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“When we thought we had all the answers, suddenly, all the questions changed”

MARIO BENEDETTI
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Arterial Hypotension — 5-10% Arterial Hypertension - 60-80%
Often a barrier to initiating HF therapies . Associated with increased mortality

Elderly (>65 years) - 60-70%
_~ More likely to be white, women;
. higher comorbidity burden

Ejection fraction >65% - 8-10% \
Consider secondary HFpEF, including !
amyloidosis and HOCM

Ejection fraction 50 to 55% - 10-20% . \
Characteristics and response to treatment \
may be similar to HFrEF b ‘

Coronary Artery Disease - 40-70%
- More severe hemodynamic impairment; worse prognosis

~ Female Sex - 40-50%
- Worse symptoms and quality of life; lower mortality

COPD - 15-20%
Safety of long-acting beta-agonists and
muscarinic agonists not well-established

Chronotropic Incompetence - 30-50%
Cachexia - 15-20% -~ Associated with lesser exercise tolerance
Associated with a poor prognosis; increased risk

of adverse drug effects and drug interactions Patients with

HFpEF
~ Obesity - 30-40%
Worse symptoms, quality of life & prognosis

Atrial Fibrillation - 15-30% i g
Associated with increased HF hospitalization =

_ Iron Deficiency - 20-50%

W lity of life & i
Pulmonary Hypertension - 20-30% orse quality of life & prognosis

Worse symptoms and increased mortality
~__ Sleep Apnoea - 20-50%
Effect on progression and prognosis of HFpEF not well-established
High Heart Rate (>80 bpm) - 20-30% \
Associated with increased CV risk \ Type 2 Diabetes - 20-40%
7 \ Worse quality of life & prognosis

Functional Tricuspid Regurgitation- 20-40%

" . _ o _ano
Associated with increased mortality Chronlc Kidney Diseasa - 20-40%

Associated with worse outcomes
Atrial FMR - 20-40%

Associated with increased mortality Anker, Stefan D et al. European journal of heart failure vol. 25,7 (2023)
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Cardiovascular — Kidney — Metabolic Syndrome

Nonmetabolic
etiologies of

/ hypertension

Stage 0: Stage 1: Stage 2:
No Risk Factors Excess/Dysfunctional Metabolic Risk
Adipose Tissue Factors and CKD

Hypertension

Hyper- Metabolic

triglyceridemi

Essential

oA

Overweight/obesity
Abdominal obesity
Impaired glucose
tolerance

o]

@ u Type 2 Moderate- to
6 9 diabetes high-risk CKD

A focus on v
primordial prevention /
and preserving Nonmetabolic
cardiovascular health etiologies of CKD

Ndumele et al. Circulation. Volume 148, 20, November 2023

Academy
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Cronic kidney desease (CKD)

HF

Prevalence
unknown
> 2% adults

50% HFpEF

CRS

1% adults
40-50% HF
patients

CKD

9-15%
adults

High prevalence 40-45 %

Therapies

Prognosis

Heart Failure
Academy
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Table 4f heart failure drugs in relation to baseline chronic kidney disease status

Drug Evidence across GFR strata according Acute Impacton CKD Treatment effect
to baseline eGFR enrolment criteria drop GFR slope in treatment with CKD
GFR HF trial interaction
ESKD 15-30 30-60 >60

.....................................................................................................................................

ACE-I/ARB Moderate evidence if Yes No (beneficial effect of No Relative benefit: ~
dialysis, weak evidence around 1-2 ml/min/ Absolute benefit: 1
if not on dialysis 1.73 m? per year

in CKD trials)

Beta-blockers No No Yes (potentially but  Relative benefit: ~
some conflicting Absolute benefit: 1
results)

MRA Yes No No Relative benefit: ~
] Absolute benefit: T |
ARNI Yes Yes (around No Relative benefit: ~
0.5 ml/min/1.73 m? per Absolute benefit: 1

year)

SGLT2-i Yes Yes (around 1-2 ml/min/ No Relative benefit: ~

1.73 m? per year) Absolute benefit: 1

Ivabradine No No No Relative benefit: ~

Absolute benefit: 1
Vericiguat No No No Relative benefit: ~
Absolute benefit: 1
Omecamtiv mecarbil No No No Relative benefit: ~

