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HEART FAILURE BY THE NUMBERS

~6.7 million Americans 220 years old have HF; Prevalence is rising
HFpEF now outweighs HFrEF as the predominant subtype
Annual mortality rate ~15% for HFpEF; higher for HFrEF

HF patients are hospitalized ~1.4 times per year

Despite proven therapies, GDMT remains significantly underutilized
* Only~1% of eligible HFrEF patients receive all 4 GDMT classes at target doses

Clinical inertia is the #1 physician-reported reason for not prescribing GDMT
"patient is clinically stable"

No disclosures

Compare ambulatory heart failure management before
and after the 2022 AHA/ACC/HFSA HF Guideline

Describe the "4 Pillars" of guideline-directed medical
therapy (GDMT) for HFrEF and the expanded role of
SGLT2 inhibitors across the HF spectrum

Integrate relevant recommendations from the 2025
AHA/ACC Hypertension Guideline and the 2026
ACC/AHA Dyslipidemia Guideline into HF care

Apply a longitudinal patient case to illustrate
pharmacist-driven GDMT optimization

Identify opportunities for interventions in ambulatory HF
management

HFSA

WEART FAILURE SOCIETY OF ANERICA

2022 AHA/ACC/HFSA Guideline for
the Management of Heart Failure

Heidenreich PA, et al. J Card Fail 2022

Classification &

Trajectories of{HF
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62-year-old rancher from Billings, Montana.
* PMH: HTN (20 yrs), T2DM (10 yrs), DLD, former smoker (quit 5 years ago), BMI 32

* Medications:

« Lisinopril 20 mg daily
Metoprolol tartrate 50 mg BID
Metformin 1000 mg BID
Atorvastatin 40 mg daily
Hydrochlorothiazide 25 mg daily
Aspirin 81 mg daily

Medication Managem

“Frank”

Presentatiol

: Progressive exertional dyspnea over 3 months, BLLE, 2-pillow

orthopnea. BP 148/92 mmHg, HR 88 bpm.

Labs: BNP 680 pg/mL, SCr 1.3 (eGFR 58), K+ 4.2, HbA1c 7.8%, LDL-C 98 mg/dL.

Echo: LVEF 30%, moderate LV dilation, grade Il diastolic dysfunction

Diagnosis: Stage C HFrEF, NYHA Class Il

62-year-old rancher from Billings, Montana.

UPDATED HF
CLASSIFICATION
(2022)

HFrEF
CENTRAL ILLUSTRATIO osed Nomenclature in Heart Failur * LVEF
e — —— HFmrEF

BT LVEF 415%-49% _u.m. “Frank”
L = .

[ « LVEF 250%
- Crtent Gidtnes - - Worn
Lam, €. et al.J Am Coll Cardiol. 202177(25):3217-25.

PMH: HTN (20 yrs), T2DM (10 yrs), DLD, former smoker (quit 5 years ago), BMI 32

HFrEF

< LVEF 540%

Medications:

« Lisinopril 20 mg daily
Metoprolol tartrate 50 mg BID
Metformin 1000 mg BID
Atorvastatin 40 mg daily
Hydrochlorothiazide 25 mg daily
Aspirin 81 mg daily

Presentation: Progressive exertional dyspnea over 3 months, BLLE, 2-pillow

orthopnea. BP 148/92 mmHg, HR 88 bpm.

T w_‘""'“ « Labs: BNP 680 pg/mL, SCr 1.3 (¢GFR 58), K+ 4.2, HbA1c 7.8%, LDL-C 98 mg/dL
oo HFmrEF + Echo: LVEF 30%, moderate LV dilation, grade Il diastolic dysfunction
SLURE NS +LVEF 41%-49%
HFpEF « Diagnosis: Stage C HFrEF, NYHA Class Ill
«LVEF 250%

AHA/ACC/HFSA Heart Failure Stages

x on == ; « ”
At Risk for Pre- Symptomatic Advanced F k
e ety e ran

'symptoms or signs of previous signs of heat. 'symptoms or signs of heart failure that -
== EEE -EET 2013/2017 Guidelines Concerns w/ pre-2022 Approach
or functional heart of one of the following: ‘with recurrent
disease, or cardiac hospitalizations despite
= e

