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Tabla 3.5. Indicadores CMBD_CAR. 2019 (Enfermedades Cardiacas) 

  TOTALES CARDIOLOGÍA 

Enfermedades Cardiacas 0 

ALTAS 330.584 149.173 

MEDIANA ESTANCIA HOSPITAL [p50 (RIC)] (días) 6 (RIC: 3, 9) 4 (RIC: 2, 8) 

TBM (%) 6,79% 1,86% 

TASA DE REINGRESOS (%) 7,15% 5,18% 

INDICE DE CHARLSON (>2) 33,57% 21,83% 

RAMER * 7,05% 6,67% 

RARER * 7,29% 7,27% 

Insuficiencia cardiaca 1 

ALTAS 113.130 24.278 

MEDIANA ESTANCIA HOSPITAL [p50 (RIC)] (días) 7 (RIC: 4, 11) 7 (RIC: 5, 11) 

TBM (%) 11,25% 4,27% 

TASA DE REINGRESOS (%) 11,49% 9,70% 

RAMER  11,75% 11,28% 

RARER  11,63% 11,60% 

IAMCEST 2 

ALTAS  23.861 18.256 

MEDIANA ESTANCIA HOSPITAL [p50 (RIC)] (días)   5 (RIC: 4, 8) 5 (RIC: 4, 8) 

TBM (%) 8,73% 3,31% 

TASA DE REINGRESOS (%)  4,85% 4,50% 

RAMER  8,89% 8,82% 

RARER  4,94% 4,92% 

IAMSEST 2 

ALTAS 2 21.075 15.264 

MEDIANA ESTANCIA HOSPITAL [p50 (RIC)] (días)  2 6 (RIC: 4, 9) 6 (RIC: 4, 8) 

TBM (%)2 5,17% 1,94% 

TASA DE REINGRESOS (%) 2 5,96% 5,39% 

RAMER  5,24% 5,24% 

RARER  6,01% 6,01% 

Procedimientos intervencionistas 

TBM tras ANGIOPLASTIA en IAMCEST (%) 4 4,86% 

TBM en BYPASS AORTOCORONARIO AISLADO (%) 4 3,18% 

TBM en BYPASS AORTOCORONARIO (%) 4 4,59% 

TBM en TAVI 3 2,99% 

TBM en SVAQ 3 5,43% 
0 Se han eliminado hospitales con < 100 altas de EAC en 2019 
1 Se han eliminado hospitales con < 100 altas por IC en 2019 
2 Se han eliminado hospitales con < 25 altas por IAM (IAMCEST+IAMSEST) en 2019 
4 Se calcula sobre hospitales tipo 4. 

* Ajuste mediante Charlson-Elixhauser 

 Ajuste específico para IAM.

Ajuste específico IC. 

  

Se debe prevenir sobre el valor de la tasa bruta de mortalidad (TBM) y otros indicadores (como 

la estancia media) para establecer comparaciones, porque pueden existir significativas 

diferencias en la complejidad de los casos asistidos por las distintas unidades asistenciales o 

servicios, lo que obliga a ajustar por riesgo para hacer comparables las tasas. En un estudio 
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Proporción de pacientes con ICFEP 
según diferentes registros IC.

Barras en azul:  FEVI>50%
Barras naranjas: FEVI > 40%

Epidemiología ICFEP 
• Alrededor del 50%.

• Las hospitalizaciones por ICFEP están en aumento, mientras que las debidas a ICFER van reduciéndose

• Los ratios de mortalidad por todas las causas  y reingresos son similares

• El impacto en reducción de calidad de vida y capacidad de ejercicio son similares

<50 años 50-70 años >70 años

15% 33% 50%
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Contexto local: Ingresos anuales por IC - Área Sanitaria IV
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DATOS 2021
Codific HUCA 51.9%

