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AG=INIE Si HFrEF management
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ESC U I D E LI NES 202 1 @esc . ESC GUIDELINES
0 <
@ S i i vt 2 FecuRie & 2021 ESC Guidelines for the diagnosis and
e Kob treatment of acute and chronic heart failure
Bl : : Q
2016 ESC Guidelines for the diagnosis and Q)@ e e ““";;’;:;‘;’E‘ﬂ;“gﬁ
treatment of acute and chronic heart faih(& . .
The Task Force for the diagnosis and treatment of ac 'a.m:l chronic . To rEduce mortahty & for a" patIents
heart failure of the European Society ofCardlulugé :
\'\
M 0@

McDonagh etal, EHJ 2021
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§ & Pharmacological treatments indicated in patients with (NYHA Cl@l—lV) heart failure with reduced ejection fraction
E g (LVEF <40%) 0

i N
sl 3 &
3 I N Recommendations @ Class® Level®
Elz - B wd IVEF 38X~ ) O
; i g ‘ Yos | An ACE-| is recommended for patients with HFrEF to reduce the risk :,5$QF
E E % . ] . hospitalization and death.'"*~ 112 o
2z E Ablu o tolerate Sinuis rhythm, Sinus riygthm,” A beta-blocker is recommended for patients with stable HFrEF @ reduce the risk of
[’:‘ a8 ALCE| [or ARE)® QRS durasion 21 30 mass HR =70 bpm 114—120 06
Ik | L l HF hospitalization and death. %ﬁ
ElSs ¥ An MRA is recommended for patients with HFrEF to rgg¥te the risk of HF hospitalization and death.'?""'22
=g ARMI 1 ruglace for Ivalrniling
a2 i ACE : Dapagliflozin or empagliflozin are recommended fgggtlents with HFrEF to reduce the risk
‘E - of HF hospitalization and death.'?®'%? S £t

a o i atnd o
a G T PR I E——0 Sacubitril/valsartan is recommended as a re(atement for an ACE-| in patients with HFrEF to reduce the risk of HF 5

' hospitalization and death.'®® é g
e —
Yes l - o .0% V4 . . . Vd . Vd .
T —, s e S¥Fatégie horizontalisée, quadrithérapie pour tous
or LVAD, or heart crareplantation Coralder reducing disretic dose O
@ 4 -
Ponikowski et al, EHJ 2016 & —> ARNi to replace ACEi/ARB

Stratégie séquentielle, verticale, « add-on »




Circulation

AHAACC/HFSA CLINICAL PRACTICE GUIDELINE

2022 AHA/ACC/HFSA Guideline for the
Management of Heart Failure: Executive
Summary: A Report of the American College of
Cardiology/American Heart Association Joint
Committee on Clinical Practice Guidelines
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ESC GUIDELINES 2021

TAKE-HOME'MESSAGE NO. 1

Gwdelme-ciu%cted medical therapy (GDMT) for HF with re-

duced ejeﬁ%ion fraction (HFrEF) now includes 4 medication
Q>

I%sé@es that include SGLT2i. The 4 groups are: 1) renin-
anglotensm system inhibition with angiotensin receptor-
neprilysin inhibitors (ARNi), angiotensin-converting enzyme
inhibitors (ACE:i), or angiotensin (II) receptor blockers (ARB)
alone; 2) beta blockers; 3) mineralocorticoid receptor an-
tagonists (MRASs); and 4) the new group, SGLT2i (Figure 1).

—> ARNi for NYHA II-11l, ACEi/ARB for NYHA IV

HFrEF management

HFrEF
LVEF <40%
(Stage C)

|

LVEF <40%
Persistent HFrEF
(Stage C)

LVEF >40%
HFimpEF
(Stage C)
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HFrEF management

9
ESC GUIDELINES )
@ Erﬁg Sodiety ﬁd:ﬁ"%?ﬁ'fﬂ:ﬁ? ol \06
of Cardiokagy QKQQ I
\ o
2021 ESC Guidelines for the diagnosis and <& Not only the fantastic four! il
treatment of acute and chronic heart failure ‘ \S\\
@
Developed by the Task Force for the diagnosis and treatment of acute | %‘?J \(‘\\'
and chronic heart failure of the European Society of Cardiology {ESC%\Q' &
NG \\Q
N2
&
For selected advanced HF patients
i
MCSas BTISTC ) Long-term MCSas DT )
= = —— 'QU
O &
SR with LBBB = ({\é@ms SR with LBBB [30—149 ms or non LBBB= 150 ms s < 2 \s}@
Coree ) crreD ) o
© —1. - Sl §
q‘/b
l'sch&m.-‘c aetiology Non-ischaemic aetiology
ICD ICD )
Atrial fibrillation Atrial fibrillation Coronary artery disease Iron deficiency
[ Anicosguition I = TB XIS CABG ) Ferriccarbonymaliose) &
. W . — =, J O - - :
NI Multi-professional disease management
Aortic stenosis Mitral regurgitation ~ Heart rate SR>70 bpm Black Race ACE-I/ARNI intolerance s
N
SAVR/TAVI TEE MV Repair ) Ivabradine )  Hydralazine/ISDN ) 00(9 — = =
- — -, ~ < McDonagh et al, EHJ 2021




HFpEF management

EMPEROR-PRESERVED Trial
DELIVER Trial

(&)
>

@ESC—

Figure 2 Management of patients with heart failure with preserved ejection fraction. CV, ca@iovascular; HFpEF, heart failure with preserved ejection

fraction.

>

McDonagh et al, EHJ 2023
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ESC %’UlDELl@E‘é en pratique
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QU’EN EST IL EN PRATIQUE COURANTE"?

¢+ PATIENTS (ULTRA) SELECTIONNES desRCT
(19‘)?"@ VS Kg@(\\'@%

REGISTRES DE « VRAI i »

\z\«
(« Real world data and evigénce »)
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ESC @UIDELINES en pratique

6

Penser vous qu’en ph;ase de titration, ajouter une nouvelle classe

thérapeutique soufplus importante que d’obtenir la dose mammgﬂe
des traltementsodeja présent ?

