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e Conclusion

Epidemiology
* Common, costly and deadly

* 2024 Heart Disease and Stroke Statistics Update: A Report of US and Global
Data From the AHA, which is compiled annually by the AHA, the National
Institutes of Health, and other collaborators

* Heart disease and stroke claimed more lives in 2021 in the United States
than all forms of cancer and chronic lower respiratory disease combined

Hospital
Prevalence Incidence Mortality Discharges Cost
421,938 1,111,500 $30.7
6,700,000 1,000,000 (50% at 5 (3 million o
billion
years) secondary)
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Qutcomes for Heart Failure Compared with
the General US Population

Median Survival Stratified by Age
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AcCross vanous age groups, median survival is substantially greater in the generat US population compared with palients
with HF across the EF spectrum Data from GWTG-HF linked to CMS and the National Vitaf Statistics Repart 2004

Shah KS._Fonarow GC. J Am Coll Cardiol 2017,70(20} 2476-2486

TRAJECTORY OF STAGE C HF

Now Gnaet /e Nove HE: - S -

« Newly diagnosad HF f sy = Per HF with + Worsaning symptams/
« No previous history of HF signs of HF ongolng symptoms/signs signs/Ffunctionel capacity
and/or limited functional
Stage HEin capacity
€ with remission
pravious with
resolutian

symptoms n
of HF with |2 Previous
persistent  |and/or

LV functional
dysfunction [hoart disaase®

Paul A. Heidenreich. Circulation. 2022 AHA/ACC/HFSA Guideline for

the Management of Heart Failure: A Report of the American Caliege
of Cardiotogy/American Heart Association Joint Committee on Clinical g 2922 by the American Heart Assaclation, Inc . the American

Practice Guidelines, Vclume: 145, Issua: 18, Pages: e885-81032, College of Cardiology Foundation, and the Heart Failure Society of
DOI: (10.1161/CIR.C000000000001063) Amenca.
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2022 AHA/ACC/HFSA
the Management of

ETAGE A:
At-Risk for Heart Fallure

Patlonts at rigk for HF but

Pationts without corrent o
7si

without eurrsnt ar o
symptoms/signs of HF
and without structural’
functianal heart dissase or
abrormal blomerkers

Patlants with hypertunsion,
CVD, disbytas, obesity,
to i

af HF but evidance of
1 of the following:
Structural heart discase
Evidenca of incorwased
filling prossuras

Risk factors ond
. & natriuretic

agents. geeatic vanant for
cordiomyopathy, or family
histary of canhomyopathy

puptide lovels or
« persistently elevated
cardiac troponin
w the sbsance of
campeting diagroses

Guideline for
Heart Failure

ETAGE C:
Bympromatic Heart Fatiure

Patwnts with currant or
Bravious symptoms/signs.
of HF

Paul A. Heidenreich. Circulation. 2022 AHA/ACC/HFSA Guideline for
ﬁ the Management of Heart Failura: A Report of the American College

of Cardiology/American Heart Association Joint Committee on Clinical o 2022 by the American Heart Asscclation. the.. the American
College of Cardology Foundaticn, and the Heart Fallure Society of

Practice Guidelines, Volume: 145, Issue: 18, Pages: e895-1032,
DO {(10.1161/CIR.0000000000001063) America.

The Four Pillars of Survival Enhancing Medical Therapy for HFrEF

a i

N

Cumulative risk reduction in all-cause mortality if all four evidence-based medical therapres are used
Relative nisk reduction 72.9%, Absolute nsk reducton: 25.5%. NNT = 3.9, over 24 morths
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4 pillars + More

The Four Pillars of Survival Enhancing Medical Therapy for HFrEF
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Black + BP room after 1all : based medicat tharapies are used:
R > 70 on max BB + no AF
quadruple therapy > sosorbide +72: 18> 70 9n Max B ¢ « N HF hospltalization > vericiguat
dlnitmte/ hyd rulaz{ne v At 205 V7 VL 1T flaee 885 r 1 SN Cocdin 0 Wiy U 22EGE
Courtesy of Gregg Fonarow MD
Stap & . Step 5 Step &