Codific HMN 99.9%

Servicio N
%sobre total 

AS IV
% sobre total 

HUCA
Estancia media 

depurada
% reingresos

Geriatría 628 51.8 9.31 (+1.66) 9.49

MI (UMIPIC) 320 26.4 54.8 7.44 (+0.48) 5.6

Cardiología 142 11.71 24.3 9.95 (+3.13) 9.86

Otros 122 10 20.9 8.95 (+1.5) 6.56

TOTAL 1212

REALIDAD DE LA ICNuevas perspectivas en 
pacientes complejos

Contexto local: Ingresos anuales por IC - Área Sanitaria IV

GRD 194 (Agrupador APR-GRD, versión 36.0). Norma: SNS, Clúster 5, Año 2020

RESUMEN (cálculo realizando estimando el volumen de
pacientes en HUCA el doble por codificación del 51%)
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| MESQUITA ET Al .

create an environment that favors the initiation and perpetuation 

of AF. Our group recently provided the first evidence that the 

NLRP3 inflammasome links HFpEF with AF in an age-  and gender- 

dependent HFpEF model (Mesquita et al., 2020). Aged female 

Fischer 344 rats with HFpEF exhibited higher AF inducibility com-

pared to young control rats or age- matched rats without HFpEF. Our 

findings also revealed that atrial activation of NLRP3 inflammasome 

was not associated with enhanced expression of cleaved IL- 1  and 

IL- 18. However, increased cleavage of GSDMD indicates that acti-

vation of NLRP3 inflammasome in atrium tissue of HFpEF animals is 

associated with non- canonical activation of inflammasome signaling 

(Mesquita et al., 2020).

|

In contrast to the associative role of inflammation in HFrEF, HFpEF 

is thought to be caused by a combination of systemic and local in-

flammatory factors (DeBerge et al., 2019; Paulus & Tschöpe, 2013). 

A rigorous interrogation of HFpEF patient biopsies revealed that 

concentric remodeling (Zile et al., 2011), cardiomyocyte stiffness 

(Borbély et al., 2005), hypertrophy (van Heerebeek et al., 2006), 

and interstitial fibrosis (Kasner et al., 2011) are deeply influenced 

by the chronic systemic inflammation. This local maladaptive tissue 

remodeling has been associated with elevated serum proinflam-

matory cytokines, which are predictive of poor clinical outcomes 

in HFrEF and HFpEF (Abernethy et al., 2018; Collier et al., 2011; 

DeBerge et al., 2019). Thus, we discuss findings regarding the role 

of inflammation and its resolution in the context of HF, with a focus 

on HFpEF.

