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We Are Recording!

This session is being recorded for the
purpose of delivering education and
workshops on behalf of Vancouver
Coastal Health. It may be shared
ANN\\\\Y online with VCH staff.

We ask that you refrain from identifying

patients, specific team members or

offering any other personal information.
(10—

To remain in the session is considered
consent to the recording.
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Objectives

By the end of the sessions you will have:

1 A general awareness of the burden of HF

4 A basic understanding of chronic heart failure

d An update on new HF pharmacological therapies

U Develop strategies to prevent hospital readmission
U An update on impact of COVID on heart failure

] Heart failure educational resources available in VCH
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Burden of Heart failure
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Heart failure means the heart muscle is damaged or

weakened, unable to pump blood efficiently. It is a
significant health issue for hundreds of thousands of

Canadians and their families, and its reach is expanding.

| It is often the last stop for Canadians who experience
H E a R T a journey through cardiovascular disease.
! Because more Canadians are surviving cardiovascular
disease, more are developing heart failure. With improved

diagnostics and better medical management, heart failure
FA I L U R E patients are living longer with their damaged hearts —
-~ but not without challenges.

HEART FAILURE IS A GROWING EPIDEMIC

FAILURE 600,000 50,000 1.2 HEART
is on the X CANADIANS o FAILURE
CANADIANS are diagnosed CANADIANS costs

RISE are living with each year with has been touched by more than

o HEART HEART HEART $2.8 BILLION
CANADA. FAILURE. FAILURE. FAILURE. per year.

Heart And Stoke Foundation Annual Report 2016

Today:

90,000 people over the age of 40 are diagnosed with HF each year

Over 600,000 living with heart failure in Canada

25% increase in HF hospitalization, especially adults from 30-39 years of age
Second most common cause of death in people over 65 years.

One in 4 do not know what HF is and almost half think it can be cured

Vancouver -~ _— )
Health «% rovtcﬁence

Promoting wellness Ensuring care, HEALTH CARE



The burden of HF in Canada

The burden of HF in Canada

rfW Increasing frequency of acute events with disease
L progression leads to high rates of hospitalization

* One-year mortality rate: 25% and increased risk of mortality*?®

* Median life expectancy: 5.5 years

El. HOSPITALIZATIONS?®

« 30-day HF readmission rate: 3.5%, one-year HF
readmission rate: 10.5%

» Third highest cause of hospitalization
+ LOS approximately 8 days, $10,000/hospitalization

€) ssremmeace 2

+ Expected cost of $2_8 billion per year by 2030 Di ~ >
(direct and indirect costs) Isease progression

Image adaptad from Gheorghiadza M et al. 2005

Hospitalizations for acute
. decompensation episodes

Cardiac function and QoL

LOS, length of stay; QoL, quality of life

1. Atler DA et al. J Gen Intern Med 2012;27(9):1171-1179; 2. Yeung DF et al. CMAJ 2012;184(14):E765-E773. 3. Tran DT et al. CMAJ Open
2016;4(3):E365-E370;

4. Ahmed A et al. Am Heart J 2006;151(2):444-450; 5. Gheorghiade M et al. Am J Cardiol 2005;96(6A):11G-17G; 6. Gheorghiade M & Pang PS. J Am Coll
Cardiol 2009;53(7):557-573;

7. Holland\Ry eteab dy@ard Fail 2010;16(2)-F5P-156; 8. Muntwyler J et al. Eur Heart J 2002;23(23):1861-1866
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HF Trajectory

Risk increases after every ADHF episode
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(n=14374) (n=3,358) (n=1,123) (n=417)

50% mortality rate at 5 years34 e e e

each HF hospitalization.?
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SLIDES g

INPATIENTS: Selected baseline characteristics
Total number of inpatients = 943
96.3%
Male patients
43 7% Top & comorbidities reported prior to History of implant therapy*
Female patients hospitalization® " % %
. " w0 55%
. =31 @
° 0 -
m ' Mean Age: 76 ) -
- % o o ;;
SD 141 @ : %
Median age: 80 [IQR 19.0) ; a 1% .
' | ) B B B I
Known History of HF et | om | &
Yes: 64% : (e Hypedemsion Afial fibilliton  Comnary Diabeles
No: 31% .
UK: 3% Patient admitted to hospital for heart Heart failure diagnosis
failure in the past 12 months
Ape Group Distribution . Usk, 3%
53 I""\.
% ;
5564 e
1%
HFIEF, 52%
HFpEF, 40%
BS54
- 1%
E ]
B% Ha
"Multiphe answers per pabent possitle

