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ESC 2023 : Prise en charge thérapeutique deﬁ;atients hospitalisés pour décompensation cardiaque

Recnmmendatlgﬁ Class®* Level® S

"oo \\0

An intensive ;frateg}* of initiation and rapid
<

up-tltratlg»ﬁ of evidence-based treatment before

cllsn:hafge and during frequent and careful follow-up

A

vgﬁts in the first 6 weeks following a HF §

%ospltallzatlun is recommended to reduce the risk of O

L

HF rehospitalization or death.5%¢ '° & O
XS

q/Q McDonagh TA, et al. Eur Heart J 2023;44(37):3627-3639
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: STRYNG-HF
St u dy d es I g n &060 CONTEMPORARY POST-DISCHARGE MANAGEMENT IN HEART-FAILURE
&
7 a
Hospital X i
discharge & ana.ry
Week1  Week2 & Week 3 Week 6 endpoint
Safety Safeggo Safety Safety

Up-titration
High to Full
intensity optimal
in inclusi doses of
Main inclusion care
criteria HF therapy

+ AHF pt ready to

be discharged Randon
andomise

+ No/sub-optimal ©

An= )
dowoltp | Thn=180
ihnmlninr (1’

+ Any LVEF
+ Pre-discharge

NT-proBNP
>1500 pg/ml

HF therapy. combining ACEARB/ARNI & BB & MRA
Safety = clinical exam & biology (NT-proBNP, K, Creat, hemoglobin)

Follow-up and therapy

adjustments per physicians
usual practice

Full optimal Full optimal
doses of doses of
HF therapy HF therapy
180-day
smis IOl HF readmission
follow-

up or all-cause
mortality

Mebazaa A et 3 @gﬁcer 2022

Primary endpoint:

180-Day Readmission for HF or g@%Cause Death

X
O
Qo.é‘
100 - &v\}
Q‘b
95
90 High intensity care
&
<
B (S
&
80 1 &
&
<
@\f_ Usual care
S 180-day risk difference 8.1%
(95% CI 2.9 to 13.2; p=0.0021)
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Comment utiliser les diurétiqu,\es&dans I'insuffisance cardiaque aigué ?

o ¥ .

: 5 @ESC—
©
Dose maximale de furosémide IV : 400 a ﬁ;ﬁ) mg, jusqu’a 1000 mg si IR sévere

McDonagh T, et al. Eur Heart J 2021;42(36):3599-3726



Réabsorption sodée au niveau deﬁephron et localisation de I'action des
dlffegehts diurétiques
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Inhibiteurs SGLT2 introduits au décours d;efﬁe insuffisance cardiaque aigué — Etude EMPULSE

53,9%
Clinical benefit* .
X9’
; &
& &
| 1% Strgtified win
Time to death 4,0% \)%&0 .%\ ﬁO: .I 36
0.6% S95% CI: 1.09, 1.68)
HF event frequency 7,7% O(\@ p=0.0054
\)
= » b\}c}
°10,2% ©
_ Sl &R e
Time to HF&g(u?nt 0,6% 5@ Empadgliflozin:
@q§ 9,’\0 Superior in 53.9% of
> 35,9% IS comparisons
> KCCQ-TSS &
&é‘@ Placebo:
R Superior in 39.7% of
Ties, none of the previous Q\:&O comparisons
O
6,4% S
\}U
0,28 0,5 1 2 4
o . . . . @
B Empagliflozin winner || Placebo winner | RIES > < >
_@eo Favours placebo Favours empagliflozin 10 mg
3
Vv

4 : 9
45 % de patients digietiques
Tromp J et al. Eur J Heart Fail. 2021;23:826. AHA presentation 14/11/2021Efficacy and Safety of Empagliflozin in Hospitalized Hegk Failure Patients: Main Results From the EMPULSE Trial
Science News from Scientific Sessions 2021 - Professional Heart Daily | American Heart Association



https://professional.heart.org/en/meetings/scientific-sessions/archive/science-news-2021#sun
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DICTATE-AHF : efficacité et sécurité de Ia\d‘apagllflozme dans l'insuffisance cardiaque aigué
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X . o
~240 Patients F Dapaglifiozin 10 mg +

- Age 218 years & E protocol-directed diuretic therapy + SoC

. E:ql-:phl aderisslon foe h-rp-mﬂﬂqg? 3

- {ith or without T20) /\O,@ . % .