Step3 {
cufumntho;n ntlm pd
rbi GOMT and device
=1 1 therapy, es indicated

) for HE
specialty care for

Syr
luizs, health status,
and LVEF adeditionat therapy

NYHA 1=V, in
African American
putnnt;

LVEF z40%
(Staga C)

LVEF »>40%
HFimpER
(Stage C)

NYHA (-,

2150 ms with LBBB |

)
LVEF 535%;
51y survival

Refractory HP
(Stage DY

LVEF 240%
=| Persistent HE(EF | [ NYHA l-HI;
{Stage C) ambulatory IV;
LVEF $35%; prtaliar s

y

Invostigational
studies*
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Recommendations for Treatment of

Patie

¢

In addition to optimized GOMT

Select patients with
HF and AF>

Patients with HF
and hypertension

Patients with HF and
type 2 diabetes

Select patients with
HF and LVEF s35%
and suitable coronary
anatormny

Patients with HF
attributable to VHD or
cancer tharapy

nts W

Additlonal Therapies in Patlents With HF and Comorbidities

-

Patients with HFrEF
and iron deficiency

Patjants with AF and
LVEF <50%, if rhythm
control strategy fails/not
desired and ventricular
rates remain rapid
despits medicel therapy

Patients with HF and

to AF

Patients with HF with
obstructive sisep apnea

In asymptomatic patients
with cancer tharapy-
related cardiomyopatihy
CEF =509%)

symptoms attributable - —e

ith HF and Selected

IV iron replacament
2a)

AV nodal ablation and

CRY implantation
€2a)

Atrial fibriliation
ablation
(e 2]

CPAP

ARB, ACEi, and
beta blockers
(2a)

GDMT Works-

Analysis

| Relative Risk 2-Year Mortality in HFrEF | A

None
ARNI
+ Beta-blocker

+ Aldosterone antagonist

+ SGLT2 inhibitor

+ 28%
4 35%

4 30%

4 17%

feutenreich ¥ et al. 2022 ACC/AHA/HFSA Heart Fatlure Guideting,

35%

25%

16%

11.5%

9.5%

Courtesy of Gregg Fonarow ML

RR and Cross-Trial

Fecall survrval

0 T

Treatment

Comprehenswve therapy
Conventional thetapy

Projected mean overall survival

Comprehensive therapy

Conventional therapy
™, Difference (95%C1)

13-4 vears {9-2-13.5)
63years (34-91)

“

[“Anew therapeutic standard”

5 60

T T

s 8 B w

Vodigganathan ol o Lancu! May 21, 2020

U7 yeats {14.9-205
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How soon do you
henefit®?

25!

HR 0.69 {95% CI: D.49, 0.97)
0 P° 0032

+ Censored

Enalapril (N » 44%)

Cumulstive Probability of CV
Death or HF Rehospitalization
o

°]
l
0] i . . |
Basehne 1 2 3 4 5 6 T 8 L] 10 1  F]
Waaks from Randomization. '
Reduction in HF/CV death
after 8 weeks

SacubitriliValsantan (N » 440)

DaVore A ni al. JAMA Coitiology 2020; 5(2) 202207

get survival

i é] Worsening heart fatlure or cardiovascular death, first 100 d

2

2
® =

HR {dapaglifiozin vs placebo)
(=]
(-2

At289: |
HR, €.51 (95% C1, 0.28-0.94); P= .03 ‘

0.2

Reduction in HF/CV death
after 4 weeks

Burg DD et al JAMA Cardioiogy. Feb 17, 2021

CENTRAL ILLUSTRATION: Use and Dosing of Guideline-Directed Medica
Therapy Among Patients With Chronic HFrEF in Contemporary U.5, Outpatient
Practlee
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GDMT is not implemented
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Greene, 5.J. et al. J Am Call Cardiol. 2018;72(4);351-66.

GDMT is not titrated
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Data for patients managed in the
community (outside of highly

specialized HF centers)
Mortality Among Patients Diagnosed with HF is High

Survival Rates for People With New Onset HF by Year of Diagnosis

ar survival (2,
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Despite the availability of
therapies with established
efficacy in HFrEF,
morbidity and mortality

2 rates remain high?

