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Sekundarpravention: BARMELWEID
Grundsatze der kardiovaskularen
Rehabilitation
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Klink Barmelweid als Lungensanatorium
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Definitions

Cardiac rehabilitation

» implies restoration of one’s health from an acute affection

Secondary prevention

» corresponds to a comprehensive risk factor management to reduce
cardiovascular risk to improve survival, reduce recurrent events and
improve quality of life.

» implies, that patient care is not restricted to patients after an acute
event but includes also “non-acute” cardiovascular disease states
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BARMELWEID

IMDIKATICON: belastungsabhdngige Thoraxschmerzen. Ergometrie bei guter Leistungsfiahighkeit aber formal
negativ. Breites kardiovaskuldres Risikoprofil inklusive Diabetes, arterieller Hypertonie, Miereninsuffizienz.

Koronare fweigefdasserkrankung:

-RIVA/D1 -Bifurkationsstenose, PCl/Stent (1xDES)

-1. Marginalast des RCX seriell 80% stenosiert, PCliStent (2xDES)
-normale linksventrikulare Pumpfunktion {LVEF 65%)

Normale Hierenarterien
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Procedere

- Aspirin 100 mg/d zeitlich unlimitert, Brilique 2x90 mg flr 12 Monate

- Aufgrund Kontrastmittelinjektionund grenzwertigen Nierenwerten (Kreatinin 116 umol/L, Clearance
nach c&G 102ml/min): Nachhydrieren, Pause Aldactone und Co-Valsartan flr 2 Tage, dann
wiederbeginnen

- Kontrolle Kreatinin bei HA nachste Woche

- Optimierung derkardiovaskularen Risikofaktoren
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37-jahriger Informatiker, Check-up, elektrisch neg., klinisch BARMELWEID
fraglich pos.
» Raucher
« Bal 1<102)
* Blu rtonie,
dia: laxationsstorung)
* Be\
* Ps) berufliche
Ub ition)

« Isst haufig “Fertigprodukte”

Besuch eines kardialen
Rehabilitationsprogrammes
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Inhalte eines strukturierten multidisziplinaren BARMELWEID

Rehabilitationsprogrammes:

1. Rauchstoppbegleitung

2. Analyse der Ernédhrungsgewohnheiten, Instruktion einer “herzfreundlichen” Erndhrung, nachhaltige
Gewichtsabnahme

3. Kontrollierter Beginn eines regelmassigen kdrperlichen Ausdauertrainings, Instruktion der optimalen
Trainingsintensitat, Einfuhrung ins Krafttraining und Entspannungsubungen

4. Optimierung der medikamentdsen Therapie zur Kontrolle der kardiovaskularen Risikofaktoren
5. Erfassung und Behandlung psychosozialer Risikofaktoren, Stressmanagement

6. Information Uber den Zusammenhang von kardiovaskularen Risikofaktoren, Ernédhrungsgewohn-
heiten, regelmassiger korperlicher Bewegung und koronarer Herzkrankheit, Einbezug der Partnerin
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BARMELWEID

- Raucht noch immer - erfolgreicher Rauchstopp ohne
- Bauchumfang leicht 1 Gewichtszunahme
- Persitierender - Fahrt regelmassig Fahrrad

Bewegungsmangel - BD gut kontrolliert
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74-jahriger Patient BARMELWEID

Koronare 2-Gefasserkrankung mit

Linksfuhrende kardiale Dekompensation mit Lungenddem und Pleuraergussen bds., bei
schwerer respiratorischer Partialinsuffizienz bei subakutem anterioren STEMI

Koronarangiographie: Subtotale Stenose proximaler/ mittlerer RIVA: 3x PCI/ Stent,
Verschuss 1. Diagonalast: PTCA, Signifikante Stenose ostiale RCA: 1x PCIl/Stent

TTE: Schwer dilatierter, exzentrisch hypertropher linker Ventrikel, LV-EF 25-30%,
Mittelschwere MI, mittelschwere Tl, erhdhte pulmonale Druckwerte (RV/RA-Gradient
48mmHg, sPAP geschéatzt S6mmHg)

cVRF: arterielle Hypertonie, Pradiabetes, ehemaliger Nikotinkonsum (ca. 10-15 py, sistiert
ca. 1973), positive Familienanamnese

