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Classes of recommendations

Clases de recomendacion y niveles de evidencia

Class Il

Class lla

Class Ilb

Class Il

Definition Wording to use

Evidence and/or general agreement
that a given treatment or procedure is
beneficial, useful, effective.

Conflicting evidence and/or a divergence of opinion about the usefulness/
efficacy of the given treatment or procedure.

Weight of evidence/opinion is in Should be considered
favour of usefulness/efficacy.

Usefulness/efficacy is less well

established by evidence/opinion.

Evidence or general agreement that the
given treatment or procedure is not
useful/effective, and in some cases

may be harmful.

©ESC 2021

Levels of evidence

Level of
evidence C

Consensus of opinion of the experts and/or small studies,
retrospective studies, registries.

®ESC 2021
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Definicion

Type of HF HFmrEF HFpEF

< Symptoms * Signs® Symptoms + Signs® Symptoms * Signs®

ﬁ 2 LVEF <40% LVEF 41—49%" LVEF >50%

g = = Objective evidence of cardiac structural and/or functional

abnormalities consistent with the presence of LV diastolic

dysfunction/raised LV filling pressures, including raised natriuretic peptides*

v Sin cambios respecto a las guias ESC 2026



2016 2021

Patient with symptomatic* HFrEF* M cs
‘ Class |la

Therapy with ACE-I and beta-blocker
(Up-titrate to maximum tolerated evidence-based doses)

Still symptomatic
and LVEF =35% 7

]

Add MR antagonist®*
(up-titrate to maximum tolerated evidence-based dose)

ARNI to replace need for
= -

These above treatments may be combined if indicated

.

No
e Still symptomatic >
5 and LVEF <35%
8 Yes l
a
2 | ! '
©
a8 Able to tolerate Sinus rhythm, Sinus rhythm,"
¥ ACEI (or ARB)* QRS duration 2130 msec HR 270 bpm
wi
2

QRS 130-149 ms
(Class Ila)

or a history of symptomatic YT/VF, implant ICD
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Resistant symptoms
Yes l 1 No L
Consider digoxin or H-ISDN No further action required
or LVAD, or heart transplantation Consider reducing diuretic dose CL I' NIC
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: Loop diuretic for fluid retention
(Class )
|

Recommendations Class® Level®

An ACE-l is recommended for patients with HFrEF to reduce the risk of HF
hospitalization and death.''%~""3

A beta-blocker is recommended for patients with stable HFrEF to reduce the risk of
HF hospitalization and death.' '~ 129

LY An MRA is recommended for patients with HFrEF to reduce the risk of HF hospitalization and death.'*"'*?

Dapagliflozin or empagliflozin 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.'®

CLIiNIC

BARCELONA

Hospital Universitari



The NEW ENGLAN D
JOURNAL o MEDICINE

ESTABLISHED IN 1812 NOVEMBER 21, 2019 VOL. 381 NO. 21

Dapagliflozin in Patients with Heart Failure and Reduced
Ejection Fraction

J.J.V. McMurray, S.D. Solomon, S.E. Inzucchi, L. Keber, M.N. Kosiborod, F.A. Martinez, P. Ponikowski,

DAPA-HF: Muerte CV u Hospitalizacion/visita urgente por IC).

367

**1 26% RRR
2871 HR 0.74 (0.65, 0.85)

Placebo
S ,,| P=0.00001
[}]
&
*gzo— NNT =21
g DAPA
o 16
Q
2
® 12
=
€
S 8-
4—
0= | | | | | | | |
) 3 6 9 12 15 18 21 24
No. at Risk Months from Randomization
DAPA 2373 2305 2221 2147 2002 1560 1146 612 210
Placebo 2371 2258 2163 2075 1917 1478 1096 593 210

ORIGINAL ARTICLE

Cardiovascular and Renal Outcomes
with Empagliflozin in Heart Failure

M. Packer, S.D. Anker, ). Butler, G. Filippatos, S.J. Pocock, P. Carson, J. Januzzi,

EMPEROR-Reduced: Muerte CV u Hospitalizacion por IC

Estimated Cumulative Incidence (%)