\2\,\0 QQ{b
5 €

S &
u O U I q(@% &
Q

© Q&
q? é”c\
&
= NON R




— =] e&
SN= S
— — é\'\

ESC %’UlDELngE“é en pratique
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Adoptez-vous un §Oehema de titration différentiel entre Ies
patients msuffl@ants cardiagues vu en ambulatoire, en pgst-
hospltallsatlgm pour IC, en post-choc cardiogénique ?. (%




PO NI= &

ESC @UIDELINEg en pratique
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Selon vous, dans comblenﬂe % des cas arrivez-vous a obtenir une titration
maximale (dose maxgaslale tolérée) chez vos patients IC a FEVG altérée ? ¢

L
& S
&
&F

m < 25% des cas@o%
oecz“ ¢

= 25.50% gsi“es cas &

Q
Oo
Q) <0

. 5Q5f’75% des cas

O
= >75% des cas S
@)
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ESC @UIDELINEg en pratique
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Selon vous, en combien gé temps arrivez-vous a obtenir I'introduction des 4
classes therapeuthugs pour IC a FEVG altérée en hospitalisation ?

X
\ )
<
&°

> )
5

= <6 jours & g
oe& ¢

= 1-2 serrLa?T?\es
000

,9@
@4 semaines

= >4 semaines BN
O
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ESC **’*UIDELINES en prathue

INTERNATIONAL ACADEMIC SURVEY gﬁGARDING THE LATEST ESC HEART FAILURE GUIDELINES

Q,Q
\Qf _ Differences between heart
&OO : e failure specialists and
'09' grg’-speaallsts regarding
Q@ \?leart failure drug
{00“' eé\\ implementation and
6\\(" ' . N4 up-titration
& : ¥
NS ©
<0 E QQ
55 different countries 0\2\\ ' o
_ : <
A > . _ - &
Qs 615 Cardiologists & ‘ . PREFERED HFrEF DRUG SEQUENCING INT%('?DUCT!ON
ﬁ 58% from Universisg’\?lospital
‘ 26% of Heartcg‘allure specialists
¢ 61% LVI;/‘B@ 40%: best threshold to define HFrEF
=
ARNI FIRST INSTEAD UP-TITRATING MORE (@
OF ACEI? IMPORTANT THAT ADDING?
mSGLT2i
MRA
= BB
m ACEi or ARNi

Fauvel et al, EHJ HF 2022 2% Collége
Fauvel et al, EHJ HF 2023
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Pre— and early post-discharge FU after A‘]—IF
\S\Q

&)
Recommendation Table 3 — g.écommendation for

Sl
pre-discharge and early post-»ﬁscharge follow-up of @
patients hospitalized for acugg ‘heart failure ST R ' N QQ%\H F

&o - b CONTEMPORARY POST-DISCHARGE MANAG&Q?NT IN HEART-FAILURE
Recommendation o Class Level
@v

O
e
Safety, tolerability and efficacy of upg-\\&ratlon of guideline- 2% @
An intensive strategy of mfeﬁtlon and rapld directed medical therapy for acuteg®@art failure

(STRONG-HF): a multinational,ﬁgﬁ%n-label, randomised, trial

Algzandre Mebazen, Beth Davisen, Ovidin Chioncel, Alun € nn-n.anln@,rm-.'um,:_-r 444444 vos Filippatos, Marco Meten, Piotr Ponikowski,

up-titration of ewdench‘Based treatment before

discharge and durigg frequent and careful follow-up . e S, it Al g bt M {3 0 T Ao areon, i S e .
visits in the f|rsg@ weeks following a HF S @
o e‘l\\\ﬂebazaa et al, Lancet 2022
hosp|tahzat|0(}1 is recommended to reduce the risk of O \%@
L N
HF rehospitalization or death.%%¢ "¢ ) &°
0%
S
%‘\
6 WEEKS FOR UP-TITRATION oeo
6\)
)
&
§°
@)

McDonagh et al, EHJ 2023 @’&




29 V= STR®NG-HF

R G H F <\\'®\\® CONTEMPORARY POST-DISCHARGE MANAGEMENT IN HEART-FAILLIRE
2
- .3
‘ Primary
Hospital =
discharge WQéﬁol weekl P pomt
Safety Safety P

Introduction of Up-titration
High Half optimal Half optimal to Full Full optimal Full optimal
intensity doses of e W optimal doses doses of doses of
Main inclusion care ISHhiEEpy HF therapy ;’f HF therapy HF therapy
criteria A EEE Y
* AHF pt ready to o . -
Lo @ X HF readmission
be discharged ©) follow-
Randonq';ﬁ .
+ No or sub- 11 5800 3¢ up or all-cause
optimal dose of ’ ’29 ’&o '
HF therapies ‘b© " mortal Ity
* Pre-discharge ‘19()/
NT-proBNP
>1500 pg/ml Follow-up and therapy
adjustments per physicians
usual practice
From Mebazza, AHA 2022

Mebazaa et al, Lancet 2022




STRYNG-HF

\\ CONTEMPORARY POST-DISCHARGE MANMAGEMENT IN HEART-FAILURE
i E \®

Comparable a la randomlsatlon, le taux de prescrlptlo
moins 50% dose cible) est largement supérieur dans lg°groupe

titration haute intensité qq que soit la molécule, gons:deree

usual care groups by visit

Figure 2: Oral guideline-directed medical therapies for heart failure prescribed, in high-intensity care and

High-intensity care group Usual care group ngo I I h f . .
[JNone 1 None Q; -
[ Less than half of a full optimal dose [ Less than haIfofafuIIoptlrn@iose A cause deat o HF readmlSSIon
[ Half to less than a full optimal dose [ Half to less than a full o | dose
I Full optimal dose or more I Full optimal dose or more
ACE inhibitors, ARBs, B blockers é Mineralocorticoid
or ARN inhibitors 2 receptor antagonists
~ —" e Al f—-»‘—&ﬁ - e "
1004 E. . g
9 ‘ g
04 (2 =
o :
80_ g
R
. 704 =
E 5
E - 2
0 k3
g L |
g - .
191 40 & o — Usual care gfdup 180-day adjusted risk difference 8-1%
£ — High—i sity care group (95% C12:9 to 13-2; p=0-0021)
0- o
1 . 0 T 9'\% T I T T T 1 | T T |
s 0 15&6\\ 30 45 60 75 90 105 120 135 150 165 180
Number at risk R
10- Usualcaregroup  50X0°494 474 454 439 423 410 394 381 373 366 353 329
High-intensity care group S 497 484 466 449 440 430 419 415 408 397 384 345
od
\Q’ , \0(‘ Q’Q ch d& : \QQ‘ G}Q .'_bg & -\OQ .'_bﬁ O
%"3‘ &6““ & Q,s{‘* & ;~$ S Qa*\." o :.éé"" N Q@\." %&)
Is) o Q'
{é\b @gb t‘*"\t‘p QQ\
Study timepoint Oo
5"

Full optimal doses for each treatment are given in the appendix (p 5). ACE=angiotensin converting enzyme.

