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Année 2021

Guidelines
1856 publications Read Cardiaque (PubMed)

Inclusions, participation
2 eme année Covid ...

RC : coronarien
RC : IC FE réduite et préservée
RC : Populations particulieres
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ESC GUIDELINES ([
@ ESC European Heart Journal (2021) 42, 32273337
Soci 1

ety doi:10. )
of Cardiology

2021 ESC Guidelines on cardiovascular disease
prevention in clinical practice

Developed by the Task Force for cardiov: lar di Pr
in clinical practice with representatives of the European Society of
Cardiology and 12 medical societies

With the special contribution of the European Association of
Preventive Cardiology (EAPC)
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@ E S C European Journal of Preventive Cardiology FULL RESEARCH PAPER

European Society doi:10.1093/eurjpc/zwab115
of Cardiology

Poor adherence to lifestyle recommendations

in patients with coronary heart disease: results
from the EUROASPIRE surveys

Dirk De Bacauer @ '#_ Felicitv Astin?. Kornelia Kotseva®“. Nana Pogosova ® °.
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Figure | Combinations of unhealthy lifestyles in patients with coronary heart disease, by gender (the EUROASPIRE IV and V surveys).



ESC GUIDELINES
@ E s C European Heart Journal (2021) 00, 1—128

European Society dei:10.1093/eurheartj/ehab368
of Cardiology

2021 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Recommendations for exercise rehabilitation in patients
with chronic heart failure

Recommendations Class® Level®

Exercise is recommended for all patients who are
able in order to improve exercise capacity, QOL,

c 324 —328B335-—-337

and reduce HF hospitalzation.

A supervised, exercise-based, cardiac rehabilita-

tion programme should be considered in

lla -

patients with more severe disease, frailty, or

with comorbidities. ™24~ 327338
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CENTRAL ILLUSTRATION Rates and Predictors of Participation
Heart Failure

Less Likely to Utilize
Cardiac Rehabilitation

4.3% Overall Cardiac

Failure
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CONSENSUS DOCUMENT
Cardiac rehabilitation

WESC, s G

European Society doi:10.1093/euripc/zwaal21
of Cardiology

Comprehensive multicomponent cardiac
rehabilitation in cardiac implantable electronic
devices recipients: a consensus document from
the European Association of Preventive
Cardiology (EAPC; Secondary prevention and
rehabilitation section) and European Heart
Rhythm Association (EHRA)

Roberto F.E. Pedr}etti ® >, Marieichristine liou?, Carstgn W. Israel®, Ana Abi:eu‘.

MCT
HIT

MCT + résistance 5

Table | Challenges in patients with cardiac implant-
able electronic device during cardiac rehabilitation

+4-30%
+4-10%
+7-15%

Pas de sur-risque de
chocs Pas d’effets
déléteres

Table 4 Challenges for patients with a cardiac implantable electronic device during a CR programme

e Chronotropic incompetence, inappropriate sensor function for
rate-adaptive pacing (under- or overresponsive).

» Sinus tachycardia above the upper tracking limit (dual-chamber and
CRT devices).

e Under- and oversensing (pacemaker and 1CD).

e Arrhythmias (ventricular or supraventricular extrabeats, junctional
rhythm, supraventricular, and ventricular tachyarrhythmias).

e Changes in AV conduction.

o

Chronotropic incompetence
Insufficient heart rate increase despite sensor

Excessive pacing rate increase

Sinus rate above the upper tracking limit
2:1 block during exercise

Angina pectoris during exercise
Undersensing during exercise
Oversensing during exercise

Multiple supraventricular or ventricular premature beats,

endless loop tachycardia
Non-sustained ventricular tachycardia
Supraventricular tachycardia during CR

Accelerated junctional rhythm during exercise

Shortening of intrinsic AV delay

Programming solution

Activate sensor

Increase sensor reactivity (threshold of activity detection, rate increase, duration of
rate increase, etc.)

Decrease sensor reactivity (threshold of activity detection, rate increase, duration of
rate increase, etc.)