|

Non- cardiac comorbidities are highly prevalent and usually pre-

cede (Lam et al., 2011) the development of HFpEF (Ather et al., 

2012). The most highly represented include hypertension (Slivnick 

& Lampert, 2019), pulmonary hypertension (PH; Rosenkranz et al., 

2019), obesity (Savji et al., 2018), diabetes (McHugh et al., 2019), 

chronic obstructive pulmonary disease (COPD; Streng et al., 2018), 

chronic kidney disease (CKD; Mavrakanas et al., 2019), and coronary 

artery disease (Shah et al., 2018). More than 50% of patients with 

HFpEF present with at least five of these comorbidities (Eisenberg 

et al., 2018). The salient feature among these diseases is the pres-

ence of a systemic inflammatory state. The greatest evidence of 

systemic inflammatory state in HFpEF patients comes from data 

of peripheral blood biomarkers, which commonly identify elevated 

levels of inflammatory biomarkers including CRP, IL- 1 , IL- 6, IL- 

10, immunoglobulin- like transcript 6, TNF , and myeloperoxidase 

(MPO; Chirinos et al., 2020; DuBrock et al., 2018; Sanders- van Wijk 

et al., 2020). Figure 3 summarizes the inflammatory paradigm of 

HFpEF pathophysiology. For instance, increased arteriole pressure 

triggers increased ROS production and release of proinflammatory 

cytokines in the renal or pulmonary vasculature in hypertensive 

HFpEF patients (Collier et al., 2011) and animal models (Hummel 

et al., 2012; Tian et al., 2007). In obesity, inflammation is mediated 

by the infiltration of monocytes and macrophages in visceral white 

adipose tissue, which amplifies proinflammatory cytokine release 

and elevation of these markers in the serum. In type II diabetes, 

insulin resistance triggers systemic inflammation through glucose- 

mediated redox stress and activation of the vascular inflammasome 

(Sharma et al., 2018). Finally, in COPD and CKD, tissue damage 

grade inflammasome in the development 
of HFpEF comorbidities. The collective 
impact of systemic inflammation caused 
by multiorgan dysfunction plays an 
influential role in HFpEF pathogenesis, 
which is associated with myocardial 
stiffness, concentric remodeling, cell 
death, and arrhythmias. This figure was 
created in part with modified Servier 
Medical Art templates
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Mesquita T, Lin YN, Ibrahim A. Chronic low-grade inflammation in heart failure with preserved ejection fraction. Aging Cell. 2021 Sep;20(9):e13453. doi: 10.1111/acel.13453. Epub 2021 Aug 12. 

CONCLUSION:
The chronic and systemic inflammatory 
state is a central and prominent feature 
associated with HFpEF, which is 
disproportionately found in older
individuals.
Hence, strategies aiming to inhibit cardiac 
proinflammatory pathways in HFpEF, 
including NLRP3 inflammasome signaling, 
may be appropriate therapeutic anti-
inflammatory interventions
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Aims We aimed to derive and validate clinically useful clustersof patientswith heart failure with preserved ejection fraction

(HFpEF; left ventricular ejection fraction 50%).
............................................................... ................................................................ ......................................

Methods

and results

We derived a cluster model from 6909 HFpEF patients from the Swedish Heart Failure Registry (SwedeHF) and

externally validated this in 2153 patients from the Chronic Heart Failure ESC-guideline based Cardiology practice

Quality project (CHECK-HF) registry. In SwedeHF, the median age was 80 [interquartile range 72–86] years, 52%

of patients were female and most frequent comorbidities were hypertension (82%), atrial brillation (68%), and

ischaemic heart disease (48%). Latent class analysis identi ed ve distinct clusters: cluster 1 (10%of patients) were

young patients with a low comorbidity burden and the highest proportion of implantable devices; cluster 2 (30%)

patients had atrial brillation, hypertension without diabetes; cluster 3 (25%) patients were the oldest with many

cardiovascular comorbidities and hypertension; cluster 4 (15%) patients had obesity, diabetes and hypertension; and

cluster 5 (20%) patients were older with ischaemic heart disease, hypertension and renal failure and were most

frequently prescribed diuretics. The clusters were reproduced in the CHECK-HF cohor t. Patients in cluster 1 had

the best prognosis, while patients in clusters 3 and 5 had the worst age- and sex-adjusted prognosis.
............................................................... ................................................................ ......................................

Conclusions Five distinct clusters of HFpEF patients were identi ed that differed in clinical characteristics, heart failure drug

therapy and prognosis. These results con rm the heterogeneity of HFpEF and form a basis for tailoring trial design

to individualized drug therapy in HFpEF patients.
..........................................................................................................
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reproduction in any medium, provided the original work is properly cited and is not used for commercial purposes.
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Conclusion: Five distinct clusters
of HFpEF patients were identified
that differed in clinical
characteristics, heart failure drug
therapy and prognosis.
These results confirm the
heterogeneity of HFpEF and form
a basis for tailoring trial design
to individualized drug therapy in 
HFpEF patients.
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• La mortalidad por todas las causas y la 
mortalidad CV se producen sobretodo en los 
CLUSTER 4 y 5.

• Los ingresos por IC será sobretodo para los 
CLUSTER 3, 4 y 5
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Aplican el modelo de “Cluster” en el CHECK-HF



McDonagh, et al 2021 European Heart Journal, 1–128. 
https://doi.org/10.1093/eurheartj/ehab368

2016 ESC Guidelines HF www.escardio.org
Ponikowski P, et al. Eur Heart J. 2016; 37(27): 2.129-2.200.

ICFER

Nuevas perspectivas en 
pacientes complejos

ICFEP. PAC COMPLEJOS

https://doi.org/10.1093/eurheartj/ehab368
http://www.escardio.org/


McDonagh, et al 2021 European Heart Journal, 1–128. 
https://doi.org/10.1093/eurheartj/ehab368

Heidenreich Pa et al. 2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure.
Circulation. 2022. doi: 10.1161/CIR.0000000000001063. Epub ahead of print. PMID: 35363499.
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Evidencias en tratamiento farmacológico en 
pacientes con ICFEp.

