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1- Au cours des 3 années précédentes j'ai été rémunéré pour des actions de
communication et/ou d’expertise par les sociétés suivantes :

Amgen, Astra-Zeneca, Bayer, Boehringer-Ingelheim, Pfizer, Lilly, Novartis, Vifor.

2- Au cours des 3 année préceédentes mes travaux de recherche ont bénéficiés des
financements des sociétés suivantes :

Amgen, Bayer, Boehringer-Ingelheim, Novartis.
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Diagnostic : des étapes a ne pas manquer

2021 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Symptoms/signs Symptoms/signs Symptoms/signs

LVEF < 40% LVEF 41-49% LVEF 2 50% Improved LVEF
(previously < 40%)

7 y

Objective evidence of

LV diastolic dysfunction
or raised LV filling pressures,
\. included raised NP levels Y,

Ne pas oublier que FEVG
=> variabilité inter/intra examen de 5%



Diagnostic de I'lC-FEP : HFA-PEFF score

Diagnostic WorkUp: Echocardiographic and Natriuretic Peptide score

Functional

septale’ <7 cm/s or
lateral e’ <10cm/s
or

Average E/e’ > 15

or

TR velocity > 2.8 m/s
(PASP > 35 mmHg)

Average E/e’9-14
or
GLS<16%

Morphological

LAVI > 34 ml/m?

or

LVMI > 149/122 g/m? (m/w)
and RWT > 0,42 #

LAVI 29-34 ml/m2

or

LVMI> 115/95 g/m2 (m/w)
or

RWT > 0,42

or

LV wall thickness > 12 mm

> 5 points: HFpEF
2-4 points: Diastolic Stress Test or Invasive Haemodynamic Measurements

Biomarker (SR)

NT-proBNP > 220 pg/ml
or
BNP >80 pg/ml

NT-proBNP 125-220 pg/ml
or
BNP 35-80 pg/ml

Biomarker (AF)

NT-proBNP > 660 pg/ml
or
BNP > 240 pg/ml

NT-proBNP 365-660 pg/ml

or
BNP 105-240 pg/ml

Pieske B et al. Eur Heart J 2019



Ne pas oublier de rechercher une étiologie

/ FE altérée\

Toxique, carentiel

e Alcool
e Chimiothérapie
e Carence thiamine, Ca

Inflammatoire

e Myocardite

4 R

FE préservée

CMH

e Sarcomérique
e Infiltrative
e Amylose
e Fabry
e Sarcoidose
e Hemochromatose

Inflammatoire

e Myocardite
e HIV

CMD

>

Sd hyperéosino.

Aspect échographique

ECG

Biologie

¢ Inflammation

e Hyperéosinophilie
e Bilan fer

e HIV

e Diabete

e Chaines légeres

¢ Alphagalactosidase
e Génétique

Coronarographie/coroTDM

Scinti osseuse




IC-FER : quelle prise en charge?

2021 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Symptoms/signs

HF-mrEF
Symptoms/signs

Symptoms/signs

LVEF < 40%

LVEF 41-49%

LVEF = 50%

Improved LVEF
(previously £ 40%)

Objective evidence of
LV diastolic dysfunction
or raised LV filling pressures,
included raised NP levels

N




IC-FER : quelle prise en charge?

Mise en place du traitement : changement de paradigme !

o - A 100% 4
Conventional sequencing
90% —
12w
Step 1 ACEi/ARB B0%1 N
E' 0% A
‘ H B0% =
g 01 BETH
Step 2 B-blocker £ 50%;
E 40% A i
0 | |Seses bl
Step 3 5 30%
20% 4 1%
10% 4 T
Step 4 0% e EEN 1on, nan
ACEI/ARB ARNI "‘Li'é:'fw B?:::;[ MRA
Step 5 i
€p SGLT2i Without Contraindication and Mot Treated 1374 3029 920 1159 2317
Treated 07 452 2536 235 63 i . . -
Uptitration to target doses at each step J Am CO I I Ca rd |O| 20 18, 72 . 35 1 66
With Contraindication 37 7 62 ] El:}

Typically requires 6 months or more

ESC 2021




Comment faire avec la quadrithérapie

» S’adapter aux profils patients
 Hypotendu : attendre pour ARNi ...
* Hyperkaliémie et/ou insuf rénale sévere : prudence avec ARM

» Essayer de faire vite

d ﬂ HF hospitalization or CV death Event probability at 1 year per
A

MNo treatment 2804
! QN il
-22.8
Seq 1a u 106.0 IJ’? -47.3
Seq 1b 2 1 3 J-68
» 013

@ rasi Beta-blocker @ MRA @ ARNI @ SGLT2i

e The numbers in the bars denote the duration of up-titration periods in weeks.