Increase upper tracking limit

Shorten sensed AV delay and/or PVARP, consider rate-adaptive AV delay and rate-
adaptive PVARP

Limit upper tracking rate to 110 b.p.m. in patients with coronary artery disease

Increase sensitivity (atrium: up to 0.1-0.2 mV)

Check sensing polarity (bipolar!), reduce sensitivity in pacemakers, avoid TENS

Activate PMT intervention’ in dual-chamber and CRT devices, activate PVC reaction
in dual-chamber devices, in individual cases increase the lower rate limit

Prolong tachycardia detection in ICDs (> 40 intervals)

Prolong tachycardia detection in ICDs (> 40 intervals in VT zones, >30/40 intervals
in VF zone), activate enhanced detection criteria or VT/SVT discrimination criteria,
in individual patients increase tachycardia detection rate (e.g. to 200 b.p.m.) with a
monitoring zone (e.g. 180-200 b.p.m.)

Increase the lower rate limit in dual-chamber and CRT devices (e.g. te 70 b.p.m.), ac-
tivate overdrive algorithms

In CRT: Shorten the sensed AV delay or (better) activate rate-adaptive AV delay; if
available activate negative AV hysteresis

.’ FORUM EU ROPEEN, CCEEUR, EXERCICE & PREVENTION



@ ESC e —— POSITION PAPER

Et'ncozeﬂfan'::ycmv doi10.1093/euripc/zwab007 Cardiac rehabilitation
— Exercise intensity assessment and prescription I
in cardiovascular rehabilitation and beyond: why . s

and how: a position statement from the
Secondary Prevention and Rehabilitation
Section of the European Association of
Preventive Cardiology s
Dominiaue Hansen"?*. Ana Abreu®. Marco Ambrosetti ® *.

’ . - : - . 7
Classification of aerobic exercise mtensnty1

Intensity VO,max (%) HRmax (%) HRR(%) RPEscale Trainingzone
Low intensity, light exercise <40 <55 <40 10-11 Aerobic
Moderate intensity exercise 40-69 55-74 40-69 12-13 Aerobic
High intensity 70-85 75-90 70-85 14-16 Aerobic + lactate
Very high intense exercise >85 >90 >85 17-19 Aerobic + lactate + anaerobic
AEROBIC TRAINING STRENGTH TRAINING
I Optimal sandards™ I Minimalstandards™ l

Step1
Determination of exercise intensity at entry of CR (phasell)

From firstCPET:
VT1by VE/VO,slope
VT2 by VE/VCO, siope

Extrapoliateto HR, W ortime

From first ergometry test:
W_... andHR .,
Extrapolateto %¥HR,.,,, %W_.., or time

From <10RM testof target muscles every few weeks:

Calculate desired load

Step 2
Control of exercise intensity during subsequent exercise sessions

Talk test or Borg RPE guided by clinician/therapist OMNI-RES guided by clinician/therapist

Step 3
Adjust the exercise intensity during progressive CR

From CPET after 3 months, or preferentially earlier, From ergometry after 3 months, or preferentially From <10RM testof target muscles every few weeks, based on clinical decision:

basedonclinical decision: earlier, based on clinical dedsion:
VT1by VE/VO,siope W, .. 3ndHR__, i
VT2 by VE/VCO, siope Extrapolateto %HR__,, %W,___, or time Calculate desired load

Extrapoiateto HR, W ortime

N\ FORUM EUROPEEN, CCEUR, EXERCICE & PREVENTION



The role of cardiac rehabilitation in improving cardiovascular outcomes.

. Il existe des recommandations de haut niveau de
preuve

Patient
assessment

Exercise Nutrition
training counsellin: . by
I Weight

Physical activity \ management
counselling 9 °

Z} - - ‘ '
= ) Core eomponents of

Intérét d’alternatives et de la télé-réadaptation

O cardiac rehabilitation . *  Nécessité d'une pérennisation des programmes,
S o % managemegg avec une prise en charge globale et inclusive des
i ‘ P B N Y patients
T | P
S e fi»;j:} "j * Nécessité de développer ces programmes de
R W réadaptation dans pays niveau économique moyen
e et faible
O Taylor RS, Dalal HM, McDonagh STJ. Nat Rev Cardiol. 2021 Sep 16:1-15.
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Low: 98-9.490
BN Moderate: 9.491-43,795
N High: 43.796-3.313.674
Data unavaiable
Countries with no CR Y

b Total number of CR programmes per country

X3 7

1-10 (n = 69)
B 11-30(n = 17)
B 3175 (n - 14)
N 75150 (n = 4)
B 150 (n - 7) |
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Raview

