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_Treatment of HFtEF Stage C and D

Establish Dx of HF+EF; Step 2 Implement indicated GDMT. Step 4 Consider

Choices are not mutually

exclusive, and no order is
inferred

Reassess
symptoms

Consider the following

assess volume; 5 =
i patient scenarios

initiate GDMT

additional
therapy

NYHA class -1V, )

——» | provided est. CrCI =30
mL/min & K+<5.0 mEq/LJ
r'

A 4
NYHA class |I—IlIl HF )
5 Adequate BP on

[ HEEF J ACEI or ARB*; No C/l to

NYHA class 1—I\V ARB or‘sacubltnl J
(Stage C)

h 4
—>[ NYHA class IlI-IV,

(~ Refractory
in black patients NYHA class -1V I—
\_ (Stage D)
i | <
NYHA class |I—Ill, LVEF ) - — LVADT
=35%; (caveat: =1 y - ir%pl%ved (COR lla)
survival, =40 d post MI) ) 3 ~

E S

i

Y

h 4
(NYHA class |-V, LVEF )
" =35%. NSR & QRS
> =150 ms with LBBB
\_ pattern
F

Investigational
studies§

=

h 4
" NYHA class II-l1l, NSR,

heart rate =70 bpm on lvabradine

I
-

maximally tolerated dose (COR lla)
\_ beta blocker —
C Continue GDMT with serial reassessment & optimized dosing/adherence )

THydral-Nitrates green box: The combination of ISDN/HYD with ARNI has not been robustly tested. BP response should be carefully monitored.

$See 2013 HF guideline.

§Participation in investigational studies is also appropriate for stage C, NYHA class Il and Ill HF.

ACEI indicates angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor-blocker; ARNI, angiotensin receptor-neprilysin inhibitor; BP, blood pressure;
bpm, beats per minute; C/I, contraindication; COR, Class of Recommendation; CrCl, creatinine clearance; CRT-D, cardiac resynchronization therapy—device; Dx,
diagnosis; GDMT, guideline-directed management and therapy; HF, heart failure; HFrEF, heart failure with reduced ejection fraction; ICD, implantable
cardioverter-defibrillator; ISDN/HYD, isosorbide dinitrate hydral-nitrates; K+, potassium; LBBB, left bundle-branch block; LVAD, left ventricular assist device;
LVEF, left ventricular ejection fraction; MI, myocardial infarction; NSR, normal sinus rhythm; and NYHA, New York Heart Association.
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Incremental Benefit of Drug Therapies for HFrEF; a network meta-analysis.
Komajda M. et al. EJ Heart Failure 2018

SOLVD-prevent (n=4228)
SOLVD-treat (n=2569)
FEST (n=308)
CONSENSUS (n=253)
Brown 1995 (n=241)
Shettigar 1999 (n=206)
Goldstein 1988 (n=204)
Beller 1995 (n=193)

combination of
ARNI, BB, MRA,
HR. 0.38, mortality

CARMEN (n=381)#

CARMEN (n=382)#

CHARM Alt (n=2028)

PARADIGM-HF (n=8399)

“ Nor thwe ste rﬁontributing studies
Medicine

* Highest dose considered

ordered by decreasing size

# Total for considered comparison

HF Hospitalisations

SPICE (n=270)

Placebo .
62 patient-years

22602 patient-years

ELITE 11 (n=3152)
ELITE | (n=722)

572 patient-years RALES (n=1663)

5456 patient-years
ACEI
+

BB MRA

3326 patient-years
Val HeFT (n=5010)
9603 patient-years

287 patient-years

81 patient-years

5695 patient-years RESOLVD (n=175)*

8706 patient-years

ACEI
+BB

+
ARB

CHARM-Added (n=2548)

BEST (n=2708)

CIBIS-Il (n=2647)
CARMEN (n=381)#
Colucci 1996 (n=366)
MOCHA (n=173) *
Sturm 2000 (n=100)
MERIT-HF-pilot (n=61)

5257 patient-years 9388 patient-years

EMPHASIS-HF (n=2737)
AREA IN-CHF (n=467)

18898 patient-years 12515 patient-years

SHIFT (n=6558)

Combination of ACE-I,
BB, MRA

IVA. HR 0.58,
All-cause
hospitalizations



New Heart Failure Guidelines;
what should be different?

