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Que aporten de nou les guies a la IC avancada ?
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Heart

2021 |

Omecamtiv mecarhbil

Recommendations Class® | Level®

Soluble Guanylate Cyclase Receptor Stimulator

Vericiguat may be considered in patients in NYHA Class II-IV who have had worsening HF despite treatment with an ACE-|

L

(or ARNI), a beta-blocker and an MRA to reduce the risk of CV mortality or HF hospitalization.'*!

Currently, omecamtiv mecarbil is not licensed for use in HF. However, in the future it may be able to be considered, in
addition to standard therapy for HFrEF to reduce the risk of CV mortality and hospitalization for HF
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Omecamtiv Mecarbil (activador de la miosina)

Mechano-chemical cycle OM increases the entry rate of
myosin into the tightly-bound,

Structure of the Sarcomere SEEET force-producing state with actin

ToperinC - INE SRR WEAK .
Troponir o IropoOMmMyosir ATP g ADP-Pi

m* STRONG Am

“More hands pulling on the rope”

Increases duration of systole

Increases stroke volume

No increase in myocyte calcium

ADP _
Force production

No change in dP/dt, .,

o ———— . . Myosin T
Actin eSS

No increase in MVO,

Estabilitza la miosina i incrementa la transicié cap a I'estat de generacié de forca amb l'actina

Malik et al. Science 2011:331:1439-43
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Inclusid
« 18-85 anys, CF -1V, FE <35%

Hospitalitzats per IC o ambulatoris pero amb una consulta a urgencies o hospitalitzacio en els darrers 12
mesos per IC; GDMT

 NT-proBNP> 400 pg/mL (>1200 pg/mL en FA) o BNP>125 pg/mL (> 375 pg/mL en FA)
Exclusio

 TAs <85 mmHg, GFR <20 1/min/ 1.73 m2

« Sdme coronari agut recent o procediment cardiovascular recent

Disefo del estudio y esquema de tratamiento

2 afios de inclusién, aprox. 4 afios de seguimiento total/periodo de estudio GA I'ACTIC-H F

Origen del sujeto

o
2 ©
oS BclenfasiconCEES =2 Omecamtiv mecarbil + SOC
cronica hospitalizados ~25 Do icial: 25 PO BID
actualmente por IC como = 5 g > SLLEZ SR,
motivo principal del ingreso o g § s »
con antecedentes de > e M |N283% 8
hospitalizacion o ingreso en @ 5 s S
U/SU por IC como motivo < § 8T Placebo + SOC
principal dentro del plazo de 1 = £8 Siga los mismos procedimientos del estudio que con el grupo de OM para
ano. g, asegurar el enmascaramiento.
w
24
Visitas del estudio ‘ l ‘ ‘ 1 ‘/ 4 ‘ ‘ ‘ l
D1 W2 W4 W6 W8 W12 w24 W36 w4g Q16w
Evaluaciones PK para el ajuste de la dosis ' l

Evaluacion PK l I

Teerlink et al . NEJM 2020
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8000 pacients
Endpoint primari : mort cardiovascular o event clinic d’IC
(visita anticipada, urgencies, ingrés amb furosemida iv)

A Primary Outcome

Hazard ratio, 0.92 (95% Cl, 0.86-0.99)
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Hazard ratio, 1.01 (95% Cl, 0.92-1.11)

T T T T T

12 18 24 30 36

Months since Randomization

R T4

Teerlink et al . NEJM 2020

V.

