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I()I NMpumerHeHue asmnarmmdnosmHa npu CH c coxpaHernHon ©B

KAPAMOKAUHWKA - - - -
B NEW ENGLAND JOURNAL «f MEDICINGSE

SdbdbeKTUBHOCTL NpUMeHeHuns asmnarmdnosmnHa
—— - npwu cepaevYHom HepoctatodHocTm (CH) c
Empagliflozin in Heart Failure

with a Preserved Ejection Fraction coxpaHeHHoW ppakumeinr sbiGpoca (DB)

“ ORIGINAL ARTICLE ]

MexayHapoaHOe PpaHAOMMU3INPOBaHHOE ABOWMHOEe-cnenoe nnauebo-KoOHTpo/inpyemoe uccnenosaHme
EMPEROR-Preserved
(Empagliflozin Outcome Trial in Patients with Chronic Heart Failure with Preserved Ejection Fraction)

C nomMmoulbo npuema smnarmmndnosmHa Ha TaXKenble ocnoXxHeHunim CH m coxpaHeHHOM
®B (CHcoxp®B)

~ =
@ ' [amnarnud)noauu 10 mr 1 p/p,j

— 88 & —p Ppaxumsa BbIGpoca >40% q& %

@ [l‘lnaueGO 10 mr 1 p/A,

MeawnaHa Npoao/MKUTeNnbHOCTHU HabnwoaeHmna 26 mec

ﬁ. OueHuTtb 3adPeKTUBHOCTL NOAABNEHUA HAaTPUN-T/TIOKO3HOIo KoTpaHcnopTepa 2-ro tuna

. S

Anker SD.,=tal NEnglJ) Med. 2021 Aug 27. doi: 10.1056/NEIM0a2107038. Epub ahead of print




I()I KpuUTepum BKAIOYEHUA U UCKNIOYEHUA

v
P

» Hanunume 3aboneBaHMn, KOTOPbIE MOTYT U3MEHUTb CBOE
[_> KAUHUYECKoe TeYeHue, He3aBMCMMOo oT Hannyusa CH.
Mpu Hannumm noboro 3abonesaHmnA, KOTOpPbIE MOTY YrpoXaTb
6e30nacHOCTU NauueHTa Uan orpaHn4YnMBaTh BO3MOXHOCTb
y4acTUA B uccnepoBaHun.

KAPAMOKAUHWKA

218 net

XCH, cooTtsetcTtaytowan |-V knaccy NYHA

®BJ/1XK >40%

NT-proBNP >300 nkr/mn uam >900 nkr/mn npu @

YyvyyvyYy

=8e

Anker S.D., et al. N Engl ) Med. 2021 Aug 27. doi: 10.1056/NEIMoa2107038. Epub ahead of print




I()I PacnpeaeneHuve nauMeHToOB B UCCNENOBAHUMN

KAPAMOKAUHWKA

O6cnepnoBaHo
n=11583
PaHAOMU3MPOBAHDI
n=5988
l MeauaHa
NPOAO/IKUTENIBHOCTH
HabnwoaeHua 26 mec
ImnarmudpnosmuH MNnauebo
n=2997 n=1286
JlaHHbIe O TOM, }MBbI
Npekpauiexmne Mpekpawenve v u3BecTHa y 99,4%
npuema 23% npuema 23% (y Bcex, kpome 36
NauueHToB)
v A 4
HenonHoe HabnoaeHne ANA OUEHKU Henonxoe HabnwaeHue Ana OUEeHKU
OCHOBHOrO NoKasarena y 84 OCHOBHOrO Nokasartena y 88
(2,8%) (2,9%)

Anker S.D., et al N Engl ) Med. 2021 Aug 27. doi: 10.1056/NEJMoa2107038. Epub ahead of print




I()I Kputepuu oueHKU/KANHUYECKUe ncxoabl

KAPAMOKAUHWKA

AHanu3 ¢ UCNOJIb30BaHMNEM nepapxmn4ecKkoro noaxoaa

» OCHOBHOW KombBuHMpOBaHHbIV NOKa3aTenb BpeMeHu A0 pa3BUTUA
NepBOro U3 Takux NOATBEPXAEHHbIX UCXOA0B, KaK CMEePTb OT OCNOMHEeHUN
CC3 vaum rocnutanmsauma no nosoay yraxkeneHuma CH.

» MEPBbIA AONO/IHUTE/NIbHbLIWA nokasaTtenb 4acToTbl pa3sBUTMA BCEX
NOATBEPXAEHHbIX rOCNMUTaNM3aLMK NO NoBoAy yTaxeneHus CH, BKaoYan
NepByto U NOBTOPHbDIE.

» BTOPOW AONO/THUTE/IbHbIA nokasaTesib: CKOPOCTb CHUMXeHUA pCKD B
NepuoA, BbINONHEHUA UCCNEA0BaHMA C UCNONb30BaHMEM ABONHOIO CAENoro
meToAaa.

Anker S.D., et al N Engl ) Med 2021 Aug 27. doi: 10.1056/NEJMoa2107038. Epub ahead of print




I()I OCHOBHbIE XapaKTEPUCTUKU NALMEHTOB

s Xapakrepucruka fpynna asmnarnugnosmnHa lpynna nnaye6o
n=2997 n=2991

Bo3pacr, roapl 71,849,3 71,949,6
HeHckun non, % 45 45
CaxapHbiii anaber, % 49 49
Nwemunyeckan npupoaa CH, % 36 35

NYHA knacc ll, % 81 82
®BJ/IXK, % 54,3+8,8 54,3+8,8
NT-proBNP (meauana), nkr/mn 994 (501, 1740) 946 (498, 1725)
®ubpunnauma npeacepaunii, % 51 51

CK®, mn/mun/1,73 m? 60,6+19,8 (50% <60) 60,6+19,9 (50% <60)
Conyrcreyouwan repanun,%

UHrmbutopsl PAAC £ ARNI 81 80
AMKP 37 38
B-6nokatopsl 87 86
CratuHbl 68 70

Anker S.D., et al N Engl ) Med. 2021 Aug 27. doi: 10.1056/NEIM0oa2107038. Epub ahead of print




I()I Pe3ynbraThi: OCHOBHOM NOKa3aTenb

KAPAMOKAUHWKA

OCHOBHOM I0KAa3aTeJIb
(cMepTh 0T ocyoxHEeHUA CC3 ¥ rocnuTausanusa mo nopoxy CH)

100 257 OrmomeHue pucka 0,70 (95% I 0,69-0,90)
90 20 P<0.001 ILnane6o
2 - — - .~ OMIArJIRGJIOSHH
< 13| passmans o 18 mua P
@ 70+
© 10 =
= 5
s 50+ Il
= 40— 0 — T T T T T T T T T T 1
§ 0 3 6 9 12 1S 18 21 24 27 30 33 136
E 30

MecAlbl nocJie paHIOMHUSALHH

[lnane6o 2991 2888 2786 2706 2627 2424 2066 1821 1534 1278 961 681 400
Sunarymmdiiosus 2997 2928 2843 2780 2708 2491 2134 1858 1578 1332 1005 709 402

Anker S.D., et al. N Engl ) Med. 2021 Aug 27. doi: 10.1056/NEiMoa2107038. Epub ahead of print




I()I Pesynbrarbl: 4acToOTa rocnUTanmMi3aumm no nosoay yraxenexdua CH

KAPAMOKAUHWKA

YacToTa rOCIIUTAJIMSAIMH 110 II0BOAY yTaAMeJieHUA CH

o 0254
& OrHomenwue pucka 0,73 (95%JIH 0,61-0,88) [L1aue6o
@
§ p<0,001
P 0.20
o o OMOArE@II0SHH
§ 0.154
(=]
»
o 0.0 -
q N
o
-~
=
g 0.05 4
8,
o om | 1 T 1 1 T 1 T T 1 T ; |

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

MecsA1bl 10CJIE PAHIOMUSAIMH

[Inane6o 2991 2945 2901 2855 2816 2618 2258 1998 1695 1414 1061 747 448
OMnarsmdosSHH 2997 2962 2913 2869 2817 2604 2247 1977 1684 1429 1081 765 446

