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Vision global del tratamiento de la IC en 2024.
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Global Burden of Heart Failure

Prevalence Incidence Mortality
Prevalence 1-3% in Incidence Mortality remains high
general adulit 1-20 cases per 1,000
population person-years or per 30-day ~2-3%
1,000 population M1ortaI|ty
-year  _

0 " Incidence Mortality 15-30%
re\\l’:Ireance I siaiel 3-year 0
¢ declining Mortality ~20-50%

S-year
Prevalence Incidence Mortality ~20-75%

Prevalence Incidence \
In HFpEF in HFpEF

in HFrEF in HFrEF

Non-
CVD

HFpeF

Costs

Annual health care
costs up to
€25,500 per year

Increasing due to major
demographic changes
(>65 years)

Main cost drivers:

- Directs costs (~70%)
- Non-CVD comorbidities
- Invasive procedures
- Medications/Diagnostics
- Outpatient visits

Savarese et al. Cardiovasc Res 2023
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1. Diagnosis and patient assessment

Diagnostic algorithm for heart failure

Suspected heart failure

+  Risk factors

+  Symptoms and/or signs
+  Abnormal ECG

l

A
" . NT-proBNP = 125 pg/mL
py or BNP = 35 pg/mL

1!, or if HF strongly suspected
y  or if NT-proBNP/BNP unavailable

Echocardiography

e Accurate diagnosis

* Appropriate characterization and classification of the patients
* |dentification of the etiology of HF and proper management of these etiologies

Practical algorithms for early diagnosis of
heart failure and heart stress using
NT-proBNP: A clinical consensus statement
from the Heart Failure Association of the ESC

,(/‘\ y

A\

Suspected de novo Heart Failure as an
Outpatient
(History, physical exam, ECG)

\\\‘;(“.‘ &«

1

Clinical Variable | Values Points
Heavy Body mass index > 30 kg/m? 2
H2 Hypertensive 2 or more antihypertensive medicines 1
F Atrial Fibrillation Paroxysmal or Persistent 3

Pulmonary Doppler Echocardiographic estimated

P W ﬁl::‘n:'c;nary Artery Systolic Pressure > 35 1

E Elder Age > 60 years 1

F Filling Pressure Doppler Echocardiographic E/e’ > 9 1
H,FPEF score i

T ¥ ¥ ¥

s40%  41-49%  =50%
(HFrEF)  (HFmwEF) | (HFpEF)

| L { J
Determine aetiology and

Heart failure unlikely

@Esc—
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Consider obesity,
race-based variations,
and treatment
(diuretics, RASi, MRA)
&

Heart Failure Heart Failure Heart Failure

Heart Failure

Very Unlikely Not Likely Likely Very High-Risk
Evaluation for a Consider alternative | Treat as appropriate Priority
non-cardiac cause diagnosis Arrange for Echocardiography
advised If clinical suspicion | Echocardiography = and evaluation by
remains, arrange (s 6 weeks) Heart Failure team
echocardiography (s 2 weeks)

>28m/s
(PASP > 35 mmHg)

Average E/e’9-14 NT-proBNP 125-220 pg/ml NT-proBNP 365-660 pg/ml

LAVI 29-34 mi/m2

or or

GLS<16% LVMI > 115/95 g/m?2 (m/w)
or

or or
BNP 35-80 pg/ml BNP 105-240 pg/ml
RWT > 0,42
or
LV wall thickness > 12 mm
Major Criteria: 2 points 2 5 points: HFpEF

Minor Criteria: 1 point 2-4 points: Diastolic Stress Test or Invasive Haemodynamic Measurements

McDonagh TA et al. Eur Heart J 2021
Bayes-Genis T et al. Eur J Heart Fail 2023
Reddy et al. Circulation 2018

Pieske et al. Eur Heart J 2019
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2. Initial Treatment

 Compliance with guidelines

* Education
HFrEF HFmrEF HFpEF

@Esc—
)
) )
l (Class llb) l l (Class llb) .
@ESsc—

Taylor R et al. Eur Heart J 2023

McDonagh TA et al. Eur Heart J 2023
Timely initiation and up-titration of GDMT McDonagh TA et al. Eur Heart ) 2021 |
~ A Coruf
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2. Initial Treatment HFrEF

