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HF: PANDEMIA CONEGUDA

Pacientes (%)

Disnea Edema Tos Ortopea Angor Debilidad DPN Nausea/ Astenia Ascitis Obn. Aumento Palp. Dolor

Vomito de peso abdominal

Adams KF, et al. Am Heart ) 149:209-216
Goldberg RJ, et al. Clin Cardiol. 2010 Jun;33(6):E73-80
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Tailoring of medical therapy according to clinical profiles
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Hospitalizations for heart failure, No.

Cost-effectiveness of Sacubitril-Valsartan in Patients

With Heart Failure With Reduced Ejection Fraction

160000

140000+

120000+

100000+

80000 +

60000+

40000+

200004

0 T T T T T T

SV

EN

EN/SV

0 1 2 3 4 5 6
Time, mo

9 10 11

12

Comparison of Hospitalizations Over 1 Year in the US Population With Heart Failure Who Initiated

Sacubitril-Valsartan During Hospitalization (S/V) vs After Hospitalization (EN/S) vs Those Who Continued

Enalapril Treatment Indefinitely (EN)
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Gaziano T. et al, JAMA Cardiol. 2020;5(11):1236-1244
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DISCHARGE FOLLOW UP OF PATIENTS HOSPITALIZED
FOR ACUTE HEART FAILURE

NEW RECOMMENDATIONS FOR PRE-DISCHARGE AND EARLY POST-

Recommendations Class® | Level®
It is recommended that patients hospitalized for HF be carefully evaluated to exclude persistent signs of congestion
C
before discharge and to optimize oral treatment.
It is recommended that evidence based oral medical treatment be administered before discharge. C
An early follow-up visit is recommended at 1-2 weeks after discharge to assess signs of congestion, drugs’ tolerance and
C
start and/or uptitrate evidence-based therapy.
Ferric carboxymaltose should be considered for iron deficiency, defined as serum ferritin <100 ng/mL or serum ferritin
lla
100-299 ng/mL with TSAT <20%, to improve symptoms and reduce rehospitalizations.
ESCHFA 2021
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Algorithm AHF

Initial management of acute heart failure.

. @Esc—

m Generalitat Salut/Institut Catala de la Salut/ A L'ICS institut catala de la salut
¥ de Catalunya Terres de I'Ebre iguals ics.gencat.cat



Algorithm AHF

Main mechanisms

Main cause of
symptoms
Onset

Main haemodynamic
abnormalities

Main clinical
presentations'*#

Main treatment

A\

AN Generalitat
¥ de Catalunya

Acutely decompensated
heart failure (ADHF)

LV dysfunction

Sodium and water renal retention

Fluid accumulation, increased
intraventricular pressure

Gradual (days)

Increased LVEDP and PCWP*
Low or normal cardiac output
Normal to low SBP

Wet and warm OR Wet and cold

Diuretics

Inotropic agents/vasopressors
(f peripheral hypoperfusion/
hypotension)

Short-term MCS if needed

Acute pulmonary
oedema

Increased afterload
and/or predominant

LV diastolic dysfunction
Valvular heart disease
Fluid redistribution to
the lungs and acute
respiratory failure

Rapid (hours)

Increased LVEDP and
PCWP:

Normal cardiac output
Normal to high SBP

Wet and warm

Diuretics
Vasodilators

Salut/Institut Catala de la Salut/

Terres de I'Ebre

Isolated right ventricular
failure

RV dysfunction and/or
pulmonary hypertension

Increased central venous
pressure and often systemic
hypoperfusion

Gradual or rapid

Increased RVEDP
Low cardiac output
Low SBP

Wet and cold

Diuretics for peripheral
congestion

Inotropic agents/vasopressors
(if peripheral hypoperfusion/
hypotension)

Short-term MCS if needed

AL'ICS

Clinical presentations of acute heart failure

Cardiogenic Shock
Severe cardiac dysfunction

Systemic hypoperfusion

Gradual or rapid

Increased LVEDP and PCWP*
Low cardiac output
Low SBP

Wet and cold

Inotropic agents/
Vasopressors
Short-term MCS

ESCHFA 2021
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Recomendaciones clase | en pacientes con IC y fraccion de eyeccion reducida

Recommendations Class® | Level®

ACE-1 is recommended for patients with HFrEF to reduce the risk of HF hospitalization and death.

Beta-blocker is recommended for patients with stable HFrEF to reduce the risk of HF hospitalization and death.

MRA is recommended for patients with HFrEF to reduce the risk of HF hospitalization and death.

Dapagliflozin or empaglifiozin are recommended for patients with HFrEF to reduce the risk of HF hospitalization and

death,

Sacubitril/valsartan is recommended as a replacement for an ACE-| in patients with HFrEF to reduce the risk of HF

hospitalization and death.

ESCHFA 2021
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Recent studies in acute heart failure

EMPULSE

24 hours - 5 days 90-day follow-up

DAPAACT HF TIMIBS: 24-
7 days 2-month follow-up

DICTATE-AHF:
<24h Until discharge

SOLOIST-WHF™: 24 hours - 5
days post-discharge 22-month follow-up

EMPEROR-REDUCED: 1 week post-discharge onwards; median16 months follow-up

DAPA-HF: 4 weeks post-discharge onwards; median 18.2 months follow-up

GALACTIC-HF: 24 hours — 1 year post-discharge up to 4-years follow-up

Enrolment period

VICTORIA: <3 months — 6 months post-discharge; median 11 months follow-up
PIONEER: 24 hours — 10

days post-discharge 4-8 weeks follow-up

-

In-hospital

Risk

Admission Discharge _ 6MO
Time *Only patients with diabetes type I

‘ TrompJ et al. European Journal of Heart Failure (2021)
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Recent studies in acute heart failure

90-day follow-up

DAPAACT HF TIMIBS: 24-
7 days 2-month follow-up

DICTATE-AHF:
<24h il discharge

SOLOIST-WHF™: 24 hours —
days post-discharge

22-month follow-up

EMPEROR-REDUCED: 1 week post-discharge onwards; median16 months follow-up

DAPA-HF: 4 weeks post-discharge onwards; median 18.2 months follow-up

GALACTIC-HF: 24 hours — 1 year post-discharge

PIONEER: 24 hours — 10
days post-discharge

up to 4-years follow-up

Enrolment period

VICTORIA: <3 months — 6

ynths post-discharge; median 11 months follow-up

In-hospital

Risk

Admission Discharge _ 6MO
Time *Only patients with diabetes type I

‘ TrompJ et al. European Journal of Heart Failure (2021)

m Generalitat Salut/Institut Catala de la Salut/ A L'ICS institut catala de la salut
Y de Catalunya Terres de I'Ebre iguals ics.gencat.cat




Recent studies in acute heart failure

ARNI -> PIONEER | TRANSITION

ISGLT2 -> SOLOIST-WHT | EMPULSE

VERICIGUAT-> VICTORIA

FERRO CARBOXIMALTOSA -> AFFIRM-HF
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ARNI :

PIONEER | TRANSITION

Disefio

Ciego
Sacubitrilo-valsartan frente a enalapril
Sin periodo de run-in

Abierto
Sacubitrilo-valsartan, pre-alta frente a post-alta
Sin periodo de run-in

Poblacion Con IC hospitalizada Con IC hospitalizada
FEVI < 40% FEVI < 40%

IC de novo 53% 29%

sin tratamiento previo para IECA o ARA-II 34% 24%

Edad, media 61 afios 67 afios

FEVI, media 24% 29%

Inicio

Inotropicos iv.