Exercise-based cardiac rehabilitation programs in the era of

COVID-19: a critical review

Marios Stefanakis®. Ladislav Batalik®?, Jannis Papathanasiou®:", Lefkothea Dipla®, Varsamo Antoniou®, Garyfallia Pepera®:*

Rev. Cardiovasc. Med. zoz1vol. 22(4), 1143-1155

Advantages

Privacy

Minimum transportation
Greater idependence

Lower costs

Combined with relemonitoring
Customization

Limitations

Compensations

Literacy of the digital age
Unification in E-medical records
Data security and confidentiality
Absence of legal concepts

Lack of social contact

Fewer face-to-face interaction

Fig. 3. Limitations and Advantages of Telerchabilitation, adapted

PSYCHOSOCIAL
Tests of cognition
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Monitoring of sleep
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Number of programmes starting to use technology to deliver exercise-based cardiac

BMJ) Open How has technology been used to

deliver cardiac rehabilitation during the
COVID-19 pandemic? An international
cross-sectional survey of healthcare
professionals conducted by the BACPR
Alasdair F O'Doherty ,! Helen Humphreys 23 sSusan Dawkes,*®

Aynsley Cowie,*® Sally Hinton,® Peter H Brubaker,” Tom Butler,*®
Simon Nichols @ 232

World Health Organisation

Declares COVID-19 a Pandemic 7|

England publishes the NHS long-term plan to increase uptake

on to cardiac rehabilitation to 85% 20
1
1

ds=f 1 T 0

OPEEN, CCEUR, EXERCICE & PREVENTION

Cumulative number of programmes using technology to deliver exercise-based cardiac

rehabilitation



En France

3015 patients ,age moyen de 66 ans
Pres de 45 % des patients sont allés en centre de réadaptation cardiague ou non

Les patients COVID sont plus souvent adresseés directement (14.5% et 12.1%,vs 5.7%
pour non COVID; P < 0.0001).

Les patients COVID sont moins souvent adressés (acceptes?)en R Cardiaque

La réadaptation et les consultations de médecine générale sont associés a I'adhésion
médicamenteuse

Admission to rehabilitation unit - all types

(90-day post discharge)®
Prior COVID-19 hospitalization ——
Concomitant COVID-19 ——

Admission to cardiac rehabilitation unit
(90-day post discharge)’

Prior COVID-19 hospitalization —{—1—
Concomitant COVID-19 —0—
00 05 10 15 20 25 30 35 40 45 50
OR adj*
Archives of Cardiovascular Disease 115 (2022) 37—47

O
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@ E s C European Journal of Preventive Cardiology FULL RESEARCH PAPER

European Society dci:10.1093/eurjpc/zwab083
of Cardiclogy

Physical Activity 20 895 patlents

Suivi moyen: 4.5 ans

Participation in exercise-based cardiac

rehabilitation is related to reduced total

Mortalité totale - 28 %

mortality in both men and women: results
from the SWEDEHEART registry

i 7 . .
6rjan Ekblom1*, Asa Cider2’3, Kristina Hambraeus4, Maria Béickz's, Red UCtlon d u rlsq ue
1,8 :

Margrét Leosdottir®’, Amanda Lénn

1.00

098

096

094

Overall survival

092

0,90

, and Mats Bﬁrjesson2’9

supérieur chez les femmes
- (HR 0.54) vs chez les
non-participants hommes (HR 0.81)

—I1 participants

2,00 400 6,00 8,00 10,00

Years

Figure 2 Total mortality in fully adjusted analyses of individuals (n =20 895) participating vs. not participating in exercise-based cardiac

rehabilitation.