« Planned use of IV loop digptic therapy \8\@

during cunient hospitsl % &
» oGFRY 226 mbiming) F3 oo’ Protocol-directed diuretic therapy + SoC o%‘
« SEP >O0 mm Mg &0‘ e
,\o° i
5N i ¥
5 I 1 T [ 1 : ;F_f wi
& Honpld Sy Day ! SwdyOwy?  ShdyDayd  SwdyDayd  SelrOwy s bospasl  Day 30
& PO Chonas 1 Doy 2 Dcna ¥ Dose & Done ¥ dnchage  bom
— 059 — . eaQ S
Primary Endpoint Secondary Endpoints S
Eumla'lw:b%r;emwem (kg) from enroliment 1o = Worsening HF from enrofiment 1o Day 5 :@drs.ma:ge*
Eﬂﬁﬂdﬁc@gﬁmdﬂmdwmm Hmﬂrﬁmwawmwgﬁmmﬁmﬂmmmsﬂfm
equnvalents 8\“\@
Estimated Primary Completion: December 2022 N

2
Oéo
238 patients hospitalisés pour IC aigué congestive avec PAS > %@’ mmHg, DFG = 25 mL/min/1,73m?, sans
inotrope IV, 52 % FEVG £ 40 %, 71 % diabétiques de type thraltes dans les 24h suivant 'admission par
10 mg de dapagliflozine ou placebo ©
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Primary Outcome

Adjusted Odds Ratio Qa:65
(95% C10.41 - 1. 01),;15 =0.06

\.%
&o

Changement de poids (k‘§7 /dose cumulée de
diurétigues de I'anse (mg;)*calcule jusgu’au 5¢ jour ou

squ’a la seftie si plus précoce
jusqu sertie siplus p

&
AQ,&Q’
P

Unadijédsted Odds Ratio 0.64
(95% Cl 0.41 — 1.00)

ESC Congress 2023
Amsterdam & Online
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Cox Z, et al. ESC Congress 2023 Presentation. 2023 August 28t



Primary Outcome Compagsients

¥

Cumulative Weight Chegﬁgge Cumulative Loop Diuretic Dose

& 4000-

P = [}006 8\@
Q
3000- | ||
00"
Median 800mg Medig¥ 560mg
(IQR 380 - 1715) (IQRP260 - 1150)
&

o
o
T

Cumulative weight change (kg)

Cumulative loop diuretic dose (mg)
S
o
T

154 0-

| I I |
Usual Care Dapagliflozin S Usual Care Dapagliflozin

ESC Congress 2023 q;b© e @

g Q
Am StETdam & on line v Cox Z, et al. ESC Congress 2023 Presentation. 2023 August 28t



Acetazolomide in Decompensat@gﬁ?—lF with Volume OveRload : ADVOR trial
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Methods: trial proceduresooé@@

A\

| Day 1 Aobv Randomization if congestion score > 1

@Y / E start urine co‘ilemon\

Group 1:

2% home dose loop diuretics IV
+ placebo IV

oop diuretics IV
mide |V

Group 1: 1x home dose loop diuretics IV
+ placebo |V

Group 1: 1x home dose loop diuretics [V Group 2! 1x home

oop diuretics IV

(9)
@ O Day 3 Congestion score >1: Continue IV diuretic treatment + stop urine collection E
3
V
°_)© If urinary aulpat < 3 5 2 Escalation of decongostive treatmant mandatory
(LQQ/ If urinary output 2 3 5 = No escalation

Group 1: 1x home dose |loop diuretics IV
+ placebo IV

Group 1: 1x home dose loop diuretics IV

Day 4 Primary End Point Evaluation
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Three months follow-up (all-cause death + I—@?nf::spltahzatlon]
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Mullens W, et al. N Engl J Med 2022;387:1185-1195



X9’
S ADYOR
ADVQR trial : results
\&
Primary endpoint be&é Effect of acetazolamide on diuresis and natriuresis
<
(successful decongestion within 3 days)¢® Absolute difference on day 2=0.5 L
& = 45 (95% Cl, 0.2 to 0.8); p = 0.002
06 v 4.0+
<FR=146(117-18) & 3.5-
<& = 3.0+
¢ ., 0=00009 2 25
=] @ 5 -
Placebo 5% = So- 55
NNT=8.5 =S 1.54 ¥
E 104 @d’%\cetazolamide
)
“  0.5- —\“—(0 Placebo
O
0.0 < 1
Baseline Aobbay 1 Day 2

— 5004 Absolute diffeg@nce on day 2= 98 mmol

o £0

450 (959 Cl, 56“[%0 140); p <0.001

(4

= 400+ &
350- 3
300- &
250- <9
200- >
1504 . &

Acetazolamide 42.0%

mm

0 0 20 30 4 X
Percentage

—_— Acetazolamide

— Placebo

vbgumultative natriuresis
o
@)
y |

Baseline Day 1 Day 2

Mullens W, et al. N Engl ] Med 2022;387:1185-1195



Association thiazide et diur%ét&i\aue de I'anse : the CLOROTIC trial

\&
©
: — T )
f Randomized, doubl:a-bllnd.' (\6\ Changes in weight (kg) Changes in weight per 40mg of furosemide
placebo-controlled clinical trial c";\\o from baselifie toSk hours from baseline to 96 hours
P
QO