Si, suspendidos 24 h

MNo permitidos

Vasodilatadores i.v.

Si, suspendidos 6 h

5i, suspendidos 24 h

Diuréticos i.v.

Si, sin aumento de dosis las Giltimas 6 h

No las Gltimas 24 h

Tiempo inicio-ingreso

Mediana, 68 [48-98] h

Pre-alta: mediana, 7 dias
Post-alta: mediana, 10 dias

Presidn arterial sistdlica

2 100 mmHg en las 6 h previas, y sin hipotension
sintomadtica

2z 110 mmHg en las 6 h previas

NYHA II/IV al inicio

73%

35%

Optimizacion

Dosis de inicio

Siz 100 mmHg: 50 mg/12 h
Siz 120 mmHg: 100 mg(12 h

50 0 100 mg/12 h a criterio del investigador

1.5 aumento de dosis

A los 7 dias, si =2 110 mmHg

Segiin investigador y tolerancia

2.7 aumento de dosis

Cada 2 semanas si = 100 mmHg

Segiin investigador y tolerancia

Resultados

Tiempo de estudio

8 semanas

10 semanas

Resultado principal

Sacubitrilo-valsartan frente a enalparil reduce un 46%
la concentracién de NT-proBNP y en un 44% la tasa de

rehospitalizacion por IC

Sacubitrilo-valsartin iniciado antes del alta presenta
tolerancia similar al inicio tras el alta

Dosis 200 mg(12 h

55%

El 45 y el 50% respectivamente

FEVI: fraccion de eyeccidn del ventriculo izquierdo; IC: insuficiencia cardiaca; i.v.: intravenoso; NT-proBNP: fraccion N-terminal del propéptido natriurético cerebral.

D.A. Pascual-Figaly J.M. Fernandez-Rodriguez / Rev Esp Cardiol Supl. 2019;18(B):17-23

Thornby K et al., Annals of Pharmacotherapy 2021, Vol. 55(3) 378-389
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ARNI : PIONEER TRIAL

Change in the NT-proBNP Concentration

Sacubitril/valsartan vs. enalapril en pacients hospitalitzats amb IC-FEr

Enalapril

Change in NT-proBNP
from Baseline (%)
&

o
|

Sacubitril-valsartan

_70 I I I I | I I | |
Baseline 1 2 3 4 5 6 7 8

Weeks since Randomization

No. at Risk
Enalapril 394 359 351 350 348
Sacubitril-valsartan 397 355 363 365 349

REDUCCIO NT-proBNP 29%

Velazquez EJ et al. NEJM 2019;380(6):539-548.
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ARNI :

PIONEER TRIAL

- Outcome
4 Key safety outcomes — no. (%)

Worsening renal functiont

Hyperkalemia

Symptomatic hypotension

Angioedema

Secondary biomarker outcomes — % (95% Cl)3:

Change in high-sensitivity troponin T concentration
Change in B-type natriuretic peptide concentration
Change in ratio of B-type natriuretic peptide to NT-proBNP

Exploratory clinical outcomes — no. (%)

Sacubitril-Valsartan
(N =440)

60 (13.6)

51 (11.6)

66 (15.0)
1(0.2)

~36.6 (-40.8 to —32.0)
-28.7 (-35.5 to -21.3)
35.2 (28.8 to 42.0)

Secondary Efficacy and Safety Outcomes

Enalapril Sacubitril-Valsartan vs.
(N=441) Enalapril
Relative risk (95% Cl)
65 (14.7) 0.93 (0.67 to 1.28)
41 (9.3) 1.25 (0.84 to 1.84)
56 (12.7) 1.18 (0.85 to 1.64)
6 (1.4) 0.17 (0.02 to 1.38)

Ratio of change (95% Cl)
0.85 (0.77 to 0.94)
1.07 (0.92 to 1.23)
1.48 (1.38 to 1.58)

Hazard ratio (95% Cl)|

~25.2 (-30.2t0-19.9)
-33.1 (-39.5 to -25.9)
-83 (-3.6t0-12.7)

Composite of clinical events 249 (56.6) 264 (59.9) 0.93 (0.78 to 1.10)
Death 10 (2.3) 15 (3.4) 0.66 (0.30 to 1.48)
Rehospitalization for heart failure 35 (8.0) 61 (13.8) 0.56 (0.37t0 0.84) | p0.005
Implantation of left ventricular assist device 1(0.2) 1(0.2) 0.99 (0.06 to 15.97)
Inclusion on list for heart transplantation 0 0 NA
Unplanned outpatient visit leading to use of intrave- 2 (0.5) 2 (0.5) 1.00 (0.14 to 7.07)
nous diuretics
Use of additional drug for heart failure 78 (17.7) 34 (19.0) 0.92 (0.67 to 1.25)
Increase in dose of diuretics of =50% 218 (49.5) 222 (50.3) 0.98 (0.81 10 1.18)
Composite of serious clinical events 41 (9.3) 74 (16.8) 0.54 (0.37t0 0.79 ;319(1);

‘ Mort, ReHospi, Trasplant, AV
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ARNI: PIONEER TRIAL

Generalitat
de Catalunya

Change in the
NT-proBNP
Concentration

Salut/Institt
Terres de I'l

Sacubitril- Ratio of Change in NT-proBNP with
Valsartan Enalapril Sacubitril-Valsartan vs. Enalapril
Subgroup [M=440) [MN=441) (95% CI)
no. of patients
fratio of NT-proBNP at weeks 4 and 8 vs. baseline)

All patients 379 (0.53) 374 (0.75) - 0.71 (0.63-0.81)
Age

<BS yr 229 (0.50) 202 (0.68) - 0.73 (0.61-0.87)

=65yr 150 (0.61) 172 [0.82) - 0.74 (0.63-0.87)
Sex

Male 289 (0.55) 265 [0.78) - 0.70 (0.60-0.80)

Female 50 (0.50) 109 (0.66) —.— 0.75 (0.53-0.95)
Race

White 226 (0.50) 219 (0.74) —m— 0.68 (0.58-0.80)

Black 133 (0.58) 129 [0.78) —a— 0.72 [0.57-0.89)

Other 20 (0.82) 26 (0.70) 117 {0.72-1.91)
Previous heart failure

No 130 (0.37) 148 (0.56) —-— 0.65 (0.53-0.81)

