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Définition de l'insuffisance cardiaque : une simplification

. o . IC a FE modérément . . .
IC a FE réduite o IC a FE préservée
réduite

Clinique Présence de symptomes % signes d’IC?
<40 % 41-49 % (54 ?) >50% (55 7)

BNP en RS > 35 pg/mL
en FA > 105
NT-proBNP en RS > 125 pg/mL
en FA > 365

Anomalies structurelles HVG,
dilatation OG (> 34 mL/m?)
Anomalies fonctionnelles
E/e’ >9
PAPS > 35 mmHg

o

9 Les signes peuvent ne pas étre présents aux stades précoces de I'IC et chez les patients traités de maniére optimale
La présence d’anomalies structurales ou fonctionnelles renforce le diagnostic



Diagnostic de l'insuffisance
cardiaque chronique :
une confirmation

if HF strongly suspected
if NT-proBNP/BNP unavailable
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Algorithme de traitement de l'insuffisance cardiaque chronique symptomatique a fraction d’éjection réduite
(FE <40 %) 2016
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hydralazine (non disponible en France)
- assistance mono-ventriculaire gauche
- greffe cardiaque

. . @9 Classe |
- Patient avec ICFEr symptomatique J Classe lla
c
§ v
9 Z Traiter par IEC et Bbloquant en augmentant jusqu’a la posologie maximale tolérée la plus proche possible des doses cibles
50 \’
3 *2 Persistance de symptomes et FEVG < 35 % Jl Non
C — .
EE
8':; Rajouter un ARM en ciblant les posologies validées sauf si contre-indiquées ou non tolérées
5s
g "é Persistance des symptomes et FEVG < 35 % Jl Non
:E S Qui |
=3 v ; y;
g =) Patient capable de tolérer pleine dose Rythme sinusal Rythme sinusal
° S d’IEC (ou d’ARA2) Durée QRS 2130 ms FC 270 bpm (75 en France)
EL
b V J
4= Remplacer IEC (ou ARA2) SEETE S indications Ivabradine J
o @ par IRAN *RT
E'®
3 E]
0 § Les traitements ci-dessus peuvent étre associés si indiqués J
55 \%
< >
€ o Persistance de symptémes J
; % v Oui | Non v
(‘g e Envisager autres possibilités thérapeutiques : Aucune autre action nécessaire
> ° - médicales : digoxine, association dinitrate d’isosorbide- Essayer de réduire les doses de diurétiques
19
7

Eur Heart J 2016; 37 (27) : 2129-200




Traitement de l'insuffisance cardiaque a fraction d’éjection réduite : une révolution
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Traitement pharmacologique de 1 intention de I'IC a FE réduite : une révolution

Recommendations Class® Level®

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

hospitalization and death.'"® "

A beta-blocker is recommended for patients with stable HFrEF to reduce the risk of

HF hospitalization and death,'™*~ "
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

© ESC 2021

hospitalization and death.'®

Sacubitril/valsartan may be considered in ACI-naive with HFrEF to reduce the risk of HF hospitalization and death