*1. Format
* - decision aids
- knowledge chunks
* 2. Emphasis
- prevention
* 3. Content
HFpEF?
- acute/hospitalized HF
- implementation strategies/science
- precision medicine

I\ Northwestern
Medicine’

4. Nomenclature?
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We've made it easier to
accomplish GDMT for heart
failure:

Northwestern
Medicine’

Optimization of Heart Failure ,
Treatment: Answers to 10 Pivotal | o
Issues About Heart Failure with
Reduced Ejection Fraction

December 2017

DOI 10.1016/jjacc.2017.11.02
5



http://www.onlinejacc.org/content/early/recent

¢ 2017 ACCF/AHA Heart Failure Guidelines =——p

2017 ACC Expert Consensus Decision Pathway for
Optimization of Heart Failure Treatment

10 Principles for Successful Treatment of Heart Failure

How to implement
GDMT...

l. Initiate & Switch
Treatment algorithm for
guideline-directed medical
therapy including novel
therapies (Figure 2 and 3)

Il. Titration
Target doses of select
guideline-directed heart failure
therapy (Tables 1, 2, 3, 4, 5)

Considerations for monitoring

Ill. Referral

Triggers for referral to
HF specialist (Table 6)

IV. Care Coordination
Essential skills for a
HF team (Table 7)

Infrastructure for team-based
HF care (Table 8)

V. Adherence
Causes of non-adherence
(Table 9)

Interventions for adherence
(Table 10, 11)

VI. Specific Patient Cohorts
Evidence based recommendations
and assessment of risk for
special cohorts:

African Americans; older adults;
frail (Table 12)

VII. Cost of Care
Strategies to reduce cost
(Table 13)

Helpful information for
completion of prior
authorization forms (Table 14)

How to

manage...

VIIL. Increasing Complexity
Ten pathophysiologic targets
in HFrEF and treatments
(Table 15)

Ten principles and actions to
guide optimal therapy

IX. Comorbidities

Common cardiac and non-cardiac
comorbidities with suggested
actions (Table 16)

X. Palliative/Hospice Care

Seven principles and actions to
consider regarding palliative care

Writing Committee
Clyde W. Yancy, MD, MSC, MACC, Chair

James L. Januzzi, JR, MD, FACC, Vice Chair

Larry A. Allen, MD, MHS, FACC

Javed Butler, MD, MBA, MPH, FACC
Leslie L. Davis, PHD, RN, ANP-BC
Gregg C. Fonarow, MD, FACC
Nasrien E. Ibrahim, MD, FACC
Mariell Jessup, MD, FACC

JoAnn Lindenfeld, MD, FACC
Thomas M. Maddox, MD, MSC, FACC
Frederick A. Masoudi, MD, MSPH, FACC
Shweta R. Motiwala, MD

J. Herbert Patterson, PHARMD

Mary Norine Walsh, MD, FACC

Alan Wasserman, MD, FACC
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e BNP/NT-proBNP

e EKG
e Chest X-ray

Echocardiogram

Studies to Consider Initially: (see full guidelines for details)

e CBC, basic metabolic panel, liver function, iron studies, thyroid studies, HbA1c

e Coronary angiogram, cardiac MRI, biopsy, other imaging as appropriate

Remember acronym to assist in

advanced heart failure specialist:
I-NEED-HELP (also see Table &)