ARB=angiotensin receptor blocker. ARN=angiotensin receptor-neprilysin.




WE:HAVE TO BE STRONG... THEN,
OPTIMA -'-SEQUEN»CE ?

. c}\'o ESC ou eart Failure - REVIEW
EX P E RT Cil’CU!aﬂDr‘l &060 @ E?Ennzsnl S;r.ie‘t'.' :mﬂxzf4;‘ s o g
e ————T———— Q o argiology
@)
@
PERSPECTIVE < @ Rapid evidence-based sequencing of
&
How Shnulgeﬁ'e Sequence the Treatments for foundational drugs for heart failures
Heart ley@e and a Reduced Ejection Fraction? and a reduced ejection fraction Q,%‘
i W
A Redeﬁm&gn of Evidence-Based Medicine Milton Packer'2 and John J.V. McMurray? {\\0
,\O QQ
e& 1
o Conventional sequencing Proposed new sequencingc,;\\o‘
-
& Step 1 ACEi/ARB WSl B-blocker [
000
§ v v
00 Step 2 B-blocker Step 2
s
Step 3 Step 3
Step 4 O‘z‘"
>
6\)
Step 5 SGLT2i &
S
OO
Uptitration to target doses at each step d)a@e All 3 steps achieved within 4 weeks
Typically requires 6 months or more 2 Uptitration to target doses thereafter

.f@g
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,@@
(\6‘
@ ESC Eisoast: Hiert oasral (1375 4, 1-15 CLIMICAL RESEARCH (\\'0
z-:;u_;'_\_-‘-"-ﬂ“ﬂ it dod org 10109 Mearseariehac 110 Heard faifun: and cardiormyopathiss 6\}0
©
Q 1) hosptalzation or CV death_ --
Accelerated and personalized therapy for \e@ ‘ HF hospitalization or CV death Event probability at 1 year per
heart failure with reduced ejection fraction &0\5 é 1000
Li Shen"’ Hrﬂ'tepﬂn.h Jhund?, Kieran Francis Docherty”, ‘Qo_,' 8\\'
@, Mark Colq Petrie o, Akshay Suvas Desal’, Q No treatment 2804 <&
Lars Keber*, Mortan Schou  °, Milton Packar & *' « SeSR Cwild Solomen’, s \:\o
Xingwei Thang’ .znd]nlmjnrlq!h Valentine McMurray & \;ﬁquence « historique % e Seq 1 125@ I s
R -22.
9&0 Seq 1a %&Q\bf’-o 73 -47.3
< Seq 1b a4 o€ 583 '
P -16.8
< seq2 (P & 81.5 I
e q <
o0 O
S 600

q{@% E babili 1
& ‘ All-cause death vent probability at 1 year per
o Y 000 )

°.>© No treatment 139.3
o Séquence « historique » «——— seq 1 QEEE m 653 I
seq 12 QR ENEND — & 579 v o
Seq 1b & ws '
-4.9

& o 1 !

Conventional approach may not be @ rAs Beta,p%cker @R @ ARNI @D SGLT2i

the beSt and alternative iS nEEdEd... oThe numhersog&e bars denote the duration of up-titration periods in weeks.

&




WI-%MB@GISTRIES SAY’?

\Q\\Q
<\ Angm‘tmsin{mvening Enzyme
Q.Q Inhibitor (ACEI)/Angiotensin Il Angiotensin Receptor-MNeprilysin
6@@ Receptor Blocker (ARB) inhibitor (ARNI) ACEI/ARB/ARNI
CHAMP-Registry \\oo
* 3,518 US outpatients with HFrEF wn;p at least 1-treatment
* Baseline analysis /\0&“”
A 100% -
90% -
80% -
S 70% -
8 . oode
oo
v %
<& 40%
00@
©0 5 30%
(19 20% I P
‘b© ‘ 3% cp%su% W501t0<I100% W 2100%
(LQ(]/ 10% 2?0
0% +8% —0.2% 3% 20,
&GO'DMT UNDER PRESCRIPTION
ACEI/ARB/ Beta- o, . .
ACEUARE | AR ARNI Blocker ME4 - Amongligible: 27%, 33%, 67% not prescribed
» Without Contraindication and Not Treated 1374 3029 920 1159 2317 ACéngRB / ARN| BB MRA
il . [ el g2 =6 =5 Vg > W?\en prescribed few patients receiving BB,
With Contraindication 37 37 62 8 38 QOQQACEl/ARB/ARNl ta rget dOSES

5
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CHAMP-Registry & s ACEIARS o RN
C\
» 2,588 US outpatients with HFrEF 6@@

&Q 75 75
e 2015-2017 0@9
& .
- J ®
* FU analysis %f\ § s i
&
g
25 25
ACEI/ARB ARNI 9 K Beta-Blocker MRA
n = 297(11.5%) 12652 36) «8” s "= 17266%) e B4 p

(9 9%)
Months from Baseline

Beta-Blocker

100

(smoii|||

(7.0%) n=38 (1 5%)
n=219
(8.5%)

® Stable Sub- Targ;@o Medlcatlnn m Stable Target m Initiation/Dose Increase Discontinuation/Dose Decrease

P>

75

Percentage
w
-]
Percentage

GDMT EVOLUTION OVER TIME IS SUBOPTIMAL
— Most eligible HFrEF patients dit not receive target
doses therapy 0

0 P 3 6 9 12 (1] 3 6 9 12

—> When initiated, the dose do not increase & Months fromasetine Months from Baseline
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Wl'béé'MB@GBTRlES SAY?

EVOLUTION-HF registry

* Japan, Sweden and US

* Patients initiating GDMT < 12
months after AHF hospltallzatlogw

&
* n=266,589 patients &°
<«
‘2"'
O
&
b\)
&
cf’oQ
5"
@flz
q:b
>

Users of GDMTSQ

Index:
2020-2022

Look-Back Period

\S@'&
,\0
Patients

() 270,000 ™"

users

Ccrede

O >END> e

Drug-naive hHF New use

patients discharge of GDMT
(Initiation within
1 year of
hHF discharge)

Aim

‘When are GDMTs initiated

-and how are they used?