Niereninsuffizienz (eGFR 20ml/kg/Min.)
Life-Vest
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BARMELWEID
Stationare und ambulante Rehabilitation

ambulant F |-

stationar

3 bis 4 Wochen 12 Wochen
tagliches Programm 3 x pro Woche, je 2 bis 3 Std
Inhalte wie bei ambulantem teils berufsbegleitend

Programm



SGV —
SSMC Schweizerische Gesellschaft der Vertrauens- und Versicherungsérzie BARMELWEID

Indikation zur stationaren Therapie: Grundlagen zur
Erstellung der Kostengutsprache

Nach Thoraxchirurgie

- Pat. > 70jahrig
- linksventrikulare EF < 40% )
- IPS-Aufenthalt (respektive spezielle Uberwachungsstation) =2 3 Tage

Nach perkutaner Intervention

- Klappenersatz bei Pat. > 75jahrig
- Herzinsuffizienz NYHA Ill oder IV
- rhythmogen instabile Situation

Hospitalisation nach Herzkrankheit ohne Eingriff

- grosser Infarkt
- Herzinsuffizienz NYHA Ill oder IV



SSMC Schweizerische Gesellschaft der Vertrauens- und Versicherungsérzie BARMELWEID

Weitere Indikationen zur stationaren Therapie

 Herauslosen des Patienten aus hauslicher und/ oder
beruflicher Stresssituation

e Vermeiden der regelmassigen Anreise zum Programm

Evtl. kombinierte Rehabilitation ins Auge fassen:

- Fridhzeitig planen!

- Krankenkasse ubernimmt nicht «doppelte»
Rehabilitation




Sekundarpravention bei KHK BARMELWEID

- Rationale

Verhinderung eines negativen Remodellings

Verlangsamung/ Stopp/ Regression (?) der
Arteriosklerose

Reintegration in gewohntes berufliches und soziales
Umfeld

» Optimale medikamentdse Kontrolle der
Risikofaktoren

» Einleitung protektiver Lifestylemassnahmen

» Krankheitsverarbeitung



Ursachen der Abnahme der Sterblichkeit von Herz-

Kreislauferkrankungen in Irland (1985 - 2006)
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Herzinfarkt
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Cholesterinsenker

Unbekannte Ursache

Kabir et al, Int J Cardiol 2013
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Secondary prevention through cardiac rehabilitation:

from knowledge to implementation. A position paper

from the Cardiac Rehabilitation Section of the European
Association of Cardiovascular Prevention and Rehabilitation
Massimo Francesco Piepoli, Ugo Corra, Werner Benzer,
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European Journal of Cardiovascular Prevention and Rehabilitation 2010, 17:1-17



Table 1 Core cardiac rehabilitation components and objectives common to all elinical conditions

Components

Fafent assessmeni

Clinical histeny: sereening for cardicvascular risk factors, co-morbidities and disabilities

Symptoms: cardicvascular disease (NYHA class for dyspnoea and CCS class for angina)

Adherence: to the medical regime and self-monitering {weight, BF, symptoms)

Fhysical examinaticn: general heslth status, heart failure signs, cardiae and earstid mormors, BP contrel, extremities for presence of afenal pulses and erthopaedic
pathelooy, cardisvascular aceidents with/without neurelsgical seouelae

ECG: heart rate, riythm, repolarization

Cardiac imaging (2-dimensicnal and Doppler echocardicgraphy): in particular ventricular functions and valve heart diseases where appropriate

Blood testing: routine bicchemical assay, fasting blood glueose, (HbAT1C i fasting blood glucsse s elevated), total cholesters|, LDL-CG, HDL-G,
trigheerides

Fhysical actiity level: domestie, secupational, and recreaticnal needs, activities relevant to age, gender, and daily [ife, readiness toe change behavisur, self-confidence,
barriers to increased physical actiity, and secial suppert In making positve changes

Feak exereise capacity: symptom-limited exercise testing, either on bicyele ergemeter, or on treadmill

Education: clear, comprehensible information on the basic purpese of the GR programme and the rele of each component