Hosp por IC

Muerte CV

357 Hazard ratio, 0.75 (95% Cl, 0.65-0.86) Placebo
P<0.001
30
25-
<~ Empagliflozin
20
15—
o RRR= 25%
5 NNT=19
0

I I | I T
0 90 180 270 360 450 540 630 720 810
Days since Randomization

Empaglifozina (n=1863) Placebo (n=1867) HR
Ne de Eventos/100 Ne de Eventos/10
eventos (%) pac/afio eventos (%) 0 pac/afio
246 (13.2%) 10.7 342 (18.3%) 15.5 0.69 (0.59-
0.81)
187 (10.0%) 7.6 202 (10.8%) 8.1 0.92 (0.75-

1.12)
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Management of patients with HFrEF

¢ Loop diuretic for fluid retention
(Class I )

]

Recommendations

An ACE-l is recommended for patients with HFrEF to reduce the risk of HF
hospitalization and death.''?~1"3

A beta-blocker is recommended for patients with stable HFrEF to reduce the risk of
HF hospitalization and death.' '~ 129

Class® Level®

", An MRA is recommended for patients with HFrEF to reduce the risk of HF hospitalization and death.'*"'*?
= | Dapagliflozin or empagliflozin are recommended for patients with HFrEF to reduce the risk
i 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.'®

talizations by 42% compared to enalapril. As such, initiation
of sacubitril/valsartan in ACE-| naive (i.e. de nowo) patients with HFrEF
may be considered (class of recommendation lIb, level of evidence
B). Patients being commenced on sacubitril/valsartan should have an

1Uo, 1u/7,1351
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@ ESC European Journal of Heart Failure (2019) 21, 998-1007 RESEARCH ARTICLE
European Scciety doi:10.1002/ejhf. 1498

of Cardiology

Initiation of sacubitril/valsartan in
haemodynamically stabilised heart failure
patients in hospital or early after discharge:

primary results of the randomised
TRANSITION study

Rolf Wachter‘*_, Michele Senni?, Jan Belohlaveld, Ewa_Straburzynska-Miggj“,

B Pre-discharge
initiation (N = 493)

W Post-discharge
initiation (N = 488)

RAR 0.96 (0.92, 1.01)

/ \ P =0.089
1
100 + RRR 0.91 (0.83, 0.99) 0.6
P =0.034 86.0 ’
4 RRR0.90 (0.79, 1.02) 1
P =0.009

RAR 1.49 (0.90, 2.46)
P=0.117

1
73 49

Proportlon of pallents (%)
o338588388

’ Primary endpolnt

Achieved and

Achieved and Permanently

On target dose maintained a sac/val dose maintained any discontinued
of 87/103 mg pf 49/51 or 97/103 mg bid dose of sacival sacival due to
sac/val at for =2 weeks for =2 weeks AE
Week 10 leading to Week 10 leading to Week 10

v 286 pacientes (29%) eran IC de novo.
v’ 242 pacientes (24%) eran naive.

ORIGINAL ARTICLE

Angiotensin—Neprilysin Inhibition
in Acute Decompensated Heart Failure

Eric). Velazquez, M.D., David A. Morrow, M.D., M.P.H.,
PIONEER. New Engl J Med 2018.

Enalapril

Changein NT-proBNP
from Baseline (%)
3
|

_604 Sacubitril-valsartan
—70 1 1 I | 1 I | 1 |
Baseline 1 2 3 4 5 6 7 8
Weeks since Randomization
No. at Risk
Enalapril 304 359 351 350 348
Sacubitril-valsartan 397 355 363 365 349

v 303 pacientes (34.4%) eran IC de novo.

v 459 pacientes (52.1%) eran naive. CLNIC

BARCELONA
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Management of patients with HFrEF

¢ Loop diuretic for fluid retention
(Class I )

]

Recommendations Class® Level®

An ACE-l is recommended for patients with HFrEF to reduce the risk of HF

hospitalization and death.''?~1"3

A beta-blocker is recommended for patients with stable HFrEF to reduce the risk of
HF hospitalization and death.' '~ 129