Yes 243 (0.63) 225 [0.50) —-— 0.72 [0.63-0.83)
Previous hypertension

Na 50 (0.42) 64 (0.63) —a— 0.66 (0.49-0.90]

Yes 329 (0.55) 309 (0.77) - 0.72 (0.63-0.82)
Previous atrial fibrillation

Nao 251 {0.49) 230 [0.71) —-— 0.70 [0.60-0.81)

Yes 127 (0.62) 140 (0.79) —-— 0.79 (0.64-0.96)
Previous use of ACE inhibitor or ARB

Mo 209 (0.48) 196 (0.66) —-— 0.72 (0.60-0.36)

Yes 170 (0.61) 178 (0.85) —-— 0.72 (0.61-0.85)
Systolic blood pressure at randomization

<118 mm Hg 188 (0.60) 135 (0.84) —-— 0.71 [0.60-0.54)

=118 mm Hg 151 (0.48) 189 (0.67) - 0.72 (0.60-0.86)
Left ventricular ejection fraction at screening

=35% 246 (0.51) 243 [0.74) —-— 0.69 (0.53-0.50)

>25% 132 (0.59) 131 [0.76) —— 0.77 (0.63-0.95)
Estimated GFR at randomization

<60 ml/min/1.73 m? 194 (0.55) 197 (0.75) —.— 0.73 (0.61-0.87)

260 ml/min/1.73 m? 181 (0.51) 177 [0.72) —-— 0.70 (0.59-0.84)
NT-proBMP concentration at randomization

<2701 pgfml 180 (0.63) 200 (0.53) —-— 067 (0.57-0.50)

>2701 pg/ml 199 (0.43) 174 [0.60) —.— 0.76 (0.63-0.90]
NYHA dass at randomization

lorll 50 (0.52) 112 (0.78) —-— 0.67 (0.53-0.84)

1l or IV 278 (0.54) 258 [0.73) —-— 0.73 [D.63-0.85)
Time from presentation to randomization

=677 hr 192 (0.52) 186 (0.71) —— 0.74 (0.62-0.87)

=677 hr 186 (0.54) 138 (0.79) —-— 0.69 (0.58-0.83)

T T T T T T T T T T
01 03 05 07 0% 11 13 15 17 19

Sacubitril-Valsartan Better

Enalapril Better

P Value for
Interaction

076

013

0.40

0.62

032

0.98

037

021

0.48

0.66
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CENTRAL ILLUSTRATION TRANSITION Study: NT-proBNP Response to Sacubitril/Valsartan and Patient
Characteristics Associated With a Favorable Reduction Response

Randomization

Hospital admission | n=1002
due to acute E A R N I .
decompensated i . . .
heart failure : 10-week duration from randomization

TRANSITION

Optimized
medical Pre-discharge sacubitril/valsartan
Patient therapy

= E3 I
stabilized megﬁﬂ'ﬁ:gw E 114 days  Post-discharge sacubitril/valsartan T R I A I_

N-terminal pro-B-type natriuretic peptide response

L e -

1-3 days screening

randomised,

The primary endpoint was the proportion multicentre, open-
of patients attaining 97/103 mg bid target dose after 10 weeks label study comparing
two treatment

Shorter time First dose 249/51 mg initiation modalities of
from admission twice daily N
sacubitril/valsartan:

>12-h pre-discharge

Sacubitril/
valsartan

initiation

g : No atrial il or

= Hypertension fibrillation mlnEﬁlDCOI‘tICDIEi
§§ receptor antagonist between Days 1-14
o= .
T2 Angiotensin-tl:_'ogverting post-discharge
o L Baseline enzyme inhibitor- : _

:%: clinical Jangiotensin receptor he[;?'tng:ll:jre Higher weight

phenotype blocker-naive

Higher N-terminal pro-B-type

natriuretic peptide Nonischemic

Preserved glomerular filtration rate

Pascual-Figal, D. et al. J Am Coll Cardiol HF. 2020;8(10):822-33.




ARNI :

TRANSITION TRIAL

Primary and secondary endpoints during pre-discharge and post-
discharge initiation of sacubitril/valsartan

W Pre-discharge
initiation (N = 493)

W Post-discharge
initiation (N = 489)

RRR 0.96 (0.92, 1.01)

P=0.089
—
1004 RRR 0.91 (0.83, 0.99) 896
. P=0034 86.0 ;
%0
£ 80 RRR0.90(0.79, 1.02) —
P=0.099 !
£ 70/
2 | —]
g 1 50.7
5 50
c
g 40 RAR 1.49 (0.90, 2.46)
g 304 P=0117
o
& 207 —
10 73 4
0 4

Primary endpoint
On target dose

Achieved and
maintained any

Achieved and
maintained a sac/val dose

Permanently
discontinued

of 97103 mg of 49/51 or 97/103 mg bid dose of sac/ival sac/val due to
sac/val at for 22 weeks for 22 weeks AE
Week 10 leading to Week 10 leading to Week 10 100
90—
WachterR et al, European Journal of Heart Failure (2019) = 80
2 704
§
§. 80—
s 50—
Pacients de novo > HFrEF prévia van aconseguir la § 401
. N . o .
dosis méaxima a les 10 setmanes g ¥
& 20-
(56% vs. 45%; P <0.001) o

|RRR 1.30 (85% CI 1.12, 1.52)

Salut/Institut Catala de la Salut/
Terres de I'Ebre

AN Generalitat
¥ de Catalunya

Tolerancia al SV similar pre i post alta

50% dels pacients van aconseguir dosi objectiu
200mg/12h (45% pre i 51% post)

Primary and secondary endpoints by heart
failure with reduced ejection fraction (HFrEF)
diagnosis status

RRR 1.05 (95% C11.00, 1.11)

p=0.075
— B De novo HFEF
RRR 1.18 (95% CI 1.07, 1.31) 91 W Prior HFIEF
p=0.002* 87
1

72
p=0.001*
[ —

56

RRR 0.42 (95% CI10.21, 0.85)
p=0.012*
|

7
3

Achieved and mai

49151 mg and/or 97/103 mg
b.id. of sacival for at least
2 weeks leading to Week 10

Primary P
On target dose 97/103 mg
b.id. of sacival at Week 10

Achieved and maintained Permanently discontinued
any dose of sacival for sacival due to AEs
at least 2 weeks leading
to Week 10

Senni M et al. European Journal of Heart Failure (2020) 22,303-312.