Year of Diagnosis

nited Kingdom for 55,959 pauents aged 45 yvears and oldec with a new diagnoss of HF ang 278 679
urots
1223 doa 1

Therapeutic Inertia
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STRONG-HF

» 1078 pts hosp with HF and

not on full-dose GDMT

= Usual care vs high-intensity

care

* High-intensity care

- ARNI/ACEI/ARB, BB, MRA at
% optimal dose before
discharge
Titrate to full dose by 2w
post discharge

- Visits at weeks 1, 2, 3, 6, and
3Im

Mare patients in high-intensity group felt better
and lived longer:
- NYHA Class I/H at 90d: 83% vs 67%
Primary endpoint of reduction in death/HF
hosp at 180d: 15% vs 23%
Driven by HF hosp: 9.5% vs 17%

More patients in high-intensity group
received target GDMT dosages at 90 days:
- ARNI/ACEI/ARB: 55% vs 2%

BB: 49% vs 4%

MRA: 84% vs 46%

Mehazaa A. et al Lancet November

7 2022

ACC Expert Consensus Triggers for
HF Patient Referral to a

Specialist/Program
New onset HF (regardless of EF) for
evaluation of etiology, GD evaluation
and management of recommended therapies,
and assistance in disease management

Chronic HF with high-risk features, such
as development of 1 or more of the
following risk factors:

Need for inotropes

Persistent NYHA 11I-1V symptoms of congestion or profound fatigue

SBP < 90 mm Hg or symptomatic hypotension

Cr >1.8 mg/dL or BUN > 43 mg/dL

Onset of A fib or ventricular arrhythmias or repetitive ICD shocks

2 or more ED visits or hospitalizations for worsening HF in prior 12 months

Inability to tolerate optimally-dosed BB and/or ACEI/ARB/ ARNI and/or AA

Clinical deterioration as indicated by worsening edema, rising biomarkers (BNP, NT-proBNP, others),or evidence of progressive
remodeling on imaging

High mortality risk using validated risk model for further agsegsmaentandcconsideratiorsof-advaneedtiterapiaszation of Heart Failure

Treatment Yancy C.W JACC 2017
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ACC Expert Consensus Triggers for
HF Patient Referral to a

$PeRL3dd SH{RTRIE3Ment of GDMT,
including replacement of ACEI/ARB/ARNI for
eligible patients, or to address comorbid
conditions such as CKD or hyperkalemia,
which may complicate treatment

Persistently reduced LVEF <35% despite
GDMT for > 3 m for appropriate
consideration of device therapy

Second opinion regarding etiology of HF;
for example:

Evaluation for potential ischemic etiology

Suspected myocarditis . - .

Esth_I(ijsthd or suspected specific cardiomyopathies, e.g., HCM, ARVD, Chagas disease, restrictive cardiomyopathy, cardiac sarcoidosis,
amyloid,

VHD with or without HF symptoms

Annual review for patients with established advanced HF in which patients/ caregivers and ciinicians
discuss current and potential therapies for both anticipated and unanticipated events, possible HF
disease trajectory and prognosis, patient preferences, and advanced care planning

Assess the possikility of participation in a cliniecal trial

10
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Advancer Heart Failure Center (AHFC)

(]

N STEP 1:

} Does tha paﬂant havs Spscial Considorationa

Advanced Hi « Engage in shared decision-making wi
patients and caregivers when a panems
_‘ YES In‘nspan or Tunctional status is uwerel
=S limited by non-cardiac condl
(... dementia, advanced nancnr. COPD

STEP 2: | with oxygen depe lence, etc)
When patients have or are = Guard against irmplich blas to avoki
approaching Advanced HF, M*nnvnnmglng popuiationa wha are more
could they benefit from having @ly (0 be allouled by sucial delerminants

their care coordinated with or nheaith, including race/sthnic minority
& and WOrnen.

pal
an advanced HF center? » Telarsdicine may facilitate shared cara

ated 1o tra

l “r:i‘" he AHFC vbr patierme with barriors

l REFEHHAL to an Advanl:ed Heart Fallure Center (AHFC)

: Endomyocardial biopey
= Establish goals of care Achvanca Assess HF = Qenetic testing and
~ Defina careglver suppart family-based counaeling
« Palliative care reforrals d"e':“"es eticiogy * Advarced imaging e ot
i © B3m el

