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Nonmetabolic
etiologies of
hypertension
/

Stage 0: Stage 1:
No Risk Factors Excess/Dysfunctional /
P Adipose Tissue /

N
‘z&'?umg .
A focus on
primordial prevention

and preserving
cardiovascular health etiologies of CKD

Overweight/obesity
Abdominal obesity
Impaired glucose

tolerance

Chiadi E. Ndumele. Circulation. Cardiovascular-Kid ney-Metabolic Health: A Presidential
Advisory From the American Heart Association, Volume: 148, Issue: 20, Pages: 1606-1635



Man Urayi Urak Kimi Saxlamadim.

Man bilmadim sina bilar,yana bilar,
Man Urayi trak kimi saxlamadim.
Na bilaydim buz baxisdan dona bilar,
Man Urayi Urak kimi saxlamadim.

Qohum galdi,qonsu yigdi,yad apardi,
Qamli galan gismatini sad apardj,

MaN [IRJY]
= ROYI

MI

Moan lirayi cicak kimi saxlamadim.
Yag icinda boyrak kimi saxlamadim,
Hey aritdim, hey clirutdiim,hey ganatdim,
Saxlamadim,saxlamadim,saxlamadim.
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Universal Definition and Classification of Heart Failure (HF)

‘//Stalges\‘

Definition ATRIGK Pt b v Classification By EF
symptoms or signs of HF and without structural cardiac

HF is a clinical syndrome with plises champss or slovsted biomari of Beart esse HF with reduced EF (HFrEF)

current *  HF with LVEF < 40%
NW m;:m:fmm:&wmamw
HF with evidence of one of the following:
a structural and/or functional (STAGEB)  + Abnormal cardiac function *  HF with LVEF 41-49%
cardiac * Elevated natriuretic peptide or cardiac troponin levels
= HF with preserved EF (HFpEF)
Patients with current or prior symptoms . p
And corroborated by at least one of Sr:l; aadiot s ol et b i HF with LVEF > 50%
the following: (STAGE C) and/or functional cardiac abnormality HE Withl. |FF (HFimpEF)
* Elevated peptide Severe symptoms and/or signs of HF at rest, recurrent ©  HF with a baseline LVEF of < 40%,
. qumkm ADVANCED ' hospitiizations despite GOMT,rfractory o itolerant a 10-point increase from baseline
to GDMT, requiring advanced therapies
pulmonary or systemic congestion HF ket Haia s ik . LVEF, and a second measurement
(STAGE D) palliative care of LVEF of > 40%

Language matters! The new universal definition offers opportunities for more precise communication and
description with terms including persistent HF instead of “stable HF,” and HF in remission rather than “recovered HF."
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Albuminuria categories
Description and range
ICKD is classified based on:
Cause (C) Al A2 A3
GFR (G)
Albuminuria (A) Normal to mildly Moderately .
. , Severely increased
increased increased
<30 mg/g 30-299 mg/g >300 mg/g
<3 mg/mmol 3-29 mg/mmol >30 mg/mmol
. Treat Refer*
G1 Normal or high >90
1 2
. Treat Refer*
G2 Mildly decreased 60-89

lildly to moderately

rmanil 45-59

(ml/min/1.73m’)

Description and - tloderately to
range verely decreased

GFR categories | G3a F

30-44

G4 Severely decreased | 15-29

G5 |Kidney failure <15




CKD: “Die”lysis

T —
~ D

CRITICAL

Greatinine

Potassium
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UC (R XBX
S

CAUSED

UC-da XBX Sabab? Natica?

Yoxsa Biomarker?
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- Asagidaki xastalardan hansi an pis prognoza sahibdir?

a)65 yas kisi xosta,EF%20(HFrEF), eGFR 60, NT- proBNP 2000,hipervolemik

b)65 yas kisi xasta,EF%41(HFmMEF), eGFR 50, NT- proBNP 2000,hipervolemik

c)65 vyas kisi xasta,EF%50(HFpEF), eGFR 40, NT- proBNP 2000,hipervolemik



- Azalmis GFR, manfi naticalar
Ucun LVEF —dan daha gulclu
prediktordu.

- XBX butln sabablara bagl
olum riskini iki dafa artirir.