CAN-HF:

A Canadian multi-centre, retrospective. non-
interventional study of inpatients and ambulatory
patients with heart failure

Sean A. Virani mp. msc. mPH, FRCPC, FCCS
on behalf of the CAN-HF Steering Committee
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Heart Failure in BC

Canada*

Sex

Female — 43.7%

Male — 56.3%
Age group

Mean Age- 76 years (63% over 75)
Comorbidities

HTN — 68%

AFIB — 43%

CAD — 42%

DIABETES — 40%
HF Diagnosis

HFrEF - 52%

HPpEF - 40%

LOS — 8 days
*CAN-HF 2020, Canadian Multi-Center Retrospective Study of
Inpatient and Ambulatory Care Patients with Heart Failure.
vancouver —
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British Columbia/VCH*

Sex
Female — 44 %
Male — 56 %
Age group

Mean Age- 75 years ( majority over 75)
Comorbidities

HTN — 75%

AFIB — 54%

CAD - 45%

DIABETES - 41%
HF Diagnosis

HFrEF — 47%

HPpEF - 53%

LOS — 9 days
*VCH/PHC Heart Failure Audit 2019



Need to Know

* Trajectory Is long and gradual

 Patients do not return to baseline

* Punctuated with HHF

* Further decline after each hospitalization

* There is much we can do to slow the
progress and improve quality of life

« Goal: Prevent re-hospitalization
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What is Heart Fallure
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Current definition of HF

« HF is a complex clinical syndrome in which abnormal heart function results in, or
increases the subsequent risk of, clinical symptoms and signs of reduced cardiac
output and/or pulmonary or systemic congestions at rest or with stress?

« Categorized based upon ejection fraction (EF): ~50% have EF <40%, for
which there are approved therapies, and ~50% have EF >40%

HFrEF | HFmEF HFpEF
00 1,2 | Oo S
(LVEF <40%) (41% = LVEF (LVEF 250%)!2

- . <49% il'2

Proportion of patients

Echocardiography is the most accessible method to evaluate LVEF in Canada.?

EF, ejection fraction; HFmEF, heart failure with mid-range preserved ejection fraction; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with

reduced ejection fraction;
HHF, hospitalization for HF; LVEF, left ventricular ejection fraction
1. Ezekowitz JA et al. Can J Cardiol 2017;33(11):1342-1433; 2. Steinberg BA et al. Circulation 2012;126(1):65-75.
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What i1s Heart failure

e The inability of the heart to pump blood to
meet the oxygenation and nutritional needs

of the tissues
e A complex clinical syndrome

e Can result from any structural or functional
cardiac disorder that impairs the ability of the
ventricle(s) to fill with or eject blood
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Causes of HF*

+ 1-Ischemic heart disease (~60%)
* 2- ldiopathic (~20% genetic)

» 3- Valvular heart disease

* 4- Viral myocarditis

+ 5- Toxins, i.e. alcohol, cocaine, specific
chemotherapeutic agents, etc.

« 6- Infiltrative heart disease

, . Coronary arteries
« 7- Congenital heart disease ¥

*Not an exhaustive list

Hypertension is a contributing cause in ~70-80% of
persons with HF

Healthy muscle
Dying muscle

When EF is reduced, i.e. <40%, foundational treatment is
similar irrespective of cause

EF, ejection fraction
Ezekowitz JA et al. Can J Cardiol 2017;33(11):1342-1433; Yancy CW et al. Circulation. 2013;62(16):1495-
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Diastolic and Systolic Heart Failure

Left Atrium

Left
Ventricle

Normal Heart Diastolic Heart

Failure Systolic Heart
Failure
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Current Definition of HFpEF

HFrEF HFmEF HFpEF
(LVEF 40%)!2 (41% < LVEF <49%)'2 (LVEF 250%)!2
50% 14% 36%

Proportion of patients

« HFpEF is a clinical syndrome that evolves from a combination of risk factors
and comorbidities including:3
» Advanced age

Diabetes HFpEF “masqueraders” that
should be excluded:

» Female sex » Renal dysfunction .