Structura heart disease goal-directed medical

Continue lisinopril (ACEi — Class I) v

e therapy i @) s (g AN deferred e
btz filingpressure  Switch metoprolol tartrate » metoprolol delays bensfit oy Pior Ao
e succinate (evidence-based BB — Class I)
familal is for Elevated BNP/NToro i i
ardiomyopathy S « Add spironolactone 25 mg daily (MRA —
Class | for NYHA II-IV, LVEF <35%) A NoSGLT2i —missing a X Metoprolol tartrate is
b NOT
e i « Add furosemide for congestion reduces mortalty HE beta-blocker
 Consider ARNI switch later if still
P = e symptomatic on ACEi + BB + MRA 56 and LOL.C gt may
* No SGLT2i recommendation for HF v [y
Symptoms of heart

failure at rest.

Titrate sequentially over months




THE OLD PARADIGM (pre-2022)

Foundation:
ACE inhibitor (or ARB) +
evidence-based beta-
blocker

SGLT2 inhibitors
No Role

Add MRA

NYHA II-IV with LVEF
<35%

ARNI
(sacubitril/valsartan)
NYHA Il patients
already stable on

Sequential, stepwise
titration approach:
Start ACEi/ARB > add BB
- then MRA - then

ACEi/ARB consider ARNI switch

HFpEF:
No disease-modifying
therapies recommended
(diuretics for symptoms
only)

HFmrEF:

Not a recognized
category

No concept of HFimpEF

GDMT for HFrEF
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THE NEW

2022 AHA/ACC/HFSA Guideline — Paradigm Shifts

+ FOUR Pillars of GDMT for HFrEF (all Class I):
* RAAS-Inhibitor

« ARNI (preferred) or ACEI/ARB
Evidence-based beta-blocker

« (bisoprolol, carvedilol, metoprolol succinate)
* MRA

+ (spironolactone or eplerenone)
SGLT2 inhibitor

*  (dapagliflozin or empagliflozin)

PARADIGM * ARNI-1%tLine

+ Rapid, simultaneous initiation —

* All 4 drug classes within 3 months of diagnosis
* SGLT2i:

* HFrEF: Class |

* HFmrEF: Class 2a

+ HFpEF: Class 2a
« HFpEF

- Disease-modifying options (SGLT2i, MRA, ARNI)

+ Rapid, simultaneous initiation —
* All 4 drug classes within 3 months of diagnosis
Mo ot o
Cluster Scherma for HFYEF Drug Therasy
One-year Mortality with Combinations of Medical Therapy
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GDMT for HFrEF
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BEFORE vs. AFTER 2022: SIDE-BY-SIDE COMPARISON

Drug classes for HFrEF 3 Pillars (ACEi/ARB, BB, MRA) = ARNI switch 4Pillars (ARNI, BB, MRA, SGLT2i)

ARNI initiation Switch from ACEI/ARB after stabilization De novo initi

ion preferred

SGLT2i in HF Notincluded Class | for HFTEF

Titration approach Sequential, stepwise Rapid, simultaneous; all 4 within 3 months

HFmrEF (LVEF 41-49%) Not a category Recognized; SGLT2i Class 2a

HFpEF treatment Diuretics only SGLT2i (2a), MRA (2b), ARNI (2b)

Not defined Continue GDMT; do not de-escalate
Notin Stage B Elevated BNP/troponin = Stage B

Not available Class 2b add-on for high-risk HFTEF

SGLT-2 Inhibitors

uric acid
secretion

Proximal tubular cell
Boos
Nat
E Glucose

SGLTZ inhibitor

¥

1 glucosuria

Clinical findings

| Plasma glucose

| Body weight

| Blood pressure

| Plasma uric acid

| Glomerular hyperfiltration
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LANDMARK TRIALS

2 Inhibitors

SacubitriUvalsartan
vs. enalapril

20% ¥ CV death or HF hospitalization (HR 0.80); 20% + GV mortality;
INT =21 over 27 months

PARADIGM-HF (2014) HFTEF, NYHA 11l

Dapagliflozin vs.
placebo

26% ¥ CV death or worsening HF (HR 0.74); benefit independent of
diabetes status.