High-intensity care group

Usual care group

I None I None
Less than half of a full optimal dose [ Less than half of a full optimal dose
100 - [ Half to less than a full optimal dose [l Half to less than a full optimal dose
[ Full optimal dose or more B Full optimal dose or more
1 -year ACE inhibitors, ARBs, B blockers Mineralocorticoid
Survival or ARN inhibitors receptor antagonists B
95 10 10 10 10 10 100 1
90 D J U 4
90 80 i
3 o 3 o __1-year 5 4
s 4y ¢l 2 | —vsscregom 180-day acjusted sk diference 1% | 180-day acjusted sk ifference 8.9%
Mortaliity 70 104 T ety e grovp (9550128 to 12:p-00021) (9513910140, p-00003)
§ 7 5 30 45 60 75 S0 105 Do 15 130 165 Mo 15 30 45 60 75 0 105 1o 15 150 b5 180
Additional Additional g 60 502 494 474 454 439 423 410 394 381 373 366 353 329 502 494 474 454 439 423 410 394 381 373 366 353 39
85 4.8 deathsdueto 4.8 sty £ S 40 40 MO 415 4B 397 34 M5 06 497 464 466 49 A0 40 M3 415 4o 397 34 35
2 o 4
B8 deferral 12 2 doferral of 5 504 c D
all 3 classes -3 100 "*&i—%
5 2 ® 1
Additional S 40 o ]
80 4.4 deaths due to g 70
ACEi deferral 30 604
20
75 2 180-day adjusted risk difference 1.6% 1 180-day adjusted risk difference 2.7%
10 1o (95%C1-231054;p-042) 1 (954 C1-10t06-4; p-015)
5 30 45 60 75 0 105 D0 15 130 165 1o 15 3 45 60 75 90 105 1o Us 10 165 180
Nomber atrisk Time since randomisation (dayh Time since andomisation (days)
@, o S - ° S Usualcregroup 502 496 484 476 466 454 446 430 432 425 415 409 79 SO2 496 4B4 476 466 454 446 439 432 425 1S 409 379
éox o *o, '& éok & *g ‘& High-intensity caregroup 506 499 492 480 468 462 458 448 443 435 426 417 376 506 499 492 480 468 462 458 448 443 435 426 417 376
<F ‘(-\\‘? g 0@* < é-\\tP PF 0'5\
o S
No Deferral DeferAA ...and ...and DeferAll & &
Defer BB Defer ACEi Study timepoint

Absolute mortality arising from 1-year deferral of therapy ] ] ] ) ]
STRONG-HF (intensive treatment strategy of rapid up-titration)

* Feasible and safe

* Improves QOL and reduces symptoms

e Reduces the risk of 180-day all-cause death or heart failure
readmission compared with usual care

Zaman et al. Eur J Heart Fail 2017
Mebazaa et al. Lancet 2022
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2. Initial Treatment HFrEF

Awareness/

Education ) Reasons for Treatment Gap
— _ Contraindication
- Patient Side effects
Intolerance
— v
Performance S I' _;.l Noncompliance
Measures E — e—— Comorbidities
Z e
Cost/Coverage S S Inertia/Aversion
Aligned with Hl Knowledge gap
Care Benefit L . Complex up-titration protocols
= Inadequate follow-up
= Inadequate care coordination
— System/Payer Incorrect data collection

Inadequate risk adjustment
—
Payer coverage gap
U % High cost

Inadequate access

Patolia et al. ] Am Coll Cardiol 2023
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3. Therapy Optimization

: Decompensations
k \ Survival Vb 1 Comorbidities
| | 1 l (non-cv death)
Clinical
Course

Potential benefit of
early intervention

Quality of Life —>

Missed opportunities

4
: of changed treatment

| onsetofcHF H

Significant proportions of Prognosis (natural causes)

Residual HF-related
Imple Duration of Chronic Heart Failure

Allen et al. Circulation 2012
Abdin et al. ESC Heart Fail 2021
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3. Therapy Optimization