* Obesity * Anemia, iron deficiency e

» Systemic arterial » Sleep disorders « Arrhythmias
hypertension « COPD * Pericardial constriction

Echocardiography is the most accessible method to evaluate LVEF in Canada.2
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Pathophysiology of HFpEF
A Pratical Approach

Aggravates HF Potential Management

i . Treat underlying causes:

ess blood

fills the ventricles Control hypertension
Address valvular disease
Manage fluids
Control tachycardia

* Maintain sinus rhythm
R — » Treat DM with CV-

Hypertension/pressure
overload

Volume overload
Increased HR

AF

Ischemia

Uncontrolled DM
Anemia

CKD

Progressive infiltrative or
inflammatory disease

protective agents
Treat anemia/iron
deficiency
« Stabilize renal function
Rule out treatable
infiltrative conditions

Stiff
heart muscle

Vancouver -~ __— )
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Risk Factors
for Heart Failure

e Hypertension e Heavy alcohol use
e |schemic heart e Chemotherapy
disease

e Family history
e Valvular heart

disease * Obesity

e Diabetes mellitus

vancouver —
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Signs and Symptoms
Left Sided Heart Failure

Left side = pulmonary congestion
Low output

eFluid backs up into the lungs,
crackles, cough

eDyspnea, orthopnea, PND
eDizziness, fatigue, \ exercise
tolerance

eDisplaced apex

3rd or 4th heart sound, murmurs
eEventually Rt sided failure

Same/Better/Worse??

Vancouver -~ _— )
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Signs and Symptoms

Right sided heart failure

Right sided failure =
venous congestion

e JVP
e\Weight gain

e Anorexia, nausea &
vomiting

e Ascites, liver congestion

ePedal, leg, or sacral
edema

vancouver —
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Triggers of Decompensation

Not taking medications as prescribed
lIness or infection (pneumonia, UTI, etc)

ncreased pressure on the heart to pump
oblood due to high BP

ncreased fluid intake

Non-adherence to salt and/or fluid
restrictions

Alcohol and other non-prescription drugs

vancouver —
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NYHA Classification of
Symptoms

Class | Class II Class il Class IV
No symptoms Mild symptoms Noticeable Unable to do
limitations in ability any physical

Can perform ordinary Occasional swelling {0 exercise or activity

ﬁlr%t;;/alttli(e;:/ thout any Somewhat limited in  participate in mildly ~ without
ability to exercise or strenuous activities discomfort
do other strenuous

L Comfortable only at Symptoms at
activities y ymp

rest rest
v- No symptoms at rest
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“oasialHealth Jrovidence

Promoting wellness Ensuring care, HEALTH CARE



Canadian Cardiovascular
Soclety HF Guidelines
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CrossMark (

Canadian Journal of Cardiology 33 (2017) 1342—1433

Society Guidelines

2017 Comprehensive Update of the Canadian
Cardiovascular Society Guidelines for the Management of
Heart Failure

Primary Panel: Justin A. Ezekowitz, MBBCh (Chair),” Eileen O’Meara, MD (Co-chair),”
Michael A. McDonald, MD,” Howard Abrams, MD, Michael Chan, MBBS,*
Anique Ducharme, MD,"” Nadia Giannetti, MD,* Adam Grzeslo, MD,’

Peter G. Hamilton, MBBCh," George A. Heckman, MD,* Jonathan G. Howlett, MD,"
Sheri L. Koshman, Pharm D," Serge Lepage, MD," Robert S. McKelvie, MD,’

Gordon W. Moe, MD,* Miroslaw Rajda, MD,' Elizabeth Swiggum, MD,™ Sean A. Virani, MD,"
Shelley Zieroth, MD,” Secondary Panel: Abdul Al-Hesayen, MD," Alain Cohen-Solal, MD,”
Michel D’Astous, MD," Sabe De, MD,’ Estrellita Estrella-Holder, RN,” Stephen Fremes, MD,’
Lee Green, MD," Haissam Haddad, MD,’ Karen Harkness, RN, Adrian F. Hernandez, MD,’
Simon Kouz, MD," Marie-Hélene LeBlanc, MD," Frederick A. Masoudi, MD,"
Heather J. Ross, MD,“ Andre Roussin, MD,* and Bruce Sussex, MBBS”