@
History of chronic heart fallure,@

Treatment with oral MMsemﬁe
(80-240 mgﬂday)é

Admission for acute de@f?mpensatlon

4 2
N\
9&0 . 4  P<0.001 {\\?}
S &
230 patienta@ere randomized to (0] (24) (48] @ & 0O (24 (48] @Q (96)
5 days@‘bral treatment with Hour Hour )
hydre}} rothiazide or placebo Bl st &
<
{Q’% & or o
9 - Safety Placebo : p-value
o _ N R
c.f&e’ All-cause mortality at 90 days 19 (16.4%) &0& 23 (20.2%) 0.566
Vv
ff-’© Z 9 "All-cause rehospitalizations at 90 days 40 (34.5%) C\ o" 43 (37.7%) 0.709
Q
v Irmpaired renal function (serum creatinine and eGFR) 20 (g%} 53 (46.5%) <0.001
83 years-old
Hyponatraemia (Na+ = 130 mmol/L) - (Na+ = 125 mmolil) 6 g%;}-l (17%) 10 (88%)3 (26%) 04160682
2 <
w ﬁ Hypokalaemia (K+ < 3.0 mmaliL) - (K+ < 2.5 mmol/L) CR 18 (16.1%)-0 (00%) 43 (40.6%)-2 (18%)  <0.001-0245
HF-PEF 65% Serious adverse events 6‘\’“0 27 (23.3%) 26 (22.8%) 093
@
O

The addition of hydrochlorothiazide (DFG > 50 mL/min : 25 mg/j; DFG@ 50 mL/min : 50 mg/j; DFG < 20 mL/min : 100 mg/j) to

intravenous loop diuretics improves the diuretic response in patients \@“%h decompensated HF at the cost of worsening renal function

(1,

q/Q
Trullas JC, et al. Eur Heart J 2023;44:411-421



Comment introduire les différentes ghasses pharmacologiques essentielles chez
un patient présentant une Ingr hospitalisé pour décompensation ?

Diuretic effects of MRAs and SGTL2i parngﬁfe to decongestion induced by furosemid

\\'O

After stabilization* :
Furosemid + LARNi (SBP 2 100 mmHg) or
MRAs + iSGLT2 ¢ ACE (SBP < 100 mmHg,

Increase doses
ARNi/ACE and BB

NYHA 1V)

* Meets stabilization cntgﬂ%

{egb° All of the following criteria must apply for inclusion &’0
S

©
NG . . . $ . .
% Systolic BP No increase in IV No IV vasodilators & No IV inotropic
=100 mmHg and divuretic dose for including r"ll‘l'r'C!‘l'ESO\G" drugs for 24 hours
no symptoms of 6 houwurs prior to within the last & prior to
hypotension in randomization 6 hours DFIDI’/@ randomization
the preceding randomiza@on
6 hours O
6\)
BP. blood pressurs: IV, infravenous P}
@
o°°Q
** Introduce early BB if arhythmic events s
©

Starting all 4 classes in a short-time period (é”l week) is feasible during hospitalization
Tromp J, et al. Eur J Heart Fail 2021,23(5):826-834



Télétitration d\wéﬁaitement de I'ICFEr
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Ultra-fast remote up-titration of heart failure treatment:

a safe, efficient and feasible protocol

Massot M., Htier R., Roncalli J., Fournier B, Ayot S., Galtier G., Galinier [.4.

Heart failure Unit, Department of Cardiclogy, University Hospital of Ra«gueil, Toulouse, France
P ‘tod ibe th f ffi d feasibili 2 ltra-fast it -titrati tocol of heart failure treat t i .,\@.
urpose: to describe the safety, efficacy and feasibility gpan ultra remote up-titration protocol of heart failure treatment. Percentage of patients treated before an@jguar titration
Methods: .e.o_,.e’ Results: %, of patients treated before titration W % of{ﬁants treated after titration
+ We retrospectively included all patients q{a h a recent * We evaluated 96 patients from one university hospital. Baseline o \Q)@
hospitalization due to heart failure decomgé’lsaﬂon and left characteristics of our population are described in table 1. \
ventricuigh igglion Saction <alrys. 9 = Baseline treatment is showed in Figure 1. 43,7% of our patients T
*We collected clinical, biological X aﬁI@ treattn']en! data at were under quadruple therapy (BB+ARNi+MRA+SLGT2i) at the
enrollment and at the end of HF me ion optimization. beginning of our protocol with a low percentage of patients at target o
= Our protocol consisted in remot nsultation (via telephone or doses of guideline-directed medical therapy (GDMT), figure 2.
video-consultation) every 15 dgys with a 72h prior blood test. Median duration of tele-titration consultation was 42 days.
f!llood pr?tssyre, hearl': rate 28 wm?ht were recorded either by = End-titration treatment is showed in Figure 1. Up to 62,5% were =
e A -mg@remen : under quadruple therapy and an important number of patients @Q
"’ S - O T Nse | reached target doses of each HF drug, figure 2. Baseline and end- 0 <
A e b — titration vital signs and laboratory findings are shown in table 2. B'E;bo '5 AR "“CE”ARA" SLeEdl; Fursastide
F
Female % q?’ 25 * Minor adverse events that motivated a down-titration or a cessation i fitage of patients at target doses of GDMT for heart failure
Els"mdnﬂm”'“' fo(@re % a5 of treatment are shown in figure 3. Non urgent hospitalization due to a@eline and at end-titration
Dilatad (19"]/ a3 ARF with hyperkalemia or HF only occurred in 2 cases. ge - s Bata-blogkers == ARNi s me ACEVARAI =+ MRA
:’E”m 125 = The limiting factors for not reaching the optimal targeted doses G}Q 50
Restrictive 2 were low HR in 20%, hypotension in 119%, hyperkalemia 10% and 0\ W
Otners 16 chronic renal failure in 9%. o »
NYHA functional class % -
| 5 FI?LH‘Q 3 &0\) a
I 89 Minor events .
m a8 Bl OQ‘ e
LVEF (%) 29 e <D
Table 2 ) 10
b — S
SBE, mm Hg 112 108 . - g
DBE mm Hg 10 88 "9‘.!3.— Q\@ % Baseline End-titration
il 73 -] OOQ Conclusions: remote up-titration of HF medication is a
&";{“""’]""“:::2 ‘?“1‘* 1012 <@ promising tool in the fight against clinical inertia and a fast,
i me;r:;m i T, 1;73 flé’z feasible, safe and efficient solution to our undertreated
K, mmoll 44 45 © patients