Inhibiteurs SGLT2 dans l'insuffisance cardiaque : 3 essais positifs

ICFEr chronique

Post-ICA

DAPA-HF! SOLOIST-WHT?
CV Death/HF hospitalization/Urgent HF visit CV Death/HF hospitalization/Urgent HF visit
%1 HR 0.74 (0.65, 0.85) 100+, Placebo
< 81 p=0.00001 - b 90
s NNT=21 acqho 20
g ,,-—”""” ‘é 70
S ] e = 60
) s . )
eg- = Dapagliflozin ~ 50 Sotagliflozin
E g' 40
2 <1 . S 30
3 w P - 20 Hazard ratio, 0.67 (9526 Cl, 0.52—-0.85)
i 10 P<0.001
1 T T T T T T T T T o T T T T T 1
(o] 3 6 9 12 15 18 21 24 (o] 3 6 S 12 15 18
Months since Randomization R R R
Number at Risk Months since Randomization
Dapagliflozin 2373 2305 2221 2147 2002 1560 1146 612 210 No. at Risk
Placebo 2371 2258 2163 2075 1917 1478 1096 593 210 Placebo 614 524 416 305 195 100 25
Sotagliflozin 608 540 430 310 209 97 29
EMPEROR-Reduced?
i - CV Death/HF hospitalization
o Pourcentage de patients diabétiques :
-
£ 4 | - DAPA-HF : 41,8 %
§ Placebo o
@ - EMPEROR-Reduced : 49,8 %
§ 20 - SOLOIST-WHT : 100 %
(%]
3 Empagliflozine
=
8 10 - HR = 0,75
‘© (ICss : 0,65-0,86)
. = p < 0,001
0 1.N Engl J Med 2019;381(21):1995-2008
y T T i T T T T ! 2.N Engl J Med 2021;384:117-128
0 90 180 270 360 450 540 630 720 810

Jours depuis la randomisation

3.N Engl J Med 2020;383(15):1413-1424



Méta-analyse des essais DAPA-HF et EMPEROR-Reduced : effets des gliflozines sur les déces, les
hospitalisations pour décompensation cardiaque et les évenements rénaux au cours de I'ICFEr chronique

) D Firsthospitaisation for heart ailre
Al causemortaly ' Numberwith event number o patients 1) HR(35%0)
Numberwith event/number of patients () HR (95% CI)
SGLT2 inibitor Macebo
SGLT2 inhibitor Macebo i
! EMPEROR:Reduvced USBEI(132%)  A2NBE7(183%) R 069(050-081)
R UMB346 - 2687 (24 —— O BB M) - | 07005908
DAPAHF JOR6) R0 (139K _ki 0B | | ‘ ; 063062907
Tota ? 087 (0770 |
| 075 Test foroveraltreatment effect 00001 | : : : |
Test o oveal etment efect - 018 — T Testforhteroqneityof et p-0.90 05 050 05 10 1%
Testfor heterogeneityof effectp=039 05 050 0% 10 1%
. E Firstkidney outcome composie
B Catoracireat , , Nomberwitheventnumberofatens () R (%)
Numberwith event/number of patients () HR (95% (1)
e SGLT2 inhibitor Macebo
SGLT2 inhibitor Macebo
i EMPEROR- Reduxced 18/1863 (1.0% 1867 (1.8% . 0:52(0-29-092
ENPEROR:Reduced IB6300%)  200/1867(108%) —— 0907511 . M) . 20305
. DAPA-HF B3 (1) W2 (16%) S 071(044-116)
DAPAHF mIBBOSY) T —— 0206008 | | ‘ 062(0430%)
Total ‘l 086 (0-76-0-98
i : | ( ) Test for overall eatment effectp-0013 | , | l
et for overal treatment effect p=0427 Test for heterogeneity of effect p=04 ; ' : .
Tt foreerogeeityof efctp-0.40 05 00 05 M0 1% HUely ol =04 05 0% 0% M0 1%
S - F* Al (fistand ecurent) ospitalistion forheartfalre o cadiovascuar deth
(. Fisthosptalaion forheart ko cardioasclar eat Nomberwitvenumberofatens B(EK0)
Numberwith event/number of patients () HR (95% CI)
L SGLT inhibitor Macebo
SGLT2 inhibitor Macebo ;
; EMPEROR-Reduced G600 753867 (403N) & 076(065-089)
EAPEROR:Redce BI04 4686 (47 -+ 5 06508) | | oo RO ! (065480
DAPA-HF 862373 (163%) 502/2371 (21:2%) t | 074(065-085) Tl t i 75 066084
Total I 0.74(068-082 |
| R Test for overal teatment effect pe0.0001 —r e
Test for overal treatment effect pe0 0001 r T T } | Testforheterogeneity of ffectp-0.01 05 0% 075 100 1%
Testfor heterogeneityof effectp=0.89 0% 050 0% 10 1%

