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Boehringer -Ingelheim , Lilly, Medtronic, Novartis,
NovoNordisk , Organon, Sanofi, Servier, Vifor
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Aincapacité pour la pompe cardiaque d assurer
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Fonctionnement de la «

pompe » cardiaque
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D'aprés 5. Plowman and
D. Smith - Allyn & Bacon
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Coeur normal Cardiomyopathie dilatée

Ventricule
) gauche dilaté
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IC: une « epidémie » du 21eme Siecle

A En Europe et dans les pays développés

A 15 millions de patients 1€2)

A1 a 2%de la population adulté®)

At NBOIt SYyOS Si AYOARSYOS [ljdzA FdAaAYSyYyuaSyud | &¢
A 10% chez les plus de 75 &7

A Morbidité, rrllortalité et colts associés augmentent avec le vieillissement de la
population ™

A Impact sur les patients, les soignants et le systéme de §&irfié

Hunt et al. J Am Coll Cardiol 2009;53:e11 90;
Dickstein et al. Eur Heart J 2008;29:2388i 442;

Mc Murray J et al. Eur Heart J. 2012; 33: 1787-1847,;
Lloyd-Jones et al. Circulation 2010;121:46i 215;

LR

Bekelman et al. J Gen Intern Med 2007;22:470i 7
6. Saunders. West J Nurs Res 2008;30:943i 59
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IC: une « epidémie » du 21eme Siecle

En France

A Prévalence déclarée : 2,3%
A 1,5 million de patients en France

En augmentation de part :
AVieillissement de la population
AAmélioration du traitement des événements coronaires aigus graves

A120 000 nouveaux cas par an

Altecause dohos mprés®3dans at i on
A 165 000 patients hospitalisés pour IC

Ltat dea | ydé I8 population en France. Rapp@fil7. DREES.
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IC: une « epidémie » du 21eme Siecle

Lifetime Risk for Developing Heart Failure
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Lloyd-Jones, D. M. et al. Circulation 2002;106:3068-3072.

Bleumink G S et al. Eur Heart J 2004,;25:1614-1619.

A US &40 ans le risque de développer une IC pendant le reste de sa vie est
de 1sur5

Europe : & 55 ans ce risque est de 1 sur 3

Infarctus du myocarde (surtout chez les hommes)
et HTA sont responsables de la majeure partie de ce risque
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Insuffisance cardiague et codts

Billions of $

Ins. Cardiaque Cancer Infarctus

L insuffisance cardiague n  est pas un probleme de cardiologue

mais un probleme de sociétée !

O6 Connel | JHe&tLung Transplant. 1994;13:5107-S112..
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A Lansuffisance cardiaque g ® me 2,8 milliards d@uros de d ®enses annuelles (soit 1,37 %
du total desd Pensesdes ant ®

A Lamo i estifputable aux ®isodes aigus avec une progression de 4,6 % par an,
essentiellement | e &x hospitalisations (7 880 euros par an et par patient avec ®pisode
aigu, et 2 200 euros sans ®pisode aigu).

A Le co% de ces hospitalisations peut °tre e s t i om®nilliard d@uros par an.

Ltat dea | ydé I8 population en France. Rapp@fil7. DREES.

I' Hospitalisation (dont 97 % en MCO)
MCON

Pharmacie

Honoraires médicaux

13% 6 3 % Dispositifs médicaux

1- Bouéeet al. Costs of Acute Heart Failure in France. Value in Health.
201316:A323;A636.
2- Point de repére ?88-ao(t2012




® o o o (Cylge
@ L ” ® National des

HOPITAL Duréemoyennedesséjourshospitaliersen 2012 o
JOSEPH Donnéegégionales

Moyenne France : 9,3 jours

Données PM20012
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Comorbiditésnon CVassociées
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Diabéte Obésité BPCO Insuffisance

rénale
sévere

Logeart D et al. Current aspects of the spectrum of acute heart failure syndromes in a real-life setting: the OFICA study. Eur J Heart Fail. 2013;15:465-76.
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Logeart D et al. Current aspects of the spectrum of acute heart failure syndromes in a real-life setting: the OFICA study. Eur J Heart Fail. 2013;15:465-76.
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Maladie sévere

U > 70 000 déces annuels

U Taux de mortalité 2 a 3 fois plus élevé chez les insuffisants cardiaques que
chez les sujets controles du méme age.

