HFrEF Stage C
NYHA Class I-IV

ACEIl or ARB

AND
Beta Blocker

For all volume overload
NYHA class lI-1V pts

Persistently symptomatic
African Americans
NYHA class llI-IV pts

For NYHA class lI-IV pts
CrCI>30mL/min,
K<5.0mEqg/dL

Loop
Diuretics

Hydral-
Nitrate

Yancy CW, et al. 2013 ACCF/AHA Heart Failure Guideline

Aldosterone
Antagonist




Pharmacological Rx of HF
_Still NYHA class II-IV and LVEF <35%2 >

K

< QRSduration 2120 ms? >

< Stll NYHA class IIHV? >

Consider CRT-P/CRT-D'

No further speciﬁc treatment®
Continue in disease-management programme

Consider digoxin" and/or H-ISDN'
If end stage, consider LVAD and/or transplantation




Pharmacological Rx of HF
Agents with less certain benefit

Digoxin

May be considered to reduce the risk of HF hospitalization In patients In sinus rhythm with an EF <45% who are

unable to tolerate a beta-blocker (Ivabradine Is an alternative Iin patients with a heart rate =70 b.p.m.). Patients should IIb
also recelve an ACE Inhibitor (or ARB) and an MRA (or ARB).

May be considered to reduce & b
(NYHA class 1I-V) despite treatment wlth a beta-blocker ACE lnhbltor (or ARB) and an MRA (or ARB)

H-ISDN

May be considered as an_3lterng 2an2 . glthe grated to reduce the risk of HF

hospitalization and risk of premature death In patlents wlth an EF 545% and dllated v (or EF <35%). Patlents should b
also recelve a beta-blocker and an MRA.

May be considered to reduge the risk pmature death In patients In patients with an

EF <45% and dilated LV (or EF <35%) and perslsmg synpnoms (NYHA class |I-1V) despite treatment with a Iib
beta-blocker, ACE Inhibitor (or ARB), and an MRA (or ARB).

ESC 2012 HF Guideline



Pharmacological Rx of HFpEF

CHARM 3023 Candesartan Neutral
Preserved

PEP-CHF 850 Perindopril Neutral
|I-Preserve 4128 Irbesartan Neutral

* No treatment has shown to reduce morbidity and
mortality

 Diuretics are used to control Na and water
retention + relieve breathlessness and edema

* Adequate Rx of HT and myocardial ischemia +
control of ventricular rate for AF



Pharmacological Rx of HF
Treatments that may cause harm

Recommendations Class?| Level® NSAIDs and COX-2 inhibitors
should be avoided if possible as

they may cause sodium and water
retention, worsening renal function
and worsening HF.

Thiazolidinediones (glitazones)
should not be used as they

cause worsening HF and increase
the risk of HF hospitalization.

The addition of an ARB

(or renin inhibitor) to the
combination of an ACE inhibitor AND
a mineralocorticoid antagonist is
NOT recommended

because of the risk of renal
dysfunction and hyperkalaemia.

Most CCBs (with the exception
of amlodipine and felodipine)
should not be used as they have

a negative inotropic effect and can
cause worsening HF.

Treatments not recommended:

- Statin (neutral results of CORONA and GISSI-HF)
- OACs other than pts with AF



Outlines

* Non-pharmacological Treatment
of HF



Non-Pharmacological Rx of HF

Recommendations Class® Level®

Secondary prevention
An ICD is recommended in

prevention a patient with a ventricular
Y arrhythmia causing

\ haemodynamic instability, who
(QRS durauon 2'20 m5?> is expected to survive for

>| year with good functional
/ \ status, to reduce the risk of

Secondary

sudden death.