Asuite renal failure



Recommandations ESC 2021 : traitesient de I'ICFEr, la quadrithérapie de base

Q‘b
AcCE-VARNIJC B2 M ~MRA M SGLT2i
1 3 ; |
s

&

L

O
To reduce {14F hospitalization/mortalicy - for selected patients

Volume overload

) e
. RS
¢ S
e,é . C\@
-y <
& >
.\\\'%SFI“IHILHBBZ 150 ms I SR with LBBB | 20—14%9 ms or non LBEBB= [50 ms \QQ
S TN | . emmem | N3
9 )
<P
S o Ischaemic aeticlogy i
[ it e |
> e ]
> !
.0% Atrial fibrilation Anrial fibrillation

RO ntcoaguiaton—— MK
S |

Digoxan ) P )

\U
03*6\ Aortic sterosis Mitral regurgitation Heart rate SR=70 bpm ﬂ#m@amu_:
© | _TEEMVRepaw ) _ iabradme -_—T—
o ! | | !
e@
For selected advanced HF patients

° i

Multi-professional disease ;anagernent
>

McDonagh TA, et al. Eur Heart J 2021;42(36):3599-3726



ESC 2023 : Traitemepf de PICFEmr (FE : 41-49 %)

An SGLT2 inhibitor (dapagliflozin or empagliflozin) is

recommended in patients with HFmrEF to reduce ¥
"

the risk of HF hospitalization or CV death.” GRS

© ESC 2023

q‘:b
"19 McDonagh TA, et al. Eur Heart J 2023;44(37):3627-3639



Comment introduire les différentes cIasseg@pharmacoIoglques essentielles chez un patient
avec une Icler en ambulatoire ?

&@
QQ

With congestion

\\OQ

Furosemid + MRAs + | Introduce BB Increase ACE/ARNI
SGLT2i + ACE/ARNI and BB dosages

ACE/jARNI + BB +

Increase ACE/ARNI
ar.d BB dosages

SGLT2i Introduce MRAs
+ furosemid

%Qf\
@

Is modification of furosemid dosage necessary to introduce ARNI or SGLT2i in euvolemia patlg-'hts ?

o\\
* No dosage modification of diuretic in PARADIGM-HF/DAPA-HF/EMPEROR-Redué@éd at inclusion
-« &‘fo
* Two possibilities @
(9
= No modification, except if ARNI and SGLT2i are introduced at thequ“ame time
©"
= 30 % decrease of furosemid dosage q,o‘ib

Girerd N, et al. Rev Esp Cardiol 2023. In Press. https://doi.org//10.1016/j.rec.2023.03.005



https://doi.org//10.1016/j.rec.2023.03.005

ESC 2023 : Traitenént de I'ICFEp (FE 2 50 %)

\&
&
)

An SGLT2 inhibitor (dapagliflozin or empagliflozin) is
recommended in patients with HFpEF to reduce theg:®
risk of HF hospitalization or CV death. i &

Q
o°0§

& ©

2

(19

©
<

Vv McDonagh TA, et al. Eur Heart J 2023;44(37):3627-3639

© ESC 2023



Effets des, iSGLT2 dans I"ICFEp
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Etude EMPEROR- Preserved\ Etude DELIVER
Déces cxvx ou hospltallsatlons pour IC Déces cxvx ou aggravation IC
/\0\‘:‘@«
25+ o &
Hazard ratio, 0.79 (95% Cl, 0. 69—@@0) F ¢ ::%c:\l::nts é\‘é@
~ P<0.001 &5\@ Placebo 9.6 (8.9-10.4) per Gwopy
o~ 20— = o
v S 3
2 & 3
¢ 15— &5 E 0 . .
T n S~ Dapagliflozin
g Empaghﬂozm S 512 events
- E, 7.8 (7.2-8.5) per 100py
217 © A
3 E HR 0.82, 95% CI1 0.73-0.92
E 5= Om_ P=0.0008
5 NNT = 32
\2\«
0 T T T I T I T T | | o- C,%O
0 3 6 9 12 15 18 21 24 27 30 33 36 S ] ) 3
Months si domizati (\g@ Years since Randomization
onths since Randomization KSs
o

Anker SD, et al. N Engl ] Med 2021,;385(16):1451-1461 Solomon SD, et al. N Engl J Med 2022,387:1089-1098