LY An MRA is recommended for patients with HFrEF to reduce the risk of HF hospitalization and death.'*""*?
- = | Dapagliflozin or empagliflozin are recommended for patients with HFrEF to reduce the risk
A 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.'®

talizations by 42% compared to enalapril."™ """ As such, initiation Loop diuretics
of sacubitril/valsartan in ACE-I naive (i.e. de novo) patients with HFrEF BHURSH S ane recomimenced o patienes Wi
. - . HFrEF with signs and/or symptoms of congestion
may be considered (class of recommendation lIb, level of evidence Y ey = c
to alleviate HF symptoms, improve exercise
B). Patients being commenced on sacubitril/valsartan should have an capacity, and reduce HF hospitalizations.'

An ARBC is recommended to reduce the risk of

S ’ HF hospitalization and CV death in symptomatic
- @ - patients unable to tolerate an ACE-l or ARNI LINIC
B patients should also receive a

ospital Universitari

e an MRA)."*



QRS <130 ms and
where appropriate

IcD
Non-ischaemic  Ischaemic

(Class Ila) (Class )

l

'LVEF >35% or device
therapy not indicated
0 or inappropriate w

y

LVEF <35% and
QRS =130 ms

l

CRT-D®-P
QRS 130-149 ms QRS >15

\

If symptoms persist, consider therapies
with Class Il recommendations

Secondary prevention

An ICD is recommended to reduce the risk of
sudden death and all-cause mortality in patients
who have recovered froma ventricular arrhyth-
mia causing haemodynamic instability, and who
are expected to survive for >1 year with good
functional status, in the absence of reversible
causes or unless the ventricular arrhythmia has
occurred <48 h after a MI.'¢*~ "%

Primary prevention

An ICD is recommended to reduce the risk of
sudden death and all-cause mortality in patients
with symptomatic HF (NYHA class II—IIl) of an
ischaemic aetiology (unless they have had a Ml in
the prior 40 days—see below), and an LVEF
<35% despite >3 months of OMT, provided
they are expected to survive substantially longer
than 1 year with good functional status.’®"'%

CLIiNIC

BARCELONA
Hospital Universitari



T e e v e sy An [CD should be considered to reduce the risk
of sudden death and all-cause mortality in
patients with symptomatic HF (NYHA class
lI—Ill) of a non-ischaemic aetiology, and an LVEF lla
: <35% despite >3 months of OMT, provided

QRS <130 ms and
where appropriate

oo s they are expected to survive substantially longer
= Patients should be carefully evaluated by an
H symptoms pesise. considr therapis experienced cardiologist before generator

|
than 1 year with good functional status,'¢™166-167
(Class lla) Class I)
L with Class Il recommendations j

- replacement, because management goals, the la
patient’s needs and clinical status may have
changed.'$8~172




A Death from Any Cause
1.0+
0.9+
0.5+
0.74
0.6

05 Hazard ratia 0.7 95% C1, 0.68-1.12)
s P02

03 Control Group

Cumulative Event Rate

024 ICD Group
0.1

0.0+

Years

B Cardiovascular Death
1.0+

e NEW ENGLAN D o2
JOURNAL of MEDICINE

0.7+
ESTABLISHED IN 1812 SEPTEMBER 29, 2016 VOL. 375 NO.13

06
05 Hazard ratia 0.77 (95% C1, 0.57-1.05)
a4l P-010

03

Defibrillator Implantation in Patients with Nonischemic 22]:

Systolic Heart Failure 00

Cumul ative Event Rate

Lars Keber, M.D., D.M.Sc, Jens ). Thune, M.D., Ph.D., Jens C. Nielsen, M.D., D.M.Sc., Jens Haarbo, M.D., D.M.Sc.,