Absolute benefit: 1

|A decrease in eGFR over time does not automatically mean RAASi/SGLT2-i need to be downtitrated or discontinued |
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Mineralocorticoid
Receptor Antagonist

Conclusions:

Because patients experiencing a decrease in

eGFR to <30 mL/min/1.73 m? are at very high risk,
the absolute risk reduction with an MRA in these
patients is large and this decline in eGFR should not

automatically lead to treatment discontinuation

A CORUNA HF 27-28 SEPTEMBER 2024

CENTRAL ILLUSTRATION: Estimated Glomerular Filtration Rate Decline
to <30 mL/min/1.73 m? and Effects of Mineralocorticoid Receptor Antagonist

Therapy

EMPHASIS-HF and RALES Mineralocorticoid Receptor Antagonist
(GEX: %11)) (MRA) Therapy

6.8% \

Older Age
\
Lower eGFR
|
Lower LVEF
y 4

¥ Decrease in eGFR to <30 mL/min/1.73 m?
No decrease in eGFR to <30 mL/min/1.73 m?

CV Death or HF Hospitalization

1004
904
804 Decrease in eGFR to <30mL/min/1.73 m?
704
60+
50
40+
30
204
104

No decrease in eGFR to <30mL/min/1.73 m*

Incidence Probability (%)

Years at Risk by Exposure Category

L

w
(=]

Decrease in eGFR

eGFR (mL/min/1.73 m2)

to <30mL/min/1.73 m? ;@\

Continue or Discontinue MRA Therapy?

Decrease in eGFR to <30 mL/min/1.73 m?

Effects of MRA Compared to Placebo According to

l .

P for
HR (95% CI) Interaction

CV death or hospitalization for HF 0.87

Overall 0.66 (0.59-0.73)

No eGFR decrease g 0.63 (0.56-0.71)

eGFR decrease —_— 0.65 (0.43-0.99)
Hospitalization for HF 0.92

Overall e 0.63 (0.55-0.72)

No eGFR decrease = 0.62 (0.54-0.71)

eGFR decrease —_— 0.60 (0.33-1.08)
CV death 0.84

Overall — 0.71(0.62-0.82)

No eGFR decrease e 0.68 (0.59-0.79)

eGFR decrease —_——— 0.65 (0.43-0.98)
All-cause death 0.51

Overall —r— 0.72(0.64-0.82)

No eGFR decrease = 0.70 (0.61-0.79)

eGFR decrease e e 0.61(0.42-0.88)

T 1 |
3 7 1 14

MRA Better

Matsumoto S, et al. J Am Coll Cardiol. 2024;10.1016/j.jacc.2024.03.426
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Sacubitril/Valsartan

Conclusions: Patients experiencing deterioration of
kidney function eGFR < 30 mL/min/1.73 m?, faced
high risk of cardiovascular and kidney disease
outcomes.

Continuation of sacubitril/valsartan was associated
with persistent clinical benefit and no incremental

safety risk.

CENTRAL ILLUSTRATION: Treatment Effect of Sacubitril/Valsartan on CV
and Relnal Outcomes in Patients With eGFR Deterioration to <30 mL/min/
1.73 m

First HF Hospitalization or CV Death Total HF Hospitalizations and CV Death
PARADIGM-HF PARAGON-HF
< 504 i < 50 {RR: 0.89; i RR: 0.81;
a HR: 0.80; ' HR: 0.87; o ; ; ' ¥ 5
S 40| 95% C1:073-087 | 0% Cl: 0.621.23 S 4o |55% C:0771.05 {95%01:058115
. ' . '
;i, 30 4 ; I 3, 30 4 : I 1
Y] ' k72 '
& 20 ; { & 20 ; . Vel
o ' o '
= | sagva =™ O T Gl
10 4 = Enal ' 10 4 Val 1
3 Sac/val =M@ ; Protersction ® 0.50 3 Sac/val - Prtecaction ® 0.64
= 0 = 0
No Detenoration Deterioration No Deterioration Deternoration
in eGFR in eGFR in eGFR in eGFR
<30 mU/min/1.73m? <30 mL/min/1.73 m? GO mUmin/1.73m? <30 mL/min/1.73 m?
Renal Composite Outcome Renal Composite Outcome
PARADIGM-HF PARAGON-HF
0.25 4 0.25 4
8 8
§ 0.20 + § 0.20 4
2 015, 2 015
7 o =
2 010 4 Time of eGFR <30 £ o0 {Time of eGFR ‘33_4_ }_'
, '
2 ,
go.os-l_ﬂ,’—'—fmnm go.os-l Y
' HR-072;95%CL03s s r_CJ—’_r‘_’ToAx 95% Ck 0.20-0.89
0.00 - - v - 0.00 4= - - — -
0 1 2 3 4 0 1 2 3 A
Years Years
— Enal - Sac/Vval -Val — Sac/val