U La mortalité par mort subite est également 2 a 3 fois plus fréquente

U apres une premiere hospitalisation, plus de 40 % des malades
décedaient auparavant dans |'annee qui suivait

U 30 a 50% des déces : mort subite
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Comparatif de survie a 5 ans de| IC avec certains

Insuffisance Cardiaque et mortalité a long terme
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cancers

IDM
Cancer de la vessie
Cancer de la prostate
I ' yOSNJ RS
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le double de celle du cancer du sein et du cancer de la vessie

plus élevée que celle du cancer de la prostate

similaire a celle du cancer du colon

Stewart et al. Eur J Heart Fail 2001;3:85

ague,
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Pronostic des patients IC
o hospitalisés pour la premiere fois

120%

100% l

80%

«=Survie

60%
“@*Survie sans réadmission
40% pour décompensation

20%

0% 1T 1T 17T 17T 17T 17T 17 17T 17 1T 1T 17 1T 1T T 1T 1T 1T T T T T
1 mois 6 mois 12 mois 24 mois

Tuppin P, et al. Arch Cardiovasc Dis 2014: dx.doi.org/10,1016/j.acvd.2014.01.012
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les causes

A IDM étiologie la + fréquente (cardiopathie ischémique )

A HTA (cardiopathie hypertensive)

A Troubles du rythme (AC FA.))

A Cardiomyopathies: CMD CMH DAVD myocardites etc..

A Cardiopathies infiltratives ( sarcoidose , amylose, etc € )
A Médicamenteuses (chimio) Toxiques ( alcool, cocine...)

A Endocriniennes ( pheo... hyperthyr...)

A Atteintes valvulaires
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Dysfonctionnement de la «  pompe » cardiagque

Circulation pulmonaire
Le sang passe par les poumons pour s’y débarrasser
du dioxyde de carbone et s'y charger d'oxygéne.

l PouF:ons T

Capillaires pulmonaires

Le ceeur droit
propulse le oreillette C
sang pauvre droite lelte
en oXygene orete
dans les gauchel
poumens, ;ggtcf}f;'e t
OIre.
wentricule
droit
al
Insuffisance
%
cardiaque Cireulation
= corporelle
d ro.te : Elle alimente les tissus
. el les organes en oxy-
S | g nes Veines géne et en nutrimenls. Artéres
Ve I n e U X y Tissus capillaires
h ® poan® g ie,|
A f— Tissus et
I d mes. T organes

? Cellules i

Le ceeur gau-
che propulse
le sang riche
en oNygene
dans le sys-
téme circula-

Insuffisance

cardiaque
gauche :
Signes
pulmonaires,
dyspn@e,
O.A.P.
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IGserH Quels sont les symptomes

RS t QF G&RRWe Y S

/

ESSOUFFLEMENT ?

azer Y Ssouflement

Prise de Poids

AVEZ-VOUS CONSTATE DEPUIS PEU
Oedemedes MI
6 ESSOUFLEMENT PRISE DE POIDS

o EDEMES @ FATIGUE Fa. tl g u e

VOUS AVEZ PEUT-ETRE
UNE INSUFFISANCE CARDIAQUE...

i 2
4 : IFCRMATIONS | WWWIECCARDIOR! g '
cgyﬁ.fﬁﬂevﬂms%l @ ‘oo B8 ~*‘

EPOF: ces signes peuvent étre liés a une insuffisance cardiaque.

Parlez-en a votre médecin!

Renseignez-vous sur
http//www.giccardio.fr/

SOCIETE FRANCAISE DE CARDIOLOGIE
Groupe
Insuffisance Cardiaque
& Cardiomyopathies
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Campagne assurance maladie 202223, EPOF

\ o

/

Insuffisance cardiaque. /7%y Assurance
Et si votre cceur essayait N
de vous dire quelque chose ?

or chacun

@ © © ©

Essoufflement Prise de poids Pieds et chevilles Fatigue
inhabituel rapide gonflés ((Edémes) excessive

Si vous constatez un seul ou plusieurs de ces signes, surtout aprés 60 ans,
vous souffrez peut-étre d'insuffisance cardiaque.

PARLEZ-EN A VOTRE MEDECIN.