Vasodilators and ACEi/ARB Device therapy and sinus node inhibitors SGLT2i
B-blockers and MRA ARNI

PR MOMENTUM 3

| LION-HEART l‘
|TR|LUM|NATEI

PARAGON w

i GALACTIC-HF

SOLVD-P

REMATCH
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- Hydralazine and isosorbide dinitrate . SGLT2i D Head-to-head comparison

ﬁ ACEi/ARB . Soluble guanylate cyclase stimulator D Dose-response study

ﬁ R-blocker . Myosin activator

. Digoxin . Ferric carboxymaltose

. MRA . Exercise training ﬁ SGLT1/2i Modified from Sharma et al . ] Am Coll Cardiol Basic Trans Science. 2022

Academy
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3. Therapy Optimization

i An interdisciplinary team that ll

|

consists of a general
cardiologist, HF cardiologist,
interventional cardiologist,
structural cardiologist,
multimodality imaging

and cardiothoracic surgeon is 3
crucial for the successful Onse¢ of CHF

implantation and delivery of

device-based therapies in heart

I
|
|
[
|
|
cardiologist, electrophysiologist, : A
|
|
|
|
|
|

failure

Implantable cardioverter-defibrillator
(1cD)
-NYHA |-l
-LVEF <35%

lvabradine -NYHA I-IV
Vericiguat NYHA IIl-Ambulatory IV -Asymptomatic patients with severe AS and
Hydralazine + ISDN -LVEF 20-50% LVEF < 50%

Ferric carboxymaltose -Moderate-severe (grade 3+) -Severe high-gradient AS with symptoms

. (independent of LVEF)
Digoxine or severe (grade 4+) 5 ST ol Cblante with Lo & |
Secondary MR -Symptomatic patients with low-flow, low

_LVESD < 7cm gradient s?vere .AS wrtfj reduced LVEF
-Symptomatic patients with low-flow, low
Eeeliies ik gt of v adient with normal LVEF if AS is the most
PHTN (RVSP > 70 mmHg) & :
likely cause of symptoms

Cardiac resynchronization therapy (CRT-D)
-NYHA II-1il; ambulatory IV
-LVEF <35%
-Normal sinus

COR*: 1

Remote
Hemodynamic
Monitoring
(CardioMEMs)

-NYHA I-IV

-Signs/sym ptoms of

TR or prior

hospitalization for HF
- Severe TR

-Persistent symptoms
with NYHA lllor Il
(with a recent history
of Class Ill)
-LVEF <35%
-NT-proBNP <1600
pg/ml
-Excludes patients
with a guideline
indication for CRT

Palliative Care

Heart Transplantation

LVAD (HM3)
-NYHA IV
-LVEF < 25%
-inotrope dependent or
Cardiac Index (Ql) < 2.2
L/min/m2
- Failing to respond to
GDMT for at least 45
out of the last 60 days

COR*: 1 {inotrope dependent}
COR*: 2a{Select NYHA IV patients}

-NYHA 1l
-LVEF 25-45%
-QRS duration < 130
ms
-Contraindicated with
permanent atrial
fibrillation

COR*: 2a COR**: 1

A CORUNA HF 27-28 SEPTEMBER 2024 #ACORUNAHF2024

COR*: Not Provided COR*: 2b

COR*: Not Provided

COR*: Not Provided

Modified from Estep JD et al. J Cardiac Fail. 2024
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3. Therapy Optimization

* Regular follow-up

* Early referral and collaboration between primary and expert centers with
HF specialists

* Dedicated studies: clinical, hemodynamic, imaging and structural
phenotyping

e Careful and well-documented multidisciplinary decision-making

* Patient empowerment : extremely important allowing shared decision-
making process

* Coordinated follow-up process

Salah H . JACC Heart Fail 2023
Mullens et al. Eur J Heart Fail 2024

r‘]_ A Coruiia
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4. Heart Failure Units and MultidisciEIinarx Teams

» Systematize the diagnosis, treatment and clinical follow-up of HF patients
* Provides integrated and coordinated care of HF patients throughout the process

Early detection of
decompensation

Evidence-based
management

Planned, structured
follow-up

Patient empowerment
HF specific education
Patient self-care

IHospital admissions

N

IMortality

TQuality of life

4

Comin Colet. Rev Esp Cardiol 2016
Jd}
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4. Heart Failure Units and Multidisciplinary Teams

Tertiary Hub:
Advanced HF unit

Crespo-Leiro et al. Eur J Heart Failure 2018
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5. Decompensation

The use of diuretics in heart failure with e

T congestion — a position statement from the .....