Subgroup (cont.) Hazard Ratio (95% CI)
Atrial fibrillation or flutter

No ] 0.86 (0.79-0.94)

Yes = 1.05 (0.93-1.18)

sMedian (28%) = 0.84 (0.77-092)

>Median (28%) = = 1.04 (0.94-1.16)
NT-proBNP

Inpatient + = median e 0.97 (0.74-1.28)

Inpatient + »median ] 0.75 [0.61-0.92)

Outpatient + smedian 1 0.88 (0.73-1.05)

Outpatient + >median . 0.85 0.75-0.97)
Heartrate

<Median (71 bpm) = 0.91 (0.82-1.01)

>Median (71 bpm) =4 0.93 (0.85-1.03)
Systolic BP distribution

<Median (116 mm Hg) - 0.90 0.82-0,99)

>Median (116 mm Hg) —a 0.95 (0.85-1.05)
Systolic BP level

<100 mm Hg —a— 0.89 (0.76-1.05)

2100 mm Hg —— 0.92 (0.86-1.00)
eGFR

=60 mlfmin/1.73 m? —a 0.98 (0.89-1.07)

>80 mlfmin/1.73 m? . 0.84 [0.75-0.94)
ACE inhibitor therapy

No o 0.94 0.85-1.03)

Yes [ 0.90 (0.81-1.00)
ARB therapy

No I N 0.91 (0.85-0.99)

Yes 0.97 (0.83-1.15)
MRA therapy

No 0.93 [0.85-1.12)

Yes - 0.91 (0.83-0.98)
ARN inhibiter

No [ 0,91 (0.84-0,99)

Yes —m 0.97 (0.83-1.13)
Receipt of CRT

No . 0.93 0.86-1.01)

Yes —a— 0.84 (0.72-0,99)
Receipt of ICD

No = 0.94 (0.86-1.03)

Yes —— 0.38 (0.78-0,98)

05 07 091011 13 15 17
Omecamtiv Mecarbil Placebo
Better Better




Conclusions S
GALACTIC-HF
* In patients with HFrEF, omecamtiv mecarbil B~
reduced the 1° composite outcome (first HF S . Placebo

40

event or CV death)

* The treatment effect of omecamtiv mecarbil
increased with decreasing EF

30

Omecamtiv mecarbi»l\ T —
20+ o
Lowest EF Quartile (£22%) -

'11.8

needed to treat to prevent one
HF event or CV death over 3 years

* There was no difference in Serious Adverse,
Ischemic or Arrhythmic Events compared to
Placebo across the range of EF

Incidence Rate (per 100 patient-years)

* There was no adverse effect on heart rate, 10 : : , ‘ :
10 15 20 25 30 35

blood pressure, potassium homeostasis or Ejection Fraction (%)
renal function

Teerlink JR, et al. ] Am Coll Cardiol 2021; DOI: 10.1016/j.jacc.2021.04.065
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Primary Outcome: Subgroup Results

Subgroup Hazard Rato (95% C1) Hazasd Ravo (95% CI)
Overall 0.92 (0 86, 0.99) Baseline LVEF
Randomization Setting < Medan (25%) e 084(077,.092)
Inpaent 089 (078, 101) > median (28%) 1.04 (094 1.16)
i 094 (0.86, 1.02) Saseline NT-proBNP (sncl. A)
M- 097 (074, 1.28)
?.E’mmm gggg:% RSO & > bl —— 075(061,092)
Latn Amenca 090 (0.75. 107) EPOTNGE +: S SR ——t 088(073, 1.05)
US and Canada 0.85 (0 73, 0.99) m“m"'”"""“ i 085 (0750 97)
W._Europe, South Ainca, and AUS 1 1
Pl N L < Median (71 bpm) . 091(082.101)
265 054 (086, 103) so
Sex s (116 mmHg) —— 090082, 099)
Femaie 095 (081, 112) > (116 mmig) e 095 (085 109)
.::e 092 (085, 099) weu R
mi/mevi 7307 098089107
Asan 0.79 (061, 1.02 > 60 mLimin't 73m¢ i 084(075 094
Black or Afcan Amerncan '-—-0-—-1 ovgu.wo: Baseline use of ACEN : )
White . |t LI 0.9 (9 88, 1.03) o 0.94 (085, 1.03)
Other I - { 0.91 (069, 121) Yes 050 (081,100
{ )
Baseline NYHA Class Baseline use of ARB
" 0.97 (087, 108) No 091 (085 0%)
v 088 (080, 097) Yes 097 (083, 115)
Diabetes at baseline Baseline use of MRA
u& 091 (083, 101) :0‘ osquas.uz)
093 (084,103 - 091083 098
Primary cause of WP o’ , Baseline use of ARNI ¢ )
wn-: 090 (0 82, 0 98) ':’ 091084, 099)
- tsChemic 0.96 (086, 107 097(083 113
History of MI - ) Baseline presence of CRT ' d
No [ 093 (0 85, 103) No 093085, 101)
Yes = 031083100 Ws 084(072.099)
T Presence of Atrial fibiutter Baseline presence of ICD
NO 086(0.79,0%4) No 094 (086, 103)
Yes ' LH 105 (093, 1.18) Yes =y 088(078,0%8)
0s 07 091011 13 1517 0% 07 091011 13 15 17
Favors OM Favors Placebo Favors OM Favors Placebo