Primary prevention

An ICD is recommended in

a patient with symptomatic
HF (NYHA class IIHIIl) and an
Consider |CD8 EF <35% despite =3 months
of treatment with optimal
pharmacological therapy, who
is expected to survive for

>| year with good functional
status, to reduce the risk of

AR ERA I\ s o]y M sudden death
(i) Ischaemic aetiology and

>40 days after acute
myocardial infarction

ey CRT-P/CRT-D'

(ii) Non-ischaemic aetiology

ESC 2012 HF Guideline



Non-Pharmacological Rx of HF

_Still NYHA class II-1V and LVEF <35%2 >
r's RN

Ces> No >

CQRS duration 2120 msD

¢ o

ConS|der CRT-P/CRT-Df ConS|der ICDs ESC 2012 HF Guideline

Recommendations for the use of CRT where the evidence is strong—patlents in sinus rhythm with NYHA functional class
Il heart failure and a persistently reduced ejection fraction, despite optimal pharmacological therapy

Recommendations Class? Level®

LBBB QRS morphology

CRT, preferably CRT-D is recommended in patients in sinus rhythm with a QRS duration of 2130 ms, LBBB QRS |
morphology, and an EF <30%, who are expected to survive for >| year with good functional status, to reduce the risk
of HF hospitalization and the risk of premature death.

Non-LBBB QRS morphology

CRT, preferably CRT-D should be considered in patients in sinus rhythm with a QRS duration of =150 ms, irrespective
of QRS morphology, and an EF <30%, who are expected to survive for >| year with good functional status, to reduce
the risk of HF hospitalization and the risk of premature death.

Ila




Non-Pharmacological Rx of HF
Indications for CRT

1.Expanded indication for pts with mild symptoms
(NYHA Class Il)
2.Less certain about pts:
- AF
- RBBB /IVCD (non-LBBB)

Recommendations for the use of CRT where the evidence is strong—patients in sinus rhythm with NYHA functional class
Il heart failure and a persistently reduced ejection fraction, despite optimal pharmacological therapy

Recommendations Class® Level®
LBBB QRS morphology
CRT, preferably CRT-D is recommended in patients in sinus rhythm with a QRS duration of 2130 ms, LBBB QRS |

morphology, and an EF <30%, who are expected to survive for >| year with good functional status, to reduce the risk
of HF hospitalization and the risk of premature death.

Non-LBBB QRS morphology

CRT, preferably CRT-D should be considered in patients in sinus rhythm with a QRS duration of 2|50 ms, irrespective lla
of QRS morphology,and an EF €30%, who are expected to survive for >| year with good functional status, to reduce
the risk of HF hospitalization and the risk of premature death.

ESC 2012 HF Guideline




Non-Pharmacological Rx of HF

Revascularization

Recommendations

CABG is recommended

for patients with angina and
significant left main stenosis,
who are otherwise suitable
for surgery and expected to
survive >| year with good
functional status, to reduce the
risk of premature death.

CABG is recommended

for patients with angina and
two- or three-vessel coronary
disease, including a left
anterior descending stenosis,
who are otherwise suitable
for surgery and expected to
survive >| year with good
functional status, to reduce
the risk of hospitalization for
cardiovascular causes and the
risk of premature death from
cardiovascular causes.

Alternative to CABG:

PCI may be considered as
an akernative to CABG
in the above categories of
patients unsuitable for

surgery.

ESC 2012 HF Guideline

Class®

Level®

LVADs

Recommendations

An LVAD or BiVAD is
recommended in selected
patientsd with end-stage HF
despite optimal pharmacological
and device treatment and who
are otherwise suitable for heart
transplantation, to improve
symptoms and reduce the

risk of HF hospitalization for
worsening HF and to reduce
the risk of premature death
while awaiting transplantation.

An LVAD should be considered |

in highly selected patientsd who
have end-stage HF despite
optimal pharmacological and
device therapy and who are
not suitable for heart
transplantation, but are
expected to survive >| year
with good functional status, to
improve symptoms, and reduce
the risk of HF hospitalization
and of premature death.

Class®

Level®




Non-Pharmacological Rx of HF

Patients with >2 months of severe symptoms despite optimal medical
and device therapy and more than one of the following:

o LVEF <25% and, if measured, peakVO2 < |2 mUkg/min Ventodapter Aoffa

and vent filter

» 23 HF hospitalizations in previous 12 months without an obvious L
Xterna

iDitati batt
precipitating cause pa:':Y

* Dependence on i.v. inotropic therapy

* Progressive end-organ dysfunction (worsening renal and/or
hepatic function) due to reduced perfusion and not to inadequate
ventricular filling pressure (PCWP >20 mm Hg and
SBP <80-90 mmHg or Cl <2 Lmin/m?)