N: NYHA IlIB/IV or persistently elevated

intolerance or down-titration of GDMT

m 1
% Serial Evaluation and Titration of Medications
a e Clinic visit with history/symptoms, vitals, exam, labs
_ac’ b4 ® If volume status requires treatment, adjust diuretics, follow up 1-2 weeks
(3] e If euvolemic and stable, start/increase/switch GDMT, follow up 1-2 weeks via
= v phone or repeat clinic visit with basic metabolic panel as may be indicated
< e Repeat cycle until no further changes are possible or tolerated
= ¥
2 End-Intensification/maintenance
= e Ongoing assessment decision making for referral to
g e Additional adjustments as indicated
o * Repeat objective data as needed to
? reestablish prognosis .
I: IV inotropes
A 4
natriuretic peptides
Assde.ss respo:s«la. to therapy and E: End-crgan dyshinction
sErsiacramaoachng E: Ejection fraction <35%
* Repeat laboratory tests, for example, BNP/NT-proBNP S
and basic metabolic panel D: Defibrillator shocks
* Repeat echocardiogram (or similar imaging modality for H: Hospitalizations >1
cardiac structure and function) E: Edema despite escalating diuretics
e Repeat EKG L: Low blood pressure, high heart rate
e Consider EP referral for those eligible for CRT or ICD P: Prognostic medication — progressive
Northwestern

Medici Clyde W. Yancy et al. JACC 2018;71:201-230
e can%g“%b%eof Cardiology

(=LA NI R TR SR R R



Translated Into Clinical Apps

TreatHF App

This App helps clinicians confirm which therapies are suggested
for their symptomatic heart failure patients with reduced ejection
@; fraction (HFrEF) and provides guidance on the use of each therapy.

Enter patient indications

Review individualized next steps for medical therapy

Email or print a summary of the next steps

Reference detailed information on:

- Initiation, titration, and monitoring of each medication

- Guidance for optimizing your overall medication strategy

'-":':-::'-"-'_'"-. AMERICAN
# & § COLLEGE of

I\ Northwestern Ny
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3.7. Mental Health and Neurodevelopmental Issues

Joumal of the American College of Card

Volume 73, Issue 15, April 2019
DOl 10.1016/).jacc.2019.02.012

Recommendations for Mental Health and Neurodevelopmental Issues

Referenced studies that support recommendations are summarized in Online Data Supplement 14.

COR LOE RECOMMENDATIONS

RECE“t |nn0\fﬂtiﬂ'n5 Mﬂdiﬁcﬂtiﬂns and E\fﬂlutiﬂn U'f 1. Patients with ACHD should be evaluated for depression and anxiety (53.7-1-S3.7-3).
r ]

An Update for Our Constituencies
A Report of the American College of Cardiology/Ame¢

Clinical Practice Guidelines

Glenn N. Levine, Patrick T. 'D'GEII’EL, Joshua A. Beckman, Sana M. Ak " _ 3. :lheuroqev:rl‘opt)me:talornel:jrop.sycSOI:og?cal:estinghmayI?elcon;idzret:in s?megati.ents(;v;tl; §CIS-|3D7togg;uide
s s s . cademic, benhavioral, psychosocial, and adaptive runctioning W= I=3. F=F).

las Fuentes, Anita Deswal, Lee A. Fleisher, Federico Gentile, Zachar HIRp = RIRRERRREES

Mariann R. Piano and Duminda N. Wijeysundera

_ 2. Referral for mental health evaluation and treatment is reasonable in patients with ACHD (53.7-1-53.7-4).