Relative Risk of Mortality According to Baseline GFR and LVEF

(Recreated from Hillege et al., Circulation 2000)

Now W s
w o w o
1 1

Relative Risk for Mortality
= N
u o

N
(=}
&

0.5

Hp——

0.0 :
GFR >76 ml/min
LVEF >30%

GFR 59-76
LVEF 26-30%

GFR 44-58
LVEF 20-25%

GFR <44
LVEF <20%
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Kidney function trajectories before and after HF hospitalization in HFrEF

Can longitudinal changes in kidney function help identify patients with heart failure

with reduced ejection fraction (HFrEF) at higher risk of hospitalization or death?

— No HF event — HF event

EPHESUS and 90 - 5 EiF e T
EMPHASIS-HF trials 80 SRl BEE o (& ]
701 118 | 7 (
ET7) patients eGFR ¢ 5 | Kidney function decli
F 5 — : y function decline
(mL/min/ 50 4 >1year before 14 4 year before| ———— T significantly accelerated
ﬁ’:( @ HE A e 443 o y;irsafter T ysaratoy during the year before
events 40 - : in/ 3. : -1.57
20 . mbl/minfyear i HFH or death
25 hs foll ]
E258 o MOontiE foliom=Up 24 -18 12 6 0 6 12 18 e
Months relative to HF event St Salectony
Paralleled NYHA class
90 4 2
BARCEL DN conart 80 Before HF event After HF event WOISSIENE
) : : ; ; Was more pronounced
o 704 >1 year before lO—-1§ year after in patients with multiple
e TR 60 -2143 i -3.04 events
(mL/min/ 50 - mbi/min/year
1.73 m?) i >1 year after

40 4 0-1 y-esac;;:eforeg \1\166 Findings were consistent
30- Al | across clinical trials

and real-world data

15 -10 -5 0 5
Years relative to HF event

® |n HFrEF, kidney function decline may precede HF events by up to one year, linking to symptomatic congestion

» Monitoring eGFR slopes rather than relying solely on specific cut-off values may allow early detection of at-risk patients
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Bas manim cavablayacagim suallar?
e 1) Elmi data yetarlidirmi? Problemlar nalardir?
e 2) GDMT mualicanin detallar?
« 3) Renalizmin sababi? Hall yolu nadir?

 4) UC vo XBX liciin ortaq mualica gercak olarmi?

* 5)9sas mesajlar...



Elmi data yetarlidirmi? Problemlar nalardir?