Teerlink JR, et al. N Engl J Med 2021;384:105-116.
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Effect Modification for Atrial Fibrillation most Prominent in
Patients using Digoxin

Primary Outcome  £2vors Omecamtiv Mecarbil Favors Placebol
AFFutter and Digesn Lse i
No AEF, No Digaxin BSAR628 DAL t_ 089 (087, 0.87)
APT, No O ITOBES  JONTH0 T 094 (081, 1.00)
No AFF, Digaxin 127746 158047 ——t— 0.74 (048, 0.83)
AFF, Digoxn 172341 130381 P —— 1.36 (1.08, 1.70)
CV Death
AFIFutar and Digoxi use ;
No AFF, No Digan 4352628 a6A26ES E = 053 (081, 1.06)
AFF, No Digoxin 200805 179748 —— 1.12 (091, 1.96)
No AFF, Digaxin 65346 S0/4T e 0.73(053,1.02)
AFF, Digoxin 1025341 TOS5 - 162 (1.20,2.20)
Ali-cause Death
AFIPuttir and Digaxin use t
No AFF, No Digeaxin 5852625 6IA2EEE E = 052 (022, 1.03)
AFF, No Digoxin 26605 230748 e ey 1.11 (0.8, 1.32)
No AFF, Digoxin 87346 1030347 ———t 076 (057, 1.01)
AFF, Digoxin 120341 9808 i - 156 (1.19, 2.03)

Heart Failure Hospitalization

ﬁ__ 0.90 (081, 1.00)
096 (082 1.13)

—_— 0.7 (0.58. 1.00)
H - 148 (1.14,1.91)
Ll 7 | T T Ll T T
.6 8 1 12 14 16 18 .

Hazard Ratio




Heart

2021 | Advanced Heart Failure Recomendations

New recommendations for the treatment of patients with
advanced heart failure

Recommendations for management of patients with advanced HF

Cominuaus inotropes and/or vaslopressorn may be conckdered in patients with low cardiac outputl and evidence ol organ
hypoperfusion as bridge to MCS or heart transplantation,
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2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Gaps in evidence

4. Devices and interventions

Indications for ICDs in specific subgroups (e.g. ARVC and
HFmreEF/HFpEF) and optimal selection of ICD candidates
QRS morphology or duration as a predictor of response to CRT
CRT in patients with AF

Efficacy of PV ablation as a rhythm-control strategy in patients
with AF

Interventional approach to recurrent, life-threatening ven-

tricular tachyarrhythmias

The role of remote monitoring strategies in HF
Non-surgical (percutaneous) correction of functional mitral
and tricuspid regurgitations

Identification of indications for coronary angiography/revascu-
larization in patients with HF and chronic stable CAD

Effects of novel LVADs as destination therapy and bridge to
transplantation
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2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Recommendations for implantable cardioverter-defibrillator in patients with heart failure

Recommendations

Secondary prevention
AnICD s recommended o reduce the risk of sudden death and all-cause mortality in patients who have recovered from a
ventricular 2 i acted to survive for >| year with good functional status.

