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Normal air sacs

Normal oxygenation takes place
in air sacs (alveoli) in the lungs

/ Oxygen-poor

Oxygen-rich A
biood blood

High altitude pulmonary edema (HAPE)

Itis theorized that blood
vessels constrict causing
increased blood
pressure in the lungs

As a result, fluid
leaks from vessels
into air sacs (alveoli)
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Palliative and

wrﬁve Care

Heart Failure Care
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Sudden Death Event

Transplant or Ventricular Assist Device

Goodlin SJ1. J Am Coll Cardiol. 2009 Jul 28;54(5):386-96
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Step 1

Establish Dx of HFrEF;
assess volume;

initiate GDMT

HFrEF
NYHA class |-V
(Stage C)

Y

1)

Consider the following

patient scenarios

s

NYHA class II-IV, )

provided est. CrCl >30
\mL/min & K+<5.0 mEq/L)

A

Y

ACEIl or ARB AND
GDMT beta blocker;
diuretics as needed

(COR 1)

\ 4

\.

(" NYHA class II-lll HF )

Adequate BP on

ACEI or ARB*; No C/I to |

Implement indicated GDMT.
Choices are not mutually
exclusive, and no order is

inferred

Aldosterone antagonist

(COR)

ARB or sacubitril )

A

Y

—

r
NYHA class -1V,
in black patients

A

Y

<35%; (caveat: >1y

NYHA class II-lll, LVEF
survival, >4O d post Ml) 3

Y

<35%, NSR & QRS

NYHA class II-1V, LVEF
2150 ms with LBBB
pattern

A

Y

heart rate 270 bpm on

[ NYHA class II-ll, NSR,

maximally tolerated dos

beta blocker

Discontinue ACEI or
ARB; initiate ARNI*
(COR )

Hydral-Nitratest+
(COR )

ICDt
(COR )

CRT or CRT-D¢
(COR 1)

lvabradine
(COR lla)

J

Step 4
Reassess
symptoms
@ Refractory

»| NYHA class llI-IV
\ (StageD) )
- R

-y Symptoms

improved
L =/

Step §

Consider
additional
therapy

Palliative caret
(COR )

Transplantt
(COR)

LVAD%
(COR lla)

Investigational
studies§




Patient with symptomatic* HFrEF® Bl Cass |
¢ Class lla

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

Still symptomatic
and LVEF <35%

Yes l

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

Still symptomatic
and LVEF <35%

ves |
: ! }

Able to tolerate Sinus rhythm, Sinus rhythm,"
ACEI (or ARB)'¢ QRS duration >130 msec HR >70 bpm

ARNI to replace 371t need for :
ACE-| i_i Ivabradine

These above treatments may be combined if indicated

.

Resistant symptoms

=1 [~

Consider digoxin or H-ISDN No further action required
or LVAD, or heart transplantation Consider reducing diuretic dose

If LVEF <35% despite OMT
or a history of symptomatic VT/VF, implant ICD
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— ACEI/ ARB
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Acta Cardiol Sin. 2016 Jul; 32(4): 400-411




BB: YES, ACEI: YES (24/153

)
R AR LR

BB: YES, ACEI: NO (11/44)

BB: NO, ACEI: YES (48/88)

Probability of survival

BB: NO, ACEI: NO (25/46)
AR T

Log-Rank (Chi-square) = 42.16 - p<0.001

I | I I |
100 200 300 400 500

Days

Temporal Variation in the Prognosis and Treatment of Advanced
Heart Failure - Before and After 2000-Arqg. Bras. Cardiol. vol.102
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Emergency department

Emergency medical services Office-based cardiologist

In-hospital HF team:

HF cardiologist, HF nurse,
pharmacist, nutritionist, psychologist,
physiotherapist
Palliative care ICU specialist, nephrologist, Community HF nurse
interventional cardiologist, heart surgeon,
discharge manager, etc.

Other hospitals General physician

Hospice care Telemonitoring

Cardiac rehabilitation

Figure. Multidisciplinary approach to heart failure. HF, heart failure; ICU, intensive care unit.

L.Frankenstein et al./ Rev Esp Cardiol. 2015;68(10):885-891
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