TRATAMIENTO CON ANTIALDOSTERÓNICOS.

• En el estudio TOPCAT se randomizaron 3445 pacientes con ICFEp a
placebo frente a espironolactona.

• El objetivo primario fue compuesto de muerte por causas 
cardiovasculares, muerte súbita recuperada u hospitalización por IC.

• El tratamiento con espironolactona no redujo significativamente el 
combinado de muerte por causas cardiovasculares, muerte súbita 
o insuficiencia cardiaca.

• Reducción significativa de hospitalizaciones por IC.

Pfeffer MA, Claggett B, Assmann SF, Boineau R, Anand IS, Clausell N, et al. Regional variation in patients and out-comes in the 
treatment of preserved cardiac function heart failure with an aldosterone antagonist (TOPCAT) trial. Circulation, 2015; 131:34-42
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Solomon SD, McMurray JJV, Anand IS, Ge J, Lam CSP, Maggioni AP. Et al. Angiotensin-neprilysin inhibition In heart failure with preserved ejection fraction. N Engl Med. 2019; 381:1609-1620

TRATAMIENTO CON SACUBITRILO-VALSARTAN
Posible beneficio del SCB/VST en el subgrupo de FEVI hasta 57% y mujeres

Evidencias en tratamiento farmacológico en 
pacientes con ICFEp.
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Phase III randomized double-blind placebo-controlled trial

Aim: To investigate the safety and efficacy of empagliflozin versus placebo in patients with HF 

with preserved ejection fraction

Population: T2D and non-T2D, aged ≥18 years, chronic HF (NYHA class II–IV)

EMPEROR-Preserved
LVEF >40%

Recruitment: 

5988 patients
Estimated follow-up

~38 months (event-driven)

Placebo

Empagliflozin 10 mg qd

CONFIRMATORY KEY SECONDARY 

ENDPOINTS

• First and recurrent adjudicated HHF
events

• Slope of change in eGFR (CKD-EPI) from 
baselineSample size estimation: 

841 adjudicated events → 20% RRR in the primary endpoint

COMPOSITE PRIMARY ENDPOINT 

• Time to first event of adjudicated CV 
death or adjudicated HHF

CKD-EPI, Chronic Kidney Disease Epidemiology Collaboration; CV, cardiovascular; eGFR, estimated glomerular filtration rate; HF, heart failure; HHF, hospitalization for heart 

failure; LVEF, left ventricular ejection fraction; NYHA, New York Heart Association; qd, once daily; RRR, relative risk reduction; SOC, standard of care; T2D, type 2 diabetes.

1. ClinicalTrials.gov. NCT03057951 (accessed Mar 2021); 2. Anker SD et al. Eur J Heart Fail. 2019;21:1279. 3. Anker SD et al. Eur J Heart Fail. 2020;22:2383.

EMPEROR-Preserved study design1–3
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Empagliflozin demonstrated a clinically meaningful 21% RRR 
in the composite primary endpoint of CV death or HHF
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HR: 0.79
(95% CI: 0.69, 0.90)

p<0.001

Empagliflozin: 
415 (13.8%) patients with event
Rate: 6.9/100 patient-years
Placebo: 
511 (17.1%) patients with event
Rate: 8.7/100 patient-years

NNT*=31
RRR

21%

ARR

3.3%
Placebo

Empagliflozin

*During a median trial period of 26 months. ARR, absolute risk reduction; CI, confidence interval; CV, cardiovascular; HHF, hospitalization for heart failure; HR, hazard ratio; 

NNT, number needed to treat; RRR, relative risk reduction. Anker S et al. N Engl J Med. 2021;XX:XXX.

Significación 
estadística desde el 

día 18
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EMPEROR-Preserved: Primary endpoint 
Subgroup analysis 

CI, confidence interval; HR, hazard ratio.

Anker S et al. N Engl J Med. 2021;XX:XXX.