Shen Let al., EHJ 2022



Comment faire avec la quadrithérapie

» S’adapter aux profils patients
 Hypotendu : attendre pour ARNi ...
* Hyperkaliémie et/ou insuf rénale sévere : prudence avec ARM

» Essayer de faire vite
» Mieux vaut les 4 a faibles doses que 2 ou 3 "bien dosées »
A I'hopital, objectif = sortie du patient avec les 4
» Organiser un suivi pour la titration des médicaments
» Diurétiques :
» Attention a leur oubli ou aux doses inadaptées a la sortie

» Se reposer la question des doses a chaque consultation



Ensuite, de nombreuses autres options thérapeutiques
a évoquer a chaque hospitalisation/consultation

To reduce HF hospitalization/mortality - for selected patients

SR with LBBB = 150 ms 5R with LBBB 130—149 ms or non LBBB= 150 ms
G cREPD )
[schaemic aetiology MNon-ischaemic aetiology
o e
Atrial fibrifiation Atrial fibrifiation Coronary artery diseagse Iron defidency
Digoxin ) PVI_ ) CABG ) Farric carbogmaltose )
Aortic stenosis Mitral regurgitation  Heart rate 5R>70 bpm Black Race ACE-VARNI intolerance

L SAVRITAVE T =3 T abradine )  HydralazineISDN) (000D

@ESCJ




Ensuite, de nombreuses autres options thérapeutiques

a évoquer a chaque hospitalisation/consultation

» Autres options médicamenteuses de I'IC
e |vabradine si FC >70 (classe lla)
e Vericiguate apres récidive décompensation (classe 1lb)

» Faire un bilan martial a chaque hospitalisation et 1 /an en ambulatoire
=> corriger la carence par carboxymaltose Fer IV

> Fibrillation atriale (semblant) responsable de I'aggravation
=> proposer réduction et ablation des vp (classe l1a)
voire ablation NAV et CRT (classe Ilb)

> Fuite mitrale fonctionnelle sévere avec criteres COAPT
(DTD < 70mm, FEVG > 20%, SOR > 30mm? PAPs < 70, pas de dysfonction VD/IT sévere)

=> mitraclip (classe lla)

» Coronaropathie multitronculaire sévere : discuter la revascularisation



IC-FE Préservée : quelle prise en charge?

Diurétiques de I’anse si congestif
Traitements co-morbidités

2021 ESC Guidelines for the diagnosis and

— HTA treatment of acute and chronic heart failure

—_ D| a béte Recommendations for treatment of patients with heart
failure with preserved ejection fraction and heart failure

- FA with mid-range ejection fraction

- InSUfflsa nce rena Ie Recommendations Class® | Level® Ref«

- O bes |te it is recommended to screen

patients with HFpEF or HFmrEF

- B P CO for both cardiovascular and non-

cardiovascular comorbidities, which,

—_— Ca rence ma r‘t | a I e if present, should be treated provided

safe and effective interventions exist
— S AOS to improve symptoms, well-being

and/or prognosis.

- Va IVu IO pat h |eS Diuretics are recommended in

congested patients with HFpEF
or HFmrEF in order to alleviate
symptoms and signs.