Lancet 2020; 396(10254):819-829



Méta-analyse des essais DAPA-HF et EMPEROR-Reduced : effets des gliflozines sur les déces
cardiovasculaires ou la premiére hospitalisation pour insuffisance cardiaque en fonction du
statut glycémique des patients

A Diabetes status

Number with event/number of patients (%) HR (95% Cl)
SGLT2 inhibitor Placebo
With diabetes
EMPEROR-Reduced 200/927 (21-6%) 265/929 (28-5%) —B— 072 (0-60-0-87)
DAPA-HF 215/1075 (20-0%) 271/1064 (25:5%) — B 075 (0-63-0-90)
Subtotal ‘ 074 (0-65-0-84)

Test for overall treatment effect p<0-0001
Test for heterogeneity of effect p=0-76

Without diabetes
EMPEROR-Reduced 161/936 (17-2%) 197/938 (21-0%) —B— 078 (0-64-0-97)
DAPA-HF 171/1298 (13-2%) 231/1307 (17:7%) —B— 073 (0-60-0-88)

075 (0-65-0-87)

Subtotal ‘
Test for overall treatment effect p<0-0001
Test for heterogeneity of effect p=0-65

Test for treatment by subgroup interaction p=0-81

I
0-25 0:50 0-75 1.00 1.25

Lancet 2020; 396(10254):819-829



Etude PARADIGM : sacubitril/valsartan vs énalapril dans I'ICFEr chronique

Critere primaire : déceés cardiovasculaire et premiére hospitalisation
pour insuffisance cardiaque
1.0 1

0.6 =

Hazard ratio = 0.80 (95% Cl: 0.73-0.87)
p<0.001

0 L] L] L] L] L] L] L}
0 180 360 540 720 900 1080 1260
No at risk
LCZ696 4187 3922 3663 3018 2257 1544 896 249
Enalapril 4212 3883 3579 2922 2123 1488 853 236
1.0 1 Déces cardiovasculaires
=== Enalapril
0.6 =
LCZ696
Hazard ratio = 0.80 (95% Cl: 0.71-0.89)
0.4 = p<0.001
0.2 =
0 | | | | | | 1
. 0 180 360 540 720 900 1080 1260
No at risk
LCZ696 4187 4056 3891 3282 2478 1716 1005 280
Enalapril 4212 4051 3860 3231 2410 1726 994 279

Cumulative
probability

No at risk
LCZ696
Enalapril

No at risk
LCZ696
Enalapril

0

0.6 =
0.4 =

0.2 =

4187
4212

91

Mortalité toutes causes

Enalapril

LCZ696

Hazard ratio = 0.84 (95% Cl: 0.76-0.93)

p<0.001
T T T T T T 1
180 360 540 720 900 1080 1260
Days since randomization
4056 3891 3282 2478 1716 1005 280
4051 3860 3231 2410 1726 994 279

1ére hospitalisation pour IC

=== Enalapril

0.6 = LCZ696
Hazard ratio = 0.79 (95% Cl: 0.71-0.89)
0.4 = p<0.001
0.2 =
0 -{—T"—-—' T T T T T 1
0 180 360 540 720 900 1080 1260

4187 3922 3663 3018 2257 1544 896 249
4212 3883 3579 2922 2123 1488 853 236

N EnglJ Med 2014,371(11):993-1004



Etude PIONEER-HF : effet de l’initiation précoce au décours d’une IC aigué
du sacubitril/valsartan vs énalapril

881 patients hospitalisés pour ICA (34 % de novo), FE <40 %

Initiation sacubitril/valsartan ou énalapril apres stabilisation
* pas de traitement intraveineux vasodilatateur depuis 6h et inotrope depuis 24h
* absence de majoration posologie diurétiques IV les 6 dernieres h