DAPA-HF (2019) HFEF, NYHA -V

EMPEROR-Rq . livati .
CENTEEIN Empaglifiozin vs. RN 25% 4 GV death or HF hospitaization (HR 0.75); slowed oGFR
(2020) placebo decline

LG UL R JEEEREC I Empagliflozin vs.
(2021) placebo

21% ¥ CV death or HF hospitalization (HR 0.79); first therapy proven

HFpEF, LVEF >40% in HFpEF

Dapagliflozin vs.
placebo

DELIVER (2022)

HFmrEF/HFPEF, LVEF >40% 18%  CV death or worsening HF (HR 0.82)

Vasoconstrction
afferent arteriole
L L

LOOP DIURETICS!!!

¥ Dose

OR

Discontinue=>PRN

Luen Boo
Na® &
ﬁ Glucose

SGLT2 inhibitor

¥

T glucosuria

Clinical findings

| Plasma glucose

| Body weight

1 Blood pressure

| Plasma uric acid

| Glomerular hyperfiltration

LANDMARK TRIALS

Sotagliflozin

Meta-analysis of DAPA-HF + EMPEROR-Reduced:

« 13% all-cause death (HR 0.87; 95% C1 0.77-0.98)

14% ¥ CV death (HR 0.86; 95% C10.76-0.98)

26% ¢ CV death or first HF hospitalization (HR 0.74; 95% C1 0.68-0.82)

Benefits consistent regardless of diabetes status, age, sex, or ARNI use Lo

of glucose and galactose in the Gl tract

SGLTA is the primary transporter for absorption ~~ *

- inhibition by is .

Sotagliflozin: Dual SGLT1 and SGLT2 Inhibitor

SGLT2 is expressed in the kidney, where
it reabsorbs 90% of fitered glucose

independent of insulin and does not depend on
kidney function
+ Potential effects on atherosclerotic risks

inhibition by
is independent of insulin but requires
kidney function




Sotagliflozin

SOLOIST-WHF

Sotagliflozin in Patients with Diabetes

and Recent Worsening Heart Failure

2024 ACC Expert Consensus Decision )
Pathway for Treatment of Heart Failure
With Reduced Ejection Fraction

improved kidney outcomes in patients.** More recently,
the SOLOIST-WHF (Effect of Sotagliflozin on Cardiovas-
cular Events in Patients With Type 2 Diabetes And Wors-
ening Heart Failure) trial reported that sotaglifiozin, an
SGLT1/2 inhibitor, reduced events among individuals with
TEGS hospitalized for HF Who

i Amongthe1,

g
participants n this trial, the average LVEF was 35%, witha
majority of participants with HFIEF. Treatment with
sotagliflozin was associated with a 2% reduction in
worsening HF or CV death during an average 18 months of

b 1. e Oecaranc of e e Codraet ot

ot e i 2 In light of these results plus the ate
o st s o espsaton o e s 1 10 findings from SGLTT G USS. Food and Drug

Administration recently granted an indication for sotagli-
flozin to reduce CV events in patients with HF. "

s carad 10 par e s ook
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4) Recommendations for HFimpEF

Improved LVEF is used to refer to those with previous HFrEF who now have an LVEF >409

COR LOE Recommendations

In patients with HFimpEF after treatment, GDMT
should be continued to prevent relapse of HF and left
ventricular dysfunction, even in patients who may

become asymptomatic

2022 ACC/AHAHFSA Guideline for the Management of Heart Failure - DO
10,1016/ cardfail 2022.02.010

QPHFSA

JH
Heidenreich PA, et . Card Fail 2022 I

THE 4 PILLARS: DOSING AT A GLANCE

Sacubitrilivalsartan 24/26 mg-49/51 mg BID 97/103 mg BID BP, K+, SCi/eGFR
36-hour washout from ACE

Carvedilol 3.125 mgBID 25-50 mgBID HR, BP
Donot ntiate during
decompensation
Metoprolol succinate 12:5-25 g daily 200 mg daily
Bisoprolol 1.25 mg daily 10 mgdaily
Spironolactone 12.5-25 mg daily 25-50 mg daily K, SCrleGFR
Avold f eGFR 30 or K+ 5.0
Switch spironolactone to Eplerenone
Eplerenone 25 mg daily 50 mg daily lSpscemarED)
Dapaglifiozin 10 mg daly 10 mg daily Dapaglilozin: eGFR 225
Empaglifozin: eGFR 225
Empagliflozin 10 mg daily 10 mg daily. Genital mycotic infxn; eDKA

