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Managing Acute Heart Failure
Trials and Tribulations
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Prognosis of Acute Heart Failure
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Outcome dependent on etiology of AHF
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Recurring Hosphalisations Impair Outcome
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Bad for the patient....and for the doctor....

What are the current guidelines?

2016 ESC Guidelines for the diagnosis and
ltreatment of acute and chronic heart failure

[The Task Force or the dfagnesis and treatment of acute and chronic
[bear tre of the European Seciety of Candiology (ESC)

[Devetopad with thespecial comtrtaton of the Heart Faitrs
[Associacen (HFA) of the £5C
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Goals of treatment

Intermediate:

«Identify actiology and
relevant co-morbidities

«Titrate therapy to control
‘symptoms and congestion

«Initiate and up-titrate
disease-modifying
pharmacological therapy

«Consider device therapy in
‘appropriate patients

\ In-hospital
Consecutive phases \

of AHF management

and optmize biood pressure

acute heart failure

Pre-discharge and long-term
management:

« Develop a careful plan that provides:
a. schedule for up-titrating and
monitoring of pharmacological
b. need and timing for review for
device therapy.

. who will see the patient and when

« Enrol in disease management

ramme, educate, initiate lifestyle
adjustments

« Prevent early readmission

« Improve symptoms, QoL and survival
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Intermediate management and criteria for discharge

Identify aetiology and relevant co-morbidities

Intermediate management

Identify aetiology and relevant co-morbidities

Coexistence of two clinical conditions - ACS ai
gro ere an

perform

up wher

nd AHF - always identifies a
invasive strategy with intent to

is of ECG or biomarker findings
for coronary chronic HF
ik el cercary
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Intermediate management

Titrate therapy to control symptoms & congestion and opti

ize blood pressure

Recommendstions

ottt s st be
weighed sty nd have an accurate i baance.
hare complated

y——1

Frequent.cftan datymessuremees of

rens fusction (oo ures. crespnine) 3nd
cincrctytns (potarssm sodum)
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dostarorm istem areagenins are incased i




Sllde 19 Pre-discharge management and criteria for discharge

Initiate and up-titrate disease-modifying pharmacological therapy

Recommendations Class* | Level®

In case of woesesing of chronic HFrEF. every
attempt should be made to continue evidence-
based, dsease-malifying therapies, i the
absenco of haemodyramic instabilty or contra-
indications

I the case of de v HFYEF,every attampt

shouid be made to itate these cherspes after
hagmodyramic sabiiztion.

i the case

In partculer,
'AHF presentations except in cardiagenc shock.”
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Therapeutic algorithm
for a patient with

‘symptomatic HFrEF

I g OHT

g

Slide 2 1 Criteria for discharge from hospital
and follow-up in the “high-risk” period

Patients admitted with AHF are medically fit for discharge:

when i stable, on
evidence-based oral medication and with stable renal function
for at least 24 h before discharge

+ once provided with tailored ion and advice about self-care

!
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Develop a careful plan that provides:

a. schedule for up-titrating and monitoring of p
therapy

b. need and timing for review for device therapy
c. who will see the patient and when

Patients should be:

enrolled in a disease management program

seen by their general practitioner within 1 week of discharge
+ seen by the hospital cardiology team within 2 weeks of

discharge (if feasible)

Cardiology follow-up after discharge
in NHS hospitals in England (2009-11)

3 phase terrain of readmission risk after HF Hospitalization

il
dischorge

I periods of ighest isk for readimission

unavoidable readmissions

“Tranaitian Shave”

“Plateau Phase”

Readmission Rate

Median Time from hospital discharg
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Serelaxin

ATOMIC-HF

* “in patients with AHF,
intravenous omecamtiv did
NOT meet the primary
endpoint of dyspnoea
improvement, but it was
generally well tolerated,
increased systolic ejection
time, and may have
improved dyspnoea in the
Omecamte high dose group”

Teerlink JR et al. JACC 2016; 67: 144455
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Ularatide

A

 Ularitide:
An Towestigational Natriuretic Paptide

i tof
Acute Decompensated Heart Fsilure

SERCA2a Gene Therapy
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« “Allot of us were very optimistic and hopeful that
CUPID2 would meet its endpoint,” says Barry
Greenberg of the University of California, San
Diego (UCSD), who chaired the CUPID2
executive clinical steering committee. “There
was a very logical and appropriate scientific
rationale and the study was done very well,” he
says. “But it just didn't work out.”

Greenberg 8 et al. Lancet 2016; 387: 1178 - 86




Slide 31

Slide 32

Slide 33

= -
ﬁ Mini-LVAD

+ “medium.term outcomes (of rtary blood

pumps as destinaiion therapy) now compete
favourably vith cardiac ransplantation,
akihough...candidates are fundamentally

+ “The debate is rarely between cardiac

wansplant o etime LVAD - it should focus on
the choice between pump versus paliative
care for the thousands of patients o al age.
groups who are ineliibl for ransplantation. ”

And they may well be geting
Smaller an smaler e

Fluid retention

UNLOAD

+ 200 patients admitted
with at least 2 signs of
hypervolaemic HF
Randomised to UF or IV
diuretics (bolus or
infusion, at physician
discretion)

Primary endpoint:
dyspnoea relief and
weight loss at 48 hours.

2 16277 -84
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The results of this analysis from the UNLOAD trial
spite the lack of a statistical diffes
F and IV diuretics administered by con

how
e in weight

potonic fluid is a key factor in prg

ducing sustained clinical benefit in congested HF pati

Costanzo MR et al. J Cardac Failure 2010; 16: 277 - 84

caress

168 patints
Acute decompensated HF acmision + persisient
congeston + worsening renal unciion

2 vate vt 1 g3 o s

Swateqy: steppe drug therapy versus uafiraton
Primary endpoint

50 day followup

B ol N Eng e 2012 367 2296 - 304

CARESS-HF
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out10 60 days

B e N Eng ) e 2012 367 296 - 04

No difference in deaths or hospitalisations
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Conclusions

New guidance from ESC on AHF (2016) is pragmatic and focused on
reducing delay and identifying aetiologies that require specific
management

Much disappointment in trying to identify new treatments
Mechanical approaches to circulatory and renal support being examined
closely

+ Puteffort into doing what we do know more consistently and efficiently &

ensuring efficient transition into CHRONIC care, with early follow-up
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