AL'ICS
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ARNI :

TRANSITION TRIAL

Change in cardiac biomarkers: de novo heart failure with reduced ejection fraction (HFrEF) vs. prior HFrEF

[ |

NT-proBNP hs-TnT
2090 - 35 — —— De novo HFrEF (N=286)
— 1890 — . «oes Prior HFFEF (N=708)
- --_I.. 30 <
_E 1690 — o, Eﬁ
m '..1_‘ —
2 1490 K 25
& qo90 PTO393 N [T £
=z 7 + c p=0.002
D 1090 - S 20
g =] p<0.001
IE- 800 — p<0.001 = 15
=0.001 r =
Z 590 - P ° p<0.001
490 T T T 10 T T |
Randomisation Week 4 Week 8 Randomisation Week 4 Week 8
MNo. at risk No. at risk
De novo HFrEF 271 258 259 De novo HFrEF 265 254 254

Prior HFrEF 680 642 628 Prior HFrEF 661 625 606

El pacients de novo presenten una major disminucié NT-proBNP i Troponina T

Senni M et al. European Journal of Heart Failure (2020) 22,303-312.
Pascual-Figal, D. et al. ) Am Coll Cardiol HF. 2020;8(10):822-33.
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5\\ ISGLT2 : SOLOIST-WHT

Sotagliflozin: Dual SGLT1 and SGLT2 Inhibitor

Proximal convoluted
T
— Proximal convoluted

tubule (S5)
SGLT1 } D
LProou‘maI straight .—-
e e soun

« SGLT1 is the primary transporter for absorption « SGLT2 is expressed in the kidney, where

of glucose and galactose in the Gl tract it reabsorbs 90% of filtered glucose

* Pharmacologic inhibition by sotagliflozin is « Pharmacologic inhibition by sotagliflozin
independent of insulin and does not depend on is independent of insulin but requires
kidney function kidney function

Potential reduction in atherosclerotic risks

Pitt B. Bhatt DL. Circulation 2021
Bhatt DL, Szarek M, Steg PG, et al. N Engl ) Med 2020;Nov 16

m Generalitat Salut/Institut Catala de la Salut/ A L'ICS institut catala de la salut
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SOLOIST-WHF TRIAL

Sotagliflozin in Patients with Diabetes ~ american
COLLEGE of

and Recent Worsening Heart Failure CARDIOLOGY

| Phase 3, double-blind, randomized, placebo-controlled trial |

2+:, Objective: To assess if sotagliflozin would reduce the risks
. . of death from cardiovascular (CV) causes, hospitalization for
i * heart failure (HF), and an urgent visit for HF among

patients with diabetes and recent worsening of HF.

Inclusion criteria: Patients with diabetes, 18 to 85

1 222 years of age and had been hospitalized because of
. signs and symptoms of HF and received treatment
patients with intravenous diuretic therapy.

DURING HOSPITALIZATION (48.8%) OR 3 DAYS AFTER DISCHARGE

Sotagliflozin . . Placebo
m) it @ | )
> (N=608) W Pl (N=614)

200mg->400mg

PRIMARY OUTCOME

CV death + hospitalizations and
urgent visits for HF %
HR 0.67; 95% CI 0.52-0.85; P<0.001

SECONDARY OUTCOME

Hospitalizations and
urgent visits for HF %
HR 0.64; 95% CI 0.49-0.83; P<0.001

Deaths from CV causes %
HR 0.84; 95% CI 0.58-1.22; P=0.36

p = 0.0009

100 -

76.3

RR 33%

50

Events/100 patient-years

Primary Endpoint

Sotagliflozin Placebo
(n=608) I:I (n=614)

Conclusion: In patients with diabetes and
recent worsening HF, sotagliflozin therapy,
initiated before or shortly after discharge,
resulted in a significantly lower total number
of deaths from CV causes and hospitalizations
and urgent visits for HF than placebo.

Bhatt DL, Szarek M, Steg PG, et al. N Engl ) Med 2020;Nov 16

Pitt B. Bhatt DL. Circulation 2021
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ISGLT2 : EMPULSE TRIAL

Aim: to investigate whether in-hospital administration of empagliflozin versus placebo improves HF-related
clinical events and patient-reported outcomes in patients hospitalised for acute HF with or without T2D

| Randomization | | End of treatment | NOVO
Hospital admission +
Pre-screening — Placebo n Prior HE
I Screening
f—p

1

1

i

H — Empagliflozin 10mg -~

1

i

1

|

t0 24h-5 days Day 15 Day 30 90 days
[visit1] [visit2a] — [visit3]
Key inclusion criteria: Primary endpoint: net clinical benefit after 90 days’ treatment, a composite
« Hospitalised for primary of death, number of HF events®, time to first HF event and change in KCCQ-
diagnosis of acute HF, CSS from baseline
regardless of LVEF, and
meeting stabilisation criteria Key secondary endpoints: * Change from baseline in NT-
« Elevated NT-proBNP*  Days alive and out of hospital proBNP
eGFR 220 ml/min/1.73 m? * Change in KCCQ-CSS from baseline * Time to CV death or HF event

*NT-proBNP =1600 pg/ml or BNP 2400 pg/ml according to the local lab for patients without AF; elevated NT-proBNP >22400 pg/ml or BNP 2600 pg/ml for patients with AF
A %

m Generalitat Salut/Institut Catala de la Salut/ P\ L'ICS TrompJ et al. European Journal of Heart Failure (2021)
¥ de Catalunya Terres de I'Ebre iguals
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ISGLT2 : EMPULSE TRIAL

. =18 years currently hospitalized for the primary diagnosis of
acute HF
. Dyspnoea (exertional or at rest) and two of the following signs:

- Congestion on chest X-ray

- Rales on chest auscultation

- Clinically relevant oedema (e.g. =1+ on a 0 to 3+ scale)
- Elevated jugular venous pressure

. Stabilization criteria (while in the hospital):

- SBP >100 mmHg and no symptoms of hypotension in the
preceding 6 h

- No increase in i.v. diuretic dose for 6 h prior to
randomization

- No i.v. vasodilators including nitrates within the last 6 h prior
to randomization

- No i.v. inotropic drugs for 24 h prior to randomization

. NT-proBNP >1600 pg/mL or BNP >400 pg/mL.

Patients with AF; NT-proBNP >2400 pg/mL or BNP

> 600 pg/mL. Measured during index hospitalization, or in the
72 h prior to hospital admission

. Treatment with a minimum dose of 40 mg of i.v. furosemide or
equivalent

Salut/Institut Catala de la Salut/
Terres de I'Ebre

Key exclusion criteria

. Cardiogenic shock
. Current hospitalization for acute HF primarily triggered by

pulmonary embolism, cerebrovascular accident, or acute
myocardial infarction

. Interventions in the past 30 days prior to randomization or

planned during the study:

- Major cardiac surgery, or TAVI, or PCI, or MitraClip

- Implantation of cardiac resynchronization therapy device
- Cardiac mechanical support implantation

- Carotid artery disease revascularization

. Acute coronary syndrome/myocardial infarction, stroke or

transient ischaemic attack in the past 90 days prior to
randomization

. Current or expected heart transplant, left ventricular assist

device, intra-aortic balloon pump, or patients with planned
inotropic support in an outpatient setting

. Haemodynamically severe uncorrected primary cardiac

valvular disease planned for surgery or intervention during
the course of the study