* PAS > 100 mmHg

Critére primaire : modification des concentrations de NT-proBNP

10—
O - - — — - - oo
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o =
_20-
lE' E Enalapril
T
= w 304
£ =
8 E 40+
= O
=% _50-
L)
—60- Sacubitril-valsartan
-70 T T T T T T T T 1
Baseline 1 2 3 4 5 G 7 a
Weeks since Randomization
Mo. at Risk
Enalapril 394 359 351 350 348
Sacubitril—valsartan 397 355 363 365 349

Adjudication post-hoc des causes de déces et réhospitalisation en aveugle
Réhospitalisations pour insuffisance cardiaque

C
17.5
15.0 Effect through Week 8
HR 0.61 (95% CI: 0.40, 0.93) 30 Days
p =0.021 :

12.5

Enalapril

7.5 8.5%

5.0 Sacubitril/Valsartan

Cumulative Incidence of Rehospitalization for HF (%)

25

0.0
0 7 14 21 28 35 42 49 56

Days from Randomization

Dose initiale sacubitril/valsartan : 24/26 ou 49/51mg; énalapril : 2,5 ou 5 mg

N Engl J Med 2019,;380:539-48



Comment mettre en place le traitement médical de fond
au décours d’une hospitalisation pour décompensation ?

Recommendations Class

Recommendations for management of patients after HF
hospitalization

It is recommended that patients hospitalized for HF be care-
fully evaluated to exclude persistent signs of congestion
before discharge and to optimize oral treatment.

It is recommended that evidence-based oral medical treat-
ment be administered before discharge.

An early follow-up visit is recommended at 1—2 weeks after
discharge to assess signs of congestion, drug tolerance, and

start and/or uptitrate evidence-based therapy.

Ordre d’introduction fonction de présentation clinique
Augmentation des posologies tous les 15 jours



Traitement électrique de I'IC a FE réduite : DAI en prévention primaire

Recommendations

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—Ill) 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.'®""'¢?

An ICD should be considered to reduce the risk
of sudden death and all-cause mortality in
patients with symptomatic HF (NYHA class
II—II1) of a non-ischaemic aetiology, and an LVEF
<35% despite >3 months of OMT, provided
they are expected to survive substantially longer

than 1 year with good functional status.'®"'¢%1¢7

Class®

Des précisions

Level®

Recommendations

Patients should be carefully evaluated by an
experienced cardiologist before generator
replacement, because management goals, the
patient’s needs and clinical status may have
changed.'® 172

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

implanted device.'?~17¢

ICD implantation is not recommended within 40
days of a Ml as implantation at this time does not
improve prognosis.1 TAze

ICD therapy is not recommended in patients in
NYHA class IV with severe symptoms refractory
to pharmacological therapy unless they are can-
didates for CRT, a VAD, or cardiac

transplantation,'’? 183

Class

Level®

©ESC 2021



Etude DANISH : effet du défibrillateur implantable sur la survie
au cours des cardiopathies dilatées non ischémiques

Mortalité totale

o _
o |
go
o | 120 died in the ICD group and 131 in the control group
§ © Hazard ratio = 0.87 (0.68 — 1.12)
% < P=0.28
_ O
= Controls
=
ON _
© ICD
° 0 i 2 3 4 5 6 7 8
Years

Mais diminution de 50 % du risque de mort subite

N Engl J Med 2016;375(13):1221-30



Traitement électrique de I'IC a FE réduite : stimulateur multisite — Des précisions

Recommendations

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 mortality.zos_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-
lar pacing for high degree AV block in order to

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. 205215

CRT should be considered for symptomatic
patients with HF in SR with a QRS duration of
130—149 ms and LBBB QRS morphology and
with LVEF <35% despite OMT in order to
improve symptoms and reduce morbidity and
mortality. 211220

Class®

Level®

Recommendations

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 208213

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_222 —224

Class® Level®

DESC 2021




Traitement pharmacologique de 2¢ intention de I’IC a FE réduite (FE < 40 %)