® College
ﬂ ® National des
e o Coyrdiologues
e o o o Fangis



® o o (Cylege
° 0 ® National des

HOPITaL e e e Cyriologues
SAINT ® o o Frnis
JOSePH

MARSEILLE

https:// www.youtube.comwatch?v=bxKUWgESPmMO
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JOSepH La Dyspnée ( essoufflement):
la classification NYHA

V Classe |: Pas de limitation de | @activité (diagnostic  echo
seulement)

V Classe Il : limitation modeste de | d@activité physique (> 2 étages)
V Classe Il : symptomes pour des efforts de la vie courante que le
patient ne peut pas éviter sans étre massivement handicapé

(marche lente sur le plat, quelgues marches e )

V Classe IV : symptdmes au repos

V Différent: orthopnée= nécessité de s @sseoir ou se lever pour respirer
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Les autres signes de congestion

OoMI
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Radiologie
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e Biologie: le BNP

The diagnostic algorithm for

heart failure

4- or if HF strongly suspected
"I" or if NT-proBMNP/BNP unavailable

ECG = electrocardiogram; HFmrEF = heart failure with mildly reduced ejection
fraction;

HFpEF = heart failure with preserved ejection fraction; HFrEF = heart failure with
reduced ejection fraction; LVEF = left ventricular ejection fraction; NT-proBNP = N-
terminal pro-8 type natriuretic peptide.

The abnormal echocardiographic findings are described in more detail in the
respective sections onHFrerF {section 5), HFmreF {section 7), and HFpEF {section 8).

©ESC

: @Esc—

di ideli 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
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Echocardiographie
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Categorisation de | dansuffisance Cardiaque

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
and/or functional
abnormalities consistent with the
presence of LV diastolic
dysfunction/raised LV filling pressures,
including raised natriuretic peptides®©

HF = heart failure; HFm 08 = heart failure with mildly redes”d ejeotian fraction: HEnFF = heart failusetwith proserved eiection fraction: HErEF = heart failure with reduced eiection

CRITERIA

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.

"For the diagnosis of HFmMrEF, 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.

‘For 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)



Le Traltement:

ALes régles hygiéno -diététiques:

A Régime hyposodé ( <6g sellj)*

A Exercice régulier < dyspnée

A Réadaptation cv et éducation

A Arrét tabac et alcool

A Traitement du surpoids et de la dénutrition
A Vaccin anti-grippal

A Traitement a éviter ( AINS etc é )
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In 2021, we had 34 years of heart failure therapy to consider @ESC

COMPANION SHIET? GALACTIC-HF
Spironolactone vs CRT-D vs CRT-P
placebo Ivabradine vs placebo VICTORIA
CARE-HF EchoCRT 31° March
Enalapril vs placebo Packer et al CRT vs medical RAFT CRT turned on vs off DAPA-HF 2021
Enalapril vs hydralazine Carvedilol vs Valsartan vs therapy alone  CRT-Dvs I
l and isosorbide dinitrate placebo placebo ico L l
| ' | ' : vy
1985 1990 1995 2000 2005 2010 2015 2020
I T ? TT T ‘ W ‘ I
Enalapril vs placebo COPERNICUS SCD-HeFT 1
Carvedilol vs placebo ICD vs amiodarone PARAGON-HF I
. or placebo Eplerenone vs placebo I
Enalapril vs placebo DIG EMPEROR-REDULED 1|
N |
laceb
_ | | Vg v placehe MADIT-CRT  PARADIGM-HF |
ACEi or ARB . Hydralazine or nitrate REMATCH CRT-D vs ICD Sacubitril / valsartan |
M BB B Devices LVAD vs medical vs enalapril
. therapy alone 5
MRA S5GLT2 .
| What has happened since 2021? =

B Sacubitril valsartan Others

2023 Focused update of the 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure

WWW.e5ca rdla.arg!gu idelines (European Heart Journal; 2023 - doi:10.1093/eurheartj/ehad195)
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Amazing progress in heart failure @ESC
EMPEROR-PRESERVED EMPA-KIDNEY
GALACTIC-HF COACH
DELIVER
EMPULSE
VICTORIA PIVOTAL
TRANSFORM-HF
DAPA-HF I REVIVED I
I ADVOR l :
I
AJ Y v : k L vy :
2020 I 2022 : 2024
F 3 : F 3 ry I
| CLEROTI
PARAGON-HF | DAPA-CKD STRONG [
| -HF |
EMPEROR-REDUCED [
I ILUMINATE
! TR
AcEi or ARB [l Hydralazine or nitrate 315*March 31 March
B ee B Devices 2021 2023 o
MRA I sGLT2i IRONMAN ©

2023 Focused update of the 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure

www.escardio.org/guidelines (European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad195)
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(Up-titrate to maximum tolerated evidence-based doses)

Still symptomatic No

and LVEF <35%

Yes i

Add MR antagonist®®

v

(up-titrate to maximum tolerated evidence-based dose)

Yes

Still symptomatic
and LVEF <35%

Yes i
! ! !