IC et comorbidités : diabete, m%ufflsance rénale, carence martiale

06}\
&e\\g
Pr|nC|paIes g@%orbldltes dans les essais sur I'ICFEp

PARAGON-HF AolHEseliy DELIVER-HF
Preserved

@& 73 ans 72 ans 72 ans Qeé*éb
Sexe feml@ﬁ"n@ 52 % 45 % 44 % &
tm‘A 96 % 90 % 89 ;:
oo°§|a béte 43 % 49 % A&0«0¢°045 %
(L@b@rto Obésité 49 % 36 % e
FA 32 % 519% 42 %
Insuffisance rénale 47 % 50»3 3 49 %

Les comorbidités sont a l'origine de |la majorctt‘g des déces au cours de I'ICFEp

en dehors des cardlomycg,;f’athles restrictives

Q‘l/

) Solomon SD, et al. Circ Heart Fail 2018;11(7):e004962



Traitement du dlabet\e@dans I’insuffisance cardiaque
Recomﬁandatlons ESC 2021

&
00
b‘@\

Recnmmendaﬁnn Class® Level®
«o

SGLT2 mhLb&Drs (canagliflozin, dapagliflozin,
empagllaﬁbzm ertugliflozin, sotagliflozin) are rec-
omwended in patients with T2DM at risk of CV

&&“vents to reduce hospitalizations for HF, major
S
~9 CV events, end-stage renal dysfunction, and CV

death 293297

SGLT2 inhibitors (dapagliflozin, empagliflozin, |

and sotagliflozin) are recommended in patients Q\
with T2DM and HFrEF to reduce hnspltallzagﬁns
for HF and CV death.**"%%1¢ o

©ESC 2021

McDonagh TA, et al. Eur Heart J 2021,42(36):3599-3726



Méta-analyse des 3 premiers essais des mﬁlblteurs SGLT2 sur les déces cardiovasculaires et
les hospitalisations pour msufflgance cardiaque chez les diabétiques de type 2

,@
A(\é\e
\)c}\v
Patients nts Events per 1000 Weight HR HR (95% Cl)
5@@ patient-years (%)
Treatment (n) PIacega (n) Treatment  Placebo &
Patients with history of heart failure & Qé@‘o\
EMPA-REGOUTCOME 462 &°\ 244 124 636 855 236 B &Q&“” 072 (0-50-1:04)
CANVASProgram 803 /\09 658 203 354 568 341 —— (&Q”’ 0-61(0-46-0-80)
DECLARE-TIMI 58 85;;0 872 314 451 555 424 3 B & 079 (0-63-0-99)
Fixed effects model for sttory of heart failure (p<0-0001) g bOc’}\o 0-71(0-61-0-84)
<9 &0
Patients with lwfr'story of heart failure &
S
EMPA-REG %’J‘? COME 4225 2089 339 155 249 300 —i— 4.09' 0-63(0:51-0.78)
CANVAS§Igram 4992 3689 449 136 152 324 —A 0-87 (0.72-1:06)
DECLARE-TIMIS8 7730 7706 599 89 105 376 &ﬂ— 0-84 (0.72-0-99)
Fixed effects model for no history of heart failure (p<0-0001) S 0-79 (0-71-0-88)
035 05 100 250
S— —>
o&ﬁvours treatment Favours placebo
cP
ff}’©

Zelniker TA, et al. Lancet 2019;393:31-39



ESC 2023 : Prévention de I’msufflsarwe cardiaque chez les patients diabétiques
porteurs d’une@@i‘naladle rénale chronique

Recumm@datlnns Class® Level® &
&

In pattehts with T2DM and CKD,® SGLT?2 inhibitors

{g@agllﬂozm or empagliflozin) are recommended to

. &reduce the risk of HF hospitalization or CV

00“% death.>’3*
_?}(\0 oy
,b@(& In patients with T2DM and CKD,* finerenone is %
Kk
v recommended to reduce the risk of HF O
(1]
ht::spitalizatic:-n.m'”’“'m O
‘2‘"
&
6\)
)
o°°g&

(]/Q McDonagh TA, et al. Eur Heart J 2023;44(37):3627-3639



Les iISGLT2 au cours de\gg«*@i’@haladies rénales chroniques

. T p s s . .
Progression de la ngizadle rénale ou déces cardiovasculaires

@
S
e
DAPA-CKD (46% diabétiques) &\Ooé\ EMPA-KIDNEY (67% diabétiques)
S
s S S : o
Déclin de la fonction rénale ({ =50 % DFG),&Qg%Iadle rénale Progression maladie rénale ({ > 40 % DFG, DFG < 10
terminale, déces de causes rénales ou E@s?diovasculaires mL/min), décés de causes rénales ou cardiovasculaires
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N4 — & 104 peool T
0 | | | : : : ; y i %\Q' . Empagliflozin
9 2 4 =z & 2 B B2 ¥ &QJ\ 0.5 10 15 20 25
Months since Randomization RS Y
<9 ears of Follow-up
No. at Risk No. at Risk®
Dapagliﬂozin 2152 2001 1955 1398 1841 1701 1288 831 309 Em?giﬂozin 3304 3252 3163 2275 1538 624
L9
&