Ivabradine should be considered in symptomatic II

patients with LVEF <35%, in SR and a resting
heart rate >70 b.p.m. despite treatment with an
evidence-based dose of beta-blocker (or maxi-
mum tolerated dose below that), ACE-l/(or
ARNI), and an MRA, to reduce the risk of HF
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
reduce the risk of HF hospitalization and CV
death. Patients should also receive an ACE-| (or
ARNI) and an MRA.'#°




Traitement pharmacologique de 2¢ intention de I’IC a FE réduite (FE < 40 %) : des nouveautés

beta-blocker and an MRA to reduce the risk of

HF hospitalization and death.’*? II
Hydralazine and isosorbide dinitrate may be con-

sidered in patients with symptomatic HFrEF who

cannot tolerate any of an ACE-|, an ARB, or

ARNI (or they are contraindicated) to reduce

the risk of death.’*?

Vericiguat may be considered in patients in
NYHA class Il -1V who have had worsening HF
despite treatment with an ACE-|l (or ARNII), a

beta-blocker and an MRA to reduce the risk of
cv mortality or HF hospitalization. '

Hydralazine and isosorbide dinitrate 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 Il -1V
despite treatment with an ACE-I (or ARNII), a




Cumulative Incidence Rate

Number at Risk:
Vericiguat
Placebo

Etude VICTORIA : résultats du critere primaire

CV Death/first HF hospitalization

HR 0.90 (95% CI 0.82-0.98) Placebo

P-value 0.019

Vericiguat

Absolute event reduction 4.2 /100 pt-yrs

0.05 -
000 1 1 | 1 I | I | 1
0 4 8 12 16 20 24 28 32
Months Since Randomization
2526 2099 1621 1154 826 577 348 125
2524 2053 1555 1097 772 559 324 110 0

First HF Hospitalization

O.55 —
0.50 —
0.45 —
0.40 —
0.35 —
0.30 —
025 —
0.20 —
O.15 —
O.10 —
0.05 —

0.00 — T T T T T T T T 1
o a 8 12 16 20 24 28 32

Months Since Randomization

1183 825 577 348 125 1
1096 771 558 323 110 o

HR 0.90 (95% CI1 0.81—1.00)
P-value 0.048

Placebo

Vericiguat

Cumulative Incidence Rate

Number at Risk:
Vericiguat
Placebo

2526
25249

Cardiovascular Death

2098
2052

1620
15549




Traitement de l'insuffisance cardiaque a fraction d’éjection réduite : une approche phénotypique
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Persistance symptémes
FE < 35 %
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Persistance symptémes




Traitement des insuffisances cardiaques a fraction d’éjection intermédiaire (FE entre 41 et 49 %)
ESC 2016

Recommandations Classe Niveau

Les comorbidités cardiovasculaires et non cardiovasculaires
doivent étre systématiquement recherchées et traitées par
des interventions efficaces et s(res pour améliorer les
symptomes, la qualité de vie et/ou le pronostic

Les diurétiques doivent étre utilisés chez les patients
congestifs pour améliorer les symptémes et les signes

Eur Heart J 2016; 37 (27) : 2129-200



Traitement de l'insuffisance cardiaque a fraction d’éjection modérément réduite (FE entre 41 et 49 %)

Analyse en sous-groupe en multivarié du critere primaire de I'essai PARAGON-HF
selon la valeur de la fraction d’éjection

Subgroup

Sex

Male

Female

LVEF

at or below median (57%)

above median (57%)

No. of events/
patients

980/2317
923/2479

1048/2495
855/2301

Rate ratio Primary endpoint
(95% Cl) | Multlyarlable

interaction p-value

1.03 (0.85-1.25) B
P <0.006

0.73 (0.59-0.90) i

0.78 (0.64-0.95) i P = 0.03 (categorical)

1.00 (0.81-1.23) | P = 0.002 (continuous)

e
0.4 0.6 08 1.0 2.0

Rate ratio (95% Cl)

N EnglJ Med 2019 ;381(17):1609-1620



Traitement de l'insuffisance cardiaque a fraction d’éjection modérément réduite (FE entre 41 et 49 %)
Une approche pragmatique

Recommendations Class® Level®

Diuretics are recommended in patients with

0

congestion and HFmMrEF in order to alleviate
137

symptoms and signs.