AnkerS.D., et al N Engl ) Med. 2021 Aug 27. doi: 10.1056/NEIM0a2107038. Epub ahead of print




I()I Pe3ynbraTthi: 4acToTa rocnUTanu3aumm no nosoay yraxenesma CH

KAPAMOKAUHWKA

N
06mas CMEepTHOCTH
25 <
£ 27 r OrHOmexKe proxa 1,00
2 - (96% JIH 0,87-1,16)
5 15 L p=0,99
=
£
g OMnarJHGJI0SHHE
B 422 nalmenTa
g_ 6,6/100 ueJI0BEKO-JIeT
8 ILnaue6o
427 nauueHTa
O— v ———r 6,7/100 qeJi0BEKO-JIET
0 3 6 9 12 15 18 21 24 27 0 3 ¥
MecAIIb! 100J16 PAHIOMHSALMH
[Lnauebo 2991 293 2849 2202 1738 107 an
OMIRI HPIIOSHE 2007 2930 2847 2287 1725 18 462

Anker S.D., et al. N Engl ) Med. 2021 Aug 27. doi: 10.1056/NEiMoa2107038. Epub shead of print




I()I Pe3ynbraTtbl: BTOPOW A0NONHUTE/IbHLINA NOKA3aTeNlb CKOPOCTb CHMMXKEeHUA pCKO %&

KAPAMOKAUHWKA

» BTOPOW AONONHUTE/IbHbIA nokasaTenb: ckopocTb cHukeHua pCK® B nepmop,
BbINO/NHEHUA UCCNEA0BAHUA C UCMONb30BaHWEM ABOMHOIO CNENoro MeToaa.

% _—
CxopocTb cHumeHUA pPCHS
B IIepHOJ NPHMEHEHUA NBOMHOIO CJIEIIOro MeTona

[Lane6o

IMnarJudJI0SHH

Pasjirume B HAKJIOHE
1,36 mn/Mur/1,75 M% B rox
-10 1 (95% JIH 1,06-1,66)
p<0,0001

CraEnapTHSOBaHHOE CpeliHee

Hsmenerue pCK®(mn/mun/1.73 M?)
&

-12 Iv T T T T Y Y Y (0
4 12 32 52 76 100 124 148 172 |

Hexomuo
Henesu nocJie PAHIOMHSALMH

* AHAJIHS B SABHCHUMOCTH OT PeaJIbHO NPHMEHAEMOr0 JIeYeHHA

Anker S.D., et al. N Engl J Med. 2021 Aug 27. doi: 10.1056/NEIMoa2107038. Epub shead of print




I()I BoiBoabl uccnepgosanmna EMPEROR-Preserved (B aoknage Anker S.D. Ha ESC 2021)

KAPAMOKAUHWKA

» VY nauuenTos ¢ CH n ®BJ/TXK >40% npmuem amnarnmndnosnHa npuBoaun K
CHUXXEHMIO PUCKA PA3BUTUA MCXOA0B, BKAKOYEHHbBIX B KOMBMHUPOBAHHbIN
NnoKasaTte/ib CMepPTHOCTU OT OC/IOXKHEHUU CC3 M YacTOTbl rOCNUTaNU3aLMn Nno
nosoay yraxeneHua CH Ha 21% (p=0,0003), 4To npeACTaBNACTCA KAMHUYECKU
3HaYUMbIM 3P PEeKTOM.

» [Mpevmyuiectsa asmnarudnosnHa Nno BAMAHUIO Ha OCHOBHOM NOKa3sa enb 6bi10
YCTOMYMBbLIM B 3apaHee onpeaeneHHbIX NOArpynnax nauyMeHTos ¢ pa3HbiMu
XapaKTePUCTUKaMM, BKAKOYaA NOATrpynnbl B 3aBucumocty oT @B/, nona u
Hanu4mua caxapHoro auabera.

» [Mpuem amnarnndnosnHa CHUXKaN 4acToTy Bcex (NepBbiX U NOBTOPHbIX)
rocnuTanusauum no nosoay yraxkenenunsa CH Ha 27% (p=0,0009).

» WUccneposanme EMPEROR-Preserved ctano nepsbim PKU, B KOTOpOM
YyCTaHOB/NIEHO HECOMHEHHOE NPEUMYLLLECTBO /1IEKaPCTBEHHOWU TEPanuu y
nauueHToB ¢ CH n coxpaHeHHou PB.

Anker S.D., et al. N Engl ) Med. 2021 Aug 27 doi: 10.1056/NEiM0a2107038 Epub ahead of print
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Definition of heart failure with reduced ejection fraction, mildly reduced @ ESC
ejection fraction and preserved ejection fraction
Type of HF HFrEF HFmrEF HFpEF
1 Symptoms = Signs® Symptoms % Signs® Symptoms % Signs®
2 LVEF <40% LVEF 41-49%" LVEF 250%
< 3 - - Objective evidence of cardiac structural
o and/or functional
ln:: abnormalities consistent with the
o

presence of LV diastolic
dysfunction/raised LV filling pressures,
including raised natriuretic peptides®

HF = heart failure; HFmrer = heart failure with mildly reduced ejection fraction; HFpEF = heart failure with preserved ejection fraction; HFreF = heart failure with reduced ejection
fraction; LV = left ventricle; LVEF = left ventricular ejection fraction.

3Signs may not be present in the early stages of HF {especially in HFpEF) and in optimally treated patients.

bFor the diagnosis of HFmIrEF, the presence of other evidence of structural heart disease {e.g. increased left atrial size, LV hypertrophy or echocardiographic measures of
impaired LV filling) makes the diagnosis more likely.

tFor the diagnosis of HFpEF, the greater the number of abnormalities present, the higher the likelihood of HFpEF.

@ESC

. . . 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
www.escardio.org/guidelines {European Heart Journal 2021 — doi: 10.1093/eurheartj/ehab368)




Il 'Key change from the 2016 guidelines

AAAAAAAAAAAAA

* Change of the term “heart failure with mid-range ejection fraction” to
“heart failure with mildly reduced ejection fraction (HFmrEF)”

* based on evidence that patients with HFmrEF may benefit from
similar therapies to those with HFrfF

* For the diagnosis of HFmrEF, elevated natriuretic peptides and other
evidence of structural heart disease make the diagnosis more likely but
are not mandatory for diagnosis if there is certainty regarding the
measurement of the LVEF

* Addition of a table of recommendations for the treatment of HFmrEF

ESC CONGRESS 2021
THE DIGITAL EXPERIENCE ® @ OFFICIAL GUIDELINE RELE

9"5*
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I() I Diagnostic algorithm for heart failure @ ESC

KAPAMOKAUHWKA .I
..._dll_._._............._.......i..ai.‘-'-é---—-.h
+  Risk factors

+  Symptoms and/or signs
«  Abnormal ECG

PR S The diagnostic algorithm for
» NT-proBNP = 125 pg/mL
=/ - or BNP z 35 pg/mL v .
4 or if HF strongly suspected heart fallure
%‘ or if N'I'—;:rroBN}‘II;.fBlzl’:;l unavailable
Echocardiography
!
—0— C Abnormal findings )
- T -
Heart failure confirmed
Define heart failure phenotype

based on LYEF measurement

ot o

<40%  41-49%  =50%
(HFrEF)  (HFmIEF) | (HFPEF)

X L—i—I ECG = electrocardiogram; HFmrEF = heart failure with mildly reduced ejection

Determine aetiology and fraction; _ _ o _ _ _
Heart failure unlikely commence meatment HFpEF = heart failure with preserved ejection fraction; HFrEF = heart failure with
I reduced ejection fraction; LVEF = left ventricular ejection fraction; NT-proBNE = N-
terminal pro-B type natriuretic peptide.
Consider other diagnoses The abnormal echocardiographic findings are described in more detail in the

©ESC

respective sections onHFrer {section 5), HFmMrEF (section 7), and HFpEF {section 8).

