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HF Definition

NThe 1T nability to provi d:e
output to the body at rest or with exertion,
or to do so only in the setting of elevated

cardiac filling pressur e:
E. Braunwald

V Clinically: A clinical syndrome characterized
by breathlessness, fatigue and edema
caused by an abnormality of the heart




HEART FAILURE IS A GROWING EPIDEMIC

HEART

FAILURE
is on the

RISE

]

CANADA.

HEART FAILURE COSTS EVERYONE

HEART

FAILURE
patients have

LONG and

FREQUENT
hospital stays.

600,000
CANADIANS

are living with
HEART
FAILURE.

There is

NO CURE
for

HEART
FAILURE.

50,000
CANADIANS

are diagnosed
each year with

HEART
FAILURE.

HEART

FAILURE
patients are

COMPLEX,

often managing
other conditions.

1.2

CANADIANS
has been touched by

HEART
FAILURE.

HEART
FAILURE

patients experience

SHORTNESS
OF BREATH,

exhaustion
and swelling.

HEART
FAILURE

costs

more than

$2.8 BILLION
per year.

HEART
FAILURE

caregivers
are often
overwhelmed
and

STRESSED.




Heart failure:
emerging epidemic for 21st century

Projections of the US Population with HF from 2010 to 2030

+ 3 minvs 2012
71% above 65 yrs

2012 2015 2020 2025 2030

HeidenreichPAet al, CircHF 2013




Outcome Iin Acute HF is still poor

Dose CarressHF
Death, Death,
Re-hospitalization, or HF Re-hospitalization
or ER visit
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Chronic HF survival rates have improved over
time with the advent of new therapies

Temporal trends in 5-year mortality after the diagnosis of HF by gender show improvements in survival
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BUT the 5-year mortality rate remains high

Roger et al. JAMA 2004
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2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

The Task Force for the diagnosis and treatment of acute and chronic
heart failure of the European Society of Cardiology (ESC)

Developed with the special contribution of the Heart Failure
Association (HFA) of the ESC

Authors/Task Force Members: Piotr Ponikowski* (Chairperson) (Poland),

Adriaan A. Voors*® (Co-Chairperson) (The Netherlands), Stefan D. Anker (Germany),
Héctor Bueno (Spain), John G. F. Cleland (UK), Andrew ). 5. Coats (UK),

Volkmar Falk (Germany), José Ramon Gonzalez-Juanatey (Spain), Veli-Pekka Harjola
(Finland), Ewa A. Jankowslka (Poland), Mariell Jessup (USA), Cecilia Linde (Sweden),
Petros Nihoyannopoulos (UK), John T. Parissis (Greece), Burkert Pieske (Germany),
Jillian P. Riley (UK), Giuseppe M. C. Rosano (UK/ltaly), Luis M. Ruilope (Spain),
Frank Ruschitzka (Switzerland), Frans H. Rutten (The Metherlands),

Peter van der Meer (The Netherlands)

Document Reviewers: Gerasimos Filippatos (CPG Review Coordinator) (Greece), John ). ¥. McMurray (CPG Review
Coordinator) (UK), Victor Aboyans (France), Stephan Achenbach (Germany), Stefan Agewall (Norway),

Mawwar Al-Attar (UK), John James Atherton (Australia), Johann Baversachs (Germany), A. John Camm (UK),
Scipione Carerj (Haly), Claudio Ceconi (Haly), Antonio Coca (Spain), Perry Elliott (UK}, Cetin Erol {Turkey),
Justin Ezekowitz (Canada), Covadonga Fernandez-Golfin (Spain), Donna Fitzsimons (UK), Marco Guazzi (Ialy),

Maxime Guenoun (France), Gerd Hasenfuss (Germany), Gerhard Hindricks (Germany), Arno ¥. Hoes

{The Metherlands), Bernard lung (France), Tiny Jaarsma (Sweden), Paulus Kirchhof (UK/Germany), Juhani Knuuti
(Finland), Philippe Kolh (Belgium), Stavros Konstantinides (Germany/Greece), Miga Lainscak (5lovenia),

Patrizio Lancellotti (Belgium), Gregory Y. H. Lip (UK), Francesco Masano (Switzerland), Christian Mueller
(Switzerland), Mark C. Petrie (UK), Massimo F. Piepoli (Italy), Silvia G. Priori (Italy), Adam Torbicki (Paland),
Hiroyuki Tsutsui (Japan), Dirk ). van Yeldhuisen (The Metherlands), Stephan Windecker (Switzerland), Clyde Yancy
(USA), Jose Luis Zamorano (Spain)

The disclosure forms of all experts involved in the development of these guidelines are available on the ESC website
hetp:ihearw. escardio.org/guidelines.




Circulation/JACC/JCF 2016

Yancy, CW, et al.
Heart Failure Focused Update on Pharmacological Therapy

2016 ACC/AHA/HFSA Focused Update on New Pharmacological
Therapy for Heart Failure: An Update of the 2013 ACCF/AHA
Guideline for the Management of Heart Failure

A Report of the American College of Cardiology/American Heart Association Task Force
on Clinical Practice Guidelines and the Heart Failure Society of America

Developed in Collaboration With the International Society for Heart and Lung
Transplantation
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New Classification

HF with preserved (HFpEF), mid-range (HFmrEF) and reduced ejection fraction (HFrEF)

Type of HF HFrEF HFmrEF HFpEF
| | Symptoms £ Signs* | Symptoms + Signs* Symptoms + Signs*
E 1 | LVEF <40% LVEF 40-4%% LVEF =50%
,"_‘ 3 |. Elevated levels of natriuretic peptides”; |. Elevated levels of natriuretic peptides”;
& 1. At least one additional criterion: 1. At least one additional criterion:
v a.relevant structural heart disease (LVH andfor LAE), |  a relevant structural heart disease (LVH and/or LAE),
b, diastolic dysfunction (for details see Section 43.2), | b.diastolic dysfunction (for details see Section 4.3.).