Able to tolerate Sinus rhythm, Sinus rhythm,"
ACEI (or ARB)'¢ QRS duration =130 msec HR =70 bpm

ARNI to replace 371 1E Y need for Ivabradine
ACE-| CRIE

These above treatments may be combined if indicated

v

Resistant symptoms

Yes l l No
v

Consider digoxin or H-ISDN No further action required

or LVAD, or heart transplantation Consider reducing diuretic dose Anc|en nereco E S C 2 O 1 6

v

If LVEF <35% despite OMT
or a history of symptomatic VT/VF, implant ICD
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Management of patients with HFrEF

.
« ACE-i/ARNFE '
o Beta-blocker
« MRA
» Dapagliflozin/Empagliflozin
* Loop diuretic for fluid retention

(Class 1) .
Les4 Fantastiques
: ;
LVEF <35% and LVEF >35% or device
QRS <130 ms and therapy not indicated
where appropriate or inappropriate
ICD
Non-ischaemic Ischaemic
(Class lla) (Class I)
{ !
v

If symptoms persist, consider therapies
with Class Il recommendations

ESC GUIDELINES
'(J“r:;il; et doic 10,109 Veurheartjiehab 168

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

Developed by the Task Force for the diagnosis and treatment of acute
and chronic heart failure of the European Society of Cardiology (ESC)

‘With the special contribution of the Heart Failure Association
(HFA) of the ESC
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Les vraies \
Questions:
Dans quelle ordre,

QRS <130 ms and N
where appropriat tous ensemble a
quelle dose?

Hierarchieen
fonction de pouls
TACreatS {1 O }/
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GRosandceurJHeartFail 2021Jun23(6):872-881
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CONTEMPORARY POST-DISCHARGE MANAGEMENT IN HEART-FAILURE C[jj @
Hospital

discharge

?  Week1 Week 2 Week 3
Safety Safety Safety

Introduction
of Half

Up-titration
to Full Full optimal
optimal doses of
doses of HF therapy
HF therapy

High Half optimal

optimal doses
of

criteria HF therapy

intensity
Main inclusion care

doses of
HF therapy

* AHF pt ready to
be discharged
Randomise

= Boorsub. 1:1; n = 1800
optimal dose of

HF therapies

* Pre-discharge
NT-proBNP
>1500 pg/ml

Follow-up and therapy
adjustments per physicians
usual practice

HF therapy: combining ACEiI/ARB/ARNi & BB & MRA
Safety = clinical exam & biology (NT-proBNP, K, Creat, hemoglobin)

ACEi, angiotensin converting enzyme inhibitors; AHF, acute heart failure; ARB, angiotensin receptor blockers; BB, beta blockers; HF, heart failure; MRA, mineralcorticoid receptor antagonists; NT-proBNP, N-terminal pro B-type natriuretic peptide
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Réadmissions a M6 pour ICA ou mortalité
toutes causes ——

100 = ]
]
T 95
e
§ 90 | High intensity care
o
L 85-
[
o
Week 6 g 80
Safety Z Usual care

8 180-day risk difference 8.1%
o (95% Cl 2.9 to 13.2; p=0.0021)
o =

70 T T T T T T T T T T T T T

0 15 30 45 60 75 90 105 120 135 150 165 180
Full optimal Time since randomisation (days)
doses of
HF therapy
o 180-day
a SO
y HF readmission
follow-
up or all-cause

mortality

Study terminated 23d Sept 2022 by DSMB (n=1069 pt)
- larger than expected difference in primary endpoint
- unethical to keep patients in usual care
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Recommendations for management of patients after HF
hospitalization
It is recommended that patients hospitalized for HF be care-

fully evaluated to exclude persistent signs of congestion
before discharge and to optimize oral treatment.

It is recommended that evidence-based oral medical treat-

ment be administered before discharge.