An ACE-|l may be considered for patients with
HFmrEF to reduce the risk of HF hospitalization
and death."’

An ARB may be considered for patients with
HFmrEF to reduce the risk of HF hospitalization

and death.”*’

A beta-blocker may be considered for patients
with HFmrEF to reduce the risk of HF hospital-

ization and death.’>1"?

An MRA may be considered for patients with
HFmrEF to reduce the risk of HF hospitalization
and death.?*®

Sacubitril/valsartan may be considered for
patients with HFmrEF to reduce the risk of HF
hospitalization and death.’?%%/

0

©ESC 2021



Traitement de l'insuffisance cardiaque a fraction d’éjection préservée......

Recommendations

Screening for, and treatment of, aetiologies, and
cardiovascular and non-cardiovascular comor-
bidities is recommended in patients with HFpEF

(see relevant sections of this document).

Diuretics are recommended in congested

patients with HFpEF in order to alleviate symp-

toms and signs.">’

Class®

Level®

© ESC 2021



Etude EMPEROR-Preserved : empagliflozine dans I'lCFEp

Déces cardiovasculaires et hospitalisations pour IC

100— 254 .
Hazard ratio, 0.79 (95% Cl, 0.69-0.90)
P<0.001 Placebo
80—
15

g 70— e - Empagliflozin

§ 10 R

7] 60_ c_l.""»”

o _ L

£ 50 >

E 40_ O 1 | | 1 1 1 1 | 1 1 1 1

= 0 3 6 9 12 15 18 21 24 27 30 33 36

£

S 30

()

it
0— | T T T T T T T T T T 1
0 3 6 9 12 15 18 21 24 27 30 33 36
Months since Randomization

No. at Risk
Placebo 2991 2888 2786 2706 2627 2424 2066 1821 1534 1278 961 681 400
Empag|iﬂozin 2997 2928 2843 2780 2708 2491 2134 1858 1578 1332 1005 709 402

N Engl J Med 2021. http://doi.org/10.1056/NEJMoa2107038
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Etude EMPEROR-Preserved : empagliflozine dans I'lCFEp

Déces cardiovasculaires et hospitalisations pour IC
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Interventions multidisciplinaires pour la prise en charge de lI'insuffisance cardiaque chronique

Recommendations lass® Level®

It is recommended that HF patients are enrolled
in a multidisciplinary HF management pro-

gramme to reduce the risk of HF hospitalization
309,314,315,316

and mortality.
Self-management strategies are recommended
to reduce the risk of HF hospitalization and
mortality.’”

Either home-based and/or clinic-based pro-
grammes improve outcomes and are recom-

mended to reduce the risk of HF hospitalization

and mortality.>'%>"’
Influenza and pneumococcal vaccinations should =
o
be considered in order to prevent HF lla O
315,316 ok
©

hospitalizations.



Place de la télésurveillance de I'insuffisance cardiaque chronique

Recommendations Class® Level®

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.>”*

Monitoring of pulmonary artery pressure using a
wireless haemodynamic monitoring system may
be considered in symptomatic patients with

HFrEF (LVEF <35%) in order to improve clinical
372

© ESC 2021

outcomes.



Fibrillation atriale et
insuffisance cardiaque

AVN ablation
(Cilass 1Ib)

@& Esc



Fibrillation atriale et insuffisance cardiaque : une place privilégiée pour les AOD et I'ablation

Urgent ECV is recommended in the setting of
acute worsening of HF in patients presenting
with rapid ventricular rates and haemodynamic
instability.