Synopsis
Mental health and neurodevelopmental issues are common in patients with ACHD and may significantly affect QoL.
Neurodevelopmental abnormalities are more frequently seen in children who have complex disease, complex surgical
1. EVidence REView Committees repairs, and other characteristics (53.7-10-S3.7-12). There is extensive literature in the pediatric population on the fre-
quency and importance of neurodevelopmental abnormalities, However, many adults may not have been evaluated as
. Data Ta bles children in accordance with current diagnostic and treatment strategies (S3.7-13, S3.7-14). Neurodevelopmental disor-
ders, such as impairment of cognition, social skills and communication, and attention disorders, are often under-

recognized even though appropriate diagnosis, treatment, and rehabilitation may be beneficial in optimizing function
3. Top ten take-home messages

e M e s 0 e e e

and QoL. An AHA scientific statement describes the common neurodevelopmental disorders affecting children with CHD
and may inform neurodevelopmental issues related to adults with CHD (S3.7-13).

. Less text

Recommendation-Specific Supportive Text

1. Anxiety and depression are underrecognized in the ACHD population. Point-of-care assessment with simple questions
about anxiety and depression should be included in the symptom review.

2. Anxiety and depression are prevalent among patients with ACHD. Self-reported symptoms are incomplete to identify
the existence of mood disorders. Structured professional psychological evaluation can identify up to 50% more pa-
tients with mood disorders (S3.7-1).

3. Although there is limited evidence on neurodevelopmental and neuropsychological issues in patients with ACHD,
there is increasing evidence of the neurodevelopmental impact of CHD and surgery in childhood (S3.7-6, S3.7-8, S3.7-
9). It is likely that this impact will persist into adulthood and may manifest in lower educational and occupational
achievement. This is particularly evident in patients with genetic conditions such as 22q11 deletion and trisomy 21.

Glenn N. Levine et al. JACC 2019;73:1990-1998
MNorthwestern
2019 American M%%I(d‘]l I%%\rdiology Foundation and the American Heart Association, Inc.




New Heart Failure Guidelines;
what should be different?

*1. Format
- knowledge chunks
* 2. Emphasis
- prevention
* 3. Content
HFpEF?
- acute/hospitalized HF
- implementation strategies/science
- precision medicine
*4. Nomenclature?

I\ Northwestern
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-Stages, Phenotypes and Treatment of HF

At Risk for Heart Failure Heart Failure

STAGE A
At high risk for HF but
without structural heart

STAGE B
Structural heart disease
but without signs or

STAGE C
Structural heart disease
with prior or current

STAGED
Refractory HF

e Heart healthy lifestyle

e Prevent vascular,
coronary disease

e Prevent LV structural
abnormalities

Drugs
e ACEl or ARB in

appropriate patients for
vascular disease or DM
e Statins as appropriate

I\ Northwestern

Medicine

e Prevent HF symptoms
e Prevent further cardiac
remodeling

Drugs

e ACEl or ARB as
appropriate

e Beta blockers as
appropriate

In selected patients

e ICD

e Revascularization or
valvular surgery as
appropriate

e Control symptoms

e Improve HRQOL

e Prevent hospitalization
e Prevent mortality

Strategies
o |dentification of comorbidities

Treatment

o Diuresis to relieve symptoms
of congestion

e Follow guideline driven
indications for comorbidities,
e.g., HTN, AF, CAD, DM

e Revascularization or valvular
surgery as appropriate

e Control symptoms

o Patient education

e Prevent hospitalization
e Prevent mortality

Drugs for routine use
o Diuretics for fluid retention

o ACEIl or ARB
o Beta blockers
o Aldosterone antagonists

Drugs for use in selected patients
o Hydralazine/isosorbide dinitrate
e ACEIl and ARB

e Digoxin

In selected patients
RT

[ ]