. eGFR <20 mL/min/1.73 m? during hospitalization or patients

requiring dialysis

. Type 1 diabetes mellitus
. History of ketoacidosis, including diabetic ketoacidosis

TrompJ et al. European Journal of Heart Failure (2021)

A |_l |CS institut catala de la salut
iguals |cs.gencat.cat



VERICIGUAT-> VICTORIA TRIAL |

Recommendations

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-|

(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

ESCHFA 2021

m Generalitat Salut/Institut Catala de la Salut/ A L'ICS institut catala de la salut
¥ de Catalunya Terres de I'Ebre iguals ics.gencat.cat



CCS/CHFS Heart Failure Guidelines Update: Defining a New

Reduced Ejection Fraction

HFrEF: LVEF < 40% AND SYMPTOMS

Initiate Standard Therapies

ARHNI or ACEi/ARB
then substitute ARMI BETA BLOCKER MRA SGLT2 INHIBITOR

Assess Clinical Factors for Additional Interventions

HR >70 bpm and Recent HF hospitalization Black patients on optimal GDMT, Suboptimal rate control for
sinus rhythm + Consider vericiguat ** or patients unable to tolerate AF, or persistent symptoms
+ Consider Ivabradine® ARMIACEI/ARE despite optimized GDMT

» Consider combination « Consider digoxin

hydralazine-nitrates

Initiate standard therapies as soon as possible and titrate every 2-4 weeks to target or maximally tolerated dose over 3-6 months

Reassess LVEF, Symptoms, Clinical Risk
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NYHA 111/1V, Advanced HF LVEF = 35% and LVEF > 35%,
or High-Risk Markers NYHA 1-1V (ambulatory) NYHA I, and Low Risk
COMSIDER
* Referral for a,dva‘ncsd‘HF Refer to CCS CRT/ICD Continue present management,
therapy (mechanical circulatory recommendations reassess as needed
support/transplant)

DIURETICS TO RELIEVE CONGESTION (TITRATED TO MINIMUM EFFECTIVE DOSE TO MAINTAIN EUVOLEMIA)

H
g
:
g
:
8
:
:
£
g
‘E'
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£

* Referral for supportive/palliative care

‘ McDonald M et al. Canadian Journal of Cardiology 37 (2021) 531e546

m Generalitat Salut/Institut Catala de la Salut/ A L'ICS institut catala de la salut
Y de Catalunya Terres de I'Ebre iguals ics.gencat.cat

Pharmacologic Standard of Care for Heart Failure With S



Endothelial dysfunction S Enhgp :Escsteon:‘igvity
i v

i Ve stress

g Directly
stimulates

Inclusion criteria

Patients 218 years with
chronic HF and

1. LVEF < 45% (obtained
<1 year prior to
randomization)

2. previous HF
decompensation within
6 months

3. NT-ProBNP 21000
(21600 in A. fib)

m Generalitat
WY de Catalunya Terres de I'Ebre

Randomization

T1210.8m

Placebo on a background of Standard HF therapy

H
H
H
H
:
Interim
Analysis

Event-driven study duration

Screening Estimated median follow-up 18 months
030days | 2weeks | 2weeks | 12weeks | 16 weeks Every 16 weeks until planned 14 days

number of events is reached

Salut/Institut Catala de la Salut/

AL'ICS

*If the 10 mg target dose is not reached, then up-titration should be considered at subsequent study visits, based on protocol-specified criteria

Primary endpoint: time to first occurrence of the composite of CV death and HF hospitalization, as
assessed by central adjudication (98% power for HR 0.80)

% Interim analysis: Coprimary analysis of composite endpoint and single outcome CV death at 75% of events
Planned total study duration 36 months

Amstrong et al. JACC:HEARTFAILUREVOL.6,NO.2,2018

institut catala de la salut

ics.gencat.cat




VERICIGUAT-> VICTORIA TRIAL

A Primary Outcome CV death or first hospitalization for HF

B Death from Cardiovascular Causes

0.559 Hazard ratio, 0.90 (95% CI, 0.82-0.98) 0.554 Hazard ratio, 0.93 (95% CI, 0.81-1.06)
0.50-4 p=0.02 0.50
0.454 0.454]
0.404 Placeba 0.40
0.354 Vericiguat 0354
0.304 0.304 Placebo
0.75 0.25+
109 gaoo e Vericiguat
094 154 P0.02 054 pgas4
£ o0z 0104 £ os{ o0 P0.27
8 p7d 0054 & pyd 0054
H 0.00 s 0.00
[T} nﬁ— T T T T T T L] 1 L D'E— T L] T T L) T L] 1
0 0 4 8 12 16 20 24 28 12 z 0 0 4 B 12 16 20 24 28 32
E 054 2 054
£ 04 £ 04
2 034 2 034
§ 02 § 02
o o ]
0.14 0.14
ne T T T T T T T 1 I:I'c T T T T T T T 1
0 4 5 12 16 2 M 28 32 o 4 ] 12 16 0 4 28 32
Months since Randomization Months since Randomization
MNo. at Risk Mo. at Risk
Placebo 2524 2053 1555 1047 772 558 324 110 O Placebo 2524 2370 1951 1439 1045 7868 471 157 0O
Vericiguat 2526 2089 1621 1154 826 577 348 125 1 Vericiguat 2526 2376 1968 1468 1070 779 487 185 1
C Hospitalization for Heart Failure D Death from Any Cause or Hospitalization for Heart Failure
0.554 0559 Hazard ratio, 0.90 (95% CI, 0.83-0.98)
0.50 Hazard ratio, 0.90 [95% CI, 0.81-1.00) 0.50
0.45 0.454
0404 0.404 Placeba
0.354 0.35+ Vericiguat
0304 Pla:ehn 0,104 HICIEUB
0.254 Vericiguat 0.25+
109 paod 107 pagd
0.9 J 0.5 i
- 013 P0.048 - o P0.02
£ 084 0104 £ o3 010
8 o7q 0034 3 o7 0054
5 o'm T T 1 L T U L] 1 5 n'nc T L L T U Ll LI 1
k- 0.6+ 0 4 & 12 16 0 24 28 32 k- 0.6 0 4 & 12 16 20 24 28 32
E 054 = 054
E 0.4 E 0.4+
2 034 2 03
§ 02 g 02
3 - = -
1%} : L)
0.1+ 0.1
nﬂ T T T T T T T 1 n'ﬂ T T T T T T T 1
0 4 5 12 16 2 28 32 ] 4 H] 12 16 20 24 28 32
Maonths since Randomization Meonths since Randomization
Mao. at Risk Mo. at Risk
Placebo 2524 2052 1554 1096 771 558 323 110 O Placebo 2524 2053 1555 1097 772 558 324 110 O
Vericiguat 2526 2088 1620 1153 825 577 348 125 1 Vericiguat 2526 2099 1621 1154 826 577 348 125 1