Chatur S, et al. J Am Coll Cardiol HF. 2024;10.1016/j.jchf.2024.03.014
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CKD & Diabetes: promorbidity

Recommendation Table 4 — Recommendations for the
IECA/ ARAII prevention of heart failure in patients with type 2
diabetes mellitus and chronic kidney disease

Recommendations Class® Level®

In patients with T2DM and CKD,“ SGLT2 inhibitors
(dapagliflozin or empagliflozin) are recommended to
reduce the risk of HF hospitalization or CV
death>73®

m
In patients with T2DM and CKD,* finerenone is §
recommended to reduce the risk of HF 9
w
hospitalization.'%11:3440 ©
F i n e re n O n a McDonagh T, Metra M et al. European Heart Journal (2023) 00, 1-13
b pcon
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Finerenona demostrd reduccion relativa del riesgo del 16 % en la variable combinada

de muertes CV y episodios totales de descompensacion por IC

Placebo: 1.283 eventos,
051 RRR=0.84 (17,7 eventos/100 pacientes/afio)

(95 % IC 0.74—0.95)
p=0.007

0,31 RAR =2,8 eventos por 100 AP

0,4

N° medio de eventos/paciente

0,27 Finerenona: 1083 eventos
0.1 (14,9 eventos/100 pacientes/afio)
OO - T T T T T T 1

0 6 12 18 24 30 36
Tiempo transcurrido desde la aleatorizacion (meses)

AP: afios-paciente; CV: cardiovascular; IC: insuficiencia cardiaca; IdC: intervalo de confianza; RAR: reduccién absoluta del riesgo; RRR = reduccion de riesgo
relativo.
Solomon Sy col. N Engl J Med. 1 de septiembre de 2024. Doi: 10.1056 / NEJM0a2407107
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USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH)

Goal: Cardiorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (in addition to comprehensive CV risk management)* Goal: Achievement and Maintenance of Glycemic and Weight Management Goals

+ASCVD! +Indicators of high risk

+HF +CKD Glycemic Management: Choose Achievement and Maintenance of
Defined differently across While definitions vary, most Current or prior eGFR <60 mL/min per 1.73 m? OR approaches that provide the Weight Management Goals:
CVOTs but all included comprise 255 years of age symptoms albuminuria (ACR 23.0 mg/mmol efficacy to achieve goals: . A
individuals with established with two or more additional of HF with [30mg/g)). These measurements Mok O Agent)incloig [ Set individualized weight management geals ]
CVD (e.g., MI, stroke, any risk factors (including obesity, documented may vary over time; thus, a repeat COMBINATION therapy that provide ( (
revascularization procedure). hypertension, smoking, HFrEF or HFpEF measure is required to document CKD. adequate EFFICACY to achieve General lifestyle advice: Intensive evidence-
Variably included: conditions dyslipidemia, or albuminuria) ' ol weietaln Fraatmesit mual medical nutrition based structured
such as transient ischemic ) ) god ) therapy/eating patterns/ weight management
attack, unstable angina, Consider avoidance of hypoglycemia a physical activity program
amputation, symptomatic +CKD (on maximally tolerated dose priority in high-risk individuals \ )
i of ACEi/ARB! (
L mmtoTnc P ) L Consider medication Consider metabolic
a isease. :
bl J— PREFERABLY In general, higher efficacy approaches for weight loss J surgery ,
with m'ven SGLT21" with primary evidence of have greater likelihood of achieving S I
HF bzmm reducing CKD progression W When choosing glucose-lowering therapies:
+ASCVD/Indicators of High Risk in this o SELTZ I pooplswith n o6FR Efficacy for glucose lowering Consider regimen with high-to-very-high dual
population >20 mUmin per 1.73 m?; once initiated Very High: | glucose and weight efficacy
GLP-1 RA* with proven SGLT2if with proven should .hl qmtinued until |mt|ahon Dulaglutlde (high dose’.
CVD benefit CVD benefit of dialysis or transplantation Semaglutide, Tirzepatide | | |
‘u‘P ;R‘A . h‘ OR —C;D;e ‘f‘ f‘ Insulin Efficacy for weight loss
-1 RA with proven nefit i A ot :
: S Combination Oral, Combination Very High:
\ 2 . g
L SGLT2i not tolerated or contraindicated Injectable (GLP-1 RA/Insulin) Semaglutide, Tirzepatide
= High: High:
If HbA, above target, for patients GLP-1RA (not listed above), Metformin, Dulaglutide, Liraglutide
. . . . on SGLT2i, consider incorporating a SGLT2i, Sulfonylurea, TZD Intermediate:
«+ For patients on a GLP-1 RA consider adding SGLT2i with §EP-1 Rhor vicsvorsa e GLP-1RA (not listed above), SGLT2i
proven CVD benefit or vice versa L DPP-4i Neutral:
« TIDA .eltra L
l DPP-4i, Metformin
. 2 J
[ If additional cardiorenal risk reduction or glycemic lowering needed If HbA,_ above target |
d‘ A Corufia
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Davies MJ et al. Management of Hyperglycemia in Type 2 Diabetes, 2022. A Consensus Report by the American Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD). Diabetes Care. ' 022. y



