Characteristics of good response to aerobic exercise training in decompensated Heart Failure patients
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NO CONFLICTS TO DECLARE

INTRODUCTION

Regular physical activity is associated with a decrease in cardiovascular mortality, hospitalization and improvement in quality of life!3. Guidelines recommend that Heart Failure patients should be enrolled in aerobic exercise training programs to increase functional capacity and
improve symptoms?#. Our study included patients with multiple comorbidities, different baseline FC, reduced and preserved ejection fraction and with a significant decompensation of heart failure — patients often excluded from other studies involving exercise>. A way to
optimize an intervention is to evaluate who are the good responders and understand the causes of no response. Knowing the factors of good response is also important to emphasize the feasibility of an intervention and to deliver it to the ones who get the most benefit of it.

PURPOSE METHODS
To identify the characteristics that lead a patients to have a better 50 patients who performed ERIC-HF program during the phase of stabilization were evaluated in terms of their sociodemographic, functional and physiological characteristics and performance during
response to an aerobic exercise training program for decompensated HF the program. The main variable used to understand the performance of the patients was the variation of the distance walked in the 6-minute walking test (6MWT), performed as soon as the patient
inpatients — ERIC-HF (early rehabilitation in cardiology — heart failure) was able to do it (6MWTinitial) and at discharge (6MWTdischarge). A multivariate linear regression with stepwise algorithm and Durbin Watson test were used in order to determine which variables

are related to a better variation on the 6MWT, namely: age, LCADL and Barthel index scores at admission and discharge, number of days of hospitalization, number of cardiovascular risk factors, NYHA
class, etiology of HF and left ventricular function. It was assumed a significance level at p<0.05.

RESULTS
Table 1 — Patient’s characteristics Table 2 — Functional performance of the patients (Paired sample T test)

Patient’s average age was 69.3 (+9.5) years old, 35 are male, 82% are in Parameter Val NC CVRE  LCADL  CADL - - ST ST ol oif oif
NYHA class Ill and 72% have severe left ventricular depression. Patients aramete alue NOSDi Iz_;lys_ ad e x s ad e LCADL B Ih | 6|\/|\INT

. == o o Age (years) 69 3+9 5 ospitalization arthe
present a median of 73.22 points in Bl at admission (minimum of 8 anc 9 _ e ee————————————————————————————————— ————— ————————————— —————————————
maximum of 100) and a median of 32.08 at LCADL (minimum of 9 anc Days of hospitalization 1949 N 50 50 50 50 50 50 50 50 50 50 50
maximum of 25 points). The mean distance walked in the 6MWTinitia Diabetes 18 (36%) Mean 19 3.74 32.08 12.34 73.22 | 95.70 | 199.90 287.60 @ -19.74 = 22.48 87.70

. . : :
performed by the patients was 199,39 (+115,92) meters and 287,6 Ventricular function and NYHA class Median 18.5 4 32 10.50 76 | 100 205 290.50 21 1850 = 74.50
(£128,97) meters at 6MWTdischarge, representing a 87,7 (+170,66) HFpEF 6 (12%)
diff Sd.Deviation 8.0 1.37 8.50 3.96 19.80 @ 6.39 115.92 128.97 (.12 16.21 170.66

meters difference. HEMEE 8 (16%)
According to the linear regression an equation was obtained: Difference FErER 36 (720 Minimum 5 1 10 9 8 75 0 75 -31 0 -316
of the 6BMWT = 454,694-1*6MWTinitial+2,981*Barthelinitial-5,554*age. [ ( 0) Maximum 41 5 45 24 100 100 430 600 X -8 565
This equation explains 65% of the variation of the model in this sample NYHA 11l 41 (82%)
of patients. Using this variables it’s possible to predict how much NYHA IV 9 (18%) P value - - 0.000 0.000 0.001 - - -
distance a patient will walk at the end of the rehabilitation program, and Ethiology
understand the predicted performance in the program. Valvular disease 16 (32%) Table 3 — Functional class and ventricular function regarding predictive variables

|Squemic disease 18 (36%) NYHA Il NYHA [V HFrEF Other

Other 16 (32%) BMWT 0= 0.633 0 = 0.03
1) absence of other similar studies to compare results; ICD 16 (61,5%) Bl p=0.463 p=0.199
2) not all patients performed the same volume of exercise, due to the PM 4 (15,4%) . . —
duration of inhospital stay and functional differences; CRT 6 (23%) p=0.950 Q‘ 0.016
3) the relatively small study sample does not allow to perform subgroup Gender Age = 0.721 = 0.318
analysis for important characteristics, particularly left ventricular Male 35+9 5 =" =0
ejection fraction and compare patients with preserved ejection fraction; D oAt _ _
+ ays of hospitalization p =0.008 p = 0.052
4) the study population is very heterogeneous; patients were enrolled Female 1549.5 K )
. . . . . CRT — cardiac resynchronization therapy, ICD — implantable cardiac defibrillator, HFpEF — Heart
rega rdleSS Of IEft 5V5t0||C VentrlCUIar eJeCtlon- A |ar8er Sample Of patlents failure with preserved ejection fraction, HFmEF — Heart failure with mid-range ejection fraction,
WIII a”OW to create hOmOgenOUS grOUpS; HFrEF — Heart failure with reduced ejection fraction PM — pacemaker.

5) absence of follow-up. HOT TOPICS

ERIC-HF program is more effective in younger and more

/ \ functional decompensated HF patients than it is in older ones.

NYHA functional class and left ventricular systolic function

Patients with the worst results in the initial GMWT, higher initial Barthel . e - . _ . .
and younger ages, will get the most gains in terms of difference walked P rEd ICtlve eq U atIOn . apparently do not interfere in the performance of the patients
between the initial and final 6GMWT and have the most benefit from the during the program — exercise should be delivered for all patients,

intervention program. 6MWT distance = even for those who have worst prognosis and more
comorbidities.

454,694-1*6MWTinitial+2,981*Barthelinitial-5,554 *age L
\ / Other programs must be developed for older and more impaired
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patients in order to promote their functional capacity.