Journal of the American Heart Association e

Volume 10, Issue 20, 19 October 2021 ooy
https:/doi.org/10.1161/AJAHA 120.021386 . QW Asscciation -

ORIGINAL RESEARCH

Dose of Cardiac Rehabilitation to Reduce
Mortality and Morbidity: A Population-Based

Study

Jose R. Medina-Inoiosa. MD. MSc (&) : Sherrv L. Grace. PhD () : Marta Supervia. MD. MSc (& :
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Time to MACE, years
Log-Rank p-value 0.007

Mayoclinic

Cohorte: 2 345 CAD (2002 to 2012)
36 séances prescrites /12.5 réalisées
Suivi moyen =6 ans -> 12

« Dose » de RC CR est inversement

associée avec événements CV (acute
MI, unstable angina, ventricular arrhythmias,
stroke, revascularization, all cause mortality)

Il n’a pas éte retrouve de seuil

Chaque séance supplémentaire
améliore le pronostic

Effet dose- réponse
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FULL RESEARCH PAPER
European Society hps:/doi.org/10.1093/eurjpc/zwab191 Cardiac rehabilitation
of Cardiology

Exercise-based cardiac rehabilitation vs.
percutaneous coronary intervention for chronic
coronary syndrome: impact on morbidity and
mortality

18-month events, n (%)

[ CR cohort PCI cohort I Odds Ratio  95% CI p-value
All-cause mortality 86/4,346 (2.0%) 225/4,327(5.2%) 0.37 0.29-0.47 <0.0001
Rehospitalisation 717/4,357 (16.5%) 1,751/4,357 (40.2%) 0.29 0.27-0.32
Cardiovascular morbidities
Acute myocardial infarction 125/2,877 (4.3%) 185/3,097 (6.0%

Stroke

Heart failure

69/4,144 (1.7%)

18 382 SCC

18 mois suivi

SO .
CR 27 oy
ed 7 o™
= c:‘se % m ce 0\’\\"?‘P
356 \\U
!-‘0‘4 fa
f;a de‘,‘t \'\3 18-month events, n (%)
\'\C‘ [ CR cohort CR+PClI cohort ] Odds Ratio 95% CI p-value
€ mortality 36/1,332 (2.7%) 36/1,334 (2.7%) 1.00 0.63-1.60 0.9949
Rehospitalisation 224/1,337 (16.8) 224/1,337 (16.8) 1.00 0.82-1.23 1.0000
Cardiovascular morbidities
Acute myocardial infarction 35/907 (3.9%) 31/886 (3.5%) 1.11 0.68-1.81 0.6857
Stroke 18/1,288 (1.4%) 25/1,277 (2.0%) 0.71 0.39-1.31 0.2692
Heart failure 95/1,036 (9.2%) 61/1,034 (5.9%) 1.61 1.15-2.25 0.0048

os 1 1s

Odds ratio (95% C1)
Favours CR Favours CR+PCI

B T
-
—e—
_— .
05 1 15 2 25

Odds ratio (95% CI)



Contents lists available at ScienceDirect

journal homepage: www.elsevier.com/loc

CARDIOLOGY

International Journal of Cardiology

ate/lijcard

Strain predicts left ventricular functional recovery after acute myocardial

infarction with systolic dysfunction

Ahmed Ben Driss*P*, Caroline Ben Driss Lepage 2, Anis Sfaxi ¢, Maher Hakim €, Simon Elhadad €,
Jean Yves Tabet ®, Ahmed Salhi €, Virginie Brandao Carreira , Madjid Hattab “, Philippe Meurin %, Héléne Weber 7,
Phalla Ou®, Jean Francois Quignodon 9, Guillaume Jondeau?, Jean Pierre Laissy ?

100 7 1
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= 40 Log rank = 5.2
g b p = 0.02
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Fig.

©

prediction of global LV functional improvement at 8 month follow-up.

FORUM EUROPEEN, CEEUR, EXERCICE & PREVENTION

Fig. 5. Kaplan-Meier event curves for time to cardiac event during the follow-up period
according to baseline GLS. The median GLS value was — 11.5%. The event-free survival
was lower in patients with baseline GLS = —11.5% (dashed line) than in those with
baseline GLS = — 11.5% (solid line) (p = 0.01).
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prediction of LV remodeling at 8 month follow-up.