HFpEF therapy: combining SGLT2i and incretins

Practical considerations
for combination therapy

Potential barriers
and research priorities

Limited data on traditional
clinical outcomes

Potential for complementary benefits
on global treatment priorities

Prioritize SGLT?2i given established benefits

on HF hospitalization and death Cost

Caution with incretin-based therapies

in recently decompensated HF Polypharmacy

Escalate incretin-based therapies

; Regimen complexit
to maximally tolerated dose & RIERity

Continue therapy indefinitely to prevent
disease relapse or progression

Paucity of data in important
subpopulations

00®E

@
O
®
o

Ostrominski, John W et al. European heart journal vol. 45,30 (2024)
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Obesity

Body Weight Loss May Reverse HFpEF If Treated Early

85
1%, Lifetime cumulative risk for HF of obesity
5] " (HFO) increases when “obesity-years”
| "% (BMI + age) reaches 100
65
3 i
L oc HFO Much of the cardiac pathology of HFpEF
g with obesity may be reversible with
?x/ | adequate weight reduction
o 45 -
- HFpEF
T ‘x‘\‘N/obesity
351 ' Resilience in younger HFO may allow
- ﬁFpEF regression of cardiac abnormalities with
o5 - 20-35% weight loss
} 215 ' 3I5 415 ‘ 5’5 ' 615 ] 7IS ' 8]5
_ Age
(years)

BMI=Body Mass Index; HFpEF=Heart Failure With Preserved Ejection Fraction; HFO=Heart Failure Obesity; OC=0besity Cardiomyopathy.

Chockalingam A. Front Cardiovasc Med. 2022;9:821829.
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Change in KCCQ-CSS at 52 Wk The NEW ENGLAND JOURNAL of MEDICINE

18— 1
, | §16.6

£ R ! RESEARCH SUMMARY
& 12 |
H L8 Semaglutide in Patients with Heart Failure
= ] e with Preserved Ejection Fraction and Obesity
O stimated difference, 7.8 points 1
= (95% Cl, 4.8 to 10.9); P<g-001 : Kosiborod MN et al. DOI: 10.1056/NEJMo0a2306963

0- I | I : ]

0 20 36 52 52*
Weeks
Change in Body Weight at 52 Wk
0_

CONCLUSIONS

In adults with heart failure with preserved ejection fraction
and obesity, once-weekly treatment with semaglutide was

— s
Placebo

Semaglutide

associated with greater reductions in heart failure-related
§_133 symptoms and physical limitations and greater weight loss
than placebo over 52 weeks.

Percentage Change
=
|

Estimated difference, —10.7 percentage points
(95% Cl, —-11.9 to —9.4); P<0.001

-20—— | I I ]

0 20 36 52 52%
Weeks

*Week 52* data are based on ANCOVA and imputation of missing data.