Cardioversion may be considered in patients in
whom there is an association between AF and
worsening of HF symptoms despite optimal
medical treatment.”>*'

is recommended in all patients with AF, HF, and
CHA,DS,-VASc score >2 inmen or >3 in
women.”

DOAGs are recommended in preference to
VKAs in patients with HF, except in those with
moderate or severe mitral stenosis or mechani-
cal prosthetic heart valves. %>

Long-term treatment with an oral anticoagulant
should be considered for stroke prevention in
AF patients with a CHA,DS,-VASc score of 1in

men or 2 in women.”>?

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. 224557
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Beta-blockers should be considered for short-
and long-term rate control in patients with HF
and AF>®

Digoxin should be considered when the ventric-
ular rate remains high, despite beta-blockers, or
when beta-blockers are contraindicated or not
wlerated.*’*



Prise en charge de lI'insuffisance mitrale secondaire dans I'IC a fraction d’éjection réduite
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Prise en charge de lI'insuffisance mitrale secondaire dans I'IC a fraction d’éjection réduite
Place du MitraClip précisée

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.*'”

In patients with HF, severe secondary mitral
regurgitation and CAD who need revasculariza-
tion, CABG and mitral valve surgery should be
considered.

Percutaneous edge-to-edge mitral valve repair
may be considered to improve symptoms in
carefully selected patients with secondary mitral
regurgitation, not eligible for surgery and not

needing coronary revascularization, highly symp-
tomatic despite OMT and who do not fulfil crite-

ria for reducing HF hospitalization '’
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Traitement du diabete dans lI'insuffisance cardiaque : le triomphe des iSGLT2

Recommendation Class® Level®

SGLT?2 inhibitors (canagliflozin, dapagliflozin,
empagliflozin, ertugliflozin, sotagliflozin) are rec-
ommended in patients with T2DM at risk of CV
events to reduce hospitalizations for HF, major
CV events, end-stage renal dysfunction, and CV
death.293—297

SGLT?2 inhibitors (dapagliflozin, empagliflozin,
and sotagliflozin) are recommended in patients
with T2DM and HFrEF to reduce hospitalizations
for HF and CV death,'0%19%13¢
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Méta-analyse des essais des inhibiteurs SGLT2 au cours du diabéte de type 2 : effets sur les déces cxvx
et les hospitalisations pour IC

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

Treatment (n)  Placebo (n) Treatment Placebo
Patients with history of heart failure
EMPA-REGOUTCOME 462 244 124 636 855 236 i 072 (0:50-1.04)
CANVAS Program 803 658 203 354 56-8 341 —— 0:61(0-46-0-80)
DECLARE-TIMI 58 852 872 314 451 555 424 —i— 079 (0-63-0-99)
Fixed effects model for history of heart failure (p<0-0001) - 0-71(0-61-0-84)
Patients with no history of heart failure
EMPA-REG OUTCOME 4225 2089 339 155 24.9 300 —i— 0:63(0:51-078)
CANVASProgram 4992 3689 449 13:6 152 324 —i— 0-87(0-72-1.06)
DECLARE-TIMI58 7730 7706 599 89 105 376 —— 0-84(072-0:99)
Fixed effects model for no history of heart failure (p<0-0001) - 0:79(0-71-0-88)

0-1’,5 0-|50 1.00 2-|50
4+— —>
Favours treatment Favours placebo

Lancet 2019;393:31-39



Prise en charge de I'anémie et de la carence martiale dans l'insuffisance cardiaque : de I'lCC a I'ICA

Recommendations Class® Level®

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 la
serum ferritin 100 —299 ng/mL with TSAT

<20%, to alleviate HF symptoms, improve exer-

cise capacity and QOL.”?%-722724

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 la
as serum ferritin <100 ng/mL or serum ferritin

100 —299 ng/mL with TSAT <20%, to reduce
512
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the risk of HF hospitalization.