Cardiac Rehabilitation for Patients
With Heart Failure

JACC Expert Panel

CENTRAL ILLUSTRATION Mechanisms of Beneficial Effects of Exercise Training and Cardiac Rehabilitation in Pa-

tients With Heart Failure

Improvement in

1 Respiratory muscle
strength

1 Minute ventilation
} Dyspnea

endothelial function

} vasoconstriction
4 Lv afterload
} Hypertension

Improvement in
fiber composition

Improvement in
muscle structure

t Muscle strength,
mass, function

1 O, extraction
} Sarcopenia

} Insulin resistance
} Adiposity
} Hyperlipidemia

Bozkurt, B. et al. J Am Coll Cardiol. 2021;77(11):1454-69.

{ Cardiac output
} Filling pressures
} Resting heart rate

Improvement
in autonomic
balance

} Sympathetic tone

t vagal tone

} Renin
} Angiotensin
} Aldosterone

} Inflammation

} Inflammatory
cytokines

TABLE 2 HIUT Versus MCT in Patients With Heart Failure

Mechanisms by which cardiac rehabilitation and exercise training improve overall status in patients with heart failure.

MCT HITT
Evidence base 4+ J+
Similarity to lifestyle exercise +++ +
Time required - ST
Suitability for frailty/very low fitness b 4+
Staff effort 4+ 4+
Cardiometabolic benefit + 4+ At
Fitness achieved +++ 44+
Suitability for broad range of patients +4+++ ++
Safety + A+ ++




@ ESC European Journal of Preventive Cardiology (2021) 28, 17041710 FULL RESEARCH PAPER

European Society doi:10.1093/eurjpc/zwab035 Cardiac rehabilitation
of Cardiology

Cardiac rehabilitation and all-cause mortality
in patients with heart failure: a retrospective
cohort study

Benjamin J.R. Buckley ©® T, Stephanie L. Harrison', Elnara Fazio—Eynullayevaz,

2082 ICen RC vs 20182 IC sans RC

Suivi 2 ans
Major adverse 7% of events Odds ratio 95% Cl P-value
events
All-cause mortality 9.3 vs. 152 0.58 054062 <0.0001
Hospitalization 404wvs. 478 0.74 0.71-0.77 =<0.0001
Incident stroke® 07 ws. 12 0.63 051079 <=0.0001
Incident AF" 22wvs. 45 0.47 04055 =0.0001

N
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/I EoC European Journal of Preventive Cardiology

European Society hrtps://doi.org/10.1093/eurjpcfzwab195
of Cardiology

RESEARCH LETTER

Exercise training effects on metabolic and
ventilatory changes in heart failure patients
with exercise oscillatory ventilation: systematic

review and meta-analysis

Post-treatment Pre-treatment

OVE stuay Events Total Events Total Risk Ratio RR  95%-Cl Weight
Zurek (2012) 15 52 52 52 0.30 [0.19;0.45] 69.8%
Panagopoulou (2017) 6 20 20 20 —h— 032 [017,060] 302%
Random effects model 72 e — 0.30 [0.21; 0.43] 100.0%
Heterogeneity 1° = 0%, - =0, p =085 { T J T

02 05 1 2 5
favorable unfavorable
V E / VCO 2 Post-treatment Pre-treatment
. Total Mean SD Total Mean SD Mean Difference MD 95%-Cl1 Weight
Zurek (2012) 52 321 56 52 349 54 —i— -2.80 [-491;-069] 650%
Yamauchi (2016) 26 353 63 26 385 94 -3.20 [-7.55; 1.15] 154%
Panagopoulou (2017) 20 310 60 20 330 64 + 200 [-584;: 184] 197%
Random effects model a8 o8 —ee— -2.70 [-4.41; -1.00] 100.0%
Heterogeneity: 1> = 0%, t> = 0, p = 0.91 11 i
6 4 -2 0 2 4 6
favorable unfavorable
VO 2 p e a k Post-treatment Pre-treatment
Total Mean SD Total Mean SD Mean Difference MD 95%-Cl Weight
Zurek (2012) 52 183 44 52 165 36 —a— 1.80 [0.25;3.35] 59.0%
Yamauchi (2016) 26 155 46 26 136 34 +—— 1.90 [-0.30;4.10] 29.1%
Panagopoulou (2017) 20 170 6.0 20 150 51 ——-— 200 [-1.45;545] 11.8%
Random effects model 98 98 e 1.85 [0.67; 3.04] 100.0%
Heterogeneity 1° = 0%, > =0, p = 099 J ’ ! g ! L
6 4 2 0 2 4 6

unfavorable favorable
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Exercise rehabilitation in cardiac resynchronization: systematic review

and a meta-analysis

Liza Grosman-Rimon'2@ . Sarah Hui? - Sara Santos® - Brian Vadasz® - Farid Foroutan® - Ashley Farrell® -