—

Proportion of New GDMT Users Who Initiated
Treatment Within 100 Days of hHF Discharge (%)*

o
o
1

90 -
80 -
0=
60 -
50 +
40 4
30 -
20 -
10 4

o
1

' and sacubitril/valsartan) was delayed

#&Q‘r RATION Initiation, Titration to Target Dose, and Discontinuation of GDMTs Among New
ter hHF, in Japan, Sweden, and the United States

Follow-Up Period: 1 Year

After 100 Days

After 1 Year
Initiation of novel GDMTs (dapagliflozin Af'te EMT initiation, target dose
ment was often low, while
ntmuation rates were high

compared with other GDMTs, despite

high CV death/hHF risks
Qﬁpaghﬂozm Sacubitril/Valsartan
&Q
Q)Q
o
<
o
X
\)0
ACE inhibitor
S
%l
&0
&
apan Sweden u.s.
B Discontinued

W Dapagliflozin
M Sacubitril/valsartan
M ACE inhibitor/ARB
W BB

MRA

I Switch to sacubitril/valsartan
I Start dose

Low dose
Intermediate dose
I Target dose
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European Journal of Heart Failure (2021) 23, 14991511 RESEARCH ARTICLE

doi 10,1002/ ejhf.2271

@ESC

European Soclety
of Cardiology

Heart failure drug titration, discontinuation,
mortality and heart failure hospitalization risk:
a multinational observational study (US, UK

new
users

A A
W 4y

HHF
discharge

New use
of GDMT

© Drug-naive
patients

Aim
How are GDMTs initiated and used?

What are the risks of HHF and death
after GDMT initiation?

and Sweden)

6\\0'
)
ek @ i Joee (<B0% o1 TD) : }EE’."Q";%'?}“T‘ET’;@\“\ L Jt et
100 \\®
ACEi oX HHF or ACD* HHF  ACD*
n=8426 ACEI S 40.0 189 240
0 15% ARB 43.3 244 211
100 —-.. 33% w;ﬂ;kﬂr 459 224 288
53.6 27.9 31.0
n=23%§ _® SRRNI 86.9 468 213
3 ; . 10% 6@‘ Treatment initiation immediately after HHF. *Sweden and UK only.
g ] P 24% The high risks do not relate to the effectiveness
Beta blocker & & of the drugs, but the point in the HF disease
n=10,476 & < journey at which the drug has been initiated.
[=}
£ o ; 12%
g 40% _
MRA & _ Conclusion
n=17,421 New initiation of GDMT was followed
60% by consistent patterns of low up-titration
! 27% and early discontinuation in the three
ARNI countries involved.
n=29,546 During GDMT utilisation, patients are at high
o 30% risk, demonstrating the urgent need to move

o "o z 4 6 8 10 12
@Qﬁb'ﬂme since treatment initiation (months)

ACD, all-cause death; ACEI, angiotensin-converting enzyme inhibitor; ARB, angﬁolel&?t’aoeptor blocker; ARNI, angiotensin receptor neprilysin inhibitor;

GDMT, guideline-directed medical therapy; HF, heart failure; HHF, hospitalisation I’q;

away from a prolonged, sequential approach.

art failure; MRA, mineralocorticoid receptor antagonist; TD, target dose.
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@
B
P
. . & Taxonomy Categories for Nonintensification by Drug Class
EPIC-HF Trial post-hoc analysis &
. 0.8% 0.8%
Beta-Blocker
n=133
292 patients completed AZE Inkibitof
- = - L) n I I or
cardiology clinic visit ARB/ARNI
n=180
MRA
107 patients (36.7%) with 185 patients (63.4%) with no n=114
treatment intensificatio treatment intensification
o ] ! H/ISDN
Clinical Inertia n=22
S
Defined as either: 00°
1) Clinician provided %gnition of nonintensification that was Ivabradine
not medically justified (eg, “Patient stable, will not change medications") n =152
without addit'&?jﬁl reasoning : : : .
. . . $ . . 50 60 70 80 20 100
2) No documentation regarding nonintensification %&o\ % of Subjects Eligible for Intensification
o o NS . . .
90/185 patients (48.6%) had clinical inertia for reason of nonintensification \z\fo B Heighteried RISK-of Advcieg EffectsWith Drug Thelay
for at least one drug class %O M Patient Nonadherence to Therapeutic and Monitoring Plan
S W Patient Preferences and Beliefs
. np . f A ificati iod .066 B Comanagement With Other Providers
E ‘(I:Sllg;altm;:t(l; /asbonc:y reafon or nonintensification varied from QQ\ Ptz of Other [sstes
(an) 870 10 3167 Dy drug class 000 M Multiple Reasons

C’bb@ M Clinical Inertia
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\&
@
be
£ )
Effect of treatment withdrawal &
Q
O
N
RS
FIGURE 2 Post-Discharge Survival by Beta-Blocker Treatment Groups @Q\o FIGURE 3 Post-Discharge Outcomes by ACEI Treatment Groups
<
@
1.00 g >
~ — Withdrawn — Not Treated ‘—Q-&Cmﬁnued ~ Newly Started A 1-year mortality g
25 - <P &
& N
g 20 9& 05— Discontinued &
e S —— Not Started @
5 S w— Started %&0
il 0 — H
> 15 R S = 0.4, Continued o2
= o 8
£ 30 D = b=
’ P ] g 0.3 b
S a— — £
2
L) 1 T T b
45 60 75 90 s 0.2.
Qqﬁb Days Since Discharge g
Patients at risk: ¥ O 0.1
Withdrawn 79 77 73 68 66 26 10 L
Not Treated 303 275 269 262 242 114 51
Continued 1350 1303 1268 1236 1123 536 224
NewlyStarted 632 609 591 575 531 274 110 0
ey - ,
Kaplan-Meier survival curve of patients newly started, continued, withdrawn, and not treated with beta-blocker therapy. Reproduced with \)O 0 90 1 80
permission from Fonarow et al. (7). _ %6
NG Days After Discharge