e Etiologiya
e Simptomlar

Diaghoz

* NT pro BNP
e hs-Troponin

Biomarker

Elmi “bosiugq™ EX&UEEED:
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Table 2. Summary Table on Key Clinical Trials on Guideline Directed Medical Therapy for Heart Failure
Population Renal Function
Study, Year Drug Control Enrolled CV Outcome P Value Exclusion
PIONEER-HF, 2021 Sacubitril/valsartan Enalapril HFrEF Time-averaged proportional change in NT-proBNP <0.001 =
concentration from baseline through weeks 4 and
8: ~46.7% vs. ~25.3%
PARADIGM-HF, 2014 Sacubitril/valsartan Enalapril HFEF CV mortality or HF hospitalization: 21.8% vs. 26.5% <0.001 GFR <30
PARAMOUNT, 2012 Sacubitril/ Valsartan HFrPEF Change in NT-proBNP at 12 weeks vs valsartan; 0.005 GFR <30
valsartan (LC696) LCZ696/valsartan ratio, 0.77
p-Blockers
MERIT-HF, 1999 Metoprolol Placebo HFrEF All-cause mortality: 0.072 vs 0.11 per patient-year <0.001 =
COPERNICUS, 2002 Carvedilol Placebo HFrEF Annual mortality: 12.8% vs 19.7% <0.001 -
MRA
RALES, 1999 Spironolactone Placebo HFrEF All-cause monalily: 35% vs 46% <0.001 Cr>25
EMPHASIS-HF, 2011 Eplerenone Placebo HFrEF CV death or HF hospitalization: 18.3% vs 25.9% <0.001 GFR <30
EPHESUS, 2003 Eplerenone Placebo HFrEF All-cause mortality: 19.8% vs 24.7% 0.008 Cr>25
TOPCAT, 2014 Spironolactone Placebo HFpEF CV mortality, aborted cardiac arrest, or HF 0.1 Cr >2.5 or GFR <30
hospitalization: 18.6% vs 20.4% N,
Nonsteroidal MRAs
FIDELIO-DKD, 2021 Finerenone Placebo NA CV mortality, nonfatal Ml, nonfatal stroke, or HF 0.03 -
hospitalization®: 13.0% vs 14.8%
FIGARO-DKD, 2021 Finerenone Placebo NA CV death, M|, stroke, hospitalization for HF: 12.4% 0.03 GFR <25
vs 14.2%
FINEARTS-HF, 2024 Finerenone Placebo HFmrEF, HFpEF Composite of worsening HF events (first or recurrent 0.007 GFR <25, serum
unplanned HF hospitalization or urgent visit) and CV K >5.0
death (14.9 vs 17.7 events per 100 patient-years)
Val HeFT, 2001 Valsartan Placebo HFrEF All-cause mortality: 19.7% vs 19.4% 0.8 Cr >3.4
ACE inhibitors
CONSENSUS, 1987 Enalapril Placebo NYHA ciass IV 6-month mortality: 26% vs 44% 0.002 Cr>34
SOLVD, 1991 Enalapril Placebo HFrEF All-cause mortality: 35% vs 40% 0.007 Cr >2.0
SGLT2 inhibitors ) ) - o
DAPA-HF, 2019 Dapagliflozin Placebo HFrEF Worsening HF (hospitalization or urgent visit <0.001 GFR <30
resulting in IV therapy for HF) or CV mortality: 16.3%
vs 21.2%
DELIVER, 2022 Dapagliflozin Placebo EF >40% HF hospitalization, urgent HF visit, or CVD mortality: <0.001 GFR <25
16.4% vs 19.5%
EMPEROR- Empagliflozin Placebo EF > 40% Death from cardiovascular causes or hospitalization <0.001 GFR <20
PRESERVED, 2015 for HF: 13.8% vs 17.1%
(Continued)
EMPEROR-REDUCED, Empagliflozin Placebo HFrEF and NT- Composite of cardiovascular death and first <0.001 GFR <20
2020 ProBNP >600 hosprtalization for decompensated HF: 19.4% vs
24.7%
SOLOIST-WHF, 2023 Sotagliflozin Placebo HF (all) Total CV death, hospitalization for HF, or urgent visit ~ <0.001 GFR <30
for HF: 70 vs 98 events per 100 patient-years
EMPULSE, 2022 Empagiliflozin Placebo HF (all) Composite of death, number of HF events, time to 0.005 NA

first HF event, and change in KCCQ Total Symptom
Score: clinical benefit, 53.9% vs 39.7%

Abbreviations: ACE, angiotensin-converting enzyme; ARB, angiotensin receptor blocker; ARNL angiotensin receptor blockers/neprilysin nhibitor; Cr, creatinine; CV, cardiovascular; GFR, glomerular filtration rate; HF, heart faiure;
HFmrEF. heart failure with médly reduced ejection fraction; HFpEF, heart failure with preserved ejection fraction; HFEF, heant failure with reduced ejection fraction; IV, intravenous; KCCQ, Kansas City Cardiomyopathy Questionnaire;

M1, myocardial mfarction; MRA, mineralocorticoid receptor antagonist; NA, not applicable; NT-proBNP, N-terminal pro—brain natriuretic peptide; NYHA, New York Heart Association; SGL2, sodium/glucose cotransporter 2.
“Secondary outcome; primary outcome was kidney faiure.



heart failure

sympathetic
/ nervous system \
[— p-Blockers
MERIT-HF, 1999 Metoprolol Placebo HFEF All-cause mortality: 0.072 vs 0.11 per patient-year <0.001

COFPERNICUS, 2002 Carvedilal Placebo HFrEF Annual mnrtalitg: 12.8% vs 19.7% =(.001

- - % ‘-.
cardiac | decreased cardiac output— \ /

== ARNIs , . . otensinll effect
PIONEER-HF, 2021 Sacubitril/valsartan Enalapnl HFrEF Time-averaged proportional change in NT-proBNP <0.001 £
concentration from baseline through weeks 4 and ation o
8: ~46.7% vs. ~25.3% arteriole
PARADIGM-HF, 2014 Sacubitril/valsartan Enalapril HFrEF Cv mortallty or HF hospitalization: 21.8% vs. 26.5%  <0.001
PARAMOUNT, 2012 Sacubitril/ Valsartan HFrPEF Change in NT-proBNP at 12 weeks vs valsartan, 0.005 '
v valsartan (LC§9§) LCZ696/valsartan ratio, 0.77 RBF