Spencer Lalonde® - Arash Ghashghai

Heart Failure Reviews (2021) 26:507-519

5. Michael McDonald?% .- Ana C. Alba®

51

Fig. 3 Significant improve-

ment in peak VO, with aerobic
exercise rehabilitation compared
with usual care

Fig. 4 Significant improvement

in AT-VO, with aerobic exercise
rchabilitation compared with
usual care

A=

Exercise Control Mean Difference Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Belardinelli et al. 2006 3.3 3.3969934 15 0.3 3.500009 10 7.4% 3.00[0.23,5.77)
Conraads etal 2007 55 12729 9 1.9 1.272792 8 185% 3.60(2.39,481) —
Martens etal. 2018 212 7070863 223 0.79 7.070924 432 19.2% 1.33[0.19,2.47) e
Nobre et al. 2016 3.7 1.934336 14 0.5 1.5232 16 18.0% 3.20[1.94, 4.46) e
Patwala et al. 2009 1.69 2236068 25 -0.34 5273 25 99% 2.0310.22,4.28) [
Santa-clara etal. 2019 1.7 2114743 20 0.6 2139892 17 16.8% 1.10-0.28, 2.48] T
Smolis-Bgk etal. 2015 42 2258101 26 2.7 5.280035 26 10.2% 1.500.71,3.71) ol RS e
Total (95% CI) 332 534 100.0% 2.26 [1.38, 3.13] <
Heterogeneity: Tau® = 0.70; Chi*= 12.87, df=6 (P = 0.05); F= 53% ‘ 2 5 2 i
Testfor overall effect Z= 505 (P < 0.00001) Control Exercise

Exercise Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Belardinelli et al. 2006 42 2617362 15 02 2434954 10 407% 400(1.99,6.01] —_—
Conraads et al 2007 34 28172 9 -07 1.118077 8 466% 410[2.22,5.99 —
Smolis-Bak et al. 2015 54 8884022 26 21 2920718 26 127% 33010.29,6.89) .y
Total (95% Ci) 50 44 100.0% 3.96 [2.68, 5.24) ’
Heterogeneity. Tau®= 0.00; Chi*= 0.15, df= 2 (P = 0.93), F= 0% ‘ 2 , 2 ;

Testfor overall effect Z= 6.05 (P < 0.00001)
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International Journal of Cardiology

journal homepage: www.elsevier.com/locateflijcard

Responses to exercise training in patients with heart failure. Analysis by
oxygen transport steps

Antoine Legendre *”*, Feriel Moatemri ¢, Oksana Kovalska ¢, Maria Balice-Pasquinelli ¢,
Jean-Christophe Blanchard ¢, Aurelia Lamar-Tanguy “, Francois Ledru ©, Pascal Cristofini ©, Marie-Christine lliou©
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[1(QO2peak+D0O2) non-resp
DO2 resp

@ QO2peak resp
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Effect of High-Intensity Interval Training, Moderate Continuous Training,
or Guideline-Based Physical Activity Advice on Peak Oxygen Consumption
in Patients With Heart Failure With Preserved Ejection Fraction

the OptimEx-Clin Study Group
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Disponible en ligne sur Elsevier Masson France

ScienceDirect EM|consulte

www.sciencedirect.com www.em-consulte.com

Article original

MEdical TReatment Optimization in cardiac rehabilitation (METRO
study) : a French multicenter study

Optimisation du trail médical en ion cardiaque (METRO study) : étude
multicentrique frangaise

Bruno Pavy™*, Marie-Christine lliou”, Jean-Michel Guy‘, Jean-Yves Tabet",
Anne Ponchon -Weess®, Bernard Pierre’, Marie-Cécile Blonde*, Franck Bnre

Francine Paemelaere', Gilles Bosser', Philippe Blanc¥, !, Frangois Carré"
on behalf of the group of exercise rehabilitation sport prevennon (GERSP) of the French
Society of Cardiology N_lOOO