@Eesc—

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

www.escardio.org/guidelines {European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368) 28




AnarnocTuveckuit anropurm ann CH

Noaospesmne Ha apnlmmo HEQOCTATOMHOCTE
DaKTOPLI PHCKA
¢ CmnToMEl M/HAK NPHIKAKK
* Mamenenun wa KM I

d»  NT-proBNP 2 125 nr/mn unu BNP 2 35 nr/mn
MM e CH ouens nogoapesaeTon
MK e NT-proBNP/BNP wesoamomen
IxoKr

!
- @I NaronoruNecKue HaXoAKW

|
Nogreepmaena CH
Ha ocnosanmm BN
onpeaesnts penormn CH

@ EsSC
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KAPAMOKAUHWKA

@ESC

Management of patients with HFrEF

!

Dapagliflozin/Empaglifiozin
Loop diuretic for fluid retention
(Class 1)

]

Therapeutic algorithm of
Class | Therapy Indications
for a patient with heart

. 1 \ failure with reduced
""" LVEF <35%and  LVEF>35%or device SRand i i i
QRS <130 ms and therapy not indicated LVEF <35% and eJ = Ct ion fra Ctlo n
where appropriate . or inappropriate y QRS =130 ms
ICD ) CRT-D%-P : ACE-| = angiotensin-converting enzyme inhibitor;
Non-ischaemic |schaemic QRS 130-149 ms QRS =150 ms ARNI = angiotensin receptor-neprilysin inhibitor;
(Class lla) (Class 1) (Class lla) (Class 1) CRT-D = cardiac resynchronization therapy with
. ’ 2 defibrillator; CRT-P = cardiac resynchronization
L J therapy with pacemaker; ICD = implantable

&

v

If symptoms persist, consider therapies

with Class |l recommendations

J

cardioverter-defibrillator; HFrEF = heart failure with
reduced ejection fraction; MRA = mineralocorticoid

receptor antagonist; QRS = Q, R, and S waves

{on a 12-lead electrocardiogram); SR = sinus rhythm.
3As a replacement for ACE-.

www.escardio.org/guidelines

b i = =
@ ESC = Where appropriate. Class I=green. Class lla=Yellow.

©ESC

2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
{European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368)
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KAPAMOKAWMHWUKA

Pharmacological treatments indicated in patients with (NYHA class 1I-1V) @ ESC
heart failure with reduced ejection fraction (LVEF <40%)

Recommendations Class Level
An ACE-l is 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-I in patients B
with HFrEF to reduce the risk of HF hospitalization and death.

ACE-l = angiotensin-converting enzyme inhibitor; HF = heart failure; HFreF = heart failure with reduced ejection fraction; LVEF = left ventricular ejection fraction;
MRA = mineralocorticoid receptor antagonist; NYHA= New York Heart Association.

©ESC

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

www.escardio.org/guidelines {European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368)
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JlekapcreeHHble npenapaTtbl Nnpu CHH®B

W AT Yooesiin
P el i f R TR 8 e ST

Pekomengaumm

HAMNP pekomeHgoeaH naunentam ¢ CHHPB ona cCHUMEHWA PUCKA rocnUTanM3auMK Ma-3a
CH 1 cmepTH

Beta-bnokaTtop pekomenpoBaH naumeHTam ¢ CHH®B anA CHWMEHKWA pUCKa
rocnuranMauymm ni-3a CH n cmeptw

MPA pekomengoead naumeHTam ¢ CHHPB gna CHAMEHKMA pUCKa rocnuTanm3aumm mi-za CH
W CMEPTH

HanarnidnozmH MaKM amnarnMdnosnH pekomeHgoead naumedTam ¢ CHHPB anA cHumeHKA
pPHCKa rocnMTanM3aumm wi-3a CH 1 cmepTu

CakyButpun/eancapraH pekomMeHA0BaH B Ka4ecTee 3ameHsl MAND y naumeHTor ¢ CHHOB
ONA CHAMEHWA PUCKA rocnMTanuiaumm ui-3a CH n cmepti
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KAPAMOKAWMHWUKA

Other pharmacological treatments indicated in selected patients with @ESC
NYHA class II-1V heart failure with reduced ejection fraction (LVEF £40%) (1)

Recommendations Class Level
Loop diuretics
Diuretics are recommended in patients with HFrEF with signs and/or symptoms of

congestion to alleviate HF symptoms, improve exercise C
capacity, and reduce HF hospitalizations.

ARB

An ARB? is recommended to reduce the risk of HF hospitalization and

CV death in symptomatic patients unable to tolerate an ACE-1 or ARNI B

(patients should also receive a beta-blocker and an MRA).

ACE-l = angiotensin-converting enzyme inhibitor; ARB = angiotensin-receptor blocker; ARNI = angiotensin receptor-neprilysin inhibitor; CV = cardiovascular; HF = heart failure;
HFrEF = heart failure with reduced ejection fraction; MRA = mineralocorticoid receptor antagonist; NYHA= New York Heart Association.
iThe ARBs with evidence in HFrEF are candesartan, losartan, and valsartan.

QESC

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

www.escardio.org/guidelines {European Heart Journal 2021 - doi: 10.1093/eurheartj/ehab368)




Other pharmacological treatments indicated in selected patients with @ESC
NYHA class lI-IV heart failure with reduced ejection fraction (LVEF £40%) (2)

Recommendations Class Level
Ifchannel inhibitor

lvabradine should be considered in symptomatic patients with LVEF <35%, in SR and a
resting heart rate 270 b.p.m. despite treatment with an evidence-based dose of beta-

blocker (or maximum tolerated dose below that), ACE-I/(or ARNI), and an MRA, to = 2
reduce the risk of HF hospitalization and CV death.

lvabradine should be considered in symptomatic patients with LVEF <35%, in SR and a

resting heart rate 270 b.p.m. who are unable to tolerate or have contraindications for a lla c

beta-blocker to reduce the risk of HF hospitalization and CV death. Patients should also
receive an ACE-| {(or ARNI) and an MRA.

ACE-l = angiotensin-converting enzyme inhibitor; ARN! = angiotensin receptor-neprilysin inhibitor; b.p.m. = beats per minute; CV = cardiovascular; HF = heart failure;
LVEF = left ventricular ejection fraction; MRA = mineralocorticoid receptor antagonist; NYHA= New York Heart Association; SR = sinus rhythm.

©ESC

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

www.escardio.org/guidelines {European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368)




Other pharmacological treatments indicated in selected patients with @ESC
NYHA class lI-1V heart failure with reduced ejection fraction (LVEF <40%) (3)

Recommendations Class Level
Soluble guanylate cyclase receptor stimulator

Vericiguat may be considered in patients in NYHA class II-IV who have had worsening HF

despite treatment with an ACE-I (or ARNI), a beta-blocker and an MRA to reduce the lib B
risk of CV mortality or HF hospitalization.

Hydralazine and isosorbide dinitrate

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 llI-IV despite treatment with an ACE-I (or ARNI), a beta-blocker and an MRA
to reduce the risk of HF hospitalization and death.

Hydralazine and isosorbide dinitrate may be considered in patients with symptomatic
HFrEF who cannot tolerate any of an ACE-I, an ARB, or ARNI (or they are Ib B
contraindicated) to reduce the risk of death.

ACE-l = angiotensin-converting enzyme inhibitor; ARNI = angiotensin receptor-neprilysin inhibitor; CV = cardiovascular; HF = heart failure; LVEF = left ventricular ejection fraction;
WMRA = mineralocorticoid receptor antagonist; NYHA= New York Heart Association.

lla B

©ESC

2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
{European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368)

www.escardio.org/guidelines




Other pharmacological treatments indicated in selected patients with @ESC
NYHA class lI-IV heart failure with reduced ejection fraction (LVEF <40%) (4)

Recommendations Class Level
Digoxin
Digoxin may be considered in patients with symptomatic HFrEF in sinus rhythm despite

treatment with an ACE-I (or ARNI), a beta-blocker and an MRA, to reduce the risk of
hospitalization (both all-cause and HF hospitalizations).

ACE-l = angiotensin-converting enzyme inhibitor; ARMNI = angiotensin receptor-neprilysin inhibitor; HF = heart failure; HFrEF = heart failure with reduced ejection fraction; MRA =
mineralocorticoid receptor antagonist.