JGFR

Nonsteroidal MRAs

"angiotensin system \ -7 g e !_EEL/ k ﬂ

. FIDELIO-DKD, 2021 Finerenone Placebo NA CV mortality, nonfatal M, nonfatal stroke, or HF
| hospitalization*: 13.0% vs 14.8%
i FIGARO-DKD, 2021 Finerenone Placebo NA CV death, M|, stroke, hospitalization for HF: 12.4% 0.03
vs 14.2%
- FINEARTS-HF, 2024 Finerenone Placebo HFmrEF, HFpEF Composite of worsening HF events (first or recurrent  0.007

unplanned HF hospitalization or urgent visit) and CV
death (14.9 vs 17.7 events per 100 patient-years)

\ tubuloglomerular
. foadharl '\
Study, Year Drug Control Enrolled CV Outcome
EMPEROR-REDUCED, Empagliflozin Placebo HFrEF and NT- Composite of cardiovascular death and first
A 2020 ProBNP >600 hospitalization for decompensated HF: 19.4% vs

SR dire 24.7%

SOLOIST-WHF, 2023 Sotagliflozin Placebo HF (all) Total CV death, hospitalization for HF, or urgent visit

for HF: 70 vs 98 events per 100 patient-years
EMPULSE, 2022 Empagliflozin Placebo HF (all) Composite of death, number of HF events, time to

first HF event, and change in KCCQ Total Symptom
Score: clinical benefit, 53.9% vs 39.7%
wdLlel 1cdpsuIlpLuull —




heart failure

sympathetic
/ nervous system
—> - -
Beta Blockers
cardiac | decreased cardiac output—
emodeling
m— l removal of angiotensin Il effect

: vasodilation of
| renin efferent arteriole
' -
i l __-+ *ACEi/ARB/ARNI
I i i = >
: angiotensin system ¥~ I RBF
| | /" JGFR
: vasoconstriction
: aldosterone of afferent arteriole
: ADH \
: -
: tubuloglomerular
I feedback
:
| . . : %

direct cardioprotective effects : _ 8lucosuria
Lot o O R DO i s N e i >

SGLT2i natriuresis

water reabsorption




KARDIOMETABOLIK V3 ® (grome | (e 20-21 Fevral 2026

. B K, Ay Kardiologiya |
NADIR X9STOLIKLOR KONQRESI ‘ 1l ‘ rinst S1GORTA == | @ el Hilton Otel , Baki

Table 4 Initiation of heart failure drugs in relation to baseline chronic kidney disease status

Drug Evidence across GFR strata according Acute Impact on CKD Treatment effect
to baseline eGFR enrolment criteria drop GFR slope in treatment with CKD
GFR HF trial interaction
ESKD 15-30 30-60 >60

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

ACE-I/ARB Moderate evidence if Yes No (beneficial effect of No Relative benefit: ~
dialysis, weak evidence around 1-2 ml/min/ Absolute benefit: |
if not on dialysis 1.73m? per year

in CKD trials)

Beta-blockers No No Yes (potentially but  Relative benefit: ~
some conflicting ~ Absolute benefit: 1
results)

MRA Yes No No Relative benefit: ~

Absolute benefit: 1

ARNI Yes Yes (around No Relative benefit: ~

0.5 mi/min/1.73 m? per Absolute benefit: 1
year)

SGLT2-i Yes Yes (around 1-2 mi/min/ No Relative benefit: ~

1.73m? per year) Absolute benefit: 1

Ivabradine No No No Relative benefit: ~

Absolute benefit: |
Vericiguat No No No Relative benefit: ~
Absolute benefit; |
Omecamtiv mecarbil Ne No No Relative benefit: ~

Absolute benefit: 1
A decrease in eGFR over time does not automatically mean RAASI/SGLT2-i need to be downtitrated or discontinued

