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ACUTE HEART FAILURE

*New onset or worsening of symptoms and/or
signs of heart failure requiring urgent medical
assessment.

Patients need immediate HF-directed treatment
and frequently unplanned hospitalization
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Hospitalisation for worsening HF is a critical point in the disease trajectory
and provides an opportunity to review and optimise HF therapies
JACC Adv. 2024;3(9):101131



ACUTE HEART
FAILURE AND
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Acute heart failure: new evidence changing the prognosis
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Eur | Heart Fail. 2023,;25(7):1115-1131.



ADMISSION (Immediate)

Journey of the
hospitalized STABLE PHASE

patient with heart

, (Intermediate)
failure




ADMISSION

Rapid diagnosis of Acute Heart Failure

Determine the clinical presentation

Identification of acute causes (or triggering factors)

Rapid initiation of treatment
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ADMISSION

* Rapid diagnosis of Acute Heart Failure

}} Heart Failure Fast Track (triage) to reduce “door-to-furosemide time”

Manchester discriminators: dyspnea, edema, hyper/hypotension, low SO2%



ADMISSION

Clinical presentations :

New HF
diagnosis
[ ]

Chronic HF on * Acute pulmonary oedema
partial GDMT

Acute decompensated heart failure (50-70%)
(»Wet and Warm)

* Isolated right ventricular failure

Chronic Class IV

despite attempted * Cardiogenic shock
GDMT




ADMISSION

* Assessment of severity, cause and
response to immediate treatments

Care setting decision

Hospital-based strategies to support clinical
decision-making and rapid foIIow-ugo‘.l?‘\CH

Emergency Heart Failure Mortality Risk Grade (EHMRG)

!

Home discharge Hospitalization
Early ambulatory re-assessment,
preferentially in an HF-dedicated

structure

ICU

Shock and/or Respiratory failure

- Pharmacological support
- Ventilation support
-MCS
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*Marked leg edema,ascites,or scrotal or perineal edema may be clinical signs of marked congestion.
The degree of radiographic and biochemical abnormalities may also indicate the degree of congestion



ADMISSION

Initial management of AHF
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Etiological treatment U ' Congestion ' Oxygenation Perfusion

DIURETICS Non-invasive ventilation  Shock Clinical
Respiratory distress Criteria
>25breaths/min

Sp02< 90%

ulmonary embolism
I Infections
T Tamponade

Thromboembolic prophylaxis
(e.g. with LMWH)

Presse Med. 2024;53(1):104184.



* Common Factors
Precipitating

Acute HF

Acute Coronary Syndromes

Uncontrolled hypertension

AF and other arrhythmias

Additional cardiac disease (e.g., endocarditis)

Acute infections (e.g., pneumonia, urinary tract)

Nonadherence with medication regimen or dietary intake

Anemia

Hyper- or hypothyroidism

Medications that increase sodium retention (e.g., NSAID)

Medications with negative inotropic effect (e.g., verapamil)




ADMISSION

* First-line exams

AHF diagnosis confirmation and identification of acute causes / triggering factors

Hemogram, renal,
liver, electrolytes Echocardiogram
Troponin

BNP or NT-
proBNP* levels

Electrocardiogram Chest X-ray

TSH Arterial blood gas D-dimers Point of care
Iron status Lactate Procalcitonin ultrasound

*Rule-in values for the diagnosis of acute HF:
NT-proBNP >450 pg/mL if aged < 55 years; 900 pg/mL if aged between 55 and 75 years; >1800 pg/mL if aged >75years



How to manage therapy: Randomized Clinical Trials

Reduced congestion: no effect deaths/AHF hospitalization

- discharge
DOSE
2011
Furosemide IV ADVOR CLOROTIC
« high vs low 2022 2023
 continuous vs
bolus Acetazolamide Hydrochlorothiazide

Reduced Congestion ol
—i GDMT Uptitration
1
DICTATE AHF i
2024 i
Sac/Val SGLT2 inh SGLT1,2 inh BB/RASI/MRA
PIONEER-HF EMPULSE-AHF SOLOIST-WHF STRONG-HF
2019 2021 2021 2022
GDMTs initiation GDMTs uptitration
- > - -

GDMTs initiation/uptitration: decreases deaths/HF hospitalization

JAm Coll Cardiol. 2024,83(13):1243-1252.



How to manage diuretics

Initiate IV loop
diuretics early (ED or
immediately after
admission)

Initial dose usually
1-2.5 times total
daily oral loop
diuretic agent in
furosemide
equivalents

DOSE
Prescribe 1V diuretics
(every 8-12 hrs or
continuous)

Consider adjunct
diuretic agent such as
acetazolamide

Measure daily
weights, urine
output, may include
urine sodium
PUSH-AHF
Monitor vital signs,
track symptoms and
signs of congestion
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diuresis

Inadequate
[ diuresis

Refractory to
diuretics

Continue diuretics

* Target relief of
congestion

* Plan for transition to
oral therapy

Escalate diuretics

e Usually increase loop
diuretic agent dose by
50%-100%

¢ Consider
metolazone 2.5-5 mg
1-2x daily

* Consider other
thiazides or additional
diuretic agents

Change course

* Escalate diuretics

* Consider additional
diuretic agents

* Consider other
decongestion strategies

* Consider hemodynamic
monitoring to guide
therapy

Diuretic Dosing

Class

Drug Usual Inpatient Dosing* (Maximum)t

Loop diuretic agents

Carbonic anhydrase inhibitors

Thiazide-type diuretic agents

40-160 mg IV 1-3 times daily (200 mg/dose)
OR 5-20 mg/h IV infusion (40 mg/h)

Max 400 mg per day

Furosemide

Acetazolamide # 500 mg orally/IV once daily or in divided doses

Chlorthalidone 12.5-25 mg orally once to twice daily (100 mg/d)

Metolazone 2.5-5 mg orally once to twice daily (20 mg/d)

Am Coll Cardiol. 2024;84(13):1241-1267.

Hserum bicarbonate if used for longer duration




How to manage GDMT ( HFrEF)

Titration of GDMT in HFrEF

IDEAL GOAL: All Pillars of GDMT

Personalize initiation of GDMT 2024 °

pillars of GDMT
Attention to BP, kidney
function, heart rate, cost

At Admission

New HF
diagnosis

SGLT inhibitors Design for
ARNI or ACEI/ARB ongoing

Personalize to fill gaps beta-blockers addition
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S
o || -
Ch"t’i'“[cGH;M?I'_’ g o Switch RAS inhibitor to MRA and titration
artia :
8 2 & ARNI if BP allows, of GDMT
(a] consider dose up-titration Loop diuretic plan g o

on discharge discharge

Caution required
Even for low-dose
RAS inhibitor or BB

Chronic Class IV
despite attempted
GDMT

Lower blood pressure: first step may be a low dose of an ARB, with a potential switch to sacubitril/valsartan before discharge once a
low dose of beta-blocker has been tolerated ( starting with metoprolol 6.25mg or carvedilol 3.125mg twice per day)

Am Coll Cardiol. 2024;84(13):1241-1267.



How to manage SGLT inhibitors

Before initiating SGLT inhibitors:

* SBP of at least 100 mm Hg

* No inotropic support for at least 24 hours

* No symptoms of hypotension

* No hypovolemia

* Noincrease in IV diuretic dose in the previous 6 hours
* No IV vasodilators

°* NoT1DM

After initiating SGLT inhibitors
* |n T2DM - Glucose levels reassessed




How to assess congestion and
use “decongestive” therapies?

How to assess hypoperfusion and
use vasoactive therapies?
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