©ESC

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

www.escardio.org/guidelines {European Heart Journal 2021 — doi:10.1093/eurheart]/ehab368)




e Recommendations for an implantable cardioverter-defibrillator in @ESC
patients with heart failure (1)
Recommendations Class Level

Secondary prevention

An ICD is recommended to reduce the risk of sudden death and all-cause
mortality in patients who have recovered from a ventricular arrhythmia causing
haemodynamic instability, and who are expected to survive for >1 year with good
functional status, in the absence of reversible causes or unless the ventricular
arrhythmia has occurred <48 h after a Ml.

Primary prevention

An ICD is recommended to reduce the risk of sudden death and all-cause
mortality in patients with symptomatic HF (NYHA class Il-1ll) of an ischaemic
aetiology (unless they have had a Ml in the prior 40 days—see below), and an LVEF
<35% despite 23 months of OMT, provided they are expected to survive
substantially longer than 1 year with good functional status.

HF = heart failure; ICD = implantable cardioverter-defibrillator; LVEF = left ventricular ejection fraction; M| = myocardial infarction; NYHA =New York Heart Association; OMT= optimal
medical therapy.

©ESC

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

www.escardio.org/guidelines {European Heart Journal 2021 — doi:10.1093/eurheart]/ehab368)




e Recommendations for an implantable cardioverter-defibrillator in @ESC
patients with heart failure (2)

Recommendations Class Level

An ICD should be con5|dered to reduce the risk of sudden death and all-cause
mortality in patients with symptomatic HF (NYHA class II-11l) of a non-ischaemic

aetiology, and an LVEF <35% desp|te >3 months of ONIT provided they are

Patients should be carefully evaluated by an experienced cardlolog|st before
generator replacement, because management goals, the patient’s needs and lla B
clinical status may have changed.

A wearable ICD may be considered for patients with HF who are at risk of sudden

I B
cardiac death for a limited period or as a bridge to an implanted device. .

©ESC

HF = heart failure; ICD = implantable cardioverter-defibrillator; LVEF = left ventricular ejection fraction; NYHA =New York Heart Association; OMT= optimal medical therapy.
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KAPAMOKAWMHWUKA

PekomeHaauUuMM no ieyeHuio ¢ npumeHeHumem gaancos npu CH co cHukeHHon OB (HFrEF, CHc®B)

PekomeHgauum CH, 2021 Knacc PekomeHpgauum CH, 2016 Knacc
CnepyeT paccMOTPETb BOSMOXHOCTb MepeuyHas npodunaktTuka: UK pekomeHaoBaH
yctaHosnenunsa UKL ana cHUXeHua pucka AN1A CHUXKEHUA PUCKa BHE3aMHOW cepAeyHou
BHE3anHOW CMEepPTU U CMEPTHOCTYU OT BCEX CMEPTM U CMEPTHOCTH OT BCEX NPUHUH Y
NPUYMH Y NaLMEHTOB ¢ cUMATOMaTU4ecKoii CH nayueHTos ¢ cumntomamm CH (knacc lI-lllno
(knaccll-11l no NYHA) Heunwwemunyeckoii NYHA) u ®BJTK <35%, HecmoTps Ha = 3 mecsLes
sTonoruv Gonesuu, ®B /XK <35%, HecMoTps lla onTumanbHOI MeAMKaMEHTO3HO Tepanuu npu
Ha =23 Mecsues OonNTUMa/IbHOM YCN0BUU, HTO OXKUOaEMAA BbIXKUBAEMOCTD
MeAMKaMeHTO3HOﬁ Tepanuu, Npu yCAOBUU, YTO nauneHToB COCTaBUT 3HAYUTE/IbHO bonee 1 roga c
OXXnaaemasa NnpPoAo/NKUTEIbHOCTb XU3HU XOPOLWMM GYHKLMOHA/IbHBIM CTaTYCOM 1 OHM
3HayuTenbHo gonblue 1 roga ¢ xopoLwwmnm UMEIOT AnNaTauMOHHYIO KapAomunonaTuio.

bYHKLUMOHANbHBIM CTaTyCOM.

@ESC

di ideli 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
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Recommendations for an implantable cardioverter-defibrillator in @ESC
patients with heart failure (3)
Recommendations Class Level

Primary prevention (continued)
ICD implantation is not recommended within 40 days of a MI as implantation at this
time does not improve prognosis.

ICD therapy is not recommended in patients in NYHA class IV with severe symptoms ..

refractory to pharmacological therapy unless they are candidates for CRT, a VAD, or
cardiac transplantation.

CRT = cardiac resynchronization therapy; ICD = implantable cardioverter-defibrillator; NYHA =New York Heart Association; VAD = ventricular assist device.

©ESC

2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
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e Recommendations for cardiac resynchronization therapy implantation in @ ESC
patients with heart failure (1)
Recommendations Class Level

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.

RT should be considered tor symptomatic patients with HF Iin SR wit
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.

CRT should be considered for symptomatic patients with HF in SR with a QRS
duration 2150 ms and non-LBBB QRS morphology and with LVEF £35% despite lla B
OMT in order to improve symptoms and reduce morbidity and mortality.

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 = llb B
order to improve symptoms and reduce morbidity and mortality.

AF = atrial fibrillation; AV = atrio-ventricular; CRT = cardiac resynchronization therapy; HF = heart failure; HFFEF = heart failure with reduced ejection fraction; I1CD = implantable cardioverter-defibrillator; LEBB =left
bundle branch bloclk; LVEF = left ventricular ejection fraction; NYHA= New York Heart Association; OMT= optimal medical therapy {class | recommended medical therapies for at least 3 months); GRS =0, R, and §
waves (combination ofthree of the graphical deflections); RV = right ventricular; SR = sinus rhythm.

@ESC

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

PekomeHpaumm no fieyeHuio ¢ npumeHeHmem aesanicos npm CH co cHmxeHHon OB (HFrEF, CHc®B)
PekomeHaauuu CH, 2021 Knacc PekomeHpgauuum CH, 2016 Knacc

MauuneHTbl co cHMxeHHon OB (HFrEF, CHc®B),
KOTOPbIM Bbl1 UMNIAaHTUPOBAH 0BbIYHbIN
Kapauoctumynatop nam UK, kotopble
BnocneacTeum umetrot yxyaweHune CH, HecmoTps

lla  HaonTumanbHylo MeguKameHTO3HYO Tepanuio u Ib
MMEKT 3HAYUTENBHYIO A0/ CTUMYAALMN NPaBoro
eNnypo4ka, cnefyeTt pacCMOTPETb «yayyLUeHne»
A0 KPT. 3To He KacaeTca cTabuibHbIX NALUEHTOB.

Y nauuneHToB c B JIXK £35%, KoTopbim 6bin
MMMNIAHTUPOBAH OBbIYHbIN KAPAUOCTUMYIATOP UK
UK/, KoTopblie BNOCNeACTBUN UMEIOT YXYALEeHNe
CH, HecMOTpAa Ha ONTUMa/IbHYHO
MeAUKaMEHTO3HYIO Tepanuio u UMeKT
SHAYUTENBHYHO A0 CTUMYA[LUKU NPaBoOro
XEeNyaodKa, cneayer pacCMoOTPETb KynyHLUeHUe»
Ao KPT

JESC

o

di ideli 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure o
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ICOl | KntoueBbie nameneHns B neueHun HFYEF B 20211

AAAAAAAAAAAAA

* New class | recommended therapy for HFrEF: the SGLT2 inhibitors dapagliflozin
and empagliflozin

* The 4 key drug therapies should be initiated as quickly and safely as possible

. Im;;ortance of tailored management

* Primary prevention ICD in non-ischaemic cardiomyopathy now lla

 Emphasis on broad LBBB in selecting patients for CRT

ESC CONGRESS 2021 e @ OFFICIAL GUIDELINE RELEASE

THE DIGITAL EXPERIENCE European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368
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erssor e Pharmacological treatments to be considered in patients with @ESC
(NYHA class l1-1V) heart failure with mildly reduced ejection fraction
Recommendations Class Level
Diuretics are recommended in patients with congestion and HFmrEF in order to . c
alleviate symptoms and signs.
An ACE-I may be considered for patients with HFmrEF to reduce the risk of HF b c
hospitalization and death.
An ARB may be considered for patients with HFmrEF to reduce the risk of HF b C
hospitalization and death.
A beta-blocker may be considered for patients with HFmrEF to reduce the risk of b c
HF hospitalization and death.
An MRA may be considered for patients with HFmrEF to reduce the risk of HF b c
hospitalization and death.
Sacubitril/valsartan may be considered for patients with HFmrEF to reduce the b C

risk of HF hospitalization and death.

