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WHAT’S NEW?

http://www.escardio.org/guidelines


“HF with midrange EF (HFmrEF)”
HF and a left ventricular ejection fraction (LVEF) from 40 to 49%,

This group takes place between  “HF with reducedEF (HFrEF)” LVEF <40%,  

and “HF with preserved EF (HFpEF)” LVEF >49%.

The aim of this 3 groups classification of HF patient is “to stimulate research into the 

underlying characteristics, pathophysiology and treatment of each population.”

1/ A  new group of patients 



2/ A newAlgorithm for the diagnosis of heart failure 

in the non-acute setting

First Step: Assessment of HF probability



Clinical history, Physical examination, EKG.
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The development of overt heart failure or death may be delayed through 

interventions aimed at modifying risk factors for HF 

or treating asymptomatic LV systolic dysfunction 

before the onset of symptoms.

 Treatment of hypertension is recommended to prevent or delay the 
onset of HF and prolong life.

 ACE-I in patients with asymptomatic LV systolic dysfunction/stable 
CAD.

 Beta-blockers in patients with asymptomatic LV systolic dysfunction 
and a history of myocardial infarction.

 Statins in patients with or at high-risk of CAD.

 Counselling and treatment for smoking cessation, obesity and alcohol 
intake reduction are  recommended in order to prevent or delay the onset 
of HF.

3/ Prevention of Heart Failure



4/Pharmacological treatment of symptomatic HF with reduced FE.



An ACE-I in addition to a 

beta-blocker, 

are recommended to reduce 

the risk of HF hospitalization 

and death 

and diuretics to reduce the 

symptoms of congestion. 

Patients symptomatic despite

this treatment: 

Mineralocorticoid/aldosterone

receptor antagonists (MRAs) 

block receptors. 



If still symptomatic despite 
this optimal treatment :
• Angiotensin receptor 

neprilysin inhibitor as a 
replacement for the ACE
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A Comparison of Angiotensin Receptor-

Neprilysin Inhibition (ARNI) With ACE 

Inhibition in the Long-Term Treatment of 

Chronic Heart Failure With a Reduced 

Ejection Fraction
J J V McMurray M Packer et al

N Engl JournalMed 2014 (371);11: 993 1004



Digoxin And Mortality in Patients .  

Does Serum  Digoxin Concentration Matter?
(from  ARISTOTLE Study)

Adj. HR (95%

CI):  1.19 (1.07–

1.32)

P=0.001

for each 0.5 ng/mL increase in  

baseline digoxin concentrations

New Digoxin Users

Control

1. In the absence of randomized trial data showing its  safety and efficacy, 

digoxin should generally not be  prescribed for patients with AF, 

particularly if  symptoms can be alleviated with other treatments.

2. In patients with AF already taking digoxin, monitoring  its serum 

concentration may be important, targeting  blood levels <1.2 ng/mL.

Cut off: 1.2 ng/ml



Implantation of CRT not recommended 
if QRS duration <130ms.

CRT is recommended for symptomatic patients in sinus rhythm with 

LVEF ≤35% despite OMT and LBBB

 If QRS duration ≥150 msec

 If QRS duration ≥130 to 149 msec

If non LBBB QRS morphology, CRT still recommended 

 if QRS duration ≥150 msec

 if QRS duration is 130-149 msec

5/ Cardiac resynchronization therapy (CRT)



6/ Implantable Cardioverter-Defibrillator (ICD) in HF patients

(Dilated Cardiomyopathy)



P value interaction: 0.009

N Engl J Med 2016; 375:1221-1230

Not available in time!

120 died vs 131(control)



7/ Management of co-morbidities

Co-morbidities interfer with the diagnosis process, may aggravate HF symptoms, 

contribute to the burden of hospitalisation and mortality…

Ferric Carboxymaltose

Metformine



Multidisciplinary management programmes designed to 

improve outcomes through structured follow-up on

 patient education 

 optimization of medical treatment

 psychosocial support 

in order to reduce HF hospitalization and mortality in patients 

discharged from the hospital.  

Characteristics and components of such programmes can 

be found in this new guidelines. 

8/  Multidisciplinary team management



Adaptive servo-ventilation not recommended in patients with HFrEF and a 

predominant central sleep apnoea because of an increased all-cause and 

cardiovascular mortality.

 Glitazones

 NSAIDs or COX-2 inhibitors 

 Diltiazem or Verapamil 

increase the risk of HF worsening and HF hospitalization. 

 Minoxidine

 Alpha Blockers

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

ACE-I and an MRA not recommended because of the increased risk of renal 

dysfunction and hyperkalaemia.

9/ Treatments not recommended  in patients with heart failure



Thank-you!
Merci!

Grazie!