Experted putcomes

Formulation of ‘tailored’, patient-specific, sbjectives of the CR proegramme
Physical aciivily counselling

A minimum of 30-6B0 min/session of moderately intense aercbic actrity, preferable daily, or at least 3-4'week

Emphasize: sedentary [festyle as nsk factor, and benefits of physical activityl any increase in activity has a postive health benefit

Recommend: gradual increases in dally [festyle activities over time, and how to incorporate it inte daily reotine

Adbiise! individualize physical activity aeesrding to patient's age, past habits, co-morbidities, preferences and goals

Feassure! regarding the safety of the recommended proteeol

Encourage: invelvement in leisure activities which are enjeyable and in group exercise training programme as patients tend to revert to previcus sedentany habits

maer time



Table 1 (continued)

Components

Forewarn: patients need to be forewarned of the nsk of relapses: thus education should underline how benefis may be achieved and the need for its ifelong
eentinuaticn, If physical activity interruptien has ceeurred, physical, seeial and psyeholegical barners to attendance should be explered, and alternative appreaches
suggested [12]

Expected outcomes
Increased participaticn in doemestic, soecupatienal, and recreational activities
Improved peychosceial well-being, preventien of disability, and enhaneement of cppoertunities for independent self-care
Improved aercbic fitness
Improved prognosis

Evercise kraining (ET}

ET should be prescribed on an individualized approach after careful elinical evaluation, insluding risk stratfication, behavicural characteristics, personal goals and

exercise preferences, As general achice, recemmend:

= 150 minfweek ftwo and half hours); ideally 3-4 hiweek

Sub-maximal endurance training, i.e2., startting at 50% of maximal work load or VO@ max f availlable and gradually increasing till 70%
Energy consumpticn: 1000-2000 keal! weeak

Expand physical activity to include weight/resistance training 2 tim esfweek [14]

Cruring the initial phases supenvised, in-hospital ET programme may be recommended, especially, to venfy individual respenses and tolerability, elinical stability and
promptly identfy signs and symptems indicating to moedfy or terminate the programme, The supenvisicn should include physical examination, montering of HRE, BF
and rhythm before, during and after ET, The supenvised perind should be prolonged in patients with new symptems, signs, BF abnermalities and increased
supraventricular or ventricular ectopy during exercise

Expected cuteomes
Inereased cardicrespiratery ftness and enhaneed flexibility, muscular enduranees, and strength
Feduction of symptems, attenuated physislegical responses te physical challenges, and impreved psychoesoeial well-being

Delrufrifional counselling

Assessment: daily caloric intake and dietary content of fat, saturated fat, sediom, and cther nutrients. Assess eating habits

Education: of patient {and family members) regarding digtary goals and how te attain them; salt, lipid and water content of commoen fesds

Healthy food choices:

Wide variety of foods; low salt foods;

Mediterranean diet: fruits, vegetables, wholegrain cereals and bread, fish {especially v, lean meat, low fat dainy products

Replace saturated fat with the above fosds and with monounsaturated and polyunsaturated fats from vegetable {oleic acid as in olive oil and rapeseed oil) and
marine socurces to reduce total fat to less than 309 of energy, of which less than 1 of 3 is saturated

Avoid: pverweight, particularly beverages and focds with added sugars and salty food

Integrate: behavicur-change moedels and cemplianee strategies in counselling sessions

Expected outcome
Lees of 5-10% of booy weight and moedification of associated risk factors

Weight confrol management

Assessment: analysis of nutritien habits, caleres intake and physical activity

Eduraticn: provide behavicural and nutriticnal counselling with follsw-up to meniter progress in achieving goals

Weight reduction: is recommended in cbese patients (BMI = 30, or waist circumference = 102 em in men or = 88 cm in women), and should be considered in
vverweight patients (BM| = 25, or waist circumference = 94 em in men or = 80 em in women), particularly f associated with multiple risk facters {such as
miperensicn, hyperlipidaemia, smeking and insulin resistance or diabetes)

Expected outcomes
Elaboration of an individualized stratecy to reduce 5-108% of body weight and medification of assoeiated risk factors
Where goal is not attained, consider referring patient to specialist shesity clinic I 2019

190



Lipid managemend

Assessment: lipid profile. Modify diet, physical activity, and medication therapy if appropriate
Expected suteomes