ACEH = angiotensin-converting enzyme inhibitor; ARE = angiotensindeceptor blocker; HF = heart failure; HFmrEF = heart failure with mildly reduced ejection fraction; MRA = mineralecorticoid receptor antagonist;
MNYHA= New York Heart Association.

©ESC

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

Recommendations

Screening for, and treatment of, aetiologies, and cardiovascular and non-
cardiovascular comorbidities is recommended in patients with HFpEF
(see relevant sections of this document).

Diuretics are recommended in congested patients with HFpEF in order to
alleviate symptoms and signs.

Level®

C
C

Class®
Reducing body weight in obese patients and increasing exercise may further improve
symptoms and exercise capacity and should therefore be considered in appropriate patients.

MWEOLF = heart faiure ath prewecved epethion $acton
“Caws of recormmendations " Lewel of eviderce

ESC CONGRESS 2021 o . - (
OFFICIAL GUIDELINE RELFEASE
THE DIGITAL EXPERIENCE B . o . .c AL Gt '(_,EL. - L‘t. 5N
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Criteria for definition of advanced heart failure @ESC

All the following criteria must be present despite OMT:
1. Severe and persistent symptoms of heart failure [NYHA class Ill (advanced) or IV].

2. Severe cardiac dysfunction defined by (at least one of the following):
* LVEF (<30%)
* Isolated RV failure (e.g., ARVC)
* Non-operable severe valve abnormalities or congenital abnormalities
* Persistently high (or increasing) BNP or NT-proBNP values and severe diastolic
dysfunction or LV structural abnormalities (according to the definitions of HFpEF)

3. Episodes of pulmonary or systemic congestion requiring high-dose i.v. diuretics (or diuretic
combinations) or episodes of low output requiring inotropes or vasoactive drugs or
malignant arrhythmias causing >1 unplanned visit or hospitalization in the last 12 months.

4. Severe impairment of exercise capacity with inability to exercise or low 6MWT (<300 m) or
pVO2 <12 mL/kg/min or <50% predicted value, estimated to be of cardiac origin.

6MWT= 6-minute walk test; ARVC = arrhythmogenic right ventricular cardiomyopathy; BNP = B-type natriuretic peptide; HFpEF = heart failure with preserved éjection fraction; i.v. =
intravenous; LV = left ventricular; LVEF = left ventricular ejection fraction; NT-proBNP = N-terminal pro-B-type natriuretic peptide; NYHA =New York Heart Association; p¥02 = peak oxygen
consumption; RV = right ventricular.

©ESC

2021 £SC Guidelines for the diagnosis and treatment of acute and chronic heart failure
{European Heart Journal 2021 — doi:10.1093/eurheart)/ehab368)
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I ( ) I - Management of patients with advanced heart failure®

KAPAMOKAMHUKA b & @ ESC

¢ e ! 3
INTERMACS INTERMACS ~ INTERMACS © INTERMACS

| ; 2 ‘ 34 >4 “Stable ambulav.ory"'

t 1 ' '

¥
ETORTRETBETT Algorithm for the treatment of
(Class lla) . . .

; : 4 patients with advanced heart failure

“severe brain 0
Cardiac,
damage and A and end-organ

; > and end-organ recovered '\» g 7 \ J . . . . .
irreversible Eovercd but no cardiac . 1 878 = bridge to bridge; BTC=bridge to candidacy; 87D = bridge to
m SOVt G L@/— @ decision; BTR = bridge to recovery; 8TT = bridge to transplantation;
: « CA = cardiac amyloidosis; DT = destination therapy; ESC = European Society of
o — Fm Cardiology; HCM = hypertrophic cardiomyopathy; HF = heart failure;
~ R reversible ) HFA = Heart Failure Association; HT = heart transplantation;
k INTERMACS = Interagency Registry for Mechanically Assisted Circulatory
} Support; LVAD = left ventricular assist device; LVAD-BTC = left ventricular assist
device bridge to candidacy; LVAD-DT = left ventricular assist device destination
ligg;sl?: therapy; MCS = mechanical circulatory support.
#This algorithm can be applied
to all patients with advanced HF defined according to the ESC/HFA criteria, with
. I exception of HCM, CA, arrhythmic storm, adult congenital heart disease,

. . ‘ ™ refractory angina.
| | Advanced HE PRecurrent hospitalization, progressive end-organ failure, refractory congestion,
ies inability to perform cardiopulmonary exercise test
Withdrawal of  Weaning from  LVAD-DT (HT/LVAD) can or peak oxygen consumption <12 mL/min/kg or <50% of expected value.
MCSsupport  MCSsupport  (Class lla) be deferred. Colour code for classes of recommendation: Green for Class of recommendation
:{m‘:’: | and Yellow for Class of recommendation Ila {see Table 1 for further details on 9
classes of recommendation 5

\ @Esc—
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Heart transplantation: indications and contraindications (1) @ESC

Indications

Advanced HF

No other therapeutic option, except for LVAD as BTT

Contraindications

Active infection®

Severe peripheral arterial or cerebrovascular disease

Pharmacologic irreversible pulmonary hypertension (LVAD should be considered to reverse
elevated pulmonary vascular resistance with subsequent re-evaluation to establish candidacy)
Malignancy with poor prognosis (a collaboration with oncology specialists should occur to
stratify each patient as to their risk of tumour progression or recurrence which increases with
the use of immunosuppression)

Irreversible liver dysfunction (cirrhosis) or irreversible renal dysfunction (e.g. creatinine
clearance <30 mL/min/1.73 m?). Combined heart-liver or heart-kidney transplant may be
considered

BTT = bridge to transplantation; HF = heart failure; LVAD = left ventricular assist device. *Active infection is a relative contraindication to transplant although in some cases of infected LWYADs
it may actually be anindication. Adapted from Crespo-Leiro MG et al., Advanced heart tailure: a position statement of the Heart Failure Association of the European Society of Cardiclogy.
Eurl) Heart Fail 2018;20:1505-1535, by permission of John Wiley and Sons on behalf of the European Society of Cardiology.

©ESC

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

Main mechanisms

Main cause of
symptoms
Onset

Main haemodynamic
abnormalities

Main clinical
presentations

Main treatment

LV = left ventricular; LVEDP = left ventricular end-diastolic pressure; MCS = mechanical circulatory support; PCWPE = pulmonary capillary wedge pressure; RV = right ventricular; RVEDP = right
ventricular end-diastolic pressure; RRT = renal replacement therapy; SBP = systolic blood pressure. *May be normal with low cardiac output. "Wet and cold profile with need of inotropes

Acutely decompensated
heart failure (ADHF)

LV dysfunction
Sodium and water renal retention

Fluid accumulation, increased
intraventricular pressure

Gradual (days)

Increased LVEDP and PCWP?
Low or normal cardiac output
Normal to low SBP

Wet and warm OR Wet and cold

Diuretics

Inotropic agents/vasopressors
(if peripheral hypoperfusion/
hypotension)

Short-term MCS if needed

and/or vasopressors may rarely occur.

www.escardio.org/guidelines

Acute pulmonary
oedema

Increased afterload
and/for predominant
LV diastolic dysfunction

Valvular heart disease

Fluid redistribution to
the lungs and acute
respiratory failure

Rapid (hours)

Increased LVEDP and
PCWP

Normal cardiac output
Normal to high SBP

Wet and warm

Diuretics
Vasodilators

Isolated right ventricular
failure

RV dysfunction and/or
pulmonary hypertension

Increased central venous
pressure and often systemic
hypoperfusion

Gradual or rapid

Increased RVEDP
Low cardiac output
Low SBP

Wet and cold

Diuretics for peripheral
congestion

Inotropic agents/vasopressors
(if peripheral hypoperfusion/
hypotension)