* Uni ity of Alberta, E Alberta, Canada; * Institur de Cardiologie de Montréal, Université de Montréal, Montréal, Québec, Canada; * University Health
Network, Toronto, Onsaria, Canada; * Ed Cardiology Consuls Ed Alberta, Canada; * McGill University, Montréal, Québec, Canada; ’ Hamilton
Health Sciences, McMaster University, Hamilton, Ontario, ( “anada; * University of Waterloo, Waterloo, Ontario, Canada; * Uy Iniversity of Calgary, Calgary, Albersa,
Canada; * Université de Slm'lmnd-e Sherbrooke, Québec, Canada;’ London Health Sciences, Western University, Londen, Ontario, Canada; * St Michaels Hospital,
Toronto, Ontario, Canada; QEII Health Sciences Centre, Halifax, Nova Scotia, Canada; ™ Royal Jubilee Hnspllal Victoria, British Columbia, Canada; " University nf
British Columbia, Va , British Columbia, Canada; ° St Boniface General Hospital, Winnipeg, Manitoba, Canada; * Hépital Lariboisiére, Paris, France; ¥ Université
du M M New B ick, Canada; " Sunnybrook Health Sciences Centre, Toronto, Ontario, Canada; * University of Saskatch Sask: Saskatch
Canada; * Duke Clinical Research Institute, Durham, North Carolina, USA; * Centre Hospitalier Régional de I diére, Joliette, Québec, Canada; * Hipital Laval,
Université Laval, Québec, Québex, Canada; ™ University of Colorado, Aurora, Colorado, USA; * Centre hospitalier de I'Université de Montréal, Montréal, Québec,
Canada; * Memorial University, St John's, Newfoundland, Canada

ELSEVIER

ABSTRACT RESUME

Since the i ion of the Canadian Cardi dar Society heart fail- Depuis la parution des Lignes directrices sur l'insuffisance cardiaque
ure (HF) guidelines in 2006, much has changed in the care for patients (IC) de la Société de ca gie en 2006, les soins aux
with HF. Over the past the HF i Committee has patients atteints de ce trouble ont connu d'importants changements.
p d regular } b of the major changes Au cours de la demiére décennie, le Comité des lignes directrices sur
that have occurred, the Guidelines Gommmge believes that a com- I'lC a publié des mises a jour périodiques. Toutefois, en raison des
prehensive reassessment of the HF d: h importants qui sont survenus, le Comité des lignes
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CCS Pocket Guideline 2017

The Canadian Cardiovascular Society

IS IT

HEART FAILURE

AND WHAT SHOULD | DO?

‘b Canadlan Cardlovascular Society

edge. Community.

https://www.ccs.ca/images/Guidelines/PocketGuides  EN/HF%20Booklet%202
017%?20FINAL.pdf
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¢ Evidence-based Druas and Oral Doses as Shown in Larﬂe Clinical Trials

Ace-Inhibitors (ACEi)

Enalapril 1.25-2.5 mg BID 10 mg BID/ 20 BID in NYHA class IV

Lisinopril 2.5-5 mg daily 20-35 mg daily

Perindopril 2-4 mg daily 4-8 mg daily

Ramipril 1.25-2.5 mg BID 5mg BID

Trandolapril 1-2 mg daily 4 mg daily

Angiotensin Receptor Blocker (ARB)

Candesartan 4-8 mg daily 32 mg daily

Valsartan 40 mg BID 160 mg BID

Beta-blockers

Carvedilol 3.125mg BID 25 mg BID/ 50mg BID (> 85kg)

Bisoprolol 1.25 mg daily 10 mg daily

Metoprolol CR/XL* 12.5-25 mg daily 200 mg daily

Mineralocorticoid Receptor Antagonists (MRA)

Spironolactone 12.5 mg daily 50 mg daily

Eplerenone 25 mg daily 50 mg daily

Angiotensin receptor-neprilysin inhibitor (ARNI)

Sacubitril/Valsartan 24/26 mg BID 97/103 mg BID

Is Inhibitor

Ivabradine 2.5-5 mg BID 7.5mg BID

Vasodilators

Isosorbide dinitrate 20mg TID 40 mg TID

Hydralazine 37.5mg TID 75-100 mg TID-QID
vancouver - £
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Algorithm for treatment of HF

@ Therapeutic Approach to Patients with Heart Failure and Reduced Ejection Fraction (HFrEF 10

Patient with LVEF < 40% and Symptoms

Triple therapy ACEi (or ARB if ACEi intolerant), BB, MRA
Titrate to target doses or maximum tolerated evidence-based dose

( REASSESS SYMPTOMS )

NYHA 11-1V:
bt SR, HR > 70 bpm

NYHA II-1V:
SR with HR < 70 bpm
or AF or pacemaker

Add ivabradine and Switch ACEi or ARB
to ARNI*
for eligible

patients

pue Buluue|d ai1e) dUBAPY

Continue triple therapy switch ACEi or ARB to
ARNI* for eligible
patients
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What i1s Best Practice ?