N

O
Chez les patients atteints de MRC, diabétiqyé°§ ou non, la dapagliflozine et

LJ e \ V é e q Ld  é e [d
I'empagliflozine a 10 mg améliorent le pig@&nostlc rénal et cardiovasculaire
Q

Vv
Heerspink HIL, et al. N Enl J Med 2020,;383(15):1436-1446 EMPA-KIDNEY Collaborative Group, et al. N Engl J Med 2023;388(2):117-127



Effets cardiovasculaires et rénaux de If?merenone chez les patients diabétiques de
type 2 avec MRC : étude FIDELIT\é)\@anaIyse poolée des essais FIDELIO et FIGARO
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A, Death from cardiovascular causes 6@@
_ Q
100 13 1 Ha=zard ratio O.88 (95% :téé? 0.76—1.02)
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RS
B eGFR =57% con€p03|t3 kidney outcome

100 @5— Hazard ratio 0.77 (95% CIl 0.67—0.88)
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Time to first event (months)
MNo. at risk
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D Hospitalization for heart failure

100 13 1 Hazard ratio O.78 (95% Cl 0.66—0.92)
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Agarwal R, et al. Eur Heart J 2022;43:474-484
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ESC 2023 : Traitement de la carence mat;ﬁale chez les patients avec ICFEr ou mr (FE < 50 %)

Recnmmendat\g&ns Class® Level®

Intravenous #on supplementation is recommended
in sympio'@matlc patients with HFrEF and HFmrEF,

andd&)n deficiency, to alleviate HF symptoms and

gﬁprove quality of life.© 1#4147—49
Q
00
Intravenous iron supplementation with ferric
v

NG carboxymaltose or ferric derisomaltose should be

considered in symptomatic patients with HFrEF and

™
S
NS e~
. .1- . <9
HFmrEF, and iron deficiency, to reduce the risk of HF & O
L
hospitalization.© 12414346 . o
\Q
o°°Q
s
0
({})@

(]/Q McDonagh TA, et al. Eur Heart J 2023;44(37):3627-3639



Etude HEART-FID : effets du carboxymaalbtose ferrique IV sur les hospitalisations pour
insuffisance cardiaque et les déces cardwvasculalres chez les patients avec ICFEr chronique
(FE< AT) %) carencés en fer

@
Etude randomisée, en double aveugle, d&<8065 pts traités par fer carboxymaltose tous les 6 mois si nécessaire,

6
vs placebo, suivis 12 mois $
<
\‘?f
B Cardiovascul;ﬁq)eath or First Hospitalization for Heart Failure
&100-
2
@ 90
3
& 80~
9
,\O\) *E 70
N £
eo & 60
o S
P o 504
- Bo
<§® g 4o Placebo (494/1533 [32.2%])
Q)@*“Q’ g 30 -
@q/ 204 = ,,_L_w.ﬁ'*'“"'v"r\‘\' \
Qq(/b 1o # FCM (475/1532 [31.0%) Hazard ratio, 0. 936@‘&/ Cl, 0.81-1.06)
O : T T T 0 T T
0 12 24 36 48 & 60 68
Months since Randomization &o
No. at Risk
Placebo 1533 1369 1189 872 610 410 291 lﬁ)e 140 81 34 9 0
FCM 1532 1390 1219 913 642 429 314 156 94 39 9 0
6
(\Q

La correction de la carence martiale par voie IV n’a diminué ni I’ m‘éldence des hospitalisations pour insuffisance

cardiaque, ni celle des déces cardio-vasculaires dans I'ICFEr ch@%lque stable

Q‘l/
v Mentz RJ, et al. N Engl J Med 2023;August 26th. https://doi.org/10.1056/NEJM0a2304968



https://doi.org/10.1056/NEJMoa2304968

Méta-analyse des données individuelles dg§ patients traités par fer carboxymaltose IV pour
une carence martiale au cours ICFErQe?c mr dans les essais CONFIRM-HF, AFFIRM-AHF,
HEART-FID sur Le% hospitalisations et la mortalité

\oo
c° 4501 pts, suivi : 52 semaines

\0

Criteres prlmactfres &
\\QJ
Hosplt@ﬁsatlons cxvx et déces cxvx 0,86 0,75-0,98 0,029 Q«zﬁ‘\@
Hgéﬁltallsatlons pour IC et décex cxvx 0,87 0,75-1,01 O;)ﬁs*
Crdteres secondaires Q@°
(‘ @
(]9.%@%00 Hospitalisations cxvx 0,83 0,73-0,96 ,\0’@ 0,009
(Lgri‘-’(@ Hospitalisations pour IC 0,84 0,71-0, 98 c‘ 0,025
Décés cxvx 0,97 0,80- 1@7 0,72
/\O
X