WHAT/REGISTRIES SAY? ° B

Hazard of All-Cause Mortality

) &
- &
Q
L] L] L] 0 L]
Effect of treatment discontinuation/de-escgfation » 3
Py f
O
- &
* From CHAMP-Registry &
& 2
& 3
<0 £
’ o \0'
@ = O
o 2 g
(%2 &
<) 3 N\
& S &
& = o N i
%& < IS
RESULTS HFH (compared with no HFH) wa@‘bositively associated with initiation of angiotensin-converting enzyme "g' 4.0 - o QQQ’
(ACE) inhibitor/angiotensin receptor blogkel' (ARB), angiotensin receptor-neprilysin inhibitor, beta-blocker, and miner- E @'0(0
alocorticoid receptor antagonist (MRAJHFH positively associated with dose escalation of ACE inhibitor/ARB (probability ,“E c,;\\C‘\ o
ratio: 1.71, 95% confidence intervqg‘ﬁ?l]: 1.36 to 2.16) and MRA (probability ratio: 8.71, 95% Cl: 4.19 to 18.10). In those on :e:u 1 &08) =
prior therapy, HFH was assoc'@@% with discontinuation and de-escalation of all classes of GDMT. ACE inhibitor/ARB, Q}Q’Q - 4
angiotensin receptor—nepr@%in inhibitor, beta-blocker, and MRA de-escalation/discontinuation after HFH was associated &o& 1
with increased risk of gg@géuse mortality with hazard ratios of 3.82 (95% Cl: 2.42 to 6.03), 4.76 (95% Cl: 2.06 to 11.03), 1 ico“" - }
2.94 (95% Cl: 2.041513' 4.25), and 4.81 (95% Cl: 2.61 to 8.87), respectively. \,@9@* ! ; -
&6%-0 | | I |
R Angiotensin-  Angiotensin  Beta-Blocker Mineralocorticoid
<0 Converting Receptor-  Dose Change Receptor
0‘3“ Enzyme Inhibitor/ Neprilysin Antagonist
O% Angiotensin Inhibitor Dose Change
N Receptor Blocker Dose Change
N Dose Change
~
000 [ Compares Dose Discontinuation/De-Escalation After
@e“\ HFH vs. Not

B Compares Dose Initiation/Escalation After Heart Failure
Hospitalization vs. Not




Safety, tolerability and efficacy of up-titration

2 @ ESC Eurnpean journal of Heart Falure (1023) 15 11451154 RESEARCH ARTICLE
WHAT GISTRIES SAY?
&@ ol ok
|
\Q)
B &

Q& of guideline-directed medical therapies for
o p . . :

. . . . . . acute heart failure in elderly patients:

Is it possible in elderly/frailty patient? & : 7 P ,
& A sub-analysis of the STRONG-HF randomized
\\' - - L]
O clinical trial
,\0
Aim @)Q Mattia Arrigo'®, Jan Biegus?, Ayu Asakage’, Alexandre Mebazaa'?, Beth Davison’5,
To assess the role of age on efficacy and safety of high-intensity care strateg?(HIC rapid up-titration of guideline-directed medical therapy (GDMT) c"f"‘t"ié"'“ Edwards?, Marianna Adama, Marianela Barros, jelena ‘if‘“ﬂ“&“ﬂ’*
and close follow-up) after acute heart failure (AHF) admission. Kamilé Cerlinskalcé-Bajors®, Ovidiu Chioncel®, Albertino Damasceno'®,
' Rafael Diaz"', Gerasimos Filippatos'?, Etienne Gay '& Antoine Kimmoun'34,
= : : s : 15, Marco Metra’, Maria Movo 6, Matteo Pagnesi”,
Population 1078 patients from 14 countries. B#é%uits Treatment effect of high-intensity care vs. usual care on | Carolyn S.P. Lam
“older” (> 65 years), mean age 7445 years. &6 all-cause death or HF readmission according to age ::t"" !:'Pfl'_" ' P'"t’im'h“:s:'; Hm,w Kﬁﬂ“ﬁ:‘;g’m
W H zine M. Ter Maaten ani omasoni laan M. ors
younger’ (< 65 years), mean age aged 53+ 11, (excluding COVID-19.deaths) | = o o o Sotal20 5°
Uptitration of GDMT & 200 &
S Interaction P = 0.57 2
100 S 1.754 '.QJ(Q
SN €

20 O 1.50 S
§ ol g » &
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Conclusion b
High-intensity care strategy after AHF was safe and resulted in a significant reduction of all-cause death or HF readmission at 180 dayﬂ&ross the
study age spectrum. ,-o
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P\ . . . . s - 4 .
,b(\\@ Early changes in renal function during rapid uptitration of guideline directed
Q
(]
i i ? & . . .. >
Baseline eGFR influence: & medical therapy following an admission for acute heart failure
c,;\\'O
6\)
Figure 1. Change from baseline in eGFR by visit @Q\O Figure 2. Treatment effect of high-intensity care versus usual care on the endpoint death or HF readmission at 180 days according to
<
baseline eGFR
1.0 &
&
3.0 (@*
.\\

05+ Interaction P: 0.4809 &
g 254
:'-é 0.0+
z’ 204
% 05
E 5
E 10 E 15+
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WI‘@MB@G IST Rl E S SAY? Mono vs bi vs tri vs quadri ?

23
There is an emerging Use of 2 drug classes Our data support uz%@"’ Recently, the American College of Cardiology Expert Consensus
consensus that low at 50%-99% of target lower doses of mn& e . . .
doseiof nlicplé dalgs dose was associated gl drugs instead ofs Pathway for HF Therapies addressed some of the issues of dosing
& better than Rghdose. | | "0 logisRretianl up-titrating ¥y one of various medications (Figure 4):%¢
drug class at 100% of

pharmq\c@foglcal class.
,\O
Target dose achievement for HF medications in SwedeHF
17 809 outpatients (2000-207 ) all four biologic targets including anglotgﬁm Il modulation,

of few drugs in HFrEF

target dose.

(i) In all patients, it is best to achieve maxglﬁ’um doses of

beta-blockade, aldosterone antagonls\m, and neprilysin inhi-
bition. 2 &
If this is not possible, then th Qﬁ‘%cond best option is to use

L % of TD

%émofm

b%: target dose

lower doses of all drugs raogb%r than higher doses of one and

ACEi/ARB/ARNi <§Q’% B-blocker omitting another.
Media@%uow -up 2.06 years (IQR 0.87-4.65) iii) If the patient is ablgtto tolerate higher doses of one but
N
(19 | CY death or HE hospitalization lower doses of fife other therapy due to blood pressure,
@ Number of patients (%) Adjusted HR (95% CI)
Nouseof botnclasses (0 119150 $ Reference then prefe rem?es should to be given to beta-blockers over
Only 1 class, <50% of, 799420 + - 0.78(0.63-0.98)
Bt ey il i —= daiit anglotensgaeﬁ modulation based on better dose response data
Only 1 class, 250%-99% of TD 661 (456 s - 4 0.79(0.64-0.99)
1 class <50% of TD, 1 class 250%-99% of TD 2428 (1439 e 0.64(052-0.78) with ad*’energlc blockade. 1,2,23
Bath classes, 250%-99% of TD 1537 (9% L 0.60 (0.49-0.74)
Only 1 class. 2100% of TD 633 (3% ¥ - J 0.7010.56-0.87) &00
1 class =100% of TD, 1 class <50% of TD 2344101329 L L] d 0.6110.49-0.74) %,‘
1 class =100% of TD, 1 class 250%-99% of TD 3931 (223 L L 0.57 (0.47-0.69) O Marti et al’ EHJ HF 2019
Both classes, 2100% of TD 3930(22%) I + Il L I 0.52(0.42-0.63) Oe
L O ¥
HR for CV death or HF hospitalization =}
flog scaled 0

assoclated with O
. [ fower iof %L DAmario et al, EHJ HF 2022
cardiovascular death or heart