178,179




IC-FE Préservée : les iSGLT2 y sont efficaces

DELIVER and EMPEROR-Preserved Meta-Analysis:
| 20% (13-27%) Relative Risk Reduction of Primary Endpoint with
Consistent Reductions in Both Components

Card_iovascular Death or First Hospitalization for HF HR (95% Cl)

DELIVER —— 0.80 (0.71-0.91)

EMPEROR-Preserved —m— 0.79 (0.69-0.90)

Overall HR 0.80; 95% CI 0.73-0.87

<> P<0.0001
r T T 1
0.50 0.75 1.00 125
Cardiovascular Death (excluding Unknown Death) HR (95% CI) Hospitalization for HF HR (95% CI)
DELIVER —— 0.88 (0.74-1.05) DELIVER —— 0.77 (0.67-0.89)
EMPEROR-Preserved — . 0.88 (0.73-1.07) EMPEROR-Preserved — . 0.71 (0.60-0.84)
Overall HR 0.88; 95% C10.77-1.00  gyra HR 0.74; 95% CI 0.67-0.83
- o052 vera > P<0.0001
—————
0.50 075  1.00 1.25 0.50 075  1.00 1.25

Pheterogeneity >0-40 for all endpoints

DELIVER and EMPEROR-Preserved Meta-Analysis:
Consistent Reductions in Primary Endpoint across LVEF Range,
including among LVEF 260%
LVEF Range HR (95% Cl)
DELIVER (n=2,116) —— 0.84 (0.69-1.02)
LVEF 41-49%  EMPEROR-Preserved (n=1,983) ~ —fl— 0.71(0.57-0.88)
Overall - HR 0.78; 95% CI 0.67-0.90
P<0.001
DELIVER (n=2,256) —a— 0.79 (0.64-0.98)
LVEF 50-59% EMPEROR-Preserved (n=2,058) —a— 0.80 (0.64-0.99)
Overall HR 0.79; 95% CI 0.68-0.93
- - P=0.003
DELIVER (n=1,891) —a— 0.76 (0.60-0.96)
LVEF 260% EMPEROR-Preserved (n=1,947) ——  087(0.69-1.10)
Overall - HR 0.81; 95% C1 0.69-0.96
P=0.01
Pheterogeneity = 0-42 0.50 075 100 1.25




IC-FEP : des recommandations plus étoffées

ACC/AHA 2022 guidelines

7.7.1. HF With Preserved Ejection Fraction

Recommendations for HF With Preserved Ejection Fraction®
Referenced siudies that support the recommendations are
summarized in the

Recommendations

1. Patients with HFpEF and hypertension should
have medication titrated to attaim blood pras-
sure targets in accordance with published clini-

In patients with HEpEF, SGLT2i can be ban-
eficial in decreasing HF hospitalizations and
cardiovascular mortality.*

= DT, TR T
safu ove symptoms.
In selected patients with HFpEF, MRAs may be
considered to decroase hospitalizations, par-

ticularty among patients with LVEF on the lower
end of this spectrum.®”

In selected patients with HFpEF, the use of
ARB may be considerad to decrease hospital-
izations, particularly among patients with LVEF
on the lower end of this spectrum 3*

bauw

In selected patients with HFpEF, ARNi may be
considered to decroase hospitalizations, par-

ticularty among patients with LVEF on the lower
end of thiz spectrum. 121

ARA2, ARM, ARN:i :
bénéfices pour des FEVG > 50%

Hazard Ratio

27

04

0.03

£ el 2.7
R

Hazard Ratio

°

20 30 40 50 60 70
Ejection Fraction (%)

20 30 40 50 60 70
Ejection Fraction (%)

= Men —— Women

C Primary Outcome - Sacubitril/Valsartan

27

=—— Men —— Women

. g z
T |

5 - ‘ -

Hazard Ratio

o

20 30 40 50 60 70
Ejection Fraction (%)

= Men —— Women

0.00

A Primary Outcome - Candesartan :3 Primary Outcome - MRA

Lam C, Solomon SD. JACC 2021




IC-FEP : quelle prise en charge?

Diurétiques de I’anse si congestif

Ajouter un iSGLT2

Traitements co-morbidités

— HTA Prescrire facilement ARM et ARNi

— Diabete

— FA

— Insuffisance rénale
— Obésité

— BPCO

— Carence martiale

Prescription iSGLT2

Un seul dosage (10mg)

Adaptation autres ttts non indispensables
Limite fonction rénale : DFG 20

Peu Ell (infections génitales)




Une prise en charge holistique

Réadaptation, éducation thérapeutique

UTIC, UFIC, CECICS

IDE avec protocole de coopération ou IPA

Outils de télésurveillance [ &N ®

PRADO [ .
....... m
'V ) E-care
g UAssur,
AT Maladie ‘

Evaluation gériatrique

Insuffisance cardiaque,
mieux informer

Role du MG