Reasons given for treatment changes

Prospective multicenter study

Beta-blockers

None introduction Dose increase Dose decrease Molecule change stop -ACS: 68.5%
n=46 n=18 n=163 n=58 n=57 n=23 PCA: 62 G‘y
- . .07
no side effect 18 9 100 19 22 1
bradycardia 5 1 10 20 5 4 -CABG: 36.3%
hypotension o} 1 6 7 4 6
asthma 3 1 0 0 0 2 4 groups:
COPD 3 1 3 3 (0] (o] .
Raynaud 1 0 0 1 3 2 -no change in treatment
PAD 2 o 0 o o (o] . e .
Condiictiiais: i o o o o 5 -betablocker optimization (32%)
Hypoglycemia 1 o o o o (o} . i P B 0,
e g w o - N s -RAS inhibitors optimization (36%)
Sexual dysfunction O (o] 1 1 6 3 _ o,
Intolerance 1 o 1 2 2 3 bOth (164))
Refusal 1 o o o o 0
No response 9 5 42 5 15 1
18.3 +/- 6 sessions, full ET volume= 27+/-14h, same in the 4
Renin Angiotensin System inhibitors groups
None introduction Dose increase Dose decrease Molecule change stop Resu |ts:
n=180 n=96 n=194 n=19 n=35 n=14
- HRR +33%

no side effects 71 53 107 6 15 (o]
hypotension 34 21 26 9 6 8 CRF +24.8%
Cough 1 1 2 o 9 4
Renal failure 2 1 (o] (o] (o] (]
Intolerance 1 2 [0} 1 1 1 . - A . )
Angioedema 1 o o 0 0 0 Significant personalized changes in treatment in French CR
No response 70 18 59 3 4 1

Improving cardiorespiratory fitness and probably future
adherence to the drugs

COPD : Chronic obstructive pulmonary disease ; Conduction dis : conduction disease

@,
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Nature, Availability and Utilization of Women-Focused Cardiac Rehab:

Mamataz T, Ghisi GLM, Pakosh M, Grace, SL. 2021. BMC Cordiovascular Disorders.

A Systematic Review

Nedline, Pubmed. Embase,
EESY PsycINFO, CINAHL, Web of

Science, Scopus and Emcare
databases were searched.

Inception to May 2020.
Women 18+ with any CVD.

WFCR=

>30% women in sessions Or
program

CR, Cardiac Rehabilitation
WFCR, Women-focused Cardiac Rehabilitation
RCTs, randomized controlled wials

©

RESULTS

Participants = 3,697 women
10 countries, 44 centers

Nature

13 (46.4%) studies offered
women-focused sessions (vs full
programs)

17 (60.7%) studies were women-
only

11 (39.3%) studies had gender-
tailored contentie.g..

psychosocial components,
education contert)

5 (17.9%) studies offered alternate
forms of exercise (e.g.. Tai-chi,
dance, aerobics, yoga, Qigong,
water aerobics)

Utilization

Globally, 40% countries where
CR is available offered WFCR
1/3 programs).

Less accessible as WFCR
offered less frequently.

May be greater enrollment and
completion with WFCR
compared to traditional
supervised; little, & mixed
evidence

Greater adherence with
motivational women-only CR;
other evidence mixed
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TAVI

Revue 10 études (1 randomisée)

TAVI: sujets ages, fragiles, deconditionnés avant
procédure comorbidités multiples

Pas de guidelines spécifiques
-sUr

~-améliore les capacites physiques et force
musculaire

-améliore QOL
-réduit la mortalité a 6 mois

Réadaptation Cardiaque >> Réadaptation gériatrique

CARDIAC REHABILITATION

| L Syvmptoms” burden

| L Frailty

T Survival

T Quality of life

| L Depression

| L Anxiety

T Functional independence

"1 Mobility

| 1 Risk of falls
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T Muscular strenght

T Exercise capacity

I?erlongano S. J Clin Med 2021 Feb


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7922533/

C

Cochrane
Library

Cochrane Database of Systematic Reviews

Exercise-based cardiac rehabilitation for adults after heart valve

surgery (Review)

Abraham LN, Sibilitz KL, Berg SK, Tang LH, Risom SS, Lindschou J, Taylor RS, Borregaard B,