Dark green, strong evidence: light green, moderate evidence; red, not advised; light grey, no data. ACE-l, angiotensin-converting enzyme inhibitor; ABR, angiotensin receptor blocker; ARNI,
angiotensin receptor ~neprilysin inhibitor; CKD, chronic kidney disease (eGFR <60 ml/min/1.73 m?); eGFR, estimated glomerular filtration rate; ESKD, end-stage kidney disease; HF, heart failure; MRA,
mineralocorticoid receptor antagonist; RAASI, renin—angiotensin-aldosterone system inhibitor; SGLT2-i, sodium~glucose cotransporter 2 inhibitor.
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AJKD Lo et al

Beta Blocker Strong Strong Limited Absent
MRA Strong Strong Limited Absent
Non-steroidal MRA  Strong Strong Strong (up to Absent
eGFR> 25 cc/min)
ARNi Strong Strong Limited Absent
ACEI/ARB Strong Strong Limited Absent
Diuretics Absent Absent Absent Absent
SGLT2i Strong Strong Strong (eGFR>20 Limited
cc/min)



UC xastalarinin XBX-do GDMT ila mualica plani

Yanasi xastaliklarin idara edilmasi
Yasam tarzi dayisikliyi---AT,DM, Lipid kontrolu---ASCVD mudaxilalari

1.Diuretik (hv)
2.SGLTi(eGFR>20)

1.Diuretik(hv) 1.Diuretik (hv)
2.ARNI(ACE/ARB) 2.SGLTi(eGFR>20)

3.BB :
3. ARNI(ACE/ARB
4.5GLT2i(eGFR>20) (ACE/ARB) *MRA(ns eGFR225)

5.MRA(ns eGFR>25) B *ARNI-ACE-ARB)
5. MRA(ns eGFR>25)

2-4 hafta sonra Cr,GFR,K+kontrolu
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Renalizmin sababi? Hall yolu nadir?

« UC-GDMT tayin olunur:
* %33- CKD 2

* %25- CKD 3a

* %15- CKD 3b

* %5 —CKD 4-5

* %3 — ESKD (Patel,JACC,2021)
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St Atz e ® Dekongestan mualica
AEEHNESIEIGREE ¢ GDMT baslama/titrasiya

e Sobablar?
e Tadbirlar?

Hiperkalemiya
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BOYROK
FUNKSIYALARININ
PiSLOSMOSI

BEP (AKi)/BFY Pseudo BFP

Adatan kaskin UC hospitalizasiyalarinda va
* Serum kreatinin dayarinin 48 saat Xroniki UC GDMT- ortaya cixan

icinda 0.3 mg/dL vaya daha cox artmasi

» Serum kreatinin dayarinin bazal kreatinin dayarlarinda ylksalma (>0.3 mg/dl )

dayardan 7 glin icinda 1.5 dafa artmasi | vaya GFR da(<%30) azalmadir.
* Sidik cixisinin son 6 saatda
0.5 mL/kg/saat —dan az olmasi

Bozon yaxsi prognoz
Pis proqnoz




Serum creatinine

True acute kidney injury

Pseudo acute kidney injury
in cardiorenal syndrome

Serum creatinine

Time

Time

Biomarkers of
tubular injury

ROSE-AHF calismasinda dekonjessiya zamani “boyrak funksiyasinin pislasmasi” (KDIGO 1-ci marhals AKl-ya
ekvivalent) AKI biomarkerlarinin (NAG, NGAL va ya KIM-1) yiksalmasi ila alagali deyildi .
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Tml/min/1.73m" per year (normal person) Average HF-décline

2-3 ml/min/1.73m” per year (average in HF) —— Acute drop + slope after

5 ml/min/1.73m? per year RAASI

(extreme deterioration) StartRAAST Slope with ARNI

X I n-l Slope with SGLT2-i
or SGLT2i
1 : acute drop in eGFR with RAASI
HF-slope 2: slope remains parallel

N

finerenone
SGLT2-I
A{\Sl

.
N\,

.

tart RAASI

Older age

European Journal of Heart Failure (2022) 24, 603—-619 POSITION PAPER doi:10.1002/ejhf.2471

3: altered slope with ARNI and SGLT2-i

End stage renal disease

%
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Yaxsl

Boyrak
funksiyalari

Pis

Quru Maye statusu Yas

Yeni renal doppler calismasinda qalici renal

venoz durgunlug, kreatinin doyarlarinds

2 0.5 mg/dL artis ve bu da 30 giinliik yliksak

saylda koskin UC hadisalari ve d0lum ils 1 el . Nonen Mot . Coi . do CatroC,Lcor P, Mansano 2o | Rochsoes Pres A Somas .