Empagliflozin Placebo

n with event/N analysed HR (95% CI)

Overall 415/2997 511/2991 0.79 (0.69, 0.90)

Age, years

<70 134/1066 152/1084 0.88 (0.70, 1.11)

≥70 281/1931 359/1907 0.75 (0.64, 0.87)

Sex

Male 253/1659 297/1653 0.81 (0.69, 0.96)

Female 162/1338 214/1338 0.75 (0.61, 0.92)

Race

White 310/2286 370/2256 0.81 (0.69, 0.94)

Black 24/133 28/125 0.73 (0.42, 1.25)

Asian 54/413 77/411 0.65 (0.46, 0.92)

Other 27/164 36/198 0.95 (0.58, 1.57)

Region

North America 64/360 83/359 0.72 (0.52, 1.00)

Latin America 105/758 120/757 0.87 (0.67, 1.13)

Europe 165/1346 202/1343 0.80 (0.65, 0.98)

Asia 45/343 69/343 0.59 (0.41, 0.86)

Other 36/190 37/189 1.02 (0.64, 1.61)

Placebo betterEmpagliflozin better

0,25 0,5 1 2
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EMPEROR-Preserved: Primary endpoint 
Subgroup analysis 

See slide notes for abbreviations. Anker S et al. N Engl J Med. 2021;XX:XXX.

Empagliflozin Placebo

n with event/N analysed HR (95% CI)

Overall 415/2997 511/2991 0.79 (0.69, 0.90)

Baseline LVEF

<50% 145/995 193/988 0.71 (0.57, 0.88)

≥50% to <60% 138/1028 173/1030 0.80 (0.64, 0.99)

≥60% 132/974 145/973 0.87 (0.69, 1.10)

Baseline diabetes status

Diabetes 239/1466 291/1472 0.79 (0.67, 0.94)

No diabetes 176/1531 220/1519 0.78 (0.64, 0.95)

Baseline eGFR (CKD-EPI)

≥60 mL/min/1.73 m² 152/1493 189/1505 0.81 (0.65, 1.00)

<60 mL/min/1.73 m² 263/1504 321/1484 0.78 (0.66, 0.91)

Baseline NYHA class

II 275/2435 361/2452 0.75 (0.64, 0.87)

III/IV 140/562 150/539 0.86 (0.68, 1.09)

HF hospitalization in ≤12 months

No 258/2298 319/2321 0.81 (0.68, 0.95)

Yes 157/699 192/670 0.73 (0.59, 0.90)

Cause of HF

Ischaemic 157/1079 177/1038 0.85 (0.69, 1.06)

Non-ischaemic 258/1917 334/1953 0.75 (0.64, 0.89)
0,25 0,5 1 2

Placebo betterEmpagliflozin better
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EMPEROR-Preserved: Key secondary endpoint –
adjudicated total HHF (first and recurrent)
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Months since randomization
Patients at risk

Placebo

Empagliflozin
2991
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2945

2962

2901

2913

2855
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2618
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2258
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1998

1977

1695

1684

1414

1429

1061

1081

747

765

448
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Placebo

Empagliflozin

HR: 0.73
(95% CI: 0.61, 0.88)

p<0.001
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CI, confidence interval; HHF, hospitalization for heart failure; HR, hazard ratio; RRR, relative risk reduction.

Anker S et al. N Engl J Med. 2021;XX:XXX.
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Empagliflozin protected the kidney by significantly 
slowing the decline in kidney function

eGFR slope = rate of decline (and is a measure for long-term renal function). eGFR slope is analysed based on on-treatment data using a random coefficient model including age, baseline 

eGFR and baseline LVEF as linear covariates and sex, region, baseline diabetes status, and baseline by time and treatment by time interactions as fixed effects; the model allows for randomly 

varying slope and intercept between patients.

eGFR, estimated glomerular filtration rate; LVEF, left ventricular ejection fraction; SE, standard error. 