. ilure hospitalizati .
2 pharmacological classes e homitataagon | pharmacological class
[HR (95% CI) 0.86 (0.74-0.99), p-value <0.05]

at 50-99% of target dose Ve, at 100% of target dose



W%@B@G IST Rl E S SAY’? Mono vs bi vs tri vs quadri ?

i Gl : <
Estimating lifetime benefits of comprehensive @® \\00

disease-modifying pharmacological therapies in patients
with heart failure with reduced ejection fraction:
a comparative analysis of three randomised controlled trials ¢

Mulfsih Vaduganathan, Brian { Cleggett, Pardeep S fhund, Jenalban W Commingham, Jodo Peso Fereisn, Faier Zanmod, Millon Pocker '\O
Gireqy C Fanarow, Jobn | ¥ Mchumey, Scott O Sohamon ‘

'®°.>
&
'0%
A Treatment <
100 — Comprehens:vethera@s
—— Conventional ther.
% Projected mean eve&free survival
=) Comprehensive t‘ﬁ&py 14-7 years (12-6-17-1)
§ Conventlona{éherapy 6-4 years (4-8-8-0)
£ 60+ Differeng % Cl) 8.3 years (6-2-10-7)
:
&
E 404
* 20+
0+—9
1%y T T T T T —1
55 © 60 65 70 75 80 85 90
>
P
100 Projected mean event-free survival
Comprehensive therapy 13-0years (11-5-14-6)
3 Conventional therapy 6.7 years (5-8-7-5)
., o0 Difference (95% Cl) 6:3 years (4:8-7:9)
x
2 60-
e
2
()
£ 404
* 20+
0 T T T T i
65 70 75 80 85 90
Age (years)

Figure 2: Event-free survival with comprehensive disease-modifying therapy
vs conventional therapy

@Q

\QJ
&
0 -
o Hazard ratio (95% Cl)
Cardiovascular death or hospital admission —e— i
060 for heart failure ;
S .
Cardiovascular death —e— :
Hospital admission for heart failure —— :
All-cause mortality —— : \8\@‘
— T %
00 02 04 06 O 8 1.0 lgo\
+— —@-}
Quadrithérapie Favours comprehensive therapy @vours conventional therapy Bjthérapie
U
Figure 1: Estimation of relative treatment effects of comprehensive disease@@l(gdifyi ng pharmacological
therapy on key cardiovascular events RY
Comprehensive therapy consisted of an ARNI, B blocker, MRA, and SGLT'éh}hohlbitor conventional therapy consisted
of an ACE inhibitor or ARB and B blocker. ACE inhibitor=angiotensin- {éhvertmg enzyme inhibitor. ARB=angiotensin
receptor blocker. ARNI=angiotensin receptor-neprilysin inhibitor. MRA=mineralocorticoid receptor antagonist.
SGLT2 inhibitor=sodium/glucose cotransporter 2 inhibitor. %,&
@
@9?’6
Patients from €

e 2011 - EMPHASIS-HF (n= 2737)-e°éplerenone (CV death or AHF H)
e 2014 - PARADIGM- HF(n—83§8§—Sacubltrll/VaIsartan (CV death or AHF H)
* DAPA-HF (n=4744) Dap iflozin (Worsening HF or CV death)

(@

Primary endpoint: corm5’05|te of CV death or first hospital admission for AHF
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@ESC Eurnpein Journal of Heart Falurs (2000 23, 1471- 1462 RESEARCH ARTICLE

European Socialy oo 81 0L iefhi 1BT
ol Cantislngy

Effects of combined renin-angiotensin-

aldosterone system inhibitor and beta-blocker,*

treatment on outcomes in heart failure with&O

reduced ejection fraction: insights from é‘??

BIOSTAT-CHF and ASIAN-HF reglstrl{e%

Wouter Ouwerkerk-Y", Tiew-Hwa K. Teng? 4, Jasper Tromp —‘-@Vin Ting Tay',
John G. Cleland®, DlrkJ van Veldhuisen®, Kenneth chhsuln@q.emg L. Ng?,
Chim C. Lang'?, Stefan D. Anker!, Falez Zannad?, Chu eh Hungih 4,
Jitendra P.S. Sawhney's, Ajay Naik'é, Wataru Shimizu'"yMNobuhisa Hagiwara's,
Gurpreet Singh Wander®¥, Inder Anand®®, A. Mark ards?l22

Adriaan A. Yoors?, and Carolyn 5.P. Lamn145= O

N
.

*  N=6787 HFrEF patient$

* Mean age 62. 6+/ ;?307 yo

* 77% men @qf

* LVEF 27.7+/32%

Conclusion

<\\,
Q

S SAY?

Ta @2 Hazard ratio (95% confidence interval) of patients achieving specific target dose for mortality or heart failure
@spitalization, mortality, and heart failure hospitalization

Mortality or HF hospitalization
0% ACEi/ARB
1-49% ACEi/ARB
50-99% ACEi/ARB
100% ACEi/ARB
Mortality

0% ACEi/ARB
1-49% ACEi/ARB
50-99% ACEi/ARB
100% ACEi/ARB

HF hospitalization
0% ACEi/ARB
1-49% ACEi/ARB
50-99% ACEi/ARB
100% ACEi/ARB

1.00 (reference)

0.90 (0.73-1.10) 0.30

0.67 (0.52-0.87) 0.002
0.71 (0.52-0.96) 0.03

1.00 (reference)

0.74 (0.57-0.95) 0.02
0.57 (0.42-0.78) <0.001
0.75 (0.53-1.07) 0.11

1.00 (reference)