= - ACorufia
A CORUNA HF 27-28 SEPTEMBER 2024 #ACORURAHF2024 Q@
2L Academy
“



Effects of selected pharmacotherapies on loop diuretic use in recent HFmrEF/HFpEF trials

STEP-HFpEF Program DELIVER " EMPEROR-Preserved PARAGON-HF TOPCAT-Americas

Median BMI
37 kg/m? 30 kg/m? 30 kg/m? 30 kg/m? 34 kg/m?
Baseline loop diuretic use
61% 77% 80% 78% 77%
@ New loop diuretic initiation @ Loop diuretic discontinuation
Hazard ratio (95% ClI) Hazard ratio (95% ClI)
| L : 0.29 (0.19-0.52) 2,69 (1.19-6.12) : B |
HEH 0.68 (0.55-0.84) 0.98 (086-1.13)  HIEH
= m 0.73 (0.59-0.90) 1.43 (1.15-1.78) =
HH 083 (0.68-1.00) 096 (082-1.12) H H
FoA 0.66 (0.57-0.77)*
I I I I I I I I
0.125 0.25 0.5 1 2 075 1 2 4 7
< > < >
Favours GLP-1RA, Favours Favours Favours GLP-1RA,
SGLT2i, ARNI, or MRA Control Control SGLT2i, ARNI, or MRA
@ Semaglutide (24 mg) @ Dapagliflozin Empagliflozin @ Sacubitril/Valsartan @ Spironolactone
- r_I_ A Coruna
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Sanjiv J Shah et all. European Heart Journal, Volume 45, Issue 35, 14 September 2024,



The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE ‘

Tirzepatide for the Treatment of Obstructive
Sleep Apnea and Obesity
Atul Malhotra, M.D., Ronald R. Grunstein, M.D., Ph.D., Ingo Fietze, M.D.,
Terri E. Weaver, Ph.D., Susan Redline, M.D., M.P.H., Ali Azarbarzin, Ph.D.,
Scott A. Sands, Ph.D., Richard J. Schwab, M.D., Julia P. Dunn, M.D.,

Sujatro Chakladar, Ph.D., Mathijs C. Bunck, M.D., Ph.D,,
and Josef Bednarik, M.D., for the SURMOUNT-OSA Investigators*

CONCLUSIONS

Among persons with moderate-to-severe

obstructive sleep apnea and obesity,
tirzepatide reduced the AHI, body weight,
hypoxic burden, hsCRP concentration, and
systolic blood pressure and improved

sleep-related patient-reported outcomes.

A CORUNA HF 27-28 SEPTEMBER 2024

A Change in Apnea—Hypopnea Index in Trial 1 (efficacy estimand)
Overall mean apnea—hypopnea index at baseline, 51.5 events/hr

L ELEELEEERE S
= Placebo
=
= -5_\' —48 _53
g 10 h
i
g 154
e 20+
o
m
E -257 -25.3
S Tirzepatide -27.4
= 30+
&
s -35-
(W]
'40 T T T
0 20 52 Treatment-
Regimen
Weeks Estimand

B Change in Apnea—Hypopnea Index in Trial 2 (efficacy estimand)
Overall mean apnea—hypopnea index at baseline, 51.5 events/hr

_ ik
£ Placebo
:;E. -5_\+ 4+_60 Bos55
c
g -10- 1
@ -154
8 -20-
[}
E -25-
&
g -30- Tirzepatide ~30.4 -29.3
c
§ -35-
(W]
=40 T T T
0 20 52 Treatment-
Regimen
Weeks ;
Estimand

C Change in Body Weight in Trial 1 (efficacy estimand)
Overall mean body weight at baseline, 114.7 kg

0
o
£
@ -5 Placebo
™
m
£
e -10-
f§=
o
2
g -15-
bt 17.7
t Tirzepatide -18.1 -1/
g -20
a

—25 T T T T T T T T T I
0 4 831216202 36 48 52 Treatment-
Regimen
Weeks Estimand

D Change in Body Weight in Trial 2 (efficacy estimand)
Overall mean body weight at baseline, 115.5 kg

Offega - - mmmmmmmm eI R TR
] -23 m-23
£ L
8 37 Placebo
[
]
'E -10+
«
&
& -154
(W]
E 19.6
-20] _ -19.
% Tirzepatide 20.1
o
-25 1 T T 1T T T T T
0 4 81216202 36 48 52 Treatment-
Regimen
Weeks Estimand
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Sleep-disordered breathing ,;Lr é

Frequent entity with a bidirectional relationship.
Coexist in 1/3 of patients with HF.
Worse prognosis.