ala alandirilmi dir Lorenzo M, Minana G, Nunez E, Gorriz JL, Bayes-Genis A, Fudim M, Mullens W, Nunez J (2024) Intrarenal venous
q $ . flow pattern changes do relate with renal function alterations in acute heart failure. JACC Heart Fail 12:304-318
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GDMT (baslandigdan vaya titrasiyadan 2-4 hafta sonra)

Normakalemiya

GFR< 309 eGFR > %30 Hiperkalemiya
e < 0

Maye yukinu
dayarlandir

DIQQOT!!!

Uygun titrasiya

AKI digar sabablarin
gozdan kegir.

&



Hiperkalemiya >5/5 mmol/L

e Hemoliz? Qeyri GDMT darman(NSAID/Trimetoprim)?
1 . e Diyet dayarlandirma/optimallasdirma
e GDMT dayarlandirma

2 o ??77?
. o ???

3 o P77
. o ??77?
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Original Article

SGLT2i with ARNIi versus RASI in heart
failure with reduced ejection fraction:
Improved survival and reduced
hyperkalemia risk in a real-world cohort
study

Jian-Rong Peng MD ° ®, Tien-Hsing Chen MD ° © ¢, Dong-Yi Chen MD, PhD © &, Yuan Lin MD © f,
Tien-Shin Chou MD ° 8, Ning-I Yang MD © ¢, Chao-Yung Wang MD ° 2, Ming-Lung Tsai MD P
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. Potassium >6 mEq/L

5 7 —— SGLT2i+ARNi
— SGLTZ2i+RASI
3 4 -
:q:: Subdistribution hazard ratio of SGLT2i+ARNi,
o 3 0.38 (95% CI, 0.27-0.54)
b=
(]
@
= <
n
=
£ 1 -~
=
(&)
O L] 1 L J L) L} L] 1 L} L} L) 1] 1
0 3 6 9 12 15 18 21 24 27 30 33 36
Follow-up month
At risk (%):
SGLT2i+ARNi 100 71.1 48.9 37.6 29.2 22.4 17.5

SGLT2i+RASI ‘i iI ‘ i‘ I i‘ ‘ II ‘ Ii i ii ‘



Hiperkalemiya >5/5 mmol/L

e Hemoliz? Qeyri GDMT darman(NSAID/Trimetoprim)?
1 . e Diyet dayarlandirma/optimallasdirma
e GDMT dayarlandirma

e Uygun diuretik istifadasi
2 . e Serum bikarbonat saviyyasinin optimallasdiriimasi
e Kalium birlasdirici vasitalor

3 « ?7?
. « ?7?
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Na zirconium cyclosilicate (STABILIZE

Patiromer(DIAMOND) CKD)
e 8.4 g/glinliik doz e Kaskin 10 mg 3x1
* GiS yan tasir * Xronik 5-10 mg 1x1

+ Hipomagnezemiya * Hipertenziya va periferik 6dem

Dicar d arla 3 * Tursu muhit talab edan
[ ] .
Igar darmanlaria 5 saat ara ver darmanlardan 2 saat ara ila ver.




Hiperkalemiya >5/5 mmol/L

Hemoliz? Qeyri GDMT darman(NSAID/Trimetoprim)?
Diyet dayarlandirma/optimallasdirma
GDMT dayarlandirma

1.

e Uygun diuretik istifadasi

2 e Serum bikarbonat saviyyasinin optimallasdiriimasi
[ ]

e Kalium birlasdirici vasitalar

e RAASi/MRA dozasin azalt vaya darmani saxla( KV mortalita)
3 e BB daha selektiv?

[
e Tokrar dayarlandir va takrar baslamagi disin




UC va XBX lictin  ortag mualica gercak olarmi?

T2DM+XBX - U¢
HFpEF? HFMEF,HFrEF
4 GLP-1 ) 4 RAASI )
RAASI SGLT2i
SGLT2i ns MRA/MRA
N ns -MRA y N BB Y,
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UC va XBX lictin  ortag mualica gercak olarmi?

BOLI XEYR
* GDMT-Kasisan noqgtalar var. e XBX inkisafinda heterogenlik
* Birisi icun olan mualica digarini * ETA-RA kimi galacak XBX onlayici
Onlaya vaya gecikdirabilar. darmanla UC riskini azaltmur.