La correction de la carence martiale dans I'ICFEr et mr par dg?er carboxymaltose semble diminuer le
risque d’hospitalisation cxvx et pour IC mais pas la mortallte@(vx avec des effets d’autant plus marqués
qgue le CST (< 15 %) et ’'hémoglobine sont bas. &

ol
©
P
Q
Vv
Ponikowski P, et al. Eur Heart J August 2023. https://doi.org/10.1093/eurheartj/ehad586
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Recommandations ESC 2023 s\\uﬁa prise en charge des cardiomyopathies
'b{\\e

o General o Phenotype-

management principles specific management

Symptom management

- Drug therapy
+ Mechanical circulatory
support/transplantation

Family screening and
genetic risk to relatives

+ Genetic testing and counselling "0@
+ Family screening and monitoring (\&
o)

* GDMT for HF symptoms
- Aetiology-specific SCD 600
Prevention of disease- risk prediction ©
related complications
+SCD —ICD
» Stroke — thromboembolic

prophylaxis

' Lifestyle :

« Exercise recommendations

+ Pregnancy

* School, employment,
psychological support

N
S

Individualisation d’un 5° type de cardiomyopathie : les card%e?ﬁyopathies ventriculaires gauches non dilatées

©‘1z

q‘,b
q/Q McDonagh TA, et al. Eur Heart J 2023;44(37):3627-3639



Examples of non-
dilated left
ventricular
cardiomyopathy

phenotypes and their i

aetiological correlates®
<9

www.escardio.org/guidelines

@ESC—

2023 ESC Guidelines for the management of cardiomyopathies
(European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad 194)
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Recommendations for diagnostic w@rk -up in cardiomyopathies @ESC
Q)Q
&
Recommendations \@\°° Class Level

It is recommended that all pahent@mth suspected or established cardiomyopathy
undergo systematic evaluatlonﬁsmg a|multiparametric approach|that includes clinical

& C
evaluation, pedigree analy&&s@ ECG, Holter monitoring, laboratory tests, and Ky
\00
oY
multimodality i |mag|ng 9 Q,,;\@’
It is recommended th;at all patients with suspected cardiomyopathy undergo é@@g
evaluation of famLIa} h|story and that a three- to four-generation family tree is cg@ated c
toaidin dlagntaé]s provide clues to underlying aetiology, determine mhenta\u@e
/\O
pattern, an@%dentlfy at-risk relatives. o
‘lz ‘@%oé
‘\\{o&
&O
~
\2\«
C%O
6\)
o 2
00*@@ °
@rge&e
. . . 2023 ESC Guidelines for the management of cardiomyopathies
www.escardlo.org/gmdeIlnes q/Qq;b (European Heart Journal; 2023 - doi:1g0.1093/eurheartj/:h§d 194)



Exploration phénoty&%ique des cardiomyopathies
’ & | @ESC

Multimodality
imaging process in
cardiomyopathies

o
O
&

b\)

www.escardio.org/guidelines

(]

CardiAomyopathy
diagnosis

Disease progression
(follow-up)

Risk stratification and
disease prognostication

LV functional and structural abnormalities

Echocardiography and CMR
Ventricular function

Hypertrophy 8\\‘
Dilatation ‘(\@&
\\
CMR <
=) ~ — \\QJ
J Tissue characterization (T1/T2/T2* ILG@
Q

Multimodality

Stress echocardiography O
<2
Ta:geted studies
N

Valvular and dynamic gra ts
~ ) Bone Bl

imaging <
@
CTCAIstress tests 3%
S
tigraphy
Qsﬁoidosis

2
“ - Functional abnormalities

X
O #

o schaib

Myocardial ischagmia

'@9
NBETCT
¥ Myocardial inflammation

@ESC—

2023 ESC Guidelines for the management of cardiomyopathies
(European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad 194)

©ESC



Exploration phénotypique des cargiomyopathies : place centrale de I'lIRM

Examples of cardiac
magnetic resonance
imaging tissue
characterization

features that should

raise the suspicion qg&&@
specific aetiologigsf
grouped accorgmg to
cardiomyopathy

hen >
phe otyvg,e

www.escardio.org/guidelines

NDLVC

.\(\‘

Finding o
<
>

Posterolateral LGE X LVH
Lo:::m T Q@mut

(/]

Lateral wall epicardial LGE

Subsepicardial and midwall LGE at basal
septum +/- extansion into inferolateral
wall and RY insertion paints

Agpical transmural LGE

Ring-like and/or subepicardial
LGE pattern

Septal mid-wall LGE

Fat and LGE (trammural RV plus
sub-epicardial-midmural LV free wall)

Partial LV or RV apical obliteration +
LGE at endocardial level

DSP variatits
FLNC varianty
DES variants

Laminapathy

Desmoanzal varfants

o EMFEhypereosinophilia

@ESC

©ESC

2023 ESC Guidelines for the management of cardiomyopathies
(European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad 194)



Exploration génotypique des cardigmyopathies : place des tests genétiques

Sy j
& ESC
o

&
h;:\cu:osoxl dom;n:nnt Mﬂ:’ Sporadic presentatian Low familial
2 I AR (negative family history) ‘aggregation
variable severity/expressivity :