Suspected diagnosis (daytime sleepiness, snoring, headache, obesity):
polysomnography.

Central sleep
apnea

- ~ A
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" Clinical Psycho-cognitive ‘ F ra i Ity

* Co-morbidities* * Cognitive impairment
*  Weight loss* * Dementia
* Falls * Depression*

e Malnutrition

%g

+ ADL&IADL HF patient * Sarcopenia
. . .
PpalrITTER: . * Living alone*

* Low/non mobility*

* No social support*
* |Institutionalisation™®

Functional Social @

Figure 1 The four main domains — clinical, physical-functional, cognitive-psychological, and social — defining the Heart Failure Association
(HFA) Frailty Score. Reversible and/or treatable variables are identified by asterisks. ADL, activities of daily living; HF, heart failure; IADL,
instrumental activities of daily living. Adapted from Gorodeski et al.’

e Balance*

m--r‘]' A Corud
A CORUNA HF 27-28 SEPTEMBER 2024 #ACORUNAHF2024 Qﬂ Heart Failure

" " " " . Academy
Tomasoni D et al. Heart failure in the last year progress and perspective. ESC heart Failure. 2022



Anemia &

iron deficiency

@ E SC European Heart Journal (2023) 00, 1-13

European Society https:/doi.org/10.1093/eurheartj/ehad195
of Cardiology

ESC GUIDELINES

2023 Focused Update of the 2021 ESC
Guidelines for the diagnosis and treatment
of acute and chronic heart failure

McDonagh T, Metra M et al. European Heart Journal (2023) 00, 1-13

Deficit de hierro:

Ferritina < 100 ng/ml
Ferritina 100-300 Saturacion <20 %

——

A CORUNA HF 27-28 SEPTEMBER 2024

Recommendation Table 5 — Recommendations for the
management of iron deficiency in patients with heart
failure

Recommendations Class® Level®

Intravenous iron supplementation is recommended

in symptomatic patients with HFrEF and HFmrEF,

and iron deficiency, to alleviate HF symptoms and
c 12,41,47-49

improve quality of life.
i
Intravenous iron supplementation with ferric
carboxymaltose or ferric derisomaltose should be
considered in symptomatic patients with HFrEF and lla

HFmrEF, and iron deficiency, to reduce the risk of HF
hospitalization.® 12,41,43-46

© ESC 2023

“Most of the evidence refers to patients with left ventricular ejection fraction <45%.

It is recommended that all patients with HF be
periodically screened for anaemia and iron defi-
ciency with a full blood count, serum ferritin

concentration, and TSAT.

#ACORUNAHF2024
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Hypertension

Recommendation Table 27 — Recommendations for
managing hypertension in patients with cardiac disease
In patients with symptomatic HFrEF/HFmrEF, the
following treatments with BP-lowering effects are
recommended to improve outcomies: ACE inhibitors
(or ARBs if ACE inhibitors are not tolerated) or
ARNi, beta-blockers, MRAs, and SGLT?2

inhibitors.””>

In hypertensive patients with symptomatic HFpEF,
SGLT?2 inhibitors are recommended to improve
outcomes in addition to their modest BP-lowering

prc:;perties.._/95

Non-dihydropyridine CCBs should not be used

SBP target range
120-129 mmHg

(Class I)

is the optimal
point in this
range if tolerated

( Non-elevated SBP

(<120 mmHg)

Elevated SBP
(120-139 mmHg)

Assess for symptoms

or signs of hypotension

or in these settings:
SBP 120 mmHg — \ i
o=

Target SBP as low as
reasonably achievable
(preferably <140)
if 120—129 mmHg
target not tolerated

Pre-treatment
symptomatic
orthostatic
hypotension and/or
age =85 years
(Class lla)

Clinically significant
moderate-to-severe
frailty at any age
and/or limited
predicted lifespan
(<3 years)
(Class lIb)

John William McEvoy, SESC Scientific Document Group , 2024 ESC Guidelines for the management of elevated blood pressure and hypertension. European Heart Journal, EE)24
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Comorbidities in HF
TAKE-HOME MESSAGE
- Acurate characterization.
* Phenotypic approach.
« Early intervention.
 Pharmacological and non-pharmacological treatment.
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