Developed from data reported in Anker S et al. N Engl J Med. 2021;XX:XXX.
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4 32 52 100 12476 148 172 196

Early difference between empagliflozin and placebo 

due to the well-known initial drop with empagliflozin 
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1.36 mL/min/1.73 m2/year 

difference in eGFR slope

(95% CI: 1.06, 1.66; p<0.001)

The rate of eGFR decline in 
patients treated with 

empagliflozin was half that of 
patients treated with placebo

−1.25
(±0.11)

−2.62
(±0.11)

Empagliflozin Placebo

mean (±SE) 

mL/min/1.73 m2/year



Butler J, Packer M, Filippatos G, Ferreira JP, Zeller C, Schnee J, Brueckmann M, Pocock
SJ, Zannad F, Anker SD. Effect of empagliflozin in patients with heart failure across the
spectrum of left ventricular ejection fraction. Eur Heart J. 2021 Dec 8:ehab798. doi:
10.1093/eurheartj/ehab798. Epub ahead of print. PMID: 34878502.

1. The risk of cardiovascular death and hospitalization for
heart failure declined progressively as ejection fraction
increased from <25% to >_65%.

2. Empagliflozin reduced the risk of cardiovascular death or
heart failure hospitalization, mainly by reducing heart
failure hospitalizations.

3. Empagliflozin reduced the risk of heart failure
hospitalization by 30% in all ejection fraction subgroups,
with an attenuated effect in patients with an ejection
fraction >_65%
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Dapagliflozina en pacientes con IC con FEVI 
Preservada.

Lo que está por venir…

The SGLT2 inhibitor dapagliflozin in heart failure with preserved ejection fraction: a multicenter randomized trial.
Michael E. Nassif, Sheryl L. Windsor, Mikhail N. Kosiborod
Nature Medicine volume 27, pages 1954–1960 (2021)

• ESTUDIO DELIVER-HF: estudio internacional, multicéntrico, controlado por placebo, randomizado, doble ciego,

• Objetivo primario de reducción de mortalidad cardiovascular y hospitalizaciones por insuficiencia cardiaca.

• 6100 pacientes mayores de 40 años diagnosticados de IC con FEVI preservada (>40%) en situación clínica
NYHA II-IV.

• Randomizados a dapagliflozina 10 ms vs. Placebo.
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https://www.nature.com/articles/s41591-021-01536-x#auth-Michael_E_-Nassif
https://www.nature.com/articles/s41591-021-01536-x#auth-Sheryl_L_-Windsor
https://www.nature.com/articles/s41591-021-01536-x#auth-Mikhail_N_-Kosiborod


DAPA-HF 

Chronic HFrEF

with or without T2D

EMPULSE: the missing link

EMPEROR-Reduced

Chronic heart failure (HF) with 

reduced ejection fraction (HFrEF) 

with or without type 2 diabetes (T2D)

SOLOIST 

Pre-/post-discharge after acute HF

with T2D

EMPEROR-Preserved

Chronic HF with preserved 

ejection fraction (HFpEF) 

with or without T2D

EMPULSE

Acute HF 

HFrEF or HFpEF

with or without T2D

HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection fraction; T2D, type 2 diabetes. 
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EMPULSE: Empagliflozin vs. Placebo in Improving 
Outcomes in Acute HF Patients

•Total number of enrollees: 530

•Duration of follow-up: 90 days

•Mean patient age: 71 years

•Percentage female: 33%

•Percentage with diabetes: 47%
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EMPULSE
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Codina P, Domingo M, Barceló E, Gastelurrutia P, Casquete D, Vila J, Abdul-Jawad Altisent O, Spitaleri G, Cediel G, Santiago-Vacas E, Zamora E, Ruiz-Cueto M, Santesmases J, de la Espriella R, Pascual-Figal DA, Nuñez J, Lupón J, Bayes-Genis A. Sacubitril/valsartan affects pulmonary arterial 
pressure in heart failure with preserved ejection fraction and pulmonary hypertension. ESC Heart Fail. 2022 May 19. doi: 10.1002/ehf2.13952. Epub ahead of print. PMID: 35588235.

• 14 pacientes. ICFEP. HTPulm

• implantación cardiomems

• 3 períodos de 6 sem: pre-ARNI, ARNI ON, ARNI OFF
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Vaduganathan M, Claggett BL, Inciardi RM, Fonarow GC, McMurray JJV, Solomon SD. Estimating the Benefits of Combination Medical Therapy in Heart Failure with Mildly Reduced and 
Preserved Ejection Fraction. Circulation. 2022 May 23. doi: 10.1161/CIRCULATIONAHA.121.058929. Epub ahead of print. PMID: 35603667.