Recommendations for HFmrEF

2022 Guideline + 2023 ACC Expert Consensus for HFpEF:
* SGLT2i: Class 2a — First-Line disease-modifying therapy

HEpEF: THE - et
EVOLVING

« Benefit may be greater in lower EF range and in women
LANDSCAPE + Diuretics: Class | for congestion/symptom management
* BP control: SBP 130 mmHg

* Exercise training and weight loss:
« Clinically meaningful improvements in functional capacity

Comorbidity management: AF, obesity, sleep apnea, CKD, diabetes

Recommendations for HFpEF

Symptomatic HF with
LVEF 41%-49%

JH
M CF Joumal of Cardiac Failure 3 Heidenreich PA, et l. Cord Fail 2022 FQ

‘ an
Symproratic HF with
LVEF 250%

Failure - DO

10,1016/ cardfail 2022.02.010

JH
Heidenreich PA, et al. J Card Fail 2022 [F.




HFpEF: THE EVOLVING LANDSCAPE

GLP-1 Receptor Agonists in Obesity-Related HFpEF:

* STEP-HFpEF: Semaglutide 2.4 mg weekly improved KCCQ score by 7.8 points vs.
placebo, reduced body weight by 10.7%, improved 6MWD by 20.3 m, and reduced
CRP by 43.5%

* STEP-HFpEF DM: Similar benefits in patients with T2DM

* SUMMIT: Tirzepatide reduced worsening HF or CV death by 38% (HR 0.62; 95% CI
0.41-0.95) and improved KCCQ by 6.9 points vs. placebo

* Meta-analysis (3 RCTs, n=1,876): GLP-1 RAs reduced HF events by 60% (RR 0.40),
improved KCCQ by 7.2 points, and reduced body weight by 9.8 kg

MANAGING COMMON
BARRIERS TO GDMT

OPTIMIZATION

KEY ADVERSE EFFECTS

Cough, hyperkalemia, renal impairment
Hypotension, angioedema (rare)
Bradycardia, dizziness, fatigue
Hyperkalemia, gynecomastia (spironolactone)

Genital mycotic infections, volume depletion

et Feese A eEmanE

Hypotension, angioedema (rare)

Bradycardia: variable (1-5296); dizziness: 15—
Bradycardia, dizziness, fatigue SRRV ié% liziness

6/16/2026

Cough: ~10-15% incremental; hyperkalemia:
modest

Symptomatic hypotension: 14%vs. 9.2% (vs.
enalapril)

~10% with

SGLT2i Genital mycotic infections, volume depletion

eplerenone avoids this

Genitalinfections: ~2-5% incremental; UTI: no
significantincrease

Hypotension

Most common barrier to GDMT titration
First:

* Rule out overdiuresis, non-CV drugs with hemodynamic effects,
autonomic dysfunction

Stagger timing of medications

Tolerate asymptomatic low BP — treat the patient, not the
number

Per 2024 ACC ECDP:

* ARNI is better tolerated when patient is congested ("wet"); BB is
better tolerated when patient is decongested ("dry")

Hyperkalemia
Low-potassium diet education as first step
Prioritize SGLT2i — they help mitigate hyperkalemia

Potassium binders: patiromer (Veltassa) or sodium zirconium
cyclosilicate (Lokelma)

+ DIAMOND trial: patiromer allowed 85% of HFrEF patients to be

optimized on GDMT

REALIZE-K trial: SZC enabled spironolactone optimization in HFrEF
patients with hyperkalemia
Meta-analysis (6 RCTs, n=1,432): K+ binders increased RAAS
inhibitor use (RR 1.14) and reduced hyperkalemia (RR 0.66)

Reduce/hold MRA first
+ Do NOT reduce ARNI/ACEI/ARB unless K+ 26.0

(K+>5.0 mEq/L)
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PRACTICAL UPDATES - Refined Implementation

Worsening Renal Function

Simultaneous initiation of all 4 classes at low doses is encouraged

* Modest eGFR decline (30% from baseline) is often
acceptable and expected

More than one titration at a time may be done when safely possible

3 ARNI is better tolerated when patient is still congested ("wet")
Ba rrier 3 « Continue GDMT — benefits outweigh CKD risk