* ICD

e Revascularization or valvular
surgery as appropriate

disease or symptoms of HF symptoms of HF symptoms of HF
e.g., Patients with:
e HTN
e Atherosclerotic disease ¢.g., Patients with: ) )
« DM 9., Be ; ) ) Refract e.g., Patients with:
. e Previous MI e.g., Patients with: ]
ing i f ’ Marked HF i t
: ﬁbesﬂy. Structural heart e LV remodeling including Development of 5 Lo SEEl e e D ad symptoms of HF ® Marked symptoms a
etabolic syndrome disease LVH and low EE symptoms of HF . at rest, despite rest
or and low e HF signs and symptoms GDMT R t hospitalizati
) o Asymptomatic valvular e ioSRiaIZalonS
Patients aleeeee despite GDMT
e Using cardiotoxins
o With family history of
cardiomyopathy
T HF pEF ‘ HFrEF
THERAPY THERAPY THERAPY THERAPY THERAPY
Goals Goals Goals Goals Goals

e Control symptoms

e Improve HRQOL

e Reduce hospital
readmissions

e Establish patient's end-
of-life goals

Options

e Advanced care
measures

e Heart transplant

e Chronic inotropes

e Temporary or permanent
MCS

e Experimental surgery or
drugs

o Palliative care and
hospice

o |CD deactivation

Yancy C, et al. JACC, 2013




Prevalence and prognostic significance of HF Stages

0.8 4 -
C
£ 06 - ;
>
>
.
= 04 -
N
Log-rank p<0.0001
0.2 - - P< C2
D
0-0 | J L) 1 L] L | | | \ | L)
0 y 2 3 4 5 6 7 8

Survival (years)
Ammar et al. Circulation 2007: 115:1563
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B Regardless of EF phenotype- HF can be PREVENTED

Hazard Ratio
Outcome Intensive Treatment Standard Treatment (95% ClI) P Value

no. of patients (%) % pervear  no. of patients (%) % per year

All participants (N=4678) (N=4683)
Primary outcomeT 243 (5.2) 1.65 319 (6.8) 2.19 0.75 (0.64-0.89) <0.001
Secondarv outcomes i .
Patients Events Events per 1000 Weight HR HE (95% C1)
Myoc: patient-years (%)
Acute Treatment {n}  Flaceha {n) Treatment Flacebo
Strok atients with history of heart failure
MPA-REG OUTCOME 462 244 124 636 855 236 —a— 072 (050-1-04)
HeartCANVAS Program 203 BGA 203 6.4 [N 141 —a—— 061 (0-46-0.80)
DeatDECLARE-TIMI 58 Bs2 872 314 451 555 42-4 —= 0-75 (0-63-0-93)
eath_,
ined eff E
Death - - . .
e Patients wi Incidence rates for heart failure per 1000 person-years by Life’s Simple 7 Score.
Primagyea reG
AL b
CANYVAS P
DECLARE-
Fixed affi 5

Incidence rate per 1000 person-years

Total White Chinese American Black His panic

minadequate mAverage wmOptimal

R Nc TR A AT A3 1]
Medicine’



American Heart Association’s Life's Simple 7:
Avoiding Heart Failure and Preserving Cardiac
Structure and Function

Aaron R. Folsom, MD,* Amil M. Shah, MD,” Pamela L. Lutsey, PhD,” Nicholas S. Roetker, MPH,? Alvaro Alonso, MD, PhD,’
Christy L. Avery, PhD,“ Michael D. Miedema, MD,” Suma Konety, MD,® Patricia P. Chang, MD," Scott D. Solomon, MD"

g African Americans Whites
3 e el = P
t Toemmmw T A Greater achievement of
g o American Heart Association’s
; qe Life’s Simple 7 in middle age is
E associated with a lower
e - lifetime occurrence of heart
) ) failure and greater
oo LomsEmem—— preservation of cardiac
cororo R Eom e Ee R E structure and function.
Attained Age (v)
Race-specific lifetime risk of heart failure (HF) in American Journal of Medicine
relation to 3 categories of an AHA Life’s Simple 7 score, (2015) 128, 970-976

ARIC, 1987-2011.