Primary prevention
An ICD is recommended to reduce the risk of sudden death and all-cause mortality in patients with symptomatic HF (NYHA

year with good functional status,and they have:

* IHD (unless they have had an Ml in the prior 40 days — see below).

* DCM.

ICD implantation is not recommended within 40 days of an Ml as implantation at this time does not improve prognosis.

Class lIH1l),and an LVEF <35% despite 23 months of OMT, provided they are expected to survive substantially longer than one

223-226

149, 156,
227

156, 157,
227

158,228

ICD therapy is not recommended in patients in NYHA Class IV with severe symptoms refractory to pharmacological therapy
unless they are candidates for CRT, a ventricular assist device, or cardiac transplantation.

229-233

Patients should be carefully evaluated by an experienced cardiologist before generator replacement, because management goals
and the patient’s needs and clinical status may have changed.

234-238

A wearable ICD may be considered for patients with HF who are at risk of sudden cardiac death for a limited period or as a
bridge to an implanted device.

239-241




Role of ICDs and SCD prevention

r

i .lm:gming '

Clinical ‘Electrophysiologic:
® Age ® SPECT ® Holter
® HF functional class ® PET ® SAECG
® Renal function ® CMR A ® HRV
® Arrhythmic history ® MVTWA
_ ® Comorbidities l . ® FPS )
Genetic o Biomarkers
® Genotypes Assessment B eBNP B
® Polymorphisms E» for Primary -«j ® Non-esterified acids
® GWAS - Polygenic . ® Interleukin-6
risk score Prevention ICD ® Inflammatory o
. 2 4
OOH
Goldenberg et al. Eur Heart J 2019
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Take Home Figure

*Advanced renal
dysfunction/dialysis
*Elderly/octogenarians
*Pediatric
*Class IV heart failure
*LVAD
*Iinherited CMP and
arrhythmic syndromes
*Adult congenital heart
disease -

\4

Individualized and shared
decision for device therapy




New Risk-Stratification Algorithm

Patients with DCM
|

LOW RISK INTERMEDIATE RISK HIGH RISK

Annual event rate 0.2% Annual event rate 2.4% Annual event rate 7.2%

e LGE+ and LVEF <35%

e LGE- and LVEF >20%

e LGE- and LVEF £20%
e LGE+ and LVEF >35%

INTERMEDIATE-LOW RISK INTERMEDIATE-HIGH RISK
Annual event rate 1.6% Annual event rate 2.8%
e LGE+, No high-risk LGE e LGE- and LVEF <20%
distributions, LVEF >35% e LGE+, high-risk LGE

distributions, LVEF >35%

Di Marco, A. J Am Coll Cardiol. 2021;77(23):2890-905.
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2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Recommendations for treatment of valvular diseases in patients with heart failure

" "
A Recommendations Class?
\\ In symptomatic patients with reduced LVEF and ‘low-flow, low-gradient’ aortic stenosis (valve area <| cm? LVEF <40%, mean
/ A pressure gradient <40 mmHg), low-dose dobutamine stress echocardiography should be considered to identify those with severe
f e ! aortic stenosis suitable for valve replacement.
I displacement Left ‘
" i \ TAVI is recommended in patients with severe aortic stenosis who are not suitable for surgery as assessed by a ‘heart team’ 495, 496,

and have predicted post-TAVI survival >| year. 509

TAVI should be considered in high-risk patients with severe aortic stenosis who may still be suitable for surgery, but in whom TAVI is ™
favoured by a ‘heart team’ based on the individual risk profile and anatomic suitability.

497,498

In patients with severe aortic regurgitation, aortic valve repair or replacement is recommended in all symptomatic patients and
in asymptomatic patients with resting LVEF <50%, who are otherwise fit for surgery.

Evidence-based medical therapy in patients with HFrEF is recommended in order to reduce functional mitral regurgitation.

