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Weltweite universelle Definition HI

Symptoms and/or signs ——  HF with reduced EF (HFrEF):
of HF caused by a
structural and/or e HF with LVEF <40%

functional cardiac
abnormality

——  HF with mildly reduced EF (HFmrEF):

corroborated by atEIeast one of the following o HF with LVEF 41-49%
v I
- I ~— HF with preserved EF (HFpEF):
EIevateq natriuretic o HF with LVEF >50%
peptide levels

o A HF with improved EF (HFimpEF): |

or \_ )
Ve e HF with a baseline LVEF <40%, a 210 point increase from

baseline LVEF, and a second measurement of LVEF >40%

Objective evidence of
cardiogenic pulmonary or
systemic congestion

L Y Ambulatory Hospitalized/
decompensated
BNP, pg/ml >35 >100
NT-proBNP, pg/ml >125 >300

Bozkurt et al, Eur J Heart Fail 2021




Weltweite universelle Definition HI

AT RISK FOR PRE-HEART HEART FAILURE ADVANCED
HEART FAILURE FAILURE (STAGE C) HEART FAILURE
(STAGE A) (STAGE B) (STAGE D)

Patients at risk for HF Patients without Patients with current Severe symptoms
but without current current or prior or prior symptoms and/or signs of HF at
or prior symptoms or symptoms or signs of and/or signs of HF rest, recurrent
signs of HF and HF but evidence of caused by hospitalizations despite
without structural, one of the following GDMT, refractory or
biomarker, or genetic intolerant to GDMT
markers of heart
disease Structural heart disease: Structural and/or

Requiring advanced
therapies such as

e.g. LVH, chamber
_enlargement, wall motion

functional cardiac

Patients with HTN, abnormality, myocardial abnormality consideration for
. tissue abnormality, - X
CVD, DM, obesity, valvular heart disease transplant, mechanical
known exposure to circulatory support, or
cardiotoxins, Abnormal cardiac palliative care
family history of function: e.g. reduced LV i
d'y yh ~or RV ventricular systolic Heart PerSISte'nt
cardiomyopathy function, evidence of Failure in Heart Failure

increased filling pressures

or abnormal diastolic Remission .

Elevated natriuretic
peptide levels or elevated
cardiac troponin levels in
the setting of exposure to

cardiotoxins

Bozkurt et al, Eur J Heart Fail 2021



HI - eine symptomatische KH

» Leitsymptom = Dyspnoe
» NYHA-Klassifikation

» NYHA I:

» NYHAI:
» NYHAII:
» NYHA IV:

keine Limitation
Limitation bei groBeren Belastungen
Limitation bei geringen Belastungen
Ruhedyspnoe




Symptomatik der HI
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» Orthopnoe I
» Dyspnoe in liegender Position I

» (,,mit wie vielen Polstern schlafen sie?“)

» Dyspnoe
» Leitsymptom (neben verminderter Leistungsfahigkeit)

» Paroxysmale nachtliche Dyspnoe

» Erstickungsanfalle im Liegen
» Warnsymptom fur drohende Verschlechterung



HI in Osterreich - Daten der Statistik Austria

» Entlassungsdiagnosen
» Herzinsuffizienz: 21 644 Patienten
» Akuter Myokardinfarkt: 15 557 Patienten I

» Davon verstorben I
» Mit Herzinsuffizienz: 2022 (9,5%)
» Mit Myokardinfarkt: 868 (5,6%)

Jahrbuch der Gesundheitsstatistik Austria, 2022 I



Uberlebensrate (%)

HI ist eine malignhe Krankheit
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Stewart S, Eur J Heart Fail 2001; Mamas MA, Eur J Heart Fail 2017



Management of HFrEF

To reduce mortality - for all patients

To reduce HF hospitalization/mortality - for selected patients

Volume overload

SR with LBBB = [50 ms SR with LBBB [30—149 ms or non LBBB= |50 ms

Ischaemic aetiology Non-ischaemic aetiology
(D e
Atrial fibrillation Atrial fibrillation Coronary artery disease Iron deficiency