* Yeniliklarla barabar RAASI/MRA  Diabetik olmayan(QN) XBX Ucun
kombinasiyasi daha rahatdir. spesifik mualicalar




KARDIOMETABOLIK V3
NADIR X3STOLIKLOR KONQRESI

OK (Use freely) Renally dose Use with caution Case-dependent ’ Contraindicated
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e HeRS SRR TA i ” Hilton Otel , Baki

GDMT.org

Safety Efficacy

Class | pillars of HFrEF GDMT
across the span of kidney disease

CKD 1-

Class Medication ESKD CKD 5 CKD4 CKD 3B CKD 3A 2 AKI
ACEI Lisinopril Renally-dose Renally-dose OK Contraindicated
ARB Losartan OK OK OK Contraindicated
ARNI Sacubitril-valsartan Renally-dose Renally-dose Contraindicated
BBs Metoprolol OK OK

Carvedilol OK OK

Bisoprolol Renally-dose Renally-dose
Loop Furosemide
diuretics

Torsemide
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Bir daha xatirlayaq...

* Hoam UC, ham da XBX cox daha erkandan énlanabilar.
« UC-da bdyrayi gorumagin an yaxsi yolu Urayi diizglin mialica etmakdir.

e Kreatinin artimi voa GFR azalmasi cox vaxt struktur zadalanma
deyil,hemodinamik mansalidir.

 GDMT bagli mulayim GFR azalmasi cox vaxt kecicidir,uzun muddatli
kardiyorenal faydani inkar etmir.

* Hiperkalemiya ssasan idars olunabilan farmakolojik yan tasirdir,asassiz
darmanlar kasilmamalidir.



Urak tak doyiinmiir.
Boyrak tak susmur.

Biz da tok garar vermoamaliyik.

Erkon diisiinmali, birlikds garar vermoliyik.

G ) e
7T SR gy
0~ e o
LN -
o Ao ok ™
10105 RS R
e /
By e SR Y e {
MU0 G R S a s s F L *
A ' ity
REVARY A N
N ) A T
et Rnetag SRy
AL AR W D)
W TR EN s \

o AR ) T
N3G WP L
b O LIRS [ v

Srditel YA T WA AN

e

Eyni xastonin iki organim deyil,
bir taleyini — oliimdan qorumaliyiq.

Tosgakkiir edirom. ./ \ ~



	Slide 1: Ürək çatışmazlığı və böyrək disfunksiyası: ikili zədələnmə    Dr.Pərviz Cəfərov MD,FESC  Liv Bona Dea Hospital drparvizjafarov
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7:            ÜÇ                                                XBX    ÜÇ -da XBX    Səbəb? Nəticə?  Yoxsa Biomarker?   
	Slide 8
	Slide 9
	Slide 10
	Slide 11: Bəs mənim cavablayacağım suallar?
	Slide 12: Elmi data yetərlidirmi? Problemlər nələrdir? 
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18: ÜÇ xəstələrinin XBX-də GDMT ilə müalicə planı
	Slide 19: Renalizmin səbəbi? Həll yolu nədir? 
	Slide 20
	Slide 21
	Slide 22: ROSE-AHF çalışmasında dekonjessiya zamanı “böyrək funksiyasının pisləşməsi” (KDIGO 1-ci mərhələ AKİ-yə ekvivalent) AKİ biomarkerlərinin (NAG, NGAL və ya KIM-1) yüksəlməsi ilə əlaqəli deyildi . 
	Slide 23
	Slide 24
	Slide 25
	Slide 26: GDMT (başlandıqdan vəya titrasiyadan 2-4 həftə sonra)
	Slide 27:             Hiperkalemiya  >5/5 mmol/L
	Slide 28
	Slide 29:             Hiperkalemiya  >5/5 mmol/L
	Slide 30
	Slide 31:             Hiperkalemiya  >5/5 mmol/L
	Slide 32: ÜÇ və XBX üçün   ortaq müalicə gerçək olarmı? 
	Slide 33: ÜÇ və XBX üçün   ortaq müalicə gerçək olarmı?
	Slide 34:                                GDMT.org
	Slide 35: Bir daha xatırlayaq...
	Slide 36