Combined surgery of secondary mitral regurgitation and coronary artery bypass grafting should be considered in symptomatic
patients with LV systolic dysfunction (LVEF <30%), requiring coronary revascularization for angina recalcitrant to medical therapy.

Isolated surgery of non-ischaemic regurgitant mitral valve in patients with severe functional mitral regurgitation and severe LV systolic
dysfunction (LVEF <30%) may be considered in selected patients in order to avoid or postpone transplantation.




What is new in the 2017 Valvular Heart
@EACTS Disease Guidelines? ©EES$CSW

of Cardiology

Changes in recommendations
2012 2017

Indications for mitral valve intervention in secondary mitral regurgitation

llaC

Surgery should be considered in patients
with moderate secondary mitral
regurgitation undergoing CABG

IlbC Ilb C (modified)
When revascularization is not indicated, When revascularization is not indicated,

surgery may be considered in patients with surgery may be considered in patients with
severe secondary mitral regurgitation and severe secondary mitral regurgitation and
LVEF >30%,who remain symptomatic despite | LVEF >30%, who remain symptomatic
optimal medical management despite optimal medical management
(including CRT if indicated). Tm_cﬁﬁm indicated) and have a low

surgical risk.

www.escardio.org/guidelines 2017 ESC/EACTS Guidelinas for the Managamant of Valvular Heart Diseasa 9
{(European Heartlournal 2017 - d0i:10.1093 feurheartj/ehx391)



@®EACTS What is new in the 2017 Valvular Heart

@ESC

Disease Guidelines? European Sacety
Changes in recommendations |
2012 2017 |
Indications for mitral valve intervention in secondary mitral regurgitation (continued)

" www.escardio.org/guidelines 2017 ESC/EACTS Guidalinas for the Managamant of Valvular Heart Diseasa 10
{(European Heartlournal 2017 - €100:10.1093 feurheartj/ehx391)



,_.,\ What is new in the 2017 Valvular Heart
@®EACTS pisease Guidelines?

@ESC

European Society
of Cardiology
Changes in recommendations |
2012 2017 |
Indications for mitral valve intervention in secondary mitral regurgitation (continued)

" www.escardio.org/guidelines 2017 ESC/EACTS Guidalinas for the Managamant of Valvular Heart Diseasa 11
{(European Heartlournal 2017 - €100:10.1093 feurheartj/ehx391)



rovider
Iden i g
Y il B Intervention for Symptomatic Secondary MR
i ist
Moderate to severe or severe secondary
MR and heart failure o HE
. 50% , n |
Define ',,("‘;’;:'1'9 WIIEVEE [ synmg:tofm? No
l Yes Continue GOMT | *sirse oM for 7'
@ optimization.
- S [ Candidate for CRT? ] thortc vahe replacement, ooy
T I in: in ascending aortic replacement,
© Assess .':;’;,,9 tricuspid valve repair of replacement,
‘5 Yes No surgical ablation of atnial fibrillation,
G l No I Yes oo,
4 * Continue
; CRT >
% ( B CRT+GDMT
> CABG or PCl as part Initiate or intensify l
O MOT: of a comprehensive GDMT* ~_No 1Candidacy for TMVr is dependent on
> * HF expert treatment plan to include : Ongoing HF [~ anatomic findings and consideration
2 * Imaging expert MV intervention per MDT for HF with LV ptoms? of MR severity in relation to left
3 . ::ndvc exp.ert‘ consensus systo"c dysfu nction svm ) ventricular size.
< tgece ¥ ) Yes biarat neiiont skt
Treat « Cardiac anesthesia p > B0 Ciie VAR
- Nt:‘rs: coordinator CABG pfefe:md or need vemntrmrélta; asgte device therapy if
an eam T a3 h
Mo for other' surgery?
as needed
«EP Yes NO! \ 4 ) 4 TMVft
- Neurology, etc. ‘
- E— P No ( MDT Assessment: 1 Yes A
“ABG/ — Lol | Appropriate TMVr candidate"? |
HF expert*
FOJOW Cir:cd cardiologist
p* Primary care clinician « GDMT for HF, CAD, AF, HTN