An early follow-up visit is recommended at 1—2 weeks after

discharge to assess signs of congestion, drug tolerance, and

start and/or uptitrate evidence-based therapy.

www.escardio.org/guidelines

McDonagh TA, Metra M et al, Eur Heart J and Eur J Heart Failure 2021
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Optimal GDMT implementation remains low despite
the striking benefits

Up to 8.3

additional years
ACEi/ARB/ Beta- free from CV death or CHAMP-HF: Only 1%

hospital admission for o )
ARNI blocker heart failure of eligible patients were
simultaneously treated
with target doses of all
) ACEI/ARB/ARNI, BBs
Sl 61% and MRA therapy?

reduction in all-

cause mortality vs.
conventional therapy'2

ACEI, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker, ARNI, angiotensin receptor neprilysin inhibitor; BB, beta blocker;
CV, cardiovascular; MRA, mineralocorticoid receptor antagonist; SGLT2i, sodium-glucose co-transporter-2 inhibitor.
1. Vaduganathan M, et al. Lancet 2020; 396:121-128; 2. Tromp J, et al. JACC Heart Fail 2022; 10:73-84; 3. Greene 5J, ef al. J Am Coll Cardiol 2018, T2:351-366
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gzt Les DMI: DAl et resynchro

Recommendations for cardiac resynchronization therapy implantation in @ ESC
patients with heart failure (2)

Recommendations Class Level
CRT rather than RV pacing is recommended for patients with HFrEF regardless of
NYHA class or QRS width who have an indication for ventricular pacing for high
degree AV block in order to reduce morbidity. This includes patients with AF.
Patients with an LVEF <£35% who have received a conventional pacemaker or an ICD
and subsequently develop worsening HF despite OMT and who have a significant lla
proportion of RV pacing should be considered for ‘upgrade’ to CRT.

CRT is not recommended in patients with a QRS duration <130 ms who do not ..
have an indication for pacing due to high degree AV block.

i

bl

AF = atrial fibrillation; AV = atrio-ventricular; CRT = cardiac resynchronization therapy; HF = heart failure; HFrEF = heart failure with reduced ejection fraction; ICD = implantable
cardioverter-defibrillator; LBBB = left bundle branch block; LVEF = left ventricular ejection fraction; NYHA= New York Heart Association; OMT= optimal medical therapy (class |
recommended medical therapies for at least 3 months); QRS =Q, R, and S waves of an ECG; RV = right ventricular; SR = sinus rhythm.

& . ; ¥ | | )
" “ "“5" v " Biventricular [EGM ’
\ ‘ 140

|

V

ECG endocavitaire



Recommendations for an implantable cardioverter-defibrillator in

patients with heart failure (1)

Recommendations

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 M.

Primary prevention

An ICD is recommended to reduce the risk of sudden death and all-cause
mortality in patients with symptomatic HF (NYHA class lI-lll) 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.

Recommendations

Primary prevention (continued)

An ICD should be considered to reduce the risk of sudden death and all-cause
mortality in patients with symptomatic HF (NYHA class IlI-11l) of a non-ischaemic
aetiology, and an LVEF £35% despite 23 months of OMT, provided they are
expected to survive substantially longer than 1 year with good functional status.
Patients should be carefully evaluated by an experienced cardiologist before
generator replacement, because management goals, the patient’s needs and
clinical status may have changed.

A wearable ICD may be considered for patients with HF who are at risk of sudden
cardiac death for a limited period or as a bridge to an implanted device.

@ESC

Class Level

Class Level
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Results-CASTLE AF P
Worsening Heart Failure Admissions ™%
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Ablation

HR, 0.56 (95% Cl, 0.37-0.83);
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Patients at Risk

Ablation 179 141 114
Conventional 184 145 111
CARMA

F A

Primary end-point

ESC Congress 2023
Amsterdam & Online

Cumulative Incidence (%)
3

— P<0.001 (log-rank-test)
J

CAS

HR, 0.24 (95% C,0.11- 0.52)
Medical therapy

Ablation

No. at Risk
Medical Therapy 97
Ablation 97

180 360 540 720
Time since Randomization (d)

75 72 41 12

94 88 50 20
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======= Assistance® et transplantation...

Assistances circulatoires implantables

{
B Continuous-Flow LVAD

[\ a8 Inlet stator and
blood-flow
straightener

HEARTMATE I



Assistance® le HEARTMATE III.

ABridge

A Destinationtherapy (80% de survie a 1 an)

# 80 000 euros
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