¥ o - o — Heart Failure Association of the European /\
E - Society of Cardiology P &
=1 * Detect congestion

& guE= * Determination of euvolaemia
=1 * Goals of therapy

) - - * Stepped pharmacologic care

Chioncel et al. EurJ Heart Fail 2019

.

on
oo
M|

Prevention and early recognition of acute decompensation

i =4

o

Mositoring

mHealth in Heart
Failure

+ mHeaith patfores collect sympom and phyiclogic data HeartLogic
from patients with heart fallure (MF).

« mHeaith platiorms take cobected symptom 3nd
physiologi data and report back to cimxal team, with of

without mediation by some type of algorithm.

connected scales, wearable patches of strags, of manual 5

.
‘ — v o ingut from patient.
e CardloM EMS -
Froen: [ETTER To: [B55
e Feedback
The ol of oy sk oo fr 6 ety
detection of worsening HF. ¥
+ ideally, mmmunmm Ve other torms of remote ’
monitoring, produce actionsble data for physicians and ) ‘
other care team members.
* o date, mest mealth platforms require some data Education e
review and Int mmmmwmbfn f the care team.
Better + miealth 1ooks have been studied s educationsl
ie3 are needed to make el platforms, seeking to assistin isease-speciic education
| sustaimable. for patients with W,

Lindelfend J et aI Lancet 2021
Brugts et al. Lancet 2023

A CORUNA HF 27-28 SEPTEMBER 2024

. Mamwmb«mmhumm
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« Weliness promotion Is a key part of basic mMealth
technology and may have particular value in pre-
symptomatic or mildly symptomatic patients with K

Haywood et al. J Card Fail 2023

“ Lopez Azor et al. Card Fail Rev 2022

Parallel
interventio

Parallel
ns  evaluation

Mullens et al. Eur J Heart Fail 2019

TRIAGE-HF

MAZARD RATIO 10X
MAZARD RATIO 2.1X

NEG PRED VALUE 99.4%

Virani et al. ESC Heart Fail 2018
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6. Stages A and B : Erevention

At Risk for HF (Stage A)

Patients with
hypertension

Patients with type 2
diabetes and CVD or
high risk for CVD

Patients with CVD

Patients with
exposure to
cardiotoxic agents

First-degree relatives
of patients with
genetic or inherited
cardiomyopathies

Patients at risk
for HF

Patients at risk
for HF

>

A CORUNA HF 27-28 SEPTEMBER 2024

Natriuretic peptide
—  biomarker screening

(2a)

Validated multivariable

risk scores

(2a)

Pre-HF (Stage B)

Patients with
LVEF <40%

Patients with a
recent Ml and
LVEF <40%

Patients with
LVEF <40%

-

Patients with
LVEF <30%;
>1y survival;

>40 d post Ml

Patients with
nonischemic
cardiomyopathy

——

Lk Stage D: Stabilization of refractory
Proventin signs and symptoms

Stage C: Prevent HF

Secondary T
readmissions

Prevention

Stage A/B: Prevent signs
and symptoms of HF

Primary Prevention

Stage 0: Prevent development of

Primordial Prevention HF risk factors

Genetic counseling and
testing
(2a) 1g population-level

impact

Hammond et al. Clin Cardiol 2022
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Overview of HF treatment in 2024. Key points

e Accurate and timely diagnosis
* |nitial treatment : compliance with guidelines

* Therapy optimization: Implement additional treatment, device therapy and

advanced heart failure therapies
e Heart Failure Units , Multidisciplinary teams and Coordination
* Decompensation: prevention, early recognition and management

* Prevention

- ~ el A Coruna
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