1.26 (0.97-1.63) 0.08
0.80 (0.57-1.11) 0.18
0.71 (0.46—1.09) 0.12

1-49% BB

0.98 (0.83-1.17) 0.85

0.71 (0.61-0.84) <0.001
0.50 (0.42-0.61) <0.001
0.52 (0.42-0.64) <0.001

0.75 (0.60—0.92) 0.006

0.57 (0.47—-0.69) <0.001
0.33 (0.26—0.42) <0.001
0.40 (0.30—0.52) <0.001

142 (1.14— 177)00Q@Q
1.08 (0.88-1.33) &#3
0.75 (0.59-0.95)0.02
0.81 (0.62-&25) 0.12

50-99% BB

0.90 (0.71-1.15) 0.41

100% BB

«@-68 (0.49-0.93) 0.02

0.61 (0.49-0.75) -<00Q&,«b 0.80 (0.62-1.04) 0.10

0.64 (0.54-0.75) <o@‘61
0.66 (056-077)5%00

(\\e
0.65 (0.48-:87) 0.004
0.39 (Q@9-0.51) <0.001
0.4290.34-0.51) <0.001
8§s (0.31-0.46) <0.001

1.48 (1.12—1.95) 0.006
0.94 (0.72-1.21) 0.64
0.93 (0.76—1.14) 0.50
1.14 (0.93-1.40) 0.20

0.57 (0.48—0.68) <0.001
0.32 (0.26—0.39) <0.001

0.40 (0.25-0.63) <0.001
0.58 (0.42—0.81) 0.001

0.27 (0.21-0.34) <0.001
0.19 (0.14-0.24) <0.001

1.10 (0.76—1.59) 0.62
1.14 (0.83-1.57) 0.41
1.14 (0.92-1.41) 0.22
0.85 (0.68—1.06) 0.17

U

ACEi, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker B&eﬂ blocker; HF, heart failure.

mortality reduction than up-titrating ACEi/ARB.

This study shows that best outcomes were observed in patielgs? attaining GRTD for both ACEi/ARB and f-blockers,
unfortunately this was rarely achieved. Achieving >50% @CRTD of both drug classes was associated with better
outcome than target dose of monotherapy. Up- tltrayﬁg p-blockers to target dose was associated with greater

>
@fl,




WI-l@AéFMA@E THE CO\\@NSEQUENCES’?

FIGURE 1 Risks of Delaying or Omitting Guideline- D(l&@?ted Heart Failure Medications
2

<
2
& HF with EF $40%
\;@@Q Lack of Initiation, Titration, or Persistence of:
<0
@ Beta-Blocker ée?' - MRA «6\
@ 134%-35% rglﬁ:ve risk of all-cause mortality @ T 24%-35% relative risk of all-caugs* Smortality
1 19%-24%8lative risk of all-cause mortality or T 35%-42% relative risk of HF hespitalization
hospitafization &
e ((:Q,(Q
-, ARNI o SGLT &
p ‘f@%%S% relative risk of all-cause mortality vs putative & @ 1 13% relative risk o @Tl -cause mortality
c)c><‘Q placebo T 31% relative nsk« HF hospitalization
g T ~30% relative risk of CV mortality or HF hospitalization vs
(b©q’ putative placebo Q\-@%
v &
v HF with EF >40% &
Lack of Initiation or Persistence of: &0
<«
SGLT2i cf‘

- @ 1 20% relative risk of CV mortgﬁfy or HF hospitalization
T 26% relative risk of HF hg&ﬁ:taltzatlon
OO

s
)
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\\QFIGURE 1 Contextualizing Risk of WHF

WHQM&%E THE CONSEQUENCES?

X
‘b<\ .
QQ Heart Failure
,@@ A
(\6\ Advanced HFrEF intolerant/refractory
c,;\\'O to GDMT, recurrent HF hospitalizations
O
\06 ;;
&
\S\e Very Extreme HFrEF and recent HF hospitalizations or
'\0 High Risk & worsenlné HF
o 1 -40%
Mi tion of the rel risk! 1
iIsperception o e re ris g &
0
o - &
& 1 &
&00 Extreme High =) P "stable” outpatient HEFEF, NYHA
\2\ H S, \.ngunctlonalclass 11, no recent hospitalizations
eC) %(@-- “10%
O
XO5
« Stable » outpatl:e%t HF % « low risk » -, | S
/ QO =1
O(\q Multiple ASCVD events, 5o, _|_ &QQ -'g
or 1 ASCVD event + ' D ror i AER @ g
multiple high-risk %l 68 ery High Ris N licabl 3
Inabllltyfof physician to detect conditions Z gd %ﬁ'lﬁ B
%o =t "G “ ‘0 F I_ E: e
asylgtptomathue but clinically & L & patients 2
Pri d o {@ 2
meanmgfull worsening M revention 3%+ & 7
2% -4 S X
Primary prevention i s g% Intermedia rok
Primary prevention -

Cy

%@

The 2018 American College of Cardiology!@éﬁcan Heart Association Cholesterol Guidelines applied terms (eg, "high risk") to describe patients based in
part on absolute event rates. Although Qlbsets of patients with heart failure (HF) with reduced ejection fraction (HFrEF) generally face absolute rates
of cardiovascular events much hlg%cﬁan patients with atherosclerotic cardiovascular disease (ASCVD), comparison of absolute event rates support
worsening heart failure (WHF) a%a ery extreme high risk" condition. Reused with permission from Greene et al.>* NYHA = New York Heart Association.




WHAT ARE THE CONSEQUENCES?

Delaying or Omitting %Izﬁ\T in Eligible Patients With Heart Failure Associated With:

. Patieng@fever being initiated on GDMT, or substantial delay
» Wogge quality of life and health status
« Extess risk of disease progression

reventable deaths and hospitalizations




COST ERFECTIVENESS

\&
&
: L
JACC: Heart Failure 8 ©JACC
- Volume 11, Issue 5, May 2023, Pages 541-551 (\6\
ELSEVIER X
@)
PN
o\l’
@Q&
Clinical Research @