Conclusion: this cross-trial synthesis may inform the potential benefits of use of 
combination MRA, ARNI, and SGLT2i among patients with LVEF 40% to 65%.
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Nicolas Manito
@Dr_Manito
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Gevaert AB, Mueller S, Winzer EB, Duvinage A, 
Van de Heyning CM, Pieske-Kraigher E, Beckers
PJ, Edelmann F, Wisløff U, Pieske B, Adams V, 
Halle M, Van Craenenbroeck EM; OptimEx-Clin 
Study Group. Iron Deficiency Impacts Diastolic
Function, Aerobic Exercise Capacity, and Patient 
Phenotyping in Heart Failure With Preserved
Ejection Fraction: A Subanalysis of the OptimEx-
Clin Study. Front Physiol. 2022 Feb 
10;12:757268. doi: 
10.3389/fphys.2021.757268. PMID: 35222057; 
PMCID: PMC8866976.

Conclusion: Iron parameters are independently associated with impaired 
diastolic function and low aerobic capacity in patients with HFpEF and ID. 
Patient phenotyping in HFpEF is influenced by including ID.

2022

ICFEP

DH/ANEMIA EN IC 
IMPORTANCIA
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IC y DM
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MANEJO DE LA DM2 EN LA IC

McDonagh, et al 2021 European Heart Journal, 1–128. https://doi.org/10.1093/eurheartj/ehab368

IC y DM
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https://doi.org/10.1093/eurheartj/ehab368


Algoritmo SEMI de Diabetes-Parte_01-04 (fesemi.org)

Muy alto riesgo CV: 
• ECV establecida
• LOD: HVI, albuminuria, retino, neuropatía
• ≥3 FRCV
• DM1 >20 años evolución
Alto riesgo CV:
• DM2 >10 años evolución sin LOD y un FRCV

a

Priorizar un iSGLT2 en todos los pacientes con 
IC o riesgo de desarrollarlab

IC y DM
Nuevas perspectivas en 

pacientes complejos

https://www.fesemi.org/sites/default/files/documentos/906.pdf


UMIPIC

Nuevas perspectivas en 
pacientes complejos

ICFEP. PAC COMPLEJOS

Transición de 
cuidados

Programa UMIPIC
Unidades de Manejo Integral de Pacientes con Insuficiencia Cardiaca

http://www.fesemi.org/grupos/cardiaca/umipic/programa/view

http://www.fesemi.org/grupos/cardiaca/umipic


P<0,001; RR (grupo UMIPIC) = 0,663 (0.569-0.772) 

Reingresos por IC
↓RR 43%
NNT = 7

Mortalidad
↓RR 53%
NNT = 8

P<0,001; RR (grupo UMIPIC) = 0.566 (0.475-0.674)

COMPARATIVA 
UMIPIC vs RICA en ICFEP 

• N = 2041 (UMIPIC 1011, RICA 1390)

• Propensity score: 753 pac en cada brazo

• Edad media: 82.8 años (78.6-86.6)
• Mujeres: 64%

2022PROGRAMA UMIPIC 

RESULTADOS

Cerqueiro-González JM, González-Franco Á, Carrascosa-García S, 
Soler-Rangel L, Ruiz-Laiglesia FJ, Epelde-Gonzalo F, Dávila-
Ramos MF, Casado-Cerrada J, Casariego-Vales E, Manzano L. 
Benefits of a comprehensive care model in patients with heart
failure and preserved ejection fraction: The UMIPIC program. 
Rev Clin Esp (Barc). 2022 Mar 9:S2254-8874(22)00013-3. doi: 
10.1016/j.rceng.2021.11.006. Epub ahead of print. PMID: 
35279404.
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CONCLUSIONES 
ICFEP

• Impacto en IC: >50%. 
Comorbilidad

• FEVI: ¿variable continua?

• Empagliflozina:  primer 
fármaco efectivo

GESTIÓN
Educación

Implicación paciente

Valoración integral

COMORBILIDADES