Short-term MCS if needed

Cardiogenic Shock

Severe cardiac dysfunction

Systemic hypoperfusion

Gradual or rapid

Increased LVEDP and PCWP?
Low cardiac output
Low SBP

Wet and cold

Inotropic agents/
Vasopressors
Short-term MCS

JESC
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@ESC

Management of patients with suspected acute heart failure

Urgent phase after Cardiogenic shock and/or

first medical contact L respiratory failure j

Identification of acute aetiology

emergency

8l
a
I

Hypertension
Arrhythmia
Mechanical cause’
Pulmonary embolism

Immediate phase
(initial 60—120 min)

{/_-| -—-ovXIPION

Initial management of
acute heart failure

Pharmacological support
.- i{ Ventilatory support
MCS

v Immediate initiation
of specific treatment

Infections MCS = mechanical circulatory support.
Tamponade “Acute mechanical cause: myocardial rupture
complicating acute coronary syndrome (free wall rupture,
,& ventricular septal defect, acute mitral regurgitation),
\1/ chest trauma or cardiac intervention, acute native or
prosthetic valve incompetence secondary to endocarditis,
Further treatment® aortic dissection or thrombosis.

bSee previous slides for specific treatments according to

@ ESC _/ different clinical presentations.

www.escardio.org/guidelines

2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
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BeaeHue naumMeHTOB C NOAO03PEHMEM Ha OCTPYIO CepAeYHYI0 HeA0CTaTOYHOCTb
®dapmakonormyeckan nogaepika
YpreHTHasa ¢a3a nocne 5
: , KapauoreHHblii WoK u/unm
nepBoro meauumMHCKOro BeHTUNATOpPHAA NOAAEPKKA
KOHTaKTa AblXaTe/ibHaAa HeAOoCTaTOYHOCTb
1 MexaHuueckan nogaepxKa
? UMPKYnALMM
BbifiBNIeHME OCTPOIA 3TUONOTUM
OCTpbIi KOPOHAPHbBIMA CUHAPOM
Octpas apT. runepToHus
Aputmus HemepgnenHoe Hauano
e OC'PSS. ":{}zaga ) MexaH14eCcK1e NPUYUHbI cneunduueckoro
NHbekuumn
TamnoHaga
MpoponxkeHue neyeHus
A @ rar




I( )I [AuarHocTuyeckunii anropuTm AnA BHOBb BO3HUKLWIEN ocTpon CH

I

KAPAMOKAAHUKA AHaMmHe3, CMMNTOMbI U/unu
NPU3HaKu, NOA03PUTE/IbHbIE
Ha CH

3KIr

MynsCoOKCUMETPUA

IxoKI

HayanbHble nabopaTtopHbie

TecTol*

PenTreHorpaduma rpyaHoOn KNeTku

*  Y3U nérkux

*  [Opyrue cneunduyeckue
obcneposanmn

|

OnpegeneHne HaTPUypPETUHECKOTO NenTuaa

v

L ) 3
«  NT-proBNP <300 pg/mL * NTproBNP *HauanbHan NabopaToOpHbIE TECTbI BKAKOYAIOT
*  MR-proANP <120 pg/mL *  MR-proANP 2120 pg/mL onpeaeneHue TPONOHUHA, KPEATUHMHA CbIBOPOTKM,
MOYEBUHbI ¥ a30Ta MOYEBUHbBI B KPOBM, 3NEKTPO/UTOB,
1 [ nokasarenen ne4éHo4Hon dyHkumm, TTI, A-aumepa u

v Octpan CH uckloueHa Octpan CH noaTsepxaexa : ) NPOKaNbUUTOHMHA NPU NOAO3PEHUM HA NErOYHYIO
amb60nui0 nm nHdEKUMIo, OLEHKY ra3sos KpOBK B

[ cNyyvae pecnupaTopHOro AUCTpecc-CMHAPOMA U
nakrara npu runonepdysmnu
Monxan 3xoKr

L @Esc




I ( ) I Bepenue naumeHTOB C OCTPOIA AekomneHcauuei CH

KAPAMOKAUHWKA I

3acroit / neperpy3ka o6bémom

[
-

" Nemnesoit .quvpem' K (Knacc 1)
ﬂﬂfﬂem .:cuﬁpemn M paccmoTpeTs

uHoTponsi (knacc lib)

[ [
 Smensuenmesacron [ L rnonendyan usacron
- -

PaccmoTpeTb Ba3onpeccopbl
u/unun paccmoTpeTb (Hanpumep, HopaapeHanuH)
couetaHue auypetukos (knacc lla) (Knacc lib

[

PE@3UCTEHTHOCTD K

AMYPETHKAM UM KOHEUHan Coxpausietca runonepdysus.

MopaxeHne opraHoB

§ 3amectuTensHan ) l MexaHuueckan 1
noyeyHana Tepan ua nomepﬂ"(a mpl‘?ﬂﬂqﬂ“

(Knacc 11a) (Knacc l1a)
unu u/unu.
PaccmoTtpetb ni?aetman ‘l‘e;:::ﬂ
NanNMaTUBHYHO MOMOLLb (Knacc lia)
unu
PaccmoTtpetb

NanNMaTMEHYO NOMOLWb




I ( ) I BepgeHue NnaumneHToB C OTEKOM NETKUX

KAPAMOKAUHWKA I

RHCJIOPOA Imacc ” WAn

BEHTUNALMOHHAA NOAAEPIKKA
(knacc lla)

- CAA 2 110 mm pr.cT.

Mnonepdysuna

Mernesble anypetukn (Knacc 1) Metnesbie Auypetnkn (Knacc 1)

u/wnun BazogunaTaTopsl M UHOTpONbI/Basonpeccopsbl
(knacc llb) (knacc lb)

1 J
l—&@ |

(Knacc 1)

PaccmoTpeTk 3amecTUTeNbHYI0 OonTUMM3aLMA
NOYeUHYIO Tepanuio, MeVKaMEHTO3HOH
MeXaHWUECKyo NOAAEPIKKY (Hnace 1) Tepanuu
UMPKYAALMK, APYFUE YCTPOiicTBa acc
(Knacc l1a)
unu

PaccmoTpeTs NanInaTtUBHYIO
noMoub

[~ ST
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KAPAMOKAMHUKA ! - Managemenz ofp@t:iems with mrdiogenic shock @ E SC

- and/or mec

Y — e N
— complications i —

S e e ames || Management of cardiogenic shock

l ' ) ]

Consider short-term
AND MCS

(Class Ila)

AND

support (Class Ila)

(Class lIb)

- ik |'|'|P n
= and organ dysfunction ) *\-f
-

‘ MCs
; (Class Ila)

ANDIOR

Remipiics ACS = acute coronary syndrome; BTT = bridge to transplantation;

medical therapy optimization

(Class lla) MCS = mechanical circulatory support; PCl = percutaneous coronary
(Class ) intervention.
G FPClin ACS, pericardiocentesis in tamponade, mitral valve surgery in papillary
Consider muscle rupture. In case of interventricular septum rupture, MCS as BTT should
palliative care be considered.

EFOther causes include acute valve regurgitation, pulmonary embolism,
infection, acute myocarditis, arrhythmia.

A

L @ESsc—
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KAPAMOKAUHHWUKA I
OKC nnn mexaHuyeckue

J" - OC/NOXHEeHUA - @
L

BepeHue naumeHToB ¢ KapAWOreHHbIM LUOKOM

kcTpeHHoe YKB unu BbiABNEHME U NEYEHUE APYTHX
XWpYpruueckoe neyeHue* cneympuUeckux NpUUnH**
T ]
!
PaccmoTpeTh KpaTKOBPEMEHHYIO
(Knaccl) namn " Paocngra[;i‘r;e::oo;&onu / 7] MEXaHNYECKYIO NOAAEPIKKY
BEHTUNALMOHHYIO (Knacc lib) LMPKYNALMA
noagepxky (knacc lla) (Knacc lla)
_ i Ycunenue runonepdyzud u
I runonepdy3nu OpraHos @
MpekpaweHne
WHOTPONOB/Ba3onNpeccopos MexaHuuyeckan nogaepxKa
u/nnu mexaHumueckon LMPKYNALMK
NOAAEPHKM UMPKYNALUN (Knacc l1a)
l u/unu
:&enue, mﬂﬂm : 3amecTuTenbHaa noveuyHan
ONTUMU3UPOBATL Tepanua
MeIMKaMEHTO3HOE NleYeHne (Knacc l1a)
(Knacc 1) unu
PaccmoTtpeTts

nanavaTUBHYH NOMOLLb

@ESC—

*YKB npu OKC,
NepUKapaMOLLEHTES MPU
TamnoHage, onepauma Ha
MWUTPaNbHOM KaanaHe npu
OTPbIBE NANUANSPHOM MbILULLBI.
Mpu paspbiBe MEXKENYAOYKOBOM
Nneperopoaku AoMmKHa bbiTh
PacCMOTPEHa MeXaHW4ecKasn
NoAAepPKKa LMPKYNALMM, KaK
NOArOTOBKA K TPAHCN/aHTaLuUK
cepaua