Bonow et al. JACC 2020




SEVERE LV SYSTOLIC DYSFUNCTION MILD-TO-MODERATE LV SYSTOLIC DYSFUNCTION
LVEF < 20% LVEF 2 20%
LVESD >70 mm LVESD £ 70 mm

> MODERATE-TO-SEVERE MR
EROA 2 30 mm?
RV245mL

MitraClip Uncertain

MILD / MODERATE MR
EROA < 30 mm?
RV<45mL

Pibarot P, et al. ;Eur Heart J Cardiovasc Imaging. 2019 Jun 1;20(6):620-624
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Suture Annuloplasty

£

Coaptation Devices
R A =

* Reparacio Percutania de la Tricuspide
TRILUMINATE

85 pacients amb IT severa.

Bl

Milloria de la CF, increment dels m en el test de 6 min,

millora en el qliestionari KCCQ i del remodelat del VD

Mortalitat global i events adversos 7,1 % a |'any

* Shunt interauricular RELIEVE

Preliminar 32 pacients

Als 3 i 12 mesos millora de ICF, de la qualitat de vida, dels m en el test de 6 min.
Als 12 mesos el 14% dels shunts estaven oclosos i el 36% tenien estenosi

Els pacients amb sgunt patent menys mortalitat, menys necessitat de LVAD

o trasplantament i hospitalitzacié per IC i disminucié de la PCP

Lurz et al. J Am Coll Cardiol. 2021 Jan, 77 (3) 229-239.
Rodes Cabau et al. JACC Cardiovasc Interv. 2018;11(22):2300-231
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Congenital heart disease
A lifelong chronic condition

T, Aot syredrcere

2020 £5C Guidelnes for the management of adudt congenital heart disease [ACHD)
www.escardio.ong/guidelines {European Heart Journal 2020 - doi/10.1093/eurheary/char$54)
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2016 ESC Guidelines for the diagnosis and

. ) Gaps in evidence
treatment of acute and chronic heart failure

5. Co-morbidities

e A better understanding of pathophysiology and potential
treatments in specific HF populations, including the

e very elderly,
® young patients,
e eGFR <30 mL/min,
e diabetic patients,
¢ cardiotoxic chemotherapy-induced HF,
¢ muscular dystrophies,
e cachexia and depression.
e Therapies for HF-related sleep-disordered breathingin HFrEF/
HFpEF/HFmrEF.

| ] L LT 1
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The Management of HFrEF

ACE/ARNI MRA SGLT2i

e e ——— ————— e —— —

To reduce HF hospitalization/mortality - for selected patients

Volume overlood
SR wath LBBS 2 150 ms SR with LBBS 130-149 ms or non LBBS 2 150 ms
)
Ichoemic aetology Non-achoems oetiology
Atrad fibrllonon Aty fibe dlovon Coronary artery dseose Iron deficency
[ Asexosgubstion ] Dgosn Fervie corbonymakone )

ol

Acr i stenons Marol regurpitonion  Meort rome SR> 70 bpm Block Roce ACEIIARNI wimderonce
__bradis ) HydrslzmeMSON
4 v .

What’s new in medical treatment in the ESC HF Guidelines 2021

For selected advanced HF patients

BT WO 11T 1.1
_— -

e — e & 2 p— =7

* A simplified treatment algorithm for HFrEF based on the early administration of
four major classes of drugs: ACEI/ARNI, BBs, MRA, SGLT2i

* Recommendations for the treatment of HFmrEF
* A classification of acute HF
* Jreatment algorithms based on phenotypes
~ QRS duration and morphology
- Aetiology (ischaemic / not ischaemic)
- Cardiac rhythm, valvular heart disease
- Diabetes, iron deficiency, electrolyte abnormalities (hyperkaelemia)
- Cancer
- Amyloidosis and other cardiomyopathies

Heart Fallure

2021 ° i
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Heart

2021 Cardiooncologia

Recommendations Class® | Level®

It is recommended that cancer patients at increased risk for cardiotoxicity, defined by a history or risk factors of CV
disease, previous cardiotoxicity or exposure to cardiotoxic agents, undergo CV evaluation before scheduled anticancer C

therapy, preferably by a cardiologist with experience/interest in Cardio-Oncology.