Zwisler AD

Patient or population: adults after heart valve surgery

Setting: hospital- and home-based
Intervention: exercise
Comparison: no exercise

Outcomes

Anticipated absolute effects* (95% CI)

Relative effect

Risk with no exercise

(95% CI)
Risk with exercise

MNe. of partici
pants
(studies)

Certainty of
the evidence
(GRADE)

All-cause mortality

Follow-up range: 3 to 24 months

Study population

RR 0.83
(0.26 to 2.68)

Cardiovascular mortality

All-cause hospitalisation

Follow-up: 6 months

TS per 1000

Mo study reported this outcome

Study population

66 per 1000
(21 to 213)

131
{2 RCTs)

@cee VERY
LOWa.b.c

RR 2.72
(0.11 to 65.56)

0 per 1000

0 per 1000
{0 to 0)

There were 0
events in the
control group

HRQoL (SF-12/36 mental compo-
nent) at end of intervention

Follow-up range: 2 to 3 months

HRQolL (SF-12/36 physical compo-
nent) at end of intervention

Follow-up range: 2 to 3 months

Mean HRQolL range (mental
component) at end of inter-
wvention was 51.3 to 53.9

Mean HRQolL range (physical
component) at end of inter-
wvention was 38 to 51

MD 1.28 higher
(1.60 lower to 4.16
higher)

150
(2 RCTs)

MD 2.99 higher
(5.24 lowerto 11.21
higher)

150
{2 RCTs)

DO
VERY LOWD.c.d.e

HRQoL (SF-12/36 mental compo-
nent) at maximum follow-up

Follow-up range: 3 to 24 months

Mean HRQolL range (mental
component) at maximum fol-
low-up was 54.9 to 55.1

MD 1.45 lower
(4.70 lower to 1.80
higher)

139
{2 RCTs)

@eee VERY
LOowWb.c.d

HRQolL (SF-12/36 physical compo-
nent) at maximum follow-up

Mean HRQolL range (physical
component) at maximum fol-
low-up was 36.9 to 52.2

MD 0.87 lower
(3.57 lowerto 1.83
higher)

139
{2 RCTs)




Prevalence of Return to Work in
Cardiovascular Patients After Cardiac

Rehabilitation: A Systematic Review
and Meta-analysis

Study RTW after CR Toial FProportion 853 Tl
Fioretti 1988 58 100 ——it 0.58 [0.48; 0.68]
Bitsch 2018 B0 119 i 067 |0.58; 0 7a6]
Bitsch 2018 25 125 —t 0E9 D& O.77]
Bertie 1992 20 29 T D69 [0.4%; 0.835]

Kadda 2015 116 250  —==— H 0.45 [0.40; 0.53]
McGee 2006 105 363 —= i 0.54 [0.48,0.59]
Oidridge 1991 43 54 i 0.280 [0.66;0.89]
Babic 2015 24 32 E— 0.75 [0.57; 0.689]
Babic 2015 25 38 = 065 [04%9 0.80]
Salmwadel 2015 AZf3 4849 N = O.rg [O.r2, 0.80]
Salzwedel 2019 70 167 —=— i | 0.42 [0.34; 0.50]
Salzwedel 2020 BE4 1262 e 0.68 [0.66;0.71]
Vermaulen 1988 33 A7 T 0.70 [0.55 0.83]
Samkange-Zeeb 2006 491 658 HE & 0.75 [0.71;0.78]
Samkange-Zeeb 2006 472 6545 e 0.73 [0.70: 0.77]
E ngblom 1994 ar 68 H 0.56 [0.43; 0.68]
H
Fixed effect model 4444 e 0.57 [0.66; 0.69]
Random =ffects modes| e 0LEE [DE0; 0.7F1]

Heterogeneity: ~ = 82%, = = L1967, o < 0.01
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Conclusions

Beaucoup reste a faire
* Prévention secondaire -> atteindre objectifs

 L'offre de réadaptation cardiovasculaire : améliorer et adapter
(nouvelles modalités)

. Ci entrat J ) URNEES |52
Cibler les protocoles d’entrainement NS e
e (UGERS-P

Frangaise de
Cardiologie
)
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