I | (Digsxin) PV ) CABG ) Feiccrboxmaliose)

Aortic stenosis Mitral regurgitation ~ Heart rate SR>70 bpm Black Race ACE-I/ARNI intolerance

TN TEEMVRepair ) babradne ) Hydraszine/SDN) ARB

\




Therapie der Hl

Captopril® 6.25 mg tid. 50 mg tid.
Enalapril 2.5 mgb.id. 10—20 mg b.id.
Lisinopril® 2.5—-5mgo.d. 20—35 mg o.d.
Ramipril 2.5 mgb.id. 5 mg b.id.
Trandolapril® 0.5 mgo.d. 4 mg o.d.

Sacubitril/valsartan

49/51 mg b.id.c

97/103 mg b.i.d.

Pharmacological treatments indicated in patients with (NYHA class 1I-1V) heart failure with reduced ejection fraction

(LVEF <40%)

) ) ) . Carvedilol 3.125 mg b.id. 25 mg b.id.*
An ACE-l is recommended for patients with HFrEF to reduce the risk of HF
hospitalization and death."®~""3 Metoprolol succinate  12.5—25 mg o.d. 200 mg o.d.
A beta-blocker is recommended for patients with stable HFrEF to reduce the risk of (CR/XL)
L 114-120
IRIF respizEiiton e €l Nebivolol? 1.25 mg o.d. 10 mg o.d.

An MRA is recommended for patients with HFrEF to reduce the risk of HF hospitalization and death.'?"?2

Dapagliflozin or empagliflozin are recommended for patients with HFrEF to reduce the risk

of HF hospitalization and death.'%®'%? Eplerenone 25 mgod. 50 mgod.

Sacubitril/valsartan is recommended as a replacement for an ACE-| in patients with HFrEF to reduce the risk of HF Spironolactone 25 mg odf 50 mg o.d.

hospitalization and death.'®
Dapagliflozin 10 mg o.d. 10 mg o.d.
Empagliflozin 10 mg o.d. 10 mg o.d.
Candesartan 4 mgo.d. 32mgod.
Losartan 50 mg o.d. 150 mg o.d.
Valsartan 40 mg b.id. 160 mg b.id.
Ivabradine 5mgb.id. 7.5 mg b.id.
Vericiguat 2.5 mgo.d. 10 mg o.d.
Digoxin 62.5 pgod. 250 pg od.
Hydralazine/ 37.5mgtid/20 mg tid. 75 mgtid/40 mg tid.

Isosorbide dinitrate




No-go’s in der HI-Therapie

Recommendations Class? Level®

Thiazolidinediones (glitazones) are
not recommended in patients with
HF, as they increase the risk of HF
worsening and HF hospitalization.

NSAIDs or COX-2 inhibitors are

not recommended in patients with
HF, as they increase the risk of HF
worsening and HF hospitalization.

Diltiazem or verapamil are not
recommended in patients with
HFrEF, as they increase the
risk of HF worsening and HF
hospitalization.

The addition of an ARB (or renin
inhibitor) to the combination

of an ACE-l and an MRA is not
recommended in patients with
HF, because of the increased
risk of renal dysfunction and
hyperkalaemia.

ESC-guidelines 2021



Therapie der HFpEF
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» Nichts von dem, was bei HFrEF hilft wirkt bei HFpEF
einigermalien uberzeugend.

» Noch am besten wirken I

» MRA (Spironolacton)
» ARNI

Aber beide konnen die Mortalitat nicht positiv beeinflussen



Eine Zeitenwende!