BNP = B-type natriuretic peptide; HF = heart failure; HFmrEF = heart failure with mid-range ejection fraction; HFpEF = heart failure with preserved ejection fractiom; HFrEF =
heart failure with reduced ejection fraction; LAE = left atrial enlargement; LVEF = left ventricular ejection fraction; LVH = left ventricular hypertrophy; NT-proBNP = N-terminal
pro-B type natriuretic peptide.

*Signs may not be present in the early stages of HF (especially in HFpEF) and in patients treated with diuretics.

"BNP:>35 pg/ml andlor NT-proBNP 125 pg/mL

It is only in patients with HFrEF that therapies have been shown to
reduce both morbidity and mortality
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Pharmacological Treatment bfFrEF

V

ACEls, MRAs and beta-blockers have been shown to improve survival in patients
with HFrEF and are recommended for the treatment of every patient

The use of diuretics should be modulated accordingtothep at i elinidal&Gtatus

Beta-blockers and ACEIs are complementary, and can be started together as soon as
the diagnosis of HFrEF is made

There is no evidence favoring the initiation of treatment with a beta-blocker before an
ACEI has been started (Willenheimer et al., Circulation 2005)

2016 ESC Guidelines




Pharmacological treatments indicated in pts witl
symptomatic (NYHA Class\M)HFrEF

Recommendations Class? Level ®

An ACE-I? is recommended,
in addition to a beta-blocker,

for symptomatic patients with
HFrEF to reduce the risk of HF
hospitalization and death.

A beta-blocker is recommended,
in addition an ACE-I°, for
patients with stable, symptomatic
HFrEF to reduce the risk of HF
hospitalization and death.

An MRA is recommended for
patients with HFrEF, who remain
symptomatic despite treatment
with an ACE-I"and a

beta-blocker, to reduce the risk of

HF hospitalization and death.




Therapeutic algorithm for a patient with
symptomaticHFrEF

Patient with symptomatic* HFrEF* W chass 1
* Class 1la

Therapy with ACE-F and beta-blocker

(Up-titrate to maodmum tolerated evidence-based doses)

Mo

5till symptomatic
and LYEF <35%

Yes |

Add MR antagonist®~
[{up-titrate to maximum tolerated evidence-based dose)

Mo
Still symptomatie L >

and LVEF =35%

Yes |
: ! !

Able to tolerate Sinus rhythm, Sinus rhythm,"
ACEl {or ARB)= QRS duration =130 msec HR =270 bpm

l

nead for

These above treatments may be combined if indicated

.

Resistant symptams

1
Yes l Mo
L4 v

Consider digoxin or H-I5DN Mo further action required
or LVAD, or heart transplantation Consider reducing diuretic dose




Other pharmacological treatments recommended In
selected pts with symptomatic (NYHA Clas¥)HFrEF

Recommendations

Angiotensin receptor neprilysin inhibitor

Level ®

| Class*®

Sacubitrilivalsartan s recommended as a replacement for an ACE-| to further reduce the risk of HF hospitalization and death in
ambulatory patients with HFrEF who remain symptomatic despite optimal treatment with an ACE-1, a beta-blocker and an MRA?

| f-channel inhibitor

hﬂl.l'd be considered to reduce th risk of HF hospitalization or cardiovascular death in symptomatic patients
With LY

=35%, in sinus rhythm and a resting heart rate =70 bpm despite treatment with an evidence-based dose of beta-
blocker (or maximum tolerated dose below that), ACE-l (or ARB), and an MRA (or ARE).

Ivabradine should be considered to reduce the risk of HF hospitalization and cardiovascular death in symptomatic patients with
LVEF <35%, in sinus rhythm and a resting heart rate =70 bpm who are unable to tolerate or have contra-indications for a
beta-blocker. Patients should also receive an ACE-l (or ARB) and an MRA (or ARB).




Therapeutic algorithm for a patient with
symptomaticHFrEF

Sinus rhythm,"

Able to tolerate
HR =70 bpm

ACEl (or ARB)=

1 l

ARNI| to replace Ivabradine
ACE-|

These above treatments may be combined if indicated

.

Resistant symptoms

Yes J’ l Mo
L

Consider digoxin or H-ISDN Mo further action required
or LYAD, or heart transplantation Consider reducing diuretic dose
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Other pharmacological treatments recommended In
selected pts with symptomatic (NYHA Clas¥)HFrEF

Recommendations

Class®

Level ®

Diuretics are recommended in order to improve symptoms and exerdise capacity in patients with signs and/or symptoms of congestion.

Diuretics should be considered to reduce the risk of HF hospitalization in patients with signs and/or symptoms of congestion.

lla

| Digoxin may be considered in symptomatic patients in sinus rhwthm despite treatment with an ACE- (or ARB), a beta-blocker

and an MRA, to reduce the risk of hospitalization (both all-cause and HF-hospitaliztions).




LCZ696 A firstin-classAngiotensinReceptor
Neprilysininhibitor ¢ Simultaneously Inhibits NEP and
the RAS