CENTRAL ILLUSTRATION: Association of Survival With Individual and

- R Number of Goals Achieved
(

Death Rate Associated With Achieving Individual and Number of Goals

At Goal Not at Goal p N Died (%) p
N %Died N % Died l
SBP <130 mmHg —e-H 321 27 271 37 029 01 15 67%
LDL <85 mg/dl ——347 32 245 31 0.84 ) I PN | 82 43% 0.09
BMI <25 —e—— 57 28 535 32 028
3 e g 158 39% 0.02
NoSmoking | ——&—i| 505 30 87 43 002
4 I % | 155 29% 0.003
Physical Activity —e—| 233 28 359 38 0.007
Step 2 Diet —e—i| 487 28 105 47 002 = : * : 121 20% - =0.001
HbATC <7% o—i| 204 27 298 36 003 6.7 & | 61 18%  <0.001
T T TTT T T T T 111
02 0406 114 02 04 06 1 14
Time to Death by Count of Goals Achieved
1.0

0.8

F=y
e
0.6
'§ #Goals N % Died
a 0 2 50
T 04— 1 13 69
2 2 82 43 0.1.2
[ 3 158 39
A ool 4 15 29
: 5 121 20
6 59 19
72 0 Log rank p = 0.002
0.0
| I | | 1 1 I
0 2 4 6 8 10 12

Years of Follow-Up

M

Mancini, G.B.J. et al. J Am Coll Cardiol. 2019;73(16):2049-58.




B Does a DASH diet (for HTN) also protect for HF?

30.0
. Americ
e 25.0
]"-I '\.}-R IEE.
20.0
Research Article
Dietary Approis 0
£
Concordanceag
c .
Multi-Ethnic S
. < 5.0
Claudia L. Campos MD 1 2 & _ £
MPH 4, Alain G. Bertoni MD, MF
0.0
DASH Diet Quintiles
- -Age 45-54 =@= Age55-64 --Ac Age 65-74 === Age 75-84

I\\/I Northwestern Q1 = quintile 1 Q2 = quintile 2 Q3 = quintile 3 Q4 = quintile 4
Medicine



Joumal of the American College of Cardiology

Volume 73, Issue 16, April 2019
DOL 10.1016/j.jacc.2019.01.067

/- PDF Article

Dietary Patterns and Incident Heart Failure in U.S. Adults Without Known Coronary Disease
Kyla M. Lara, Emily B. Levitan, Orlando M. Gutierrez, James M. Shikany, Monika M. Safford, Suzanne E. Judd and

Robert S. Rosenson

e L | M S pU—— L.

2019 Am&an L

Kyla M. L

Northwestern
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CENTRAL ILLUSTRATION: Dietary Patterns Among American Adults and
Risk for Heart Failure

cruciferous vegetables
and other vegetables,
fruit, beans, and fish

Plant-Based

Risk of Heart Failure

fried food, organ
meats, processed
meats, eggs, added
fats, and sugar-
sweetened beverages

Risk of Heart Failure

meat dishes, pasta,
Mexican dishes, pizza,
fried potatoes, Chinese
dishes and fast food

Convenience

No Association with
desserts, bread, sweet = =
Erltacs foodte Heart Failure Risk
chocolate, candy, solid
fats and oils, and

miscellaneous sugar

wine, liquor, beer, leafy

Alcohol and Salads

greens and salad
dressing

Lara, K.M. et al. J Am Coll Cardiol. 2019;73(16):2036-45.




@ e JAMA Network

From: The Metabolodiuretic Promise of Sodium-Dependent Glucose
Cotransporter 2 InhibitionThe Search for the Sweet Spot in Heart Failure