Years

C Sudden Cardiac Death
DANISH Trial 10-
05+
0.7+

046
05 Hazard ratia 0.50 (95% C1, 031-0.82)
0e] P-0005

034
024

Cumulative Event Rate

0.14 gt
0.0 1 1 1 1 1
4 5 6 7

Years

No. at Risk CLINIC
Control SE0 540 517 438 344 248 169 8 12

Hospital Universitari

Group
ICDGroup 556 540 526 451 358 272 18 107 17



CRT is recommended for symptomatic patients
with HF in SR with a QRS duration =150 ms and
LBBB QRS morphology and with LVEF <35%
despite OMT in order to improve symptoms
and reduce morbidity and mor‘tality."m“'"215

CRT rather than RV pacing is recommended for
patients with HFrEF regardless of NYHA class or
QRS width who have an indication for ventricu-

QRS 130-149 ms QRS >

i-lff m
(Class |

e lar pacing for high degree AV block in order to
a reduce morbidity. This includes patients with
AF 216-219



CRT should be considered for symptomatic
patients with HF in SR with a QRS duration
>150 ms and non-LBBB QRS morphology and
with LVEF <35% despite OMT in order to
improve symptoms and reduce morbidity and
mortality 2521

CRT should be considered for symptomatic
patients with HF in SR with a QRS duration of

130—149 ms and LBBB QRS morphology and |

D°/-P
QRS 130-149 ms QR 0
e

If symptoms persist, consider therapies

with LVEF <35% despite OMT in order to
improve symptoms and reduce morbidity and
mortality. 2122

Patients with an LVEF <35% who have received
a conventional pacemaker or an ICD and subse-
quently develop worsening HF despite OMT and
who have a significant proportion of RV pacing
should be considered for ‘upgrade’ to CRT.?’




CRT may be considered for symptomatic
patients with HF in SR with a QRS duration of
130—149 ms and non-LBBB QRS morphology
and with LVEF <35% despite OMT in order to
improve symptoms and reduce morbidity and
mortality. 28213

CRT is not recommended in patients with a
QRS duration <130 ms who do not have an indi-
cation for pacing due to high degree AV

block 22— 224




I-channel inhibitor

. ) Ivabradine should be considered in symptomatic

QRS <130 ms and  LVEF<3%and patients with LVEF <35%, in SR and a resting
where appropriate 0 or inappropriate » k QRS =130 ms - - :
| | heart rate >70 b.p.m. despite treatment with an

(Class lla)

o — mum tolerated dose below that), ACE-I/(or
" P ARNI), and an MRA, to reduce the risk of HF
g S e hospitalization and CV death.'**

Ivabradine should be considered in symptomatic

patients with LVEF <35%, in SR and a resting

heart rate >70 b.p.m. who are unable to tolerate

or have contraindications for a beta-blocker to lla C
reduce the risk of HF hospitalization and CV

death. Patients should also receive an ACE-| (or

ARNI) and an MRA.'#°

CLIiNIC

BARCELONA
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Digoxin may be considered in patients with
symptomatic HFrEF in sinus rhythm despite
treatment with an ACE-l (or ARNI), a beta-
blocker and an MRA, to reduce the risk of hospi-
talization (both all-cause and HF
hospitalizations).'**

Vericiguat may be considered in patients in
NYHA class |-V 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. ™"




Cumulative incidence rate

The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 MAY 14, 2020 VOL. 382 NO. 20

Vericiguat in Patients with Heart Failure and Reduced
Ejection Fraction

Paul W. Armstrong, M.D., Burkert Pieske, M.D., Kevin J. Anstrom, Ph.D., Justin Ezekowitz, M.B., B.Ch,,

VICTORIA Trial

0.55
0.50+
0.45+
0.40+
0.35+
0.30+
0.25+
0.20+
0.15+

0.10+
0.05+

Vericiguat
Placebo

HR=0.90 (95% Cl 0.82-0.98)
P=0.02

0.00
0

4 8 12 16 20 24 28 32
Months since randomisation

Number of subjects at risk

2526
2524

2099 1621 1154 826 577 348 125 1
2053 1555 1097 772 559 324 110 0

Tasa de eventos
33.6% x100 pac-ano
vs. 37.8% con
placebo.

RRR=10%
RRA= 4.2% por aio.

NNT= 24.