Treatment with an ACE-| and a beta-blocker (preferably carvedilol) should be considered in cancer patients developing
systolic LV dysfunction, defined as a 10% or more decrease in LVEF and to a value lower than 50%, during anthracycline lla

chemotherapy.

A baseline CV risk assessment should be considered in all cancer patients scheduled to receive a cancer treatment with la
| &

the potential to cause heart failure.
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IC i Fibril.lacié auricular

H Eail " the diagnosis and
AIIUT . .
??Crt SO LD @ heonic heart failure
.. WNorl ongress on
Recommendations for thepren ~—~ ~/" Y “"'2 0 2 1 symptomatic heart failure (NYHA Class I1-
IV) and paroxysmal or persist¢
Recommendaﬁéns Organisec by 1he Heart Fallure Assccistion of the ESC o Class® | Level® Ref

- -
Recommendations for management of patients with HF and atrial fibrillation

For patients with HF and non-valvular AF eligible for
anticoagulation based on a CHA DS, VASc score, NOACs
rather than warfarin should be considered for
anticoagulation as NOACs are associated with a lower risk
of stroke, intracranial haemorrhage and mortality, which

DOACs are recommended in preference to VKAs in patients
with HF, except in those with moderate or severe mitral
stenosis or mechanical prosthetic heart valves.

haemorrhage.
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Heart

2021 | COMORBILITATS: Déficit de ferro

Recommendations for the treatment of other
co-morbidities in patients with heart failure

Level ®

Ref* |

Recommendations | Class®

Iron deficiency

Intravenous ECM s | Recommendations

considered in symp

with HFrEF and iro1 | It Is recommended that all patients with HF be periodically screened for anaemia and iron deficiency with a full blood

(serum ferritin <101
ferritin between 10 | count, serum ferritin concentration and TSAT.

transferrin saturatic | \ngravuanous iron supplementation with ferric carboxymaltose should be considered in symptomatic patients with LVEF

order to alleviate H

and improve exerci: | <45% and iron deficiency, defined as serum ferritin <100 ng/mL or serum ferritin 100-299 ng/mlL with TSAT <20%, to
quality of life.

Dial alleviate HF symptoms, improve exercise capacity and QOL.
Metformin should £ | 'Mtravenous iron supplementation with ferric carboxymaltose should be considered in symptomatic HF patients recently |
a first-line treatmer | (o oitalized for HF and with LVEF < 50% and iron deficiency, defined as serum ferritin <100 ng/mL or serum ferritin 100-

control in patients

and HF, unless cont | 299 ng/ml with TSAT <20%, to reduce the risk of heart failure hospitalization.

H]ES NS ] - - e
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Heart

2021 | Diabetes Recomendations
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SGLT2 inhibitors (canaglifiozin, dapaglifiozin, empaglifiozin, ertuglifozin, sotaglifozin) are recommended in patients with
T20M at risk of CV events to reduce hospitalizations for HF, major CV events, end-stage renal dysfunction and CV death.
SGLT2 inhibitors (dapaglifiozin, empaglifiozin and sotaglifiozin) are recommended in patients with T2DM and HFrEF to
reduce hospitalizations for HF and CV death.
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Adecuacion en Espaifia a las recomendaciones terapéuticas de la guia
de la ESC sobre insuficiencia cardiaca: ESC Heart Failure Long-term
Registry

IECA/ARA I Bloqueadores beta ARM

IECAJARAI
1,0%

Mo
6,8%

n=1.526 n=1526 n=1.526

Alcanzan dosis objetivo
IECAS 16,2 %/ARAII 23,3% 13,2 % 23,5%

Rev Esp Cardiol. 2015
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Logro de la dosis objetivo en los tratamientos farmacoldgicos recomendados en pacientes ambulatorios con fraccién de eyeccidn reducida