JAMA Cardiol. 2017;2(9):939-940. doi:10.1001/jamacardio.2017.1891

= el s
1 Myocardial | : il 'T/
energetics 6 B-hydroxybutyrate t

e
(ketone body) j

\

Diuresis

(= Natriuresis
( § Preload Glycosuria
p - -
Proteinuria

Y

L) G
EERY) &

Afferent
arteriole

& 7
Efferent
arteriole

Normal

N

SGLT2 inhibitors cause
afferent arteriolar
constriction

Figure Legend: Proposed Mechanism of Cardiorenal Protection With Sodium-Dependent Glucose Cotransporter 2 (SGLT2) InhibitorsAt the level of the kidney, SGLT2 inhibition promotes
g 9 ' glycosuria and natriuresis. It also promotes afferent arterioral constriction resulting in a decrease in intraglomerular pressure. A reduction in preload and resultant left ventricular
(LV) wall stress improves overall LV filling conditions. Additionally, metabolic effects of SGLT2 inhibition to improve myocardial energetics and reduce afterload have also been

proposed as cardioprotective mechanisms. ATP indicates adenosine triphosphate.

This figure was specifically commissioned for this article and has not been reproduced in any form in any media format. Figure created by M. Gail Rudakevich, BSc, MScBMC.

I\ Northwestern
Medicine’ All Rights Reserved.

Copyright 2017 American Medical Association.

Date of download: 10/2/2017




Meta-analysis; SGLT2 inhibitors and heart failure
B hospitalizations

Patients Events Events per 1000 Weight HR HR (95% CI)
patient-years (%)

Treatment{n}  Placebo{n} Treatment Placebo
Patients with history of heart failure
EMPA-REG OUTCOME 462 244 124 6316 855 236 L 072 (0-50-1-04)
CANVAS Program 203 G58 203 15.4 56.8 341 —a—— (.61 ((146-0.80)
DECLARE-TIMI 58 52 872 314 451 555 42-4 —— 0-75 (0-63-0-95)
Fixed effects model for history of heart failure (p<0-0001) i 0-71(0-61-0-84)
Patients with no history of heart failure
EMPA-REG OUTCOME 4225 2089 139 155 249 300 —— 0-63(0-51-0-78)
CANVAS Program 4992 3689 449 136 15.2 324 —a— 0-87 (0-72-1.06)
DECLARE-TIMIEE 7730 7706 539 8.9 105 376 — 0-84 (072-0.99)
Fixed effects model for no history of heart failure (p<0-0001) - 079 (0-71-0-88)

035 050 1.00 250
—

I\ Northwestern
Medicine’
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Joumal of the American College of Cardiology

Wolume 73, Issue 15, April 2019 /- PDF Article

DOI: 10.1016/].jacc.2019.01.056

Empagliflozin Ameliorates Adverse Left Ventricular Remodeling in Nondiabetic Heart

Failure by Enhancing Myocardial Energetics
Carlos G. Santos-Gallego, Juan Antonio Requena-lbanez, Rodolfo Sarn

Belen Picatoste, Eduardo Flores, Alvaro Garcia-Ropero, Javier Sanz, R
Badimaon

Failure

Healthy Myocardium

CENTRAL ILLUSTRATION: Postulated Effect of Empagliflozin on Heart

Heart Failure Myocardium Myocardium on Empagliflozin Rx

t Ketone Bodies

v {Insulin
Carlos Glycosuria —» 'Glu cagon_’ Lipolysis ——» Ketogenesis
MNort_hwestern Santos-Gallego, C.G. et al. J Am Coll Cardiol. 2019;73(15):1931-44.
2019 American Mggglg{ l(-J.:%\rdiology Foundafion
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2 - p=0.03

Normetanephrine
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p=0.03

ST2 Serum Levels (ng/mL)

EMPA

Carlos G. Santos-Gallego et al. JACC 2019;73:1931-1944
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New Heart Failure Guidelines;
what should be different?

*1. Format
- knowledge chunks
* 2. Emphasis
- prevention
* 3. Content
- HFpEF
- acute/hospitalized HF
- implementation strategies/science
- precision medicine/epigenetics/SDOH
*4. Nomenclature?
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W Is it time for a culture change?

“The greatest
teacher, failure is.” g
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The next heart failure
guidelines; first order of
business--

CHANGE THE NAME-
Take the “failure” out
of heart failure
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