** Npyrue npuymnHbI BKIKOYAOT
OCTPYIO KNanaHHyo
peryprutaumio, T3/1A, nHdexunu,
OCTPbI MUOKaPAUT, aPUTMUU




I()I _- Manag; of patients with isolated right ventricular failure .'
KAPAMOKAMHUKA ] @ ESC

or
[ *\-«'_' | acute pulmonary embolism ,.-'_ 8 ]

Optimize fluid status Specific treatments
]
Y - H -
T e Management of right ventricular failure
< >
v
m Consider careful
(Class v I fluid administration
|\ persistent hypotension | '_a
v
¥
andlor |
| (Class llb) I
1
W;ﬂ@u and symptoms )
- f T =
m o
7 3
B RVAD
ANDIOR
Renal replacement
therapy
OR
C_ol?sider
R ACS=acute coronary syndrome; RV=right ventricular; RVAD=right ventricular assist device. <
alnotropes alone in case of hypoperfusion without hypotension. 5
\ @Eesc— ;
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BeAeHWe NaLMeHTOB C M30IMPOBAHHON HEAOCTaTOUHOCTLIO NPABOTO KeNyA0uKa

l
| o ®

OnNTHMM3MPOBaTh COCTOAHME
0bbEMa MUOKOCTH

l
Otmeuaetca 3actoii - D

m”"l’"""‘ L . . Paccmotpers TwartenbHbiit
(Knaccl I KOHTPONb }UAKOCTH
Nepudepnyeckan runoneppysua /
-

Basonpeccopbl M/WAN HHOTPONBLI®
Knacc l1b)

l

>

¥

Cneunduyeckoe neyenune

Habniopenue r YcTpoiicTBa nogaepHKI 1
MK
u/unu

3amecTUTeNbHaA NoueYHan
Tepanua
unu

PaccmoTpets
NaNAMaTHBHYIO NOMOLLb

@ ESC—

* TonbKO MHOTPONBI B
cny4ae runonepdysuu
6e3 runoTeH3Iuu
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[OunypeTuueckan Tepanua y NaLMUEHTOB C OCTPOM CepAEeYHO HeA0CTaTOYHOCTbIO

¢ Her Bbin NETNeBO# NepopanbHbIA C B2 D n
AWYpeTUK? 4

dypocemmp, 1-2 cyTO4YHbIE

>20-40 mr B/B nepopanbHble A03bl BfB
L 3 _J
+
Hatpuii B moue yepes 2 yaca 250-70 mmons/n
Anypes yepes 6 yacos 2100-150 mn/u
1
>
-
YaBausatb 8/8
Mosroputs npeabiAywyio p‘maxcuma#::'zﬁ il;w
A03y Kaxabie 12 yacos Ao3bI*
Hatpwuii B moue 250-70 mmonb/n 3a 2-6 4acos b J
Auypes 2100-150 mn/u
b {
o
KoHTpONb KpeaTMHUHa v
MosTopAaTb A0 CbIBOPOTKM U K
nonHoro — 3NEKTPONUTOB NO — 6""":::::: €
paspelleHun 3acTon KpaihHei mepe Auyper
Kamgable 24 4

@ ESC—

*MaKCMManbHOM CyTOMHOM
no30# 8/8 pypocemmnaa
0b6bl4HO cumuTaetca 400-600
MTr, XOTA Y NALUEHTOB C
TAMENbIM HapyLLeHUem
bYHKLMUM NOYEK MOXKHO
Ha3Ha4aTb 403y Ao 1000mr.
**KombuHupoBaHHas
Tepanwus - 310 gobasneHue |
neTneBoMy AUYPETURY
npenapara ¢ ApYroi TO4KOM
AencTBUA, Hanpumep
TMa3WA0B, METONA30Ha MK
auetasonamuaa
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oo PeKOMEHAALMKW MO HabnoAeHUIo nepes, BbINMMCKOW y naumeHTos ¢ octpon CH

Knacc YpoeeHs
PexkomeHaaunu

MayneHTbl, rocnuTann3npoBaHHblie n3-3a CH, 40 BbINUCKU AONXKHbI 6bITb TWATENBHO

DﬁCﬂe.ﬂ,DBaHbl Ana NCKNK4YeHnA NepCUCTUPYHOLWKUX NPU3HAKOB 3aCTOoA U ANnAa ONTUMKU3aUnn C
MeaNKaMeHTO3HOIo 1e4yeHuA.

PeokmeHA0BaHO HayaTb ie4eHUe A0Ka3aHHbIMK NpenapaTtamm A0 BbIMMCKKU M3 CTauuoHapa -

Yepes 12 Hegenb Nocae BbiNUCKU PEKOMEHA0BAHO HabloaeHWe ANs OLEHKU NPU3HAKOB
3acToA, NEePEHOCMMOCTM IEYEHUA U HaYaNa UAM TUTPALMK IEYEHUA A0Ka3aHHbIMM

npenapatamu

Hy»XHO paccmoTpeTb Ha3HavyeHne KapboKCMManbTO3bl Kenes3a NPU HannYum
}enesogedpuuuta, onpeaenEHHOro No KOHUEHTpauuu ¢epputmHa




@] New recommendation for comorbidities

* Cardiovascular comorbidities:
* Atrial fibrillation
* Chronic coronary syndrome
* Valvular heart disease

* Non cardiovascular comorbidities:
* Diabetes
* Iron deficiency
* Cancer

* Special conditions
Pregnancy
Cardiomyopathies
Myocarditis
Amyloidosis

ESC CONGRESS 2021 o AT ORI S AR
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KAPAMOKAWMHUKA ( 8 )

PekomeHZaLuM no BeAeHuIo naumneHTos ¢ CH 1 caxapHbiM guabeTom Knacc

NHrnbutopbl SGLT2 (kaHarnnbnosuH, ganarnndnosuH, smnarnndnosuH, spTyrnndaosuH, cotarnmdiosnx)
pekomeHAaytoTca naumeHTam ¢ CA1 2-ro Tuna u yrposort CC cobbiTuit ANs yMeHbLUEHMA roCnMTanmsaumum no
nosogy CH, cepbesHbix CC cobbiTuit, TepMrUHaNbHOM CTaanM novevyHon ancoyHKLuMM u cmepth ot CC3.

NHrnbutopbl SGLT2 (ganarnndnosunH, smnarnndnosuH u cotarnmdiosnH) pekomeHayroTea naymeHtam ¢ C4
2-ro Tvna u HFrEF/CHc®B ana cHUKeHna KonuyecTsa rocnuTanusauuii us-3a CH u cmeptn ot CC3.

UHrnbutop AMNMN-4 cakcarnMnTuUH He peKOMEHAYETCA Ha3Ha4yaTb naymeHTam c CH. -

QESC

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

www.escardio.org/guidelines (European Heart Journal 2021 — doi:10.1093/ eurh eartj/ehah 368)




s Recommendations for anaemia and iron deficiency in patients with @ESC
heart failure
Recommendations Class Level

It is recommended that all patients with HF be periodically screened for anaemia and
iron deficiency with a full blood count, serum ferritin concentration, and TSAT.
Intravenous iron supplementation with ferric carboxymaltose should be considered in
symptomatic patients with LVEF <45% and iron deficiency, defined as serum ferritin
<100 ng/mL or serum ferritin 100-299 ng/mL with TSAT <20%, to alleviate HF
symptoms, improve exercise capacity and QOL.

Intravenous iron supplementation with ferric carboxymaltose should be considered in
symptomatic HF patients recently hospitalized for HF and with LVEF <50% and iron
deficiency, defined as serum ferritin <100 ng/mL or serum ferritin 100-299 ng/mL with
TSAT <20%, to reduce the risk of HF hospitalization.