CLINIC
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Hydralazme and |sosorb|de dmltrate should be
considered in self-identified black patients with
LVEF <35% or with an LVEF <45% combined
with a dilated left ventricle in NYHA class -1V lla
despite treatment with an ACE-l (or ARNI), a |
beta-blocker and an MRA to reduce the risk of

HF hospitalization and death.'*?

Hydralazine and isosorbide dinitrate may be con-
sidered in patients with symptomatic HFrEF who
cannot tolerate any of an ACE-l, an ARB, or
ARNI (or they are contraindicated) to reduce

the risk of death.'**




To reduce mortality - for all patients

( | J |

|

To reduce HF hospitalization/mortality - for selected patients

Volume overload
)
|
SR with LBBB = 150 ms SR with LBBB 130—149 ms or non LBBB= |50 ms
| e |
Ischaemic aetiology Non-ischaemic aetiology
ICD N ICD ) \
Atrial fibrillation Atrial fibrillation Coronary artery disease Iron deficiency
@IS Dgodn) i )l CABG ) (Femcarbogmaltose)
| {
Aortic stenosis Mitral regurgitation ~ Heart rate SR>70 bpm Black Race ACE-I/ARNI intolerance
TEE MV _ivabradine )  Hydralazine/ISDN) (LTI ,
g Repalr )| s | D | L, CLINIC

i
BARCELONA
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DOAC:s are recommended in preference to
VKAs in patients with HF, exceptin those with
moderate or severe mitral stenosis or mechani-
cal prosthetic heart valves.>%>%

In cases of a clear association between paroxys-
mal or persistent AF and worsening of HF symp-
toms, which persist despite MT, catheter
ablation should be considered for the prevention
or treatment of AF.>>2~2343%7




To reduce mortality - for all patients

( | J |

|

To reduce HF hospitalization/mortality - for selected patients

Volume overload
)
|
SR with LBBB = 150 ms SR with LBBB 130—149 ms or non LBBB= |50 ms
| e |
Ischaemic aetiology
ICD
Atrial fibrillation Atrial fibrillation
[ Anccosgulacion - DYSS. RS R
\ g
Aortic stenosis Mitral regurgitation ~ Heart rate SR>70 bpm Black Race ACE-I/ARNI intolerance
TEE MV  iabradine )  Hydralazine/SDN) QLT HND) ,
g Repalr )| s | D | L, CLINIC

i
BARCELONA
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It is recommended that all patients with HF be
periodically screened for anaemia and iron defi-
ciency with a full blood count, serum ferritin
concentration, and TSAT.

Intravenous iron supplementation with ferric

carboxymaltose should be considered in symp-
tomatic patients with LVEF <45% and iron defi-

ciency, defined as serum ferritin <100 ng/mL or
serum ferritin 100—299 ng/mL with TSAT
<207%, to alleviate HF symptoms, improve exer-
cise capacity and QOL.72%7%724

Intravenous iron supplementation with ferric
carboxymaltose should be considered in symp-
tomatic HF patients recently hospitalized for HF

and with LVEF <50% and iron deficiency, defined

as serum ferritin <100 ng/mL or serum ferritin
100—299 ng/mL with TSAT <207%, to reduce
the risk of HF hospitalization.”"




Ferric carboxymaltose for iron deficiency at discharge after
acute heart failure: a multicentre, double-blind, randomised,

controlled trial

Piotr Ponikowski, Bridget-Anne Kirwan, Stefan D Anker, Theresa McDonagh, Maria Dorobantu, Jarostaw Drozdz, Vincent Fabien,