Primary goal LDL-C level <7100 mo/dl {25 mmel/l) with an opticn of <80 mg/dl (2.0 mmol/) f feasible, particularly if assooiated with multiple risk factors [12]
Secondary goals: HDL-C level 40 mog/dl {1.0mmolT) in men and > 45 mgéd (1.2 mmol/l) in women; total cholestersl level less than 175 mg/dl with an opticn of
<155 mg/dl if feasible; fasting triglyceride level less than 150 mogfdl (1.7 mmol)
Blood pressure moniionng
Assessment: BP frequently at rest. During exercise BP shoeuld Be mentored when hyperdension on effert is suspected
Educaticn: if resting systelie BP is 130-132 mmHy or diastolic BP s 85-82 mmHg, recommend life-style modifications, exercise, weight management, sodiom

restriction, and moderation of alosho! intake (e, <30 g/day in men and < 15 g/day in women) acoording to DASH diet [18]; F patient has diabetes or chronic renal
or cardiovaseular disease, consider drug therapy

If resting systolic BP is = 140 mmHy or diastolic BP is 2 90 mmHyg, initiate drug therapy [18]
Expected sutcomes
BF < 14080 mmHg {or <2 130/80 mmHy if patient has diabetes or chronic heart or renal failure); BR <2 120/80 mmHyg in patients with left ventricular
cysfunction
Smoking cessafion

All smokers should be professisnally encouraged to permanently stoep smeking all forms of tobacen, Follow-up, referral to special programmes, ancior
pharmacotherapy (ineluding nicstine replacement) are recommended, a5 2 stepwise strategy for smoking cessation, Structured approaches to be used, for
example, bAs: Asl, Advise, Assess, Assist, Armange

Aslk the patient aboeut hisfher smoking status and use of sther tobaceo products, Specify both amount of smeking (cigarettes per day) and duratioen of smoking {number
of years)

Dretermine readiness to change; § ready, chosse a date for guitting

Assess for peychosceial factsrs that may impede success

Interventicn: provide structured follow-up, Offer behavicural advice and group or individual counseling

Offer nicotine replacement therapy, bupropicn, varenicline, or both

Expected sutcome

Lengterm abstinenee from smoking
Fsychosocial maragemernd

Assessment: soreen for psyeholsgical distress as indicated by elinically signficant levels of depressicn, anxiety, anger or hestility, social isclation, mantalfamily

distress, sexual dysfunctivnfadjust ment, and substanee abuse of aleshol andfor sther peychotropic agents, Use intenview andfor other standardized
measurement tools

Interventicn: effer individual and'er small greop edoestion and esunseling ¢n adjustment te heart disease, stress management, and health-related lifestyle shange
{profession, car driving and sex activities resumption)

Whenever possible, induee spouses and cther family members, domestie partners, andfer significant cthers in such sessions. Teach and support sef-help strategies
and ability te cbtain effective social support. Provide vocational counseling in case of work related stress
Expected sutecome

Absence of elinicaly significant peychosecial problems and acouisition of stress management skills



Standards and core components for
cardiovascular disease prevention and
rehabilitation (www.bacpr.com)

The delivery of the seven core components employing an
evidence-based approach.

1.1 Health behaviour change and education

1.2 Lifestyle risk factor management (physical activity and exercise,
diet, smoking cessation)

1.3 Psychosocial health

1.4 Medical risk factor management
1.5 Cardioprotective therapies

1.6 Long-term management

1.7 Audit and evaluation


http://www.bacpr.com/

Stapdards and core components for S ABMELWEID
cardiovascular disease prevention and
rehabilitation (www.bacpr.com)

An integrated multidisciplinary team consisting of qualified and
competent practitioners, led by a clinical coordinator.

Identification, referral and recruitment of eligible patient populations.

Early initial assessment of individual patient needs in each of the core
components, ongoing assessment and reassessment upon
programme completion.

Early provision of a cardiac rehabilitation programme, with a defined
pathway of care, which meets the core components and is aligned
with patient preference and choice.

Registration and submission of data to a national database.

Establishment of a business case including a CR budget which meets
the full service costs.


http://www.bacpr.com/
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