Estimates of the
Cumulative Incidence of
the Primary Outcome
and Secondary Outcomes

Reduccio del objectiu
combinat mort CV +
hospitalitzacio per IC a
expenses de la
Hospitalitzacio , sense
reduccié de la
mortalitat per totes les
causes ni per causa CV

Amstrong et al. JACC:HEARTFAILUREVOL.6,NO.2,2018



FERRO CARBOXIMALTOSA -> AFFIRM-HF

DISSENY DE L'ESTUDI
1% dosis al alta
HCM HCM HCM
Estabilizacion A | | | | | |
clinica \ N:558
PL

Criterios de inclusion:

N:1108 - . r - . '
+ Deficit de hierro TC1 TC2 V3 V4 V5 TC3 V6
+ |CFE<50%
« Hemoglobina 8-15 g/dL W2 W4 W W12 W24 W36 W52

N:550

Pre-screening
(in-hospital)

Seguimiento / Administracion
tratamiento de estudio’:2

Screening / Aleatorizacion Sequimiento

Estables pre-alta

CV, cardiovascular, PL, placebo; LVEF, |eft ventricular ejection fraction; TC, telephone contact, V, visit, W, week.

Salut/Institut Catala de la Salut/
Terres de I'Ebre

AL'ICS

m Generalitat
¥ de Catalunya

OBJETIVOPRINCIPAL:

Variable compuesta de
hospitalizaciones
totales porIC y
mortalidad CV hasta la
semana 52

OBJETIVOS SECUNDARIOS:

Hospitalizaciones
totales por IC
Mortalidad CV

Tiempo hasta la 12
hospitalizacion por IC o
muerte CV

Variable compuesta de
hospitalizaciones
totales CV y mortalidad
cv

Dias perdidos por
hospitalizaciones por
IC o mortalidad CV

Ponikowski P, et al. Eur J Heart Fail. 2019;21(12):1651-1658

institut catala de la salut

ics.gencat.cat




FERRO CARBOXIMALTOSA -> AFFIRM-HF

A Primary outcome: total heart failure
hospitalisations and cardiovascular

B Total cardiovascular hospitalisations
and cardiovascular death

C Total heart failure hospitalisations

D cardiovascular death

E First heart failure hospitalisation
or cardiovascular death

death
RESULTATS 1007 — Ferric carboxymaltose 100 RR0-80 (95% Cl 0-64-1-00); 100 RR 074 (95% Cl0-58-0-94);
90~ — Placebo 90- p=0.05 90- p=0.013
£ » 80| RR0:79(95% C10-62-1-01); 804 804
% “:{ 70— P=0-059 70 70
Z 5§ 60+ 60— 604
£ 5 50+ 50~ 50-
- g 40+ 40+ 40
§ T 304 30+ 30+
2 & 209 20 20
10 10 10
0 0 0 I I I I |
4 12 24 36 52

Time since randomisation (weeks)

= 1.0~ HR0-96 (95% Cl 0-70-1-32); 1.0 HR0-80(95% Cl 0-66-0-98);
E 0-9- p=0-809 09—+ p=0-030
5 0-8 0-8
= 07+ 074
2 o06- 0-6-
= 0-5 0-5-
5 04+ 04
S 03 03
‘E 0-2 0-2-
5 01 01|
& 0——= | | | | 0= | | | |
4 12 24 36 52 4 12 24 36 52
. Time since randomisation (weeks) Time since randomisation (weeks)
Number at risk
Ferric carboxymaltose 544 509 483 468 289 519 457 416 381 227
Placebo 537 511 486 465 285 514 446 389 358 209

Generalitat
de Catalunya

i
LA

Terres de I'Ebre

Salut/Institut Catala de la Salut/

Ponikowski P, et al. Eur J Heart Fail. 2019;21(12):1651-1658

ALICS

institut catala de la salut
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FERRO CARBOXIMALTOSA -> AFFIRM-HF

OBJECTIU PER SUBGRUPS

HCM Placebo Rate Ratio
Events / Patients (95% CI) Valor p
Overall 293/ 558 372/ 550 0.79 (0.62-1.01) —8—
Hb level at baseline 0.15
<12 g/dL 136/ 228 171/ 236 0.97 (0.66—1.41) — 8
212 g/dL 156/ 329 201/ 314 0.67 (0.48-0.93) i
Heart Failure aetiology 0.015
Ischaemic 149/ 265 236/ 257 0.60 (0.43—0.84) —
Non-ischaemic 140/ 282 128/ 275 1.11 (0.77-1.60) -
eGFR tertiles (mL/min per 1.73 m?) at baseline 0.94
<42 96 115/157 152/ 165 0.76 (0.50-1.16) ———
242 96 to <64.32 76 /166 83/ 156 0.76 (0.48-1.22) i
264 32 56 /164 79/ 159 0.69 (0.42-1.12) —
NT-pro BNP (pg/mL) or BNP (pg/mL) at baseline 0.88
Lower tertile 69/ 187 106/ 177 0.71 (0.45-1.11) ——
Middle tertile. 99/ 191 115/183 0.81(0.53—1.24) — |
Upper tertile 125/ 179 152/ 189 0.82 (0.54-1.23) — |
Left ventricular ejection fraction at baseline 0.74
<25% 84/104 113/122 0.88 (0.54-1.44) .
25% to <40% 144/ 288 178/ 243 0.71 (0.50-1.01) ——
40% to <50% 65/ 166 80/ 184 0.85 (0.52-1.38) —
Diagnosis of HF 0.11
Documented HF prior to index hospitalisation 249/ 405 336/ 385 0.72 (0.55-0.95) —8—
Newly diagnosed at index hospitalisation 447153 36/ 165 1.22 (0.69-2.14) —
) ) ) 0,25 0,5 1 2 4
Ponikowski P, etal. The Lancet. 2020, hitps.Adoi.orgM0.1016/50140-6736(20)3233%-4 < >
Favours HCM Favours placebo

Ponikowski P, et al. The Lancet. 2020. https://doi.org/10.1016/S0140-6736(20)32339-4
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2 TRANSICION: PROCESO ASISTENCIAL ORGANIZADO CUYO OBJETIVO ES EVITAR (2. | ¢y...
(i HOSPITALIZACIONES Y RALENTIZAR LA PROGRESION DE LA ENFERMEDAD ==