ﬁ Total heart failure hospltdlsztlons\

100
m—
80—
70
60
50—
40
30+
20

10+

RR 0-74 (95% (0 0-58-0-94);
p=0-013

36 52
Time since randomisation (weeby

227

A Primary outcome: total heart failure B Total cardiovascular hospitalisations
hospitalisations and cardiovascular and cardiovascular death
death
100 - — Ferric carboxymaltose 100 RR0-80 (95% (10-64-1-00);
90~ — Placebo 90— p=0-05
£ » 80- RRO79(95% 0 062-1.01); 80—
-
g 5 e 70- o
25 6o _ 60+ /
55 § 50 / 50
g 8 40 // 404
B '; 30 - 30
§ 2 20- 20—
104 104
| T T T | 0= T T T
D Cardiovascular death m‘ist heart failure hospitalisation
or cardiovascular death
£ 10— HRO096(95% (1070-132); 1.0 HR0-80 (95% (10-66-0-98);
¢ 09-]p=0809 09+ p=0030
— 08 0-84
=
3 074 07+
g 06 06
i 05— 05
5 04- 04
§ 034 03 o
= 02- 02 "
g‘ 014 01—
S a=n T T T 1 O T T T
- 12 24 36 52 4 12 24 36 52
Number at risk Time since randomisation (weeks) Time since randomisation (weeks)
Ferric carboxymaltose 544 509 483 468 289 519 457 416 381
Placebo 537 51 486 465 285 514 446 389 358 2

F@R®

CrossMark

AFFIRM Trial
Lancet 2020.
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To reduce mortality - for all patients

( | J |

|

To reduce HF hospitalization/mortality - for selected patients

Volume overload
)
|
SR with LBBB = 150 ms SR with LBBB 130—149 ms or non LBBB= |50 ms
| e |
Ischaemic aetiology Non-ischaemic aetiology
ICD N ICD ) \
Atrial fibrillation Atrial fibrillation Coronary artery disease Iron deficiency
@IS | Dodn) P ) CABG ) (Femcarbogmaltose)
\ | ‘
Aortic stenosis Mitral regurgitation | Heart rate SR>70 bpm Black Race ACE-I/ARNI intolerance
_ivabradine )  Hydralazine/ISDN) (LTI ,
R | D | L, CLINIC

BARCELONA

Hospital Universitari




Percutaneous edge-to-edge mitral valve repair
should be considered in carefully selected
patients with secondary mitral regurgitation, not
eligible for surgery and not needing coronary
revascularization, who are symptomatic® despite
OMT and who fulfil criteria® for achieving a

reduction in HF hospitalizations.*'*

Criterios COAPT*:
_ FEVI <20%.
- DTSVI <70 mm.

- PAPS <70 mmHg.
- Ausencia de dx severa del

VD e insuficiencia

tricuspidea severa.
- Ausencia de inestabilidad

hemodinamica.

*Stone. N Engl J Med 2018.

CLIiNIC

BARCELONA
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The

NEW ENGLAND

JOURNAL of MEDICINE

ORIGINAL ARTICLE

ESTABLISHED IN 1812

Percutaneous Repair or Medical Treatment for Secondary

J.-F. Obadia, D. Messika-Zeitoun, G. Leurent, B. lung, G. Bonnet, N. Piriou, T. Lefévre, C. Piot, F. Rouleau,

DECEMBER 13, 2018 VOL. 379 NO. 24

Mitral Regurgitation

MITRA-FR Trial

Probability of Freedom from an Event

No. at Risk

Control group
Intervention group

0.4 Intervention group
0.3+
0.2+
0.1+
0.0 T T T T T 1
0 2 4 6 3 10 12
Months
152 123 105 94 86 20 73
151 114 95 91 81 73 67

Transcatheter Mitral-Valve Repair
in Patients with Heart Failure

G.W. Stone, J.A. Lindenfeld, W.T. Abraham, S. Kar, D.S. Lim, J.M. Mishell,

A Hospitalization for Heart Failure

300+ Control group
§ 20
L
23 200
"g'd'
T
= 150
52 =
S = evice grou
z% 1004 g
E
= Hazard ratio, 0.53 (95% Cl, 0.40-0.70)
P<0.001
0 I I I I I I I I
0 3 6 9 12 15 18 21 24

Months since Randomization

No. at Risk
Controlgroup 312 294 271 245 219 176 145 121 88
Devicegroup 302 286 269 253 236 191 178 161 124

C Death from Any Cause
100+

Hazard ratio, 0.62 (95% Cl, 0.46-0.82)
P<0.001

Control group

Patients Who Died from
Any Cause (%)