Etude AFFIRM-AHF - Résultats

MOYENNE DES EVENEMENTS CUMULATIFS POUR
100 PATIENTS/ANNEES
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Ponikowski P, et al. The Lancet. 2020. https://doi.org/10.1016/50140-6736(20)32339-4



Diagnostic et traitement de I'amylose cardiaque chez les patients insuffisants cardiaques
un nouvel algorithme diagnostique
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Traitement de I'amylose cardiaque a transthyrétine : place du tafamidis reconnue

Recommendations Class® Level®

Tafamidis is recommended in patients with
genetic testing proven hereditary hTTR-CMP
and NYHA class | or Il symptoms to

reduce symptoms, CV hospitalization and
mortality.””

Tafamidis is recommended in patients with
wtTTR-CA and NYHA class | or Il symptoms to
reduce symptoms, CV hospitalization and
mortality.””
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Recommandations américaines pour le traitement de I'lIC a FE réduite : les ARNI privilégiés

[ HFrEF Stage C Treatment ]

ARNI/ACEI/ARB
(ARNI preferred;
Figures 3A and 3B)*, AND
evidence-based beta-blocker® (Figure 3C)
with diuretic agent (Figure 3D)
as needed

/SGLT2 inhibitor,
NYHA class lII-IV

For patients with
resting HR =70,
on maximally
tolerated beta-
blocker dose in

sinus rhythm,
NYHA class II-1lI

| | | | |
For patients with For patients For patients with persistently
eGFR 230 mL/min/1.73 m? meeting eGFR persistent volume F':rptom a:: Black
or creatinine criteria (Figure 3F), overload, b T te
= 2.5 mg/dL in males 2 NYHA class lI-IV a NYHA class II-IV 2 A:‘I:Il'b.h-md(-rl a
or = 2.0 mg/dL aldosterone antagonist
in females or
K* = 5.0 mEq/L,
NYHA Class II-IV

! l
Add Add Titrate Add

SGLT2 Hydralazine
Aldosterone inhibitor Diuretic + isosorbide
antagonist (Figure 3F) agent dinitrate
(Figure 3E) (Figure 3D) (Figure 3G)

Ivabradine
(Figure 3H)

J Am Coll Cardiol 2021,;77(6):772-810



TREAT COMORBIDITIES PER CCS HF RECOMMENDATIONS (INCL. AF, FUNCTIONAL MR, IRON DEF, CKD, DM)

Recommandations canadiennes pour le traitement de I'IC a FE réduite : tres proche de I’ESC

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

HFrEF: LVEF < 40% AND SYMPTOMS

Initiate Standard Therapies

ARNI or ACEiIi/ARB
then substitute ARNI 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® ARNIACEI/ARB 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

NYHA 1II/1V, Advanced HF LVEF = 35% and LVEF > 35%,
or High-Risk Markers NYHA 1-1V (ambulatory) NYHA I, and Low Risk
CONSIDER
Referral for advanced HF Refer to CCS CRT/ICD Continue present management,

therapy (mechanical circulatory

support/transplant)
Referral for supportive/palliative care

recommendations reassess as needed

(3510433 ‘34VD-4735 ‘NOILYINA3) S3IdVHIHL DID0T0IVIWEYHA-NON

Can J Cardiol 2021;37:531-546



Points essentiels des recommandations sur I’'lIC en 2021

Nosologie
ICFEmr (FE entre 41 et 49 %) ~ ICFEr (FE < 40 %)

Traitement médical

ICFEr :
- Débuter par ARNI pour bloquer SRA possible
- iISGLT2 intégré au traitement de base
ICFEmr : méme traitement qu’ICFEr
ICFEp : iSGLT2 associé au traitement étiologique et des comorbidités
ICA : corriger la carence martiale si FE < 50 % comme dans ICC
consultation cardiologique a 1-2 semaines

Traitement non médicamenteux

DAI, CRT : indications précisées
FA : ablation des veines pulmonaires envisageable
IM secondaire : MitraClip envisageable