D a

1
© Tratamienta " |¢ ! O/ s
etiologico w Plan ! ESPEOO’ISE en Objeﬁvo E Reglstr ar
. Biacnb iciAn Ao 1a 1 i z $EER _ : :
© Resolucion de FEVI © Resolucion de la 1 Meédico AP/ insuficiencia (® Ausencia de progresién de sintomas congestivos
precipitantes . congestion cardiaca +
® Optimizacion reducida ; ‘ 1 Enfemera © Estabilidad hemodinamica © Dificuitades
el P aantes © Funcién renal b 1 Enfermera con Funci | | identificadas en
hodificador dal @ BBlogueante electrolitos estables . formacién en IC @ uncion renal y electrolitos estables el praceso
PROCSICO © Sacubitrilo/ © NT-proBNP/BNP* 1 g?gscxfélgirztoc;s en autocuidado y adherencia © Indicaciones de
@ Identificacion valsartan @ FC<70 Ipm (RS & IC-FEr) 1 > : la optimizacion
y mejora de fas i i & s © Si FEVI reducida; farmacos basados en la realizada de
comorbilidades © ARM ® Registro PA, FC, peso 3 M ; evidencia deberfan ser las maximas toleradas y farmacos
@ Buscar la euvalemia @ iSGLT2 ® Educacion 1 * ggéerggsgggte 250% de la dosis maxima @ Indicaciones de
! como actuar en
Si de C;r;rm C-Q caso de signos de
i UL alarma o
Estabilizacién P i ! L e descompensacion
) 1 @ Evaluacion funcional y de los signos y sintomas de congestion
: £ ont Recomendaciones claras . Métodos de
@ Estabilidad hemodinadmica v coj‘r're*’ai = ! @ Recoger las constantes basicas (PA, FC, peso) @ contacto con el
J SECIH) 1 S
. 3 e e s e L WA YRt especialista de
@ Mejoria de los edemas © cita para préximas visitas: 1 l rr.r:»‘m renal y hepatica, electrolitos, anemia, déficit de hierro e refl:;renm
i : coordinacion precoz con g g (telematico y/o
® No precisar infusién continua AP ) telefénico) y
4 n a ; responsables del
de farmacos © "“ag ?“Imdlﬂad de : ® Optimizacién de dosis de los farmacos modificadores con evidencia prondstica cmgado del paciente
cuidados
© Re-evaluz
1 Riesgo residual del
1 ® Revisar conciliacion terapéutica y adherencia © paciente y si es 0 no
O ‘ ’ ! @ Revisar conocimientos del paciente y cuidadores sobre signos de alarma yautocuidados candldalm AL
PREPARACION AL ALTA ® i ‘ ' : : avanzadas
’ ' 1 @ Fo cer medidas no fa'r‘aor::dog cas, en particular gjercicio y dieta, preferentemente en un
p ma de REHABILITACION CARDIACA
1
1
- @
N EEEEEEEEEEEEEEEEEEEE . >
Hospitalizacion 30 dfas postalta
na ARM

tr

; ribidor de
fracci

it NT-proBP:
18 JUNY 2021
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1.
Definicién

La transicion

&0 un pachente
hospitalizade por
insuficiencia cardiaca
descompensada (o
ﬂgdd!:‘ }'ﬂf_"‘.‘ [E"Efel'l:ld
al process asistencial
organizado

Euyes SEatvd et
evitar nuevas
haspitalizacioneas

y ralentizar la
progresidn de la
enfermedad.

2.

Duracién

La transicidn
comienza durante
la hospitalizacidn,
LIfnd VEE que

existe astabilidad
hemadindmica

¥ I:I paciente no
precisa firmacos
intravenosos, y
continds tras el alta
pPorf un llurrlpr.'- \n!rIHI'JIE
para cada individus,
que !I Menas 321a I'J“_‘

30 dias.

Decalogo sobre la transicién del paciente
hospitalizado con insuficiencia cardiaca

3.

4.

Recursos Enfoque
necesarios terapéutico

Una transicidn L2 aptimizacidn

aplima reg terapdutica es un
ubhgalurl!l' ante de elemente clave an la

la h'rlng'addn de trafsicidn. Debe injclarse
recursos hospitalarios siempre durante la

y ambulatorios, hospitalizacidn, dedo
que d‘! ‘I'_"'II"'! que IH misma I‘_‘"‘_‘_]H

coardinada feciliten

a :Hd! padien e una
atencidén continuada

y personalizada,

Bassda en medidas

e monit

educacién, soporte y
mejora terapéutica.

S“_‘ TE\'_'L'fl'II‘_‘“d! EI '_‘II"L‘_‘FIL"'
de una estructura
adaptacda a cada &rea
de salud en la que
participen los equipos
de atencidn primaria, las
u |'||d! Jﬂ d‘_' Ir":.Jrl Clencia
cardiaca (cardidlages,
mAterrutlas y erfermeria)
y las enfermeras gestaras
dl: Casos |el1r‘:lm‘:ra= dE
enlace). La participacidn
de enfermeria con
formacidn especifica,
tarta & nivel |1'.1=p|ta|ar|'_1
cema ambulatoro es
fundamental, por la que

debe fomentarse

ARAM Ik artagonista del receptor de la angiotensina II;
IECA: inhibidor de la enzima convertidora de la angiotensina;
FEVE fraccicn de eyeccion del ventriculo izguierdi;

lprmi: latidos por minuto

m Generalitat
¥ de Catalunya

un empecramiento de
la enfermedad i WA
aumento significative
del desgo del pacente,
gue durante el ingresa
A% PSS recsntive &
modificar sus hibitos
dE \'Id! e lmpl-_-murl'.ur
la adharencia al
tratarniente. Dicha
eptimizacidn debe
imeluir:
a} el tratamiento
etioldgice
b} la resolucidn de
precipitantes d= (2
descompensacitn
C:I I! mejara dE
comaorbilidades
dl la rmejara del
tratamiento
farmaceldgico con
evidencia de benefide
prondstics tras la

hespitalizacidn

Salut/Institut Catala de la Salut/ A L'ICS g‘
iguals

S.

Plan para el alta

Adernas, una adecuada
transicidn requiere al alta

al la resoluchdn (o rr|e|'_1ra:l
de los sintomas y signos
congestivas

B} una funcidn renal v
electralitos estables o en
faze de mejoria (48 horas)

£} una frecuencia cardiaca
=70 Ipm [ ritra sinusal ¥
ecan FEV1 <40 %)

d) la eduescidn del paciente
para &l artocuidads,
incluyende signos de alarma y
E"E\’_’[L"‘é SEI'.'-JI'H'."HTIJS

‘_‘:I an ciasa JE‘ dlsp:rll o III'J! J
una determinacidn al alta de
péptides natriurdticos

fiun plan de continuidad de
culdades, tants médics corme
dl: ‘_'I'If‘_'“'l'lE“ﬂ_ que :bolﬂe
tante la esfera médica come
Iﬂ *.ucll:-rdrrllhnl e |d|=r|'.lr|que
I'JHI reras y BpartLn deES
dl: mejora

gl un registro de monitorizacion
que HI menos II":IIJ:fH peso,
talla y frecusncia candiaca

H) wn plan de recomendaciones
claras y coneretas sobire
cdma actuar, tanto para el
plldﬂl’ln! SAMG Pars SUS
cuidadores.

Terres de I'Ebre

6.