204 Device group

o
Y

0 3 6 9 12 15 13 21 24
Months since Randomization

No. at Risk
Control group 312 294 271 245 219 176 145 121 88
Devicegroup 302 286 269 253 236 191 178 161 124

COAPT Trial.
N Engl J Med 2018

CLIiNIC
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To reduce mortality - for all patients

D G eI €D
| |

To reduce HF hospitalization/mortality - for selected patients

SR with LBBB = 150 ms SR with LBBB |30-149 ms or non LBBB= |50 ms
Non-ischoemic oetiology
i SicD )]
lron defidency
 Ferric carboxymalktose. W)J

Aorticstenosts  Mural regurgitation  Heart rate SR>70 bpm  BlockRace  ACE-ARNI intolerance
.

For selected advanced HF patients

To reduce HF hospitalization and improve QOL - for all patients

Exercise rehabilitation

Multl-professional disease management

CLIiNIC

BARCELONA
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Patients being considered for long-term MCS must

have good compliance, appropriate capacity for
device handling and psychosocial support.*™~*1¢

Heart transplantation is recommended for
patients with advanced HF, refractory to medi-
cal/device therapy and who do not have absolute
contraindications.
Long-term MCS should be considered in patients
with advanced HFrEF despite optimal medical and
device therapy, not eligible for heart transplantation
or other surgical options, and without severe right
ventricular dysfunction, to reduce the risk of death
and improve symptoms, 783%6397:401:402:404417

Long-term MCS should be considered in patients
with advanced HFrEF refractory to optimal med-
ical and device therapy as a bridge to cardiac
transplantation in order to improve symptoms,
reduce the risk of HF hospitalization and the risk
of premature death 0 N




JAMA Cardiology | Original Investigation

Association of Clinical Outcomes With Left Ventricular Assist Device Use
by Bridge to Transplant or Destination Therapy Intent

The Multicenter Study of MaglLev Technology in Patients Undergoing
Mechanical Circulatory Support Therapy With HeartMate 3 (MOMENTUM 3)

Randomized Clinical Trial

Daniel J. Goldstein, MD; Yoshifumi Naka, MD, PhD; Douglas Horstmanshof, MD; Ashwin K. Ravichandran, MD, MPH;

Figure 1. Primary End Point Analysis

[A] BTT/BTC (n=396)

No. at risk
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Survival at 2 years free of disabling stroke (defined as a modified Rankin score greater than 3) or reoperation to replace or remove a malfunctioning device in the
bridge to transplant (BTT)/bridge to transplant candidacy (BTC) and destination therapy (DT) cohorts. HR indicates hazard ratio.
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To reduce mortality - for all patients

D G eI €D
| |

To reduce HF hospitalization/mortality - for selected patients
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For selected advanced HF patients

To reduce HF hospitalization and improve QOL - for all patients

Exercise rehabilitation

Multl-professional disease management
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Recommendations

Itis recommended that HF patients are enrolled
in a multidisciplinary HF management pro-
gramme to reduce the risk of HF hospitalization
and mortality 02314315316

Class®

Self-management strategies are recommended
to reduce the risk of HF hospitalization and
mor'tality.m9

Either home-based and/or clinic-based pro-
grammes improve outcomes and are recom-
mended to reduce the risk of HF hospitalization
and mortality.31%3"7

Influenza and pneumococcal vaccinations should

be considered in order to prevent HF

hospitalizations.*'**1%

Level®

@©)- Recomendaciones generales

Recommendations

Exercise is recommended for all patients who are
able in order to improve exercise capacity, QOL,
and reduce HF hospitalization,© *2*~*22335—3%7

A supervised, exercise-based, cardiac rehabilita-
tion programme should be considered in
patients with more severe disease, frailty, or
with comorbidities.”>>24 32738

Non-invasive HTM may be considered for
patients with HF in order to reduce the risk of
recurrent CV and HF hospitalizations and CV

death.*™*
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ACEI) AR (ARMI
MRA
Ouretics
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Muchas gracias!

anagarci@clinic.cat

CLIiNIC

BARCELONA

Hospital Universitari