Cost-Effectiveness of CompreheffSive

R
“F@' . CENTRAL ILLUSTRATION: Comparative Cost-Effectwen\g?\s of Novel HFrEF
Quadruple Therapy for HeargFailure With Medical Therapy R
. . . & o
o N
Reduced Ejection Fractions 150,000 4 — — —— — = — R
<9 ug I QQ%
Neal M. Dixit MD, MBA % Neil U. Parikh BS ° Bdback Ziaeian MD, PhD ¢, S 125,000 &
Nicholas Jackson PhD, MPH €, Gregg C. Foﬁﬁow MD® Qo = @ § O
N i _ & Comprehensive
{@9 g 100,000 4 Intermediate Value 60 Quadruple Therapy
Results <O g ?am%ltﬂ%z;n, \
s sazget a .
Treatment with quadruple t]gbe‘?eapy resulted in an increase of 1.73 and 2.87 life-years E 75,000 + Dapggﬁﬂgzjn'/cl &o%\ Sacubn:rf Vz{:a:irtsnis =
g acubitril-Valsartan,
compared with triple the@gy and double therapy, respectively, and an increase in "é v Parizo et al ood ?}T ; King et al
apd@liflozin
quality-adjusted life- s of 1.12 and 1.85 years, respectively. The incremental cost- S 50000+ —————————— ég@—— —_— —_ { ————————————
. . \ - A &
effectiveness ratios of quadruple therapy vs triple therapy and double therapy were < 3% P
. o o e . ) ubitril-Valsartan, il
$81,000 and $51,081, respectively. In 91.7% and 99.9% of probabilistic simulations % 25,000 4 High Value %tﬁandhu etal éﬂi?:,:?;tv:flmnan‘
quadruple therapy had an incremental cost-effectiveness ratio of<$150,000 compared ‘g &0\5
with triple therapy and double therapy, respectively. > 0 i U‘?‘j ; - ; '
0 c* 0.25 0.5 0.75 1 1.25
Conclusions .6660 Incremental Quality Adjusted Life-Years
<
At current pricing, the use of quadruple therapy in patients with HFrEF was cost effective Dixit NM, et al. Coll Cardiol HF. 2023;11(5):541-551.
compared with triple therapy and double therapy. These findings highlight the need for <

improved access and optimal implementation of comprehensive quadruple therapy in
eligible patients with HFrEF.

o)




HOW-TO,DEAL WITH'THESE ISSUES?

&
2
CENTRAL ILLUSTRATION St&g?egies to Facilitate Implementation of Guideline-Directed Medical Therapy
for Heart Failure &
&
XN

Strategies to Help Facilitate GDMT Initiation

&

Performance Multidisciplinary 5}5\@
Start all 4 improvement heart failure Navigators or é;\&
cla_ssteg; of systems | disease pharmacists to \\00
medicsiion at GWT! management guide GDMT&®
diugnosis programs @Q’Q
&
.OO(Q
&
b\\
| GDMT clinics, Patient "
&° Virtual GDMT including activatigh
©q9> consult teams telehealth pro Sm
Qq:b programs (® -HF)
P &
6\\6
e?&
Patolia H, et al. J Am Coll Cardiol. 2023;82(6):529-543. A0
0%02“

There are a multitude of strategies that offer the potential to improve gaps in guideline—dif%c@d medical therapy (GDMT) prescription. A multimodal
combination strategy may be best equipped to combat a culture of clinical inertia toward n'gg'lcation changes and maximally improve use of foundational
GDMTs among all eligible patients with heart failure with reduced ejection fraction. EE}@?HF = Electronically Delivered, Patient-Activation Tool for
Intensification of Medications for Chronic Heart Failure with Reduced Ejection Fraqglg)n; GWTG-HF = Get With The Guidelines Heart Failure;
IMPROVE-HF = Registry to Improve the Use of Evidence-Based Heart Failure(;)l'@(]‘apies in the Outpatient Setting.

oé\q'




HOW-TO,DEAL WITH'THESE ISSUES?

PATIENTS WITH HEART FAILURE

Patients
already
treated?

eGFR 230 mL/min/1.73m* @
AND systolic BP2100 mmHg

|

= 2T

<30 mumin/1.73m’

Hospitalised

Monitor

With 1 to 3 of the EAs
4 drugs

ARNI/ACEI (1/4 dose) €) ARNUACEI (1/4 dose) €% ARNUACE! (1/4 dose) €) ACEI (1/4 dose) €
MRA (1/4 dose) BB (1/4 dose) \RT BB (1/4 dose) T MRA (1/4 dose)
SGLT2I (full dose) €@ 3 MRA (1/4 dose) SGLT2I (full doée} S SGLT2I (full dose)
: SGLT2I (full deea)




HO&%MQ,PEAL WITI;PTHESE ISSUES?

ART ARWIACEI (1/4 dose) €
MRA (1/4 dose)
SGLT2I (full dose) @

ARNUACEI (1/4 dose) €
BB (1/4 dose)

ACEI (1/4 dose) €
RT MRA (1/4 dose)
SGLT2I (full dose)

'T MRA (1/4 dose)
SGLT2I (full dose)

L]
MAINTAIN current recommended |.&ﬂ-| 'I‘ !'&ﬂ-| 'H‘
HF medications Hm Amb -, L

[
ulatory

missing medication classes

() [

£ from ACEI to ARNI - - A

Day 2-4 Day 14 Day 2-4 Day 14
e | &
REDUCE diuretics whenev possible HR B9,
BB (1/4 to 1/2 dose) @ MRA (1/4 dose)
medications thai compromise

HF treatment optiméssiion unless needed
for anoth> severe condition

BB (1/4 dose)
SBP > 100 mmHg

ACEI to ARNI (%/4 dose)

DISCHARGE DISCHARGE DISCHARGE Q{b
= %:
L] L] L]

TITRATION OF THE FOUR HF MEDICATIONS e

UP-TITRATE EVERY 1 - 2 WEEKS until maximum tolerated dose is reached.

INCREASE 1 - 2 MEDICATIONS AT THE SAME TIME (exceptionally 3 for patients with good renal function and sufficientl; iigh blood pressure).
REDUCE DIURETICS whenever possible.

CHECK RENAL FONCTION and SERUM POTASSIUM between each titration visit.

CONSIDER TELEMONITORING for treatment optimisation.

D
O
& Perform blood monitoring within SEVEN days of EACH drug introduction or esca@%n step.
@

Monitor heart rate and blood pressure following EACH medication t:hangla.oo‘\Q

s
)
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LES 87UESTIONS EN SUSPENS

" |pitiation raplde d’une mono/bi/tri ?

" Toutes les c’érdlopathles se valent ? Les 4 pour: fous
? /\0‘)% ®Q

%Gz\\ .00((@(0
" Aide & la stratification du risque ?
- C@f‘nment s‘'organiser au mieux ? Progr‘amme dedie
dé titration rapide ?

" Aujourd’hui 4... et demain? ¢




TAKE HQME MESSAGES

@
o
(\6\
©

» Fantastic four fow?? all » HFrEF

.a\\@'

" |nitiate as sogn as possible and be « strong »
= Avoid dlsgeontmuatlon/de escalatmn/wﬂhdﬁwal
n Preferﬁ low-dose rather than 2 full- doge

- Themfapeutlc inertia still exist ++ f

" Health network is crucial &
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Si vous voulez devenir Ambassadeur social média CNCH adressez-nous un email a cnch@sfcardio.fr