Farmacos con

impacto en

pronéstico

Tedo paciente con IC

¥ FEVI<40% debaris
zer dado de alta con
betablogqueants,
sacubitrilo/valsartan

o un |[ECA (o ARAII)

v antagonista
mineralocartiooide.
Sacubitrilo/valsartin
puede ser considerada
toma primera opeldn,
dada la mejora a corto
plazo de los resultades
clinicos =n axta
HUI’JI!:IL‘H’I.

7.

Cita precoz

La transicdn II'\:IJ&«'E ﬂl mMEnos
una cita precoz, antes del
7 dia, dads =T gy f i J
ounto & fesgo de reingreso
3 maxima. 5-'_- recom l‘_‘f'dﬂ
la revisicn por & médioo
de atencidn primaria

&n la primera semana v
por un espedalista en
insuficiencia cardiaca
imddicn a enferneria) en
las dos primeras semanas,
que Id‘_‘!l”ll:ll[‘.‘ L*‘_‘b‘_‘ll!
DErlEfscEr Hl msmo
equips respansable del
alta Es corvenients =1

= seguimiento durante

la transbeidn incluys un
macanisma de acceso

fheil telefdnico y/'o
presencial, incluyenda una
eonsulta can l"uspll.:| e
dia para la reselucidn de
'_‘IE&'_'LTTIP‘H'SH:ILT'ES.

9.

10.

Procedimientos Fin de la Continuidad
tras el alta transicién asistencial
Diurante la transieidn, las La transicidn finaliza Durante = purlud'_'l
revisiones médicas ¥ de cuande el pacients, tras de transicidn ¥ & su
enfermeria deben ineluir: [T, ugtimhntu de al finalizacidn deben
al la evaluscién menaos 30 dias presenta: quedar claraments
funcional, y d= ) ausencia de registrades an el informe
ZINIAMAS ¥ Sighos pnﬁgmﬂﬁn de de transicidn:
Congeslivas, &% Como sintomas congestivas &) la: debilidades ¥
lag canstantes basicas ¥ estabilidad barraras sl procass
(termide arterial, hemadindmica b la eptimizacion

frecuencia cardiaca
¥ peso)

bl una bloquimica y
hemoagrama para
maniterizar funcidn
renal y hepatica,
electrelitos, anemia,
déficit de hiera =
infecciones, asi coma
péptidos netriurdticos
=i estan dispanibles

¢l la estratificacién de
rh:.go que permita
indnaicualizar decisiones
y planificar cuidades

dl |2 optimizacién de las
dasis de los firmacos
con E'\'Idl:fl\’.'li:
pronoshica

&l la revaluacidn de |2
dosis de diuréticos

fl |2 conciliacidn
terapdutica y revisidn
de adherencia

gl la revisidn de las
eonocimientos
del paciente y sus
cuidadores sobre
signos de alarma y
auteeuidada

[oresibn ar l‘_-rl.!|
sistdlica =100 mmHg
:fn'.l'."' fl‘.':ue-n:l! :ardlal.‘.!
=70 lpm)

b funcidn renal v
electralitos estables

C: COfRcCifmEntos &n
autocuidadeo y
adherencia a los
farmaces

d} Ademas, &n pacientes
con IC y FEVI <40 %,
Id! ﬂusls dl‘_‘ fxrrrl.ur_'us
b:n:dm en Iﬂ
I'_"-'II'J"_‘I'H'_'I! I'J"_‘Li‘_‘llﬁrl
ser |as méximas
toleradas y
preferiblemente
2509% de la
dosis méxima
recomendada.

pendiente o=
‘HII’"H:U‘L
£} instrucciones acerca de
chmo actuar en caso
de signos de alarma
o descompensacidn,
& an cass de
modificaciones
relevantes de
tratamientos
41 métodas de contacke
directo con la Unidad
de Insuficdencia
Cardiaea (telembtica
yio telefdnics) ¥
responsables del
Cdldﬂ'—l@ dl:l p!CIEf'l.‘_‘
riesgo residual del
paciente y sl &5 o na
candidato a terapias
avanzadss en caso de
Efrlpl:\'.'ﬁlﬂl"llil'l'.\'.'ﬁ

18 JUNY 2021

institut catala de la salut

ics.gencat.cat



b

— TAKE HOME MESSAGE

-Cal individualitzar els tractament.

-Uinici precog dels ARNI, ISGLT2, MRA i betabloquejants abans del alta redueix els reingressos per insuficiencia
cardiaca.

-Hem de buscar la causa de la descompensacié seguint esquema CHAMPIT.

-Existeixen 4 presentacions d’insuficiencia cardiaca aguda amb implicacions pronostiques i terapeutiques diferents.
-L'ds de 'ARNI en la fase pre-alta redueix la concentracié de NT-proBNP i la taxa de rehospitalitzacié per IC, amb
tolerancia similar a I'inici post-alta.

-Els ISGLT2 son de 1a eleccié en pacients diabetics i no diabétics amb IC.

-En casos refractaris I'Us de vericiguat por ser beneficids.

-Ladministracio del ferro carboximaltosa en la fase estable de I’hospitalitzacié per IC disminueix les
rehospitalitzacions.

-Cal un protocol d’actuacio assistencial per a la transicio a I'alta dels pacients ingressats per IC.

=
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HEART FAILURE AWARENESS DAYS MAY 10-16, 2021

HEART FAILURE AFFECTS MORE THAN 60 MILLION PEOPLE wORLDWIDE, UP TO 3 % OF THE POPULATION IN DEVELOPED COUNTRIES, ANDITS PREVALENCE IS RISING. 1175

THE NO. 1 CAUSE OF HOSPITALIZATION AND HAS A MORTALITY OF AROUND 50 % WITHIN 5 YEARS, WORSE THAN IN MOST CANCERS.

WHAT IS HEART FAILURE ?

Heart failure is caused by an
insufficient heart function leading

to heart failure symptoms.

WHAT ARE THE MAIN CAUSES ?

Coronary artery disease,
myocardial infarction (70%),
arterial hypertension and
cardiomyopathies {20-30 %).

HEART FAILURE AND COVID-19

Symptoms of COVID-19 may mask
symptoms of heart failure.
Regular checks are cancelled due to
the fear of infection.
Patients with symptoms are afraid

to visit their doctor.

" Generalitat
¥ de Catalunya

Czech Heart Failure Assodation

Salut/Institut Catala de la Salut/
Terres de I'Ebre

WHAT ARE THE SYMPTOMS ?

. Fatigue
. Breathlessness

1

2

3. Swelling, weight gain

4, lrregular or fast heartheat
3

. Fainting (blackouts)

WHAT CAN| DO FOR MY HEART ?

DO NOT POSTPONE THE CHECKS AT
YOUR DOCTOR.

I CASE OF ACUTE SYMPTOMS
CALL FOR HELP IMMEDIATELY. YOU
WILL REDUCE THE RISK OF
PERMAMENT CONSEQUENSES .

CALLEMERGENCY 112!

institut catala de la salut
ics.gencat.cat
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