HF = heart tailure; LVEF = left ventricular ejection fraction; EL= quality ot lite; AT - transierrin sataration.

M -

©ESC

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

www.escardio.org/guidelines {European Heart Journal 2021 — doi;10.1093/eurheartj/ehab368)
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KAPAMOKAWMHWUKA

PekomeHAgauum no BegeHuio nauneHTos ¢ CH 1 aepuumntom Kenesa Knacc

PekomeHAyeTca NPOBOAUTL NEPUOANYECKUI CKPUHMHT Ha aHeMuio U AeduumT xenesa scem naymeHtamc CH c
NpPOBEeAEHUEM K/.aH.KPOBU, KOHLLEHTPpaLun peppuUTHHA B CbIBOPOTKE KPOBU U HacbiLLeHUa TpaHcdeppuHa

BeeaeHue kenesa kapbokcumanbTosaTacnesyeT yinTbiBaTb y NaumeHToB c cumntomamm CH, koTopble HefaBHO

61K rocnutanusuposarbl no nosogy CH u ¢ ®B JIXK <50% u geduumtom Kenesa, onpeaeneHHOM B BUAE

deppuTUHa cbiBOpoTKM <100 Hr/Mmn uam coisopoTo4Horo depputHa 100-299 Hr/mAn ¢ HacbiweHnem lla
TpaHcdeppuHa <20%, 4To6bl yMEHBLUNTD PUCK rocnuTannsaymm no nosogy CH.

JNleyeHne aHemuu npu CH ¢ ncnosbzoBaHMeM CTUMYASLUM SPUTPONOSITUHOM HE PEeKOMEHAYEeTCa NpU OTCYTCTBUM
LPYrUX NOKasaHU K aToM Tepanuu.

QESC

di ideli 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
oo lo.org/gw o (European Heart Journal 2021 — doi:10.1093/ eurh eartj/ ehab 368}




ICDI Recommendations for the management of patients with cancer and @ESC
heart failure

Recommendations Class Level
It is recommended that cancer patients at increased risk for cardiotoxicity, defined by a
history or risk factors of CV disease, previous cardiotoxicity or exposure to cardiotoxic

agents, undergo CV evaluation before scheduled anticancer therapy, preferably by a ¢
cardiologist with experience/interest in cardio-oncology.

A baseline CV risk assessment should be considered in all cancer patients scheduled to lla C
receive a cancer treatment with the potential to cause heart failure.

Treatment with an ACE-I and a beta-blocker (preferably carvedilol) should be

considered in cancer patients developing LV systolic dysfunction, defined as a 10% or lla B

more decrease in LVEF and to a value lower than 50%, during anthracycline
chemotherapy

ACE-| = angiotensin-converting enzyme inhibitor; CV = cardiovascular; LV = left ventricular; LVEF = left ventricular ejection fraction.

©ESC

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

www.escardio.org/guidelines {European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368)
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KAPAMOKAWMHWUKA

PekomeHaauuu no segeHuio nayueHTosc CH u OHKoNoruen Knacc

BonbHbIM PaKOM C NOBbILLIEHHBIM PUCKOM KapAWOTOKCUYHOCTM, ONPEAENaoWUMCa aHaMHE3OM UK
daKTOpamu pUCKa CepAedHO-COoCyaUCTbIX 3aboieBaHuit, NpeaBapuUTeibHOM KapAMOTOKCUYHOCTBIO UK
BAUAHUEM KapAMOTOKCUYECKMX cybCcTaHumi, pekomeHayetcs npoxoanTb CC oueHKy Ao
3an1aHUPOBaHHOW MPOTUBOPAKOBOM TEPANUU, KenaTe/bHO Y KapAMOOHKOOra.

NeyeHve MAN® u beta-agpeHobN10KaTOPOM (MPEMMYLLECTBEHHO KapBeAUNA0N0OM) CAeAyeT PacCMOTPETb Y
NaluMeHTOB C PaKoM, Y KOTOpbIX pa3sBuBaeTca cuctonnyeckaa auchyHkuma /XK, onpeaenarowasca Kak lla
cHmKeHne OB JTXK Ha 10% munu 6onee m oo 3Ha4eHus HUKe 50% npu xMmuoTepanum aHTpPaUUMKAMHaAMMU.

Ba3oByo OLUEHKY pUCKa CEpAEYHO-COCYANUCTbIX 3abonesaHuii cneayet NPOBOAUTD Y BCEX OHKONOTUYECKMUX

la
naunMeHToB, KOTOPbIM MJIaHUPYETCA JIeHeHUE pPaKa JieKkapCTBaMy, KOTOPbIE MOTYT Bbl3BaTb CH.
“
&
(@]
di ideli 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
MR lo.org/gUI o (European Heart Journal 2021 — doi:10.1093/eurh eartj/ehab368)
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KAPAMOKAWMHWUKA

Knacc

PekomeHgauum no neyeHuo 6onbHbiX CH 1 amunongosom
Tadamuanc pekomeHayeTca NPUMEHSTD NaUMEHTAM C FEHETUYECKM NOATBEPXKAEHHOW HaCc/1eACTBEHHOCTbIO
hTTR-CMP u NYHA knacca | unu Il pha ymerbwernuns cumntomos, CC rocnutannsaumnin ¥ CMepPTHOCTH.

Tadpamungumc pekomeHaosaH nauneHtam ¢ WtTTR-CA u cumntomamu knacca l unum || NYHA ans ymeHblieHus
cumntomos, CC rocnutanusaumnin U CMepPTHOCTH.

@ESC

©
&/

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

www.escardio.org/guidelines (European Heart Journal 2021 — doi:10.1093/ eurh eartj/ ehab368)




I ( ) I Begenue nauneHToB ¢ CHH®B n pubpunnaumeir npeacepamii
[
KAPAMOKAAHUEA AHTUKOArynaHTbl A8 NPoPUNAKTUKK TpomBoambonuuekux cobbiTuii (Knacc 1)

L
Neuenne Tpurrepos aputmun (Knacc 1)
1

OnTMMKM3aLMA NeyeHun cepaedHoin HeagoctatouHoctu (Knacc 1)
L

IIECI‘aﬁbHOCTb

KoHTponb putma Koutpone YCC
bera-6nokatop
{KJE'II:CT: 1) (Knacc lla)
U1
.2 LOWUroKCHH/ANIMTOKCUH
M
AmuopapHo BB
(Knacc lla)

Caa> !
| e RED
¢ Habniogerne

KoHTponb putma

p KoHTpoAb puTMa
Abnaumsa nér.seH Abnauma nér.Bex
(Knacc lla) (Knacc lla)
nan nnu
AmuopapoH AmnogapoH
(Knacc lib) (Knacc lib)

WUnn
3ANUT
KoHTponb 4CC (Knacc lib)

ABnauymna AB-yana
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KAPAWMOKAWMHUWUKA Mamgomemdlau’ialﬂbrilladon Inpnﬁemswlth HFrEF

@ESC

Management of atrial fibrillation
in patients with heart failure

Beta-blockers

(Class lla)
OR
l Digoxin/digitoxin
(Class lla)
OTETED & o
Amiodarone i.v.
[ (Class Ila)
® !
improvement | —
] rT—
@ Follow-up
Rhythm control Rhythm control
PV ablation PV ablation
(Class lla) (Class lla)
: OR OR .
Amiodarone Amiodarone
(Class lib) (Class IIb)

AF = atrial fibrillation; AVN = atrioventricular node; ECV = electrical cardioversion;
HF = heart failure; i.v. = intravenous; PV = pulmonary vein.

" Eov
|\ (Classlib) Colour code for classes of recommendation: Green for Class of recommendation |;
= : Yellow for Class of recommendation lla; Orange for Class of recommendation |1b; Red

A\(/gl:sls)‘lal‘bk)m "qohslm — for Class of recommendation !l {see Table 1 for further details on classes of
N —£ @ L\ 4

— recommendation).
L @esc

©ESC

2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure
{European Heart Journal 2021 — doi:10.1093/eurheartj/ehab368) 91

www.escardio.org/guidelines