Th e ge n Eti c Autosomal dominant wiz:

complete penetrarys

architecture of the
cardiomyopathies

- Arbre généalogique ® OQL OO
- Intéréts des tests \
AnAat: <0 Severit
génétiques - og? _:I - el
. eo threshold treshord ™ — (\@
* pour Ie patlent b\}o Disease Disease Disease = &O
. . susceptibil susceptibil susceptibili O
= diagnostiqug®’ P e e i@b
u pronostiégcfé\ 5@
, 2 L. O
" thérapéutique X
S s . Rare pathogenic variant Rare Mendelian variant Intermediate effect variangg?® Common variants (GWAS)
= Cofrl,@'bll en matiere de O v s o B Population MAF <0.01% Population MAF <1 Population MAF >1—-5%
nterm late ect varian V
L e @
procreatlon @ Ssmall effect common variant ’ ' K6\\6 t " : f t
. ) S
* pour la famille @ Non-genetic factors &006 i
53 |
S i i h
N L] f
& ]
© _J ©
9
\ B&Q,"‘ @ ESC
wWww.ascardio org/ Widelits ‘b© 2023 ESC Guidelines for the management of cardiomyopathies
2 e 8 (]9‘1/ (European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad 194)



rdiemyopathies obstructives

Traitement des ca

& “\
\@@é\ Resting/provocable LVOTO 250 mmHg @ E S C
& 1
Flowchart on the & . Beta-blockers or verapamil
6{@ Symptoms '—®—' may be considered
management of left e j —
. > -
ventricular outflow «° N,
_ s@@ Beta-blockers
tract obstruction & (Chy o
é‘of’ ISUH symptomatic or intolerant/contraindication to Ixem-b.'achers,(Q,\b
, "OG 4 N = ’\Q'
\4 : . L i &
NA Verapamil : Diltiazem @
& (Class 1) S (Class ) &@\\
&O‘)% Q'Q{b
0\2\‘ l Still symptomatic 'Q,é\
D <
3 - — &
) 960 Disopyramide \ OR Mavacamten 8)0
N4 (Class 1) J (Class lla) ©
00(\0) &
<
@,@Q’ l Still symptomatic &O&
q/ - — e v D %'
fi‘->© R Tt &
D (Cass 1) &
SR .
; 5> @Esc—
\}fo
S
Place des inhibiteurs de la myosine écf‘“
. L. N O
* En association aux bétabloquants ou aux ICA** : lla, A & .
-, 73]
* Encas de Cloud’intolérance aux bétabloquants, aux ICO(&%‘P*, au disopyramide : lla, B g
£
P
© 2023 ESC Guidelines for the management of cardiomyopathies

www.escardio.org/guidelines

(European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad 194)



Effet de la diminution du gradient deemessmn intraventriculaire gauche au cours
des CMH obst(ﬁctlves SOUS macavamten

’b
&
&
Etude EXPLORER-HCM (429651:5) Etude VALOR-HCM (112 pts)
O
DlmlnutlQﬁ moyenne du gradlent intra VG en post—exerCICe
'\ Kg\@.
)
- 36 mmHg (p< 0@601 vs placebo) - 37,2 mmHg 58
»@ \\gc”
Effets sur Iego!?ymptémes (NYHA) Patients QUI nécessitent ou restent %éfon les recommandations
NYHA functional class S éligibles a un traltement@e réduction septale
Il = I /= Mis §§
i g_bo = 1° a7 16 100
297 285 003‘0% 1 258 14-8 SERE
80— 00() "E 75
70 53}‘\ 423 2
Q) ©
% 20: Q‘-l‘;b© 55-3 . ::2 50_{ ‘
g °° % ] 641 § %{0
40 e 742 é‘_:&gb\s—
7 49-6 &O\)
o ad W e@?“ ©  Mavacamten Placebo
16-4 600 (n =56) (n =56)
SN, Wekis = WekH FTWpeeolne | Wedkis emiRgo g@% [l Guideline Eligible [ Guideline Ineligible
Mavacamten (n=123) Placebo (n=128) OQ or SRT
+ amélioration du pic(b(yff)2 et KCCQ-CSS

q§1’
Olivotto I, et al. Lancet 2020,396:759-69 Desai MY, et al. ] Am Coll Cardiol 2022,;80(2):95-108



Actualités dans I’insuffisange&‘b\cardiaque en 2023 : messages clefs

(7}
0
>

Q}Q

IC aigué : multiplier les sites d’ ageb‘l“on sur le néphron en cas de résistance au furosémide

6\)
ICFEr : mettre en route Ies 4‘c|asses thérapeutiques qui diminuent la mortalité, ARNi/IEC,
BB, ARM, iSGLT2, le p|LLS’ rapldement possible en augmentant les posologles &ux doses
maxima-tolérées en @@Semames o

\)9 Q

ICFEmr : méme Lnéltement que ICFEr &

ICFEp : |SGl;];°2 + diurétique de I'anse £+ ARM et traitement etlologlqmé

Co- morJ@@idltes &
. Dlabete iISGLT2, finérénone 5

* Carence martiale : fer IV a visée symptomatique .«
e
C)

Individualisation des cardiomyopathies ventrlculalrga gauches non dilatées

o°°

Cardiomyopathies hypertrophiques obstructlvggé” intérét des inhibiteurs de la myosine
‘1/