BB is better tolerated when patient is less congested ("dry")

* SGLT2i can be initiated at eGFR 220-25 mL/min and « Reassess LVEF 3-6 months after achieving target/max tolerated GDMT
continued even below this threshold

Natriuretic peptide reassessment supports therapeutic decision-making

Sotagliflozin added as an SGLT2i option (200-400 mg daily)

6 Guiding Principles from the 2024 ECDP
o it e
e oot
Clinical Inertia w e Startimmediately,
GDMT is the foundation _ titrate at every
For=Ty — prioritize highest > Targeo&udtgzife—sbest encounter — goal: 4-
The #1 reason for delays in GDMT : ety expected benefit drug GDMT within 3
Barrier 4 - wmﬁ". months
"patient is clinically stable" =—— 4
- . Diligent volume Tolerability depends on
A::;ef?::r:g}';aé';g:'r:l' =y  management reduces 4 how and when GDMT is
symptoms prescribed
JOURRAL OF THE AMLRICAN COLLEGE OF CARBIDLOSY VoL a3, wo. 1. 2024
1024 8 THE AMLRICAN COLLLGE OF €ARDIOLOGY FOUNGATION Conventio ] Seavencing anidSequencig
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2024 ACC Expert Consensus Decision ™ Sk R ]
Pathway for Treatment of Heart Failure s sl PO _
With Reduced Ejection Fraction S =

A Report of the American College of Cardiology Solution Set Oversight Committee
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GDMT - Inertia




First-Line Quadruple
Therapy

{induction Therapy)

ARNUACE] BB,

In any order, initiate Hypertension  Sieep Apaea

Optimize doses of quadruple therapy habradine | Digon | Veridgust  Vahwlie  Aual fbnianon

Other comorbieities

Ufestyle Modification
Optimize and Continue
GDMT

Decongestion,

GDMT - Inertia

Miller et al.
Cluster Scheme for HFEF Drug Therapy

t Foture with IVEF < 40%

+  Cluster C: Beta Blacker & SNI*
Encounter 1 (Usually face-to-face, up to 3 medication initlations)

AMedication | Start Prefe 8 Modication | Start Preferred Cluster Medication*

Goal Foundational Therapy- g
Addition of Personalized Theragies a5 di ing (see Table 2

GDMT - Int

COLLEGE of oy
CARDIOLOGY: Assaciation

Guideline Overlap Gz

2026 ACC/AHA/AACVPR/ABC/

ACPM/ADA/AGS/APhA/ASPC/
A/PCNA Guideline on the
1agement of Dyslipidemia

2022 AHA/ACC/HFSA Guideline for
the Management of Heart Failure
2025 AHA/ACC Multisociety
., Hypertension Guidelines
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2025 AHA/ACC HYPERTENSION GUIDELINE

Key Updates Relevant to HF

- Hypertension: 2130/80 mmHg
* BP goal for ALL adults with HTN: 130/80 mmHg
+ Encouragement to achieve 120 mmHg systolic
* Risk assessment: PREVENT equations 10-year CVD risk 27.5% = high risk
* Replaces Pooled Cohort Equations
* HTN is the #1 modifiable risk factor for HF
* Dose-dependent association

* SPRINT showed intensive BP control reduced incident HF by 38%

2025 AHA/ACC HYPERTENSION GUIDELINE

HFrEF

* Uptitrate HF GDMT to maximally tolerated doses FIRST for BP control

* Goal SBP 130 mmHg should at least be attained

* Diuretics for volume overload

+ Dihydropyridine CCBs (e.g., amlodipine) may be added if BP remains elevated despite
optimized GDMT

* AVOID nondihydropyridine CCBs (diltiazem, verapamil) — negative inotropic effects may
be harmful

2025 AHA/ACC HYPERTENSION GUIDELINE

HFpEF

* SBP goal 130 mmHg (extrapolated from general HTN trials)

* RAAS agents (ACEi, ARB, MRA, possibly ARNI) are reasonable first-

line given HFpEF trial experience

» SPRINT showed intensive BP control reduced incident HF by 38%




2026 AHA/ACC DY

Key Updates Relevant to HF

"Blood Cholesterol" to
"Dyslipidemia”
broader scope TG, Lp(a)