HFmrEF

ACE-H/ARNI

_ BB '
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Diuretika (bei Flissigkeitsiiberladung)




Definition advanced HF

» Trotz optimaler Therapie findet sich folgendes:
» NYHA llIb oder NYHA IV
» Schwere kardiale Dysfunktion I

» LV-EF <30% oder RV-Dysfunktion (ARVC) oder schwere Vitien oder
angeborene Vitien

» Permanent hohes oder steigendes (NT-pro)BNP
» Nicht-operable Klappen- oder kongenitale Vitien
» Episoden von pulmonaler oder systemischer Stauung mit
» Hohen Dosen von iv-Diuretika oder Inotropika-Bedarf oder

Vasopressoren-Bedarf
» Schwere Einschrankung der Leistungsfahigkeit
Crespo-Leiro MG, Eur J Heart Fail 2018 I

» 6MWT <300m oder VO,,.x <12-14ml/kg/min



Der naturliche Verlauf der Hl

IWanh
1
Q@ Clinical 1
4 Course !
“o- 1
> 1 Transition to
= 1 Advanced Heart
S I Failure:
(¢} : l\‘ « Oral therapies
failing
| ‘ : ‘ ‘ »| | + Atime for many
H H . + major decisions
::l Onset of CHF H Sudden Death H Decompensations  ~ Co:\sider MCS
", and/or
v v v transplantation, if
o eligible
g Traditional Care « Consider inversion
o Including disease- of care plan to one
S modifying therapies dominated by a
> \ palliative
B approach, which
5 may involve formal
< hospice
- management ¢ I\




Behandlung von end-stage HI

Disease Severity
Asymptomatic Symptomatic Advanced Refractory

Transplantation/Mechanical
Assist Devices

Reevaluate Diagnosis and Therapy

to Relieve Persistent Congestion:
More Diuresis? Nitrates + Hydralazine?

e - Heart Failure Disease Management Programs =---=-=««=--- ~Hospice

If Needed, Use Torsemide, Intermittent Metolazone
Add Spironolactone if Normal Potassium-Handling

Diuretics to Treat Fluid Retention
Digoxin for Persistent Symptoms

e [-Blockers =-sss=sssssnesennneeees >7?

ACE Inhibitor or May Need
Angiotensin Il Receptor Blocker if Severe Cough or Angioedema With ACE Inhibitor 0 Withdraw

Nohria A, JAMA 2002




INTERMACS

% 1-year survival
100% Class 1lIB

l 0 Walking wounded

6 Housebound
50% (5] Frequent flyer INTERMACS:
25% 0 Stable dependent Interagency
10% e Sliding fast Registry for
Mechanical
l Crash & burn Assisted
A - Circulatory
Dying/MOF
0% — ying/ Support
Intermacs level Survival VAD benefit
5-7 Months to years Not established
3-4 Weeks to months Yes
m 1-2 Hours to weeks Yes
B VOF Hours to days Bridge to decision
in selected cases




Herzinsuffizienz - HTX/VAD

» Therapie der fortgeschrittenen/end-stage Hl

» Mit LVAD und HTX stehen 2 Therapieansatze zur
Verflugung, die sich massiv positiv auf die
Lebensqualitat auswirken

» Einsatz als bridge-to-transplant, bridge-to-decision, bridge-to-
candidacy oder als destination therapy moglich

» Voraussetzung fur LVAD: weitgehend normale Funktion
des rechten Ventrikels




HTX: Indikation und Kl

» Sie ist indiziert bei
» LV-Auswurfleistung <25% +

» NYHA IlIb-1V +
» VO,ax <(10-)12ml/kg/min trotz maximal moglicher HI-Therapie I

» Eine HTX ist kontraindiziert bei I

» Fixierter pulmonaler Hypertonie

» Begleiterkrankungen mit Endorganschaden wie schwere Nephropathie,
schwerer PAVK u/o ZAVK

aktiven Infektionen
Karzinomen

BMI >35kg/m?
Floridem Alkohol-/Drogenabusus I

vV vyywvyy



HTX-Statistik der ISHLT

(Transplants: January 1982 - June 2016)
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75
years
3
S s0
g
a
N = 132,494
25
0

01234567 8 9101112131415161718192021222324252627282930313233

Years

ISHLT-website 2018



