations pour IC et déces en fonction de I'adhérence au SCAD
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Mauvaise adhérence au SCAD associée a un risque accru d’évenements

Sabatier R, et al. ESC Heart Fail 2022;9:2886-2898



ETAPES : Telemonitoring of chronic heart failure patients in France

La prestation de télésurveillance comprend obligatoirement, sur prescription médicale, I"association
d’'une télésurveillance médicale, de la fourniture d’une solution technique et d’une|prestation |

|d’accompagnement thérapeutique |

Cet accompagnement tout au long du projet de télésurveillance est indispensable pour permettre au
patient de s’impliquer dans sa surveillance et d'adhérer ainsi a son plan de soin.

Chaque séance d’accompagnement thérapeutique peut se réaliser sous formelprésentielle ou a distance,l
quel que soit le moyen utilisé (téléphone, eLearning, enseignement assisté a distance)l Un nembre minimal
de 3 séances dans les 6 mois suivant I'inclusion du patient dans le projet de télésurveillance doivent étre

réalisées.

Solution technique et organisationnelle minimale a mettre en ceuvre

e Un systeme de recueil et de mesure quotidienne du poids

e Un algorithme, par définition validé par le médecin effectuant la télésurveillance, permettant de
générer des alertes en cas de décompensation cardiaque débutante nécessitant possiblement un
ajustement de traitement.

— Soit totalement automatisé, c’est-a-dire n‘impliquant aucun filtre humain en charge de la
vérification de la cohérence de lalerte. Dans ce cas, le médecin effectuant la
télésurveillance recoit 'ensemble des alertes sans prétraitement préalable ;

— Soit étre contrélé par un IDE quel que soit son mode d’exercice, chargé de contacter le
patient afin de s’assurer de la cohérence de l'alerte.

Extract of the Journal Officiel de la République Frangaise (pages 8,10, 11/87), 15/12/2016 et 24/12/2016



Télésurveillance par matériel externe

Home Central computer Monitoring center
l Telephone line l
PATIENT Server

Scales (weight)
Sphygmomanometer (BP, HR)
Saturometer (Sa0,)
Actimeter (distance en m)

Questionnaire about :
- symptoms
- therapeutic
education

Data storage
Individualized alarms

ECG
Thoracic impedance

Telephonic lines
internet

Box >

«Bluetooth» connection ‘

Specialized nurse
Education support
Avoid false alarms

Cardiologist
Therapeutic education
(specialized nurse)
Therapeutic jnterventions

Telephonic lines
E-mail
Consultation

General practitionner
Patient’s cardiologist




Cum Survival

ETAPES experience in Toulouse : effects of cardiology telemonitoring on
unplanned hospitalizations and all-cause mortality in patients with CHF

Comparaison des 220 premiers patients d’ETAPES aux groupes contréle (95 pts) et télésurveillance
standard (99 pts) de I'essai OSICAT inclus au CHU de Toulouse
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Le suivi cardiologique fait la différence !
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Galinier M, et al. Front Cardiovasc Med 2022;9:943778



ETAPES experiences : télémonitoring of heart failure vs standard of care in real
world setting : results of 3 nationwide matched cohort studies (SNDS database)

Air Liquide - Mortality at 6 months?
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Résultats similaires de 3 études en vie réelle
Baisse mortalité totale

Augmentation des hospitalisations en cardiologie
Diminution des passages par les urgences

1. Roubille F, et al. Eur J Heart Fail 2024. https://doi.org/10.1002/ejhf.3191
2. D’aprés la présentation du Dr N Girerd, Heart Failure Congress 2024



https://doi.org/10.1002/ehjf.3191

Méta-analyse 2023 des études de télésurveillance non invasives
dans l'insuffisance cardiaque

65 études, 23 610 patients, dge moyen 68 ans, 68 % d’hommes, 47 % NYHA III/1V

Mortalite totale 0,85 0,77-0,94

1ér¢ hospitalisation pour IC 0.78 0.70-0 86

Total des hospitalisations pour IC 0,82 0,70-0,96

Scholte NTB, et al. Eur Heart J 2023;44(31):2911-2926



ESC 2021 : Place de la télésurveillance dans l'insuffisance cardiaque chronique

Recommendations Class® Level®

McDonagh T, et al. Eur Heart J 2021;42(36):3599-3726

Non-invasive HTM may be considered for
patients with HF in order to reduce the risk of
recurrent CV and HF hospitalizations and CV
death.’”*

Monitoring of pulmonary artery pressure using a

wireless haemodynamic monitoring system may
be considered in symptomatic patients with

HFrEF (LVEF <35%) in order to improve clinical
372

© ESC 2021

outcomes.



Synthese

»Aprés une éducation thérapeutique présentielle portant sur les objectifs de sécurité en cours
d’hospitalisation, un accompagnement thérapeutique par téléphone, intégré a la télésurveillance,
est suffisant, adapté a des micro-projets individualisés

» Une simple télésurveillance du poids et des symptomes permet un dépistage performant des signes
précoces de décompensation cardiaque avec une orientation efficace des patients, évitant le recours
aux services d’urgence de porte

»La télésurveillance par une équipe pluriprofessionnelle de Cardiologie améliore le pronostic,
diminuant le risque de déces

» Pas de bénéfice pour les patients non-observants

»Lla télésurveillance est plus efficace chez les patients séveres en post-hospitalisation pour
décompensation

» Education thérapeutique et télésurveillance doivent étre proposées a tous les patients y compris
avec ICFEp