New LDL-C goals are more ASCVD at very high risk:
aggressive: LDL-C 55 mg/dL (Class I)

Expanded non-statin
options: ezetimibe, PCSK9

acid, inclisiran

LIPIEMIA GUIDELINE

ASCVD not at very high risk:

Primary prevention, high risk

2026 AHA/ACC DYSLIPIEMIA GUIDELINE

HF-Specific Recommendations:

HFrEF due to ischemic heart disease with reasonable life expectancy (3-5 years)
and NOT already on a statin: moderate-intensity statin may be reasonable (Class 2b)

HFrEF WITHOUT clinical ASCVD or another indication: initiation of LLT is NOT
recommended (Class llI: No Benefit)

* HFrEF WITH clinical ASCVD: aggressively treat to LDL-C goal (55 or 70 mg/dL
depending on risk)

« Statins appear to reduce incident HF when used for primary or secondary
prevention, even without Ml

DRUGS TO AVOID IN HEART
FAILURE

Drugs that may cause/exacerbate HF

Nondihydropyridine CCBs.
+ (ditiazem, verapamil)

Alpha-1 blockers.
(doxazosin, prazosin, tamsulosin)

Amercan

Adults with Heart Failure

RECOMMENDATIONS

In adults with heart failure with reduced
ejection fraction (HFrEF) who do not have
clinical ASCVD or another indication for LLT,
initiation of LLT is not recommended to reduce
clinical events or mortality.

Abbreviations: ASCVD indicates atherosclerotic cardiovascular disease; LTT, lipid-lowering therapy; and HFFEF, heart failure with reduced efection fraction,

“Frank”

Na/H20 retention,
+BP, v renal function
bluntd /ACEi sffect

Recommendation

AVOID — use acetaminophen instead

Negative inotropic effects

AVOID in HFrEF

721 0r GLP-1 RA

instead

v
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62-year-old rancher from Billings, Montana.

PMH: Hypertension (20 years), type 2 diabetes (10
years), dyslipidemia, formes
BMI 32
Current Medications (established by PCP).

+ Lisinopril 20 mg daily

* Metoprolol tartrate 50 mg BID

+ Metformin 1000 mg BID

+ Atorvastatin 40 mg daily

* Hydrochlorothiazide 25 mg de

« Aspirin 81 mg daily
Presentatio ive exertional dyspnea over 3
months, lows emity edema, 2-pillow orthopne
148

BP

R 58), k+ 4.2, HbATc
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“Frank”

2022+ Guidelines - Modern Era Advantages w/ 2022+ Approach
Visit 1 (Day 0) — Initiate All 4 Pillars:
« STOP lisinopril > START sacubitril/valsartan ~ * Rapid Sequencing Improves Outcomes

Symptoms: NYHA Class Il
BP:116/70 mmHg, HR 60 bpm
Labs: BNP 180 pg/mL, K+ 4.3, SCr 1.3, eGFR 56, HbA1c

24/26 mg BID + ARNI - treatment delay(s) ¢ 7.2%
: * SGLT2i — Therapy reducing mortality * LDL-C: 62 mg/dL (at goal with atorvastatin + ezetimibe)
* SWITCH metoprolol tartrate > metoprolol Fra n k at 6 v

* BP and LDL-C goals addressed

succinate 25 mg daily MonthS
START spironolactone 25 mg daily Rapd e

START dapagliflozin 10 mg daily START loop e |+
diuretic daily for congestion - m
W o)

Echo: LVEF 42% (improved from 30%)

Reclassification:
« Frank now has HFimpEF (LVEF improved from 40% to 42%)
+ CONTINUE all GDMT based on lowest previous EF

Do NOT de-escalate therapy

STOP hydrochlorothiazide

Continue atorvastatin 40 mg, metformin,
aspirin

Labs in 1 week: BMP (K+, SCr)

“Frank”

#2(Week2) #3 (Wesk ) #4 (Wesks) Frank at 2 Years

Vitals BP 132/82, HR 76, K+ 4.5, BP 124/78, HR 68, K+ 4.6, BP 118/72, HR 62, K+ 4.4, Fi L Medi . Li
SCr 1.4 (eGFR 54) SCr1.4 sCr1.3 ¥, NYHAClass I, active on the ranch Final Medication List:

« Sacubitril/valsartan 97/103 mg BID
RAAS-I  Sacubitril > £y itri tan > jtri tan 97/103 * Metoprolol succinate 200 mg daily
49/51 mg BID l&;z;léa mg BID (TARGET mgBID €—  LVEF 48%, BNP 120 pg/mL « Spironolactone 50 mg daily
) + Dapagliflozin 10 mg daily
Beta-Blocker ) i > e i > s . Py . :
- N " * Furosemide 20 mg daily (PRN)
50 mg daily 100 mg daily 200 mg daily (TARGET AlL GDMT at target doses, well-tolerated . . .
DOSE) l . Is:i)l;;/astatln 40 mg daily + ezetimibe 10 mg

MRA Continue spil 25 Continue spi 25 * Spi >50mg . .

mg daily mg daily daily (TARGET DOSE) S Rl SE LDLC S me/dL, HoATo 6.9%, /Tetfo.m;': 1(;0: Tg B
* Aspirin 81 mg daily

SGLT2i Continue iflozin 10 Continue iflozin 10 Continue dapagliflozin 10

mg (TARGET DOSE) mg mg o e
o ospitalizations

Other Furosemide: edema Furosemide: euvolemic > Furosemide: euvolemic >
improving = continue 40 mg  decrease to 20 mg daily decrease to 10 mg daily prn
daily

Applying the 2026 ACC/AHA Dyslipidemia
G eline: + Always check: Is the patient on ALL 4 pillars? At target

doses?

Frank has ischemic risk factors (DM, HTN, former smoker) but « Metoprolol tartrate # metoprolol succinate — only

no documented ASCVD succinate is evidence-based for HF

+ 36-hour washout from ACEi before starting ARNI — counsel
patients on the gap

SGLT2i: fixed dose, no titration, can initiate at eGFR 220-25
mL/min

Per 2026 guideline, primary prevention high risk: M * MRA: check K+ and SCr before and 1 week after

Goal LDL-C 70 mg/dL PEARLS initiation/dose change
+ Goal LDL-C 70 mg/ PEARLS

Dapagliflozin covers HF + DM + CKD — Maximize this
overlap

+ HFimpEF: NEVER stop GDMT because EF improved

+ Avoid NSAIDs, thiazolidinediones, nondihydropyridine
CCBs in HFrEF

10-year ASCVD risk: HIGH (diabetes + multiple risk factors)

+ Current: atorvastatin 40 mg (high-intensity) > LDL-C 98 mg/dL

Action: Add ezetimibe 10 mg daily to achieve LDL-C 70 mg/dL

If LDL-C remains above goal:
« Consider PCSK9 mAb or bempedoic acid

+ Educate patients: daily weights, 1500-2000 mg sodium
restriction, fluid awareness

Note: If Frank had HFrEF without ASCVD or other indication:

+ Statin initiation would NOT be recommended (Class IIl: No Benefit)

10



Key Lessons

Rapid, simultaneous GDMT initiation is safe and effective

SGLT2i benefit HF, diabetes, AND CKD

ARNI can be started de novo — No need to wait

HFimpEF = Continue GDMT; Never stop based on improved EF

Integrate HTN and lipid management into every HF visit

SUMMARY:
THE MODERN ERA
OF HEART

FAILURE

* The 2022 HF guideline established 4-pillar

GDMT & expanded treatment across all EF
categories

« Rapid, simultaneous initiation replaces slow,

sequential titration

* SGLT2 inhibitors are the most impactful

addition — Benefit HFrEF, HFmrEF, HFpEF, DM,
and CKD

* The 2025 HTN guideline reinforces:

* Uptitrate GDMT first for BP control in HF; goal SBP 130
(encourage 120)

+ The 2026 Dyslipidemia guideline clarifies:

* Statins are NOT indicated for HFEF alone, but
aggressively treat ASCVD/ischemic HF patients to LDL-
C55-70 mg/dL

« Every HF visit is an opportunity to optimize,

educate, & prevent decompensation
*  Watch, wait, reduce if necessary

QUESTIONS

Thank you!

ARE THERE ANY QUESTIONS?

6/16/2026
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