« Education on HF seli-care (i.e. fluld monitoring, HF Discase e
nutrition, structured axerciaa, eh‘) agement & = Optimization af GDMT
* Psyct needs -
- Directed guidainas and retarml o spacislists HF and Multldlsclpllnary Care GDMT Ml::::?:‘?;gll;'sx:gpdm-rc:“
to manage comorbld conditions (i.e. comor " Initlation & providers and hi"ﬁ:dsge
class 2 or greater abesity. emoking/llicit management Thration - Same day IV dRifets Aooos
e ﬂu eatc 1) that may impact . = Parenteral iron supplemsnlaluo:
| Asslshancs with “nanclal and Insurance neads T——

- Puimonary artery pressure sensor |
Valvular interveritions (i.e. TAVE,

- Cardiopulmonary
;‘gg:;fﬁ:’;%ﬁm pr?gnosls g ,ﬁgﬂg‘;{'ﬁ; . Eﬁ:l;l'laﬂeous mltrzl\::llve repair)
= “ unctionat H tharapies for control of arrhythmias
(he. Seatlle HF model, oto) capacity options » Outpatient use of 1V i lulmnpy; ;
= Heart tranapiantatton and LVAD

Multldlscnpllnary evaluatlon for candldacy for

Advanced HF Ti with
parsistant and rsfractory NYHA Illb/IV symptoms

Alanna A. Morris. Circulation. Guidance for Timely and Appropriate
Referral of Patients With Advanced Heart Failure: A Scientific
Statement From the American Heart Association, Volume: 144, Issue:
15, Pages: 238-e250, DOI: {10.1161/CIR.0000000000001016)

N

® 2021 American Heart Association, Inc.

Less

severe Early Referral - Golden Window for Referral - Referral Too Late

Severity of illness

severe

« NYHA |-l symptoms s NYHA lI-IV symptoms » Muitiorgan fatlure

* Tolerating GDMT s Downtitration of or Inabllity to tolerate GDMT s Severe mainutrition/cardiac

¢ No hospitalizations « Frequent hospitalizations cachexia unresponsive o

= No evidence of end- « Recurrent arrhythmias or ICD shacks supplementation

organ dysfunction = Worsening renal function
| . " " * Time
Onset | Persistent HF ] Progression/Decompensation Pump failure and death

of HF

o Alanna A. Morris. Circulation. Guidance for Timely and Appropriate
“ Referral of Patients With Advanced Heart Failure: A Scientific
Statement From the American Heart Association, Volume: 144, Issue:
15, Pages: e238-€250, DOI: (10.1161/CIR.00000000000010186) ® 2021 American Heart Association, Inc.
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Survival (%)
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Kaplan-Meier Long-Term Survival by Era
in Adult Heart Transplants

Median survival:
1982-1991=8.6 years
1992-2001=10.5 years
2002-2009=12.5 years
2010-6/2017=NA

p =0.0001

| —

o 1 2 3 4 5 6 7

¥ T T ] i T T T T T T T T T 1
8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24
Years after Transplant

16821091 (= 21,827) —— 19922001 (= 0161) 20022009 (N = 2087E)  —-2010.6/2017 (N = 34,938
I Inotropes Previous or ongoing requirement for dobutamine, mirinone, dopaming, o levosimendan
N NYHA class/NP Persisting NYHA class Hl or ¥ andlor persistently high BNP or NT-proBNP
E End-Organ Dysfumction Worsening renal o lver dysfunction inthe setting of HF
E Ejection Fraction Very low £F <20%
D Defibrilator shocks Recurrent appropriate defbrilator shocks
H Hospitalizations More than 1 hospitatization with HF in the last 12 months
E Edema/Escalating diretics Persisting flid overload andlor increasing diuretic requirement
L Low blood pressure Consistenty ow blood pressure with SBP <300 100 mmHg
P Prognostic medication Inabiity to uptitrate (or need to decreaseleease) ACE-E, beta-blockers, ARNS5, or MRAS

12
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Conclusion

* AdHF is at least as deadly as most cancer

* There is a window of opportunity to act while
patients are feeling well

* Prompt referral and collaboration with Advance
HF Team could save lives and reduce admission

*Let’s do it together!!!
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