Prosthetic

left ventricle

* Deteriorating right ventricular function Systom” —  Skinline

controller

ESC 2012 HF Guideline



Non-Pharmacological Rx of HF

Heart Transplantation

Patients to
consider

End-stage heart failure with severe symptoms,
a poor prognosis, and no remaining alternative
treatment options

Motivated, well informed, and emotionally
stable

Capable of complying with the intensive
treatment required post-operatively

un»u\uunynw; %—

2 medmovie.com

ESC 2012 HF Guideline

Contraindications

Active infection

Severe peripheral arterial or cerebrovascular
disease

Current alcohol or drug abuse

Treated cancer in previous 5 years

Unhealed peptic ulcer

Recent thrombo-embolism

Significant renal failure (e.g. creatinine clearance
<50 mL/min)

Significant liver disease

Systemic disease with multiorgan involvement

Other serious co-morbidity with poor
prognosis

Emotional instability or untreated mental illness

High, fixed pulmonary vascular resistance
(>4-5Wood Units and mean transpulmonary
gradient >15 mmHg)




Non-Pharmacological Rx of HF

Exercise Training

Exercise Training in Congestive Heart Failure

Recommendations Class®* | Level® | e s e

It is recommended that regular
aerobic exercise is encouraged
in patients with heart failure to
improve functional capacity and
symptoms.

It is recommended that patients
with heart failure are enrolled
in a multidisciplinary-care
management programme to
reduce the risk of heart failure
hospitalization.

© ELSEVIER, INC. - NETTERIMAGES.COM
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Outlines

* Management of AF in HF



HF-REF HF-PEF

Beta-blocker! Rateimiung CCRB®
(or Beta-blocker)

Management of
AF in HF

ESC 2012 HF Guideline



Management of AF in HF

HF-REF HF-PEF
Beta-dlocker! Rate-imiung CCB®
(or Beta-blocker)

Need for oral
+ anticoagulation +

2N
NP

= =
?‘ > | < ‘?
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Management of AF in HF

CHA DS,-VASc

Congestive HF or LVEF <40% I

Hypertension I

Age =75 years 2

Diabetes mellitus |

Stroke, transient ischaemic attack, or thrombo-embolism | 2

Vascular disease (previous myocardial infarction, peripheral
artery disease, or aortic plaque)

Age 65-74 years I

Sex category (i.e.female sex) I

Maximum score 9

OAC (prefer)
or Aspirin




Management of AF in HF

Substitute amiodarone
for digoxan

Substitute beta-blocker
(or rate-Emiting CCB)

for digoxin

Ventricular rate Ventricular rate
controlled? controlled?

<%

Amiodarone is the only recommended AAD for
AF in patients with HF

ESC 2012 HF Guideline



Pharmacologic Management of

Newly Discovered AF in HF

Paroxysmal
No Fhe.r:py needed unless Accept Rate control and
S1gn! car\t VRIS . permanent AF anticoagulation as
(eg hypotension, HF and angina
. needed
pectoris)
Rate control and
Rate control and anticoagulation as Goretilen
anticoagulation as needed antiarrhythmic
needed drug therapy
. Cardioversion
Consider
antiarrhythmic \ Consider AF ablation
drug therapy if antiarrhythmic Long-term
drug failed antiarrhythmic drug

therapy as necessary

Modified from Yancy CW, et al. 2013 ACCF/AHA Heart Failure Guideline



Conclusions

* New definitions on different type of HF

* New treatment recommendations in the
guideline based on new data from RCT,
especially on increasing role of

mineralocorticoid receptor antagonist and
ivabradine

 Update and expanded indications for device
therapies, including CRT and LVAD

* Focus on the importance of Rx of AF in HF