Alcanzan dosis objetivo Mo alcanzan dosis objetivo Razdn para no alcanzar dosis objetivo

IECA (977 pacientes) 158 (16,2) 819 (83,8) Todavia en fase de titulacion 248 (30,3)
Hipotension sintomatica 254 (31,0
Empeoramiento de la funcion renal 48 (5,9)
HiEerEotasemia 37 :4,5}
Tos 3(04)
Angioedema 1(0,1)
Otros/desconocido 228 (27.8)

ARA-II (395 pacientes) 92 (23,3) 303 (76,7) Todavia en fase de titulacion a1 (30,0)
Hipotension sintomatica 97 (32,0)
Empeoramiento de la funcion renal 27 (89)
Hiperpotasemia 8 (2,6)
Angioedema 2(0,7)
Otros/desconocido 78 (25,7)

Blogueadores beta (1.413 pacientes) 186(13,2) 1.227 (86,8) Todavia en fase de titulacion 425 (34,6)
Hipotension sintomatica 240 (19,6)
Bradiarritmia 111 (9,0}
Empeoramiento de la IC 39 (3,2)
Broncospasmo 33 (2,7)
Empeoramiento EAP 22 (1,8)
Disfuncion sexual 7(0,6)
Otros/desconocido 350(28,5)

ARM (905 pacientes) 213 (23,5) 692 (76,5) Todavia en fase de titulacion 185 (26,7)
Hiperpotasemia 72 (10,4)
Empeoramiento disfuncion sexual 84 (12,1)
Ginecomastia 4 (0,6)
Otros/desconocido 347 (50,1)

ARA-Il: antagonistas del receptor de la angiotensina II; ARM: antagonistas del receptor mineralocorticoideo; EAP: enfermedad arterial periférica; IC: insuficiencia cardiaca;
|ECA: inhibidores de la enzima de conversion de la angiotensina.

Los datos expresan n (%)

Rev Esp Cardiol. 2015



MANEJO DE LA HIPERPOTASEMIA EN PACIENTES CON INSUFICIENCIA CARDIACA

IMPORTANCIA Y CLASIFICACION MANEJO DE LA HIPERPOTASEMIA

_ Definicién e Importancia Causas mas FIGURA 1 | Manejo de hiperpotasemia causada por farmacos }
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A Multicenter, Double-blind, Placebo-controlled, Randomized Withdrawal, Parallel

Group Study of Patiromer for the Management of Hyperkalemia in Subjects
Receiving Renin Angiotensin Aldosterone System Inhibitor (RAASi) Medications for
the Treatment of Heart Failure (DIAMOND)

Pacients amb HFrEF | hiperK K > 5 mEq/L amb ISRAA o que sén normoK pero han tingut historia previa

d’hiperK als darrers 12 mesos que obligui a reduccié o discontiuacié d’ISRAA

* Objetivo: el tractament amb patiromer permetra mantenir el tractament amb ISRAA d’accord amb les
Guidelines i disminuir I'end point combinat de mort CV i hospitalitzacions per events CV comparat

amb placebo.
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Conclusions

* Nous farmacs orals per la IC avancada ?

* Inotrops intermitents encara per incloure

* Individualitzar la indicacio de DAI: abordatge multidisciplinar

* Reparacio percutania IM funcional: Heart Team

* Algoritmes de tractament segons fenotips

 ACODs per la prevencio de la trombosis en la FA en IC

* Screening de la ferropeéenia i correccio de la mateixa durant I’hospitalitzacio
* Tractament de la DM amb iSGLT2 en pacients amb factors de risc CV i HFreF
e Estudiitractament de la toxicitat cardiaca per QT

T A AR

EENb -m‘"”v—- ———— - ]

_— T . T .
LR =B . '