Canadian Cardiovascular Society HF Guidelines 2017

1.Triple therapy on discharge:
ACE/ARB, BB and MRA, Consider ARNI&lvabradine
Note: 2020 Guidelines add SGLT2i

2. Dally weights

3. Fluid and salt restricted diet

4. HF self-management education

5. Multidisciplinary discharge planning

6. Follow up appointment within 2 weeks

/. Coordination of care *

Vancouver -~ _— )
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NEW HEART FAILURE
THERAPIES
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CCS 2020 HF Therapies

0,

Chack for
updates Q2hn

Canadian Journal of Cardiclogy 36 (2020) 159—169

]

FLSEVIER

Society Guidelines

CCS/CHFS Heart Failure Guidelines: Clinical Trial Update on
Functional Mitral Regurgitation, SGLT2 Inhibitors, ARNI in
HFpEF, and Tafamidis in Amyloidosis

Primary Panel and Secondary Panel Writing Members: Eileen O'Meara, MD,**
Michael McDonald, MD,b“ Michael Chan, MBBS,” Anique Ducharme, MD,"
Justin A. Ezekowitz, MBBCh," Nadia Giannetti, MD,* Adam Grzeslo, MD,'
George A. Heckman, MD,” Jonathan G. Howletr, MD," Sheri L. Koshman, PharmD,"
Serge Lepage, MD,’ Lisa M. Mielniczuk, MD, Gordon W. Moe, MD," Elizabeth Swiggum, MD,’
Mustafa Toma, MD,™ Sean A. Virani, MD,™ Shelley Zieroth, MD," Sabe De, MD,"”

Sylvain Matteau, MD,"" Marie-Claude Parent, MD," External Reviewers and Co-authors:
Anita W. Asgar, MD," Gideon Cohen, MD," Nowell Fine, MD," Margot Davis, MD,™
Subodh Verma, MD," David Cherney, MD," Secondary Panel: Howard Abrams, MD,"

Abdul Al-Hesayen, MD,:“'Alain Cohen-Solal, MD," Michel D’Astous, MD," Diego H. Delgado, MD,"
Olivier Desplantie, MD,” Estrellita Estrella-Holder, RN,” Lee Green, MD,? Haissam Haddad, MD,*
Karen Harkness, RN,* Adrian F. Hernandez, MD,hh Simon Kouz, MD,™
Marie-Héléne LeBlanc, MD,‘l‘l Douglas Lee, MD," Frederick A. Masoudi, MD,™
Robert S. McKelvie, MD," Miroslaw Rajda, MD,* Heather J. Ross, MD,” and Bruce Sussex, MBBS™"
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New Drugs Therapies

1. ARNI, Angiotensin Receptor- Neprilysin
Inhibitors also known as :
Sacubitril/valsarten or ENTRESTO

2. lvabradine

3. SGLT2i

4. Vericiquat
5. Omecamtly — Mecarbill

vancouver - _— '
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Approved HF drugs in Canada
and their targets

Mechanism of Action HF Therapies Demo_nstrated mortality Dem(_ms_trat_ed reductionin
benefit? hospitalization?

Enhancement of natriuretic ARNI v v

peptide system and renin-

angiotensin-aldosterone

system

Inhibition of renin-angiotensin | ACEI V' | Less effective v

aldosterone-system ARB than ARNI v

Inhibition of sympathetic BB v v

nervous system

Inhibition of aldosterone MRA v v

Unknown SGLT2i v v

Heart rate reduction lvabradine v* (in HR 277 bpm v

subgroup)

Other Hydralazine + nitrates v ;zsélgi:gxgmfn v
Digoxin v
Loop diuretics ? ?

ACE, angiotensin-converting enzyme; ACEI, angiotensin-converting enzyme inhibitor;
ARB, angiotensin receptor blocker; ARNI, angiotensin-receptor-neprilysin inhibitor;
BB, beta-blocker; BP, blood pressure; HR, heart rate; MRA, mineralocorticoid receptor antagonist;
SGLT2i, sodium-glucose cotransporter 2 inhibitor
B}Ezavr Levin ER et al. gl J Med 1998;339(5):321-328;
|suwan|§éa t RL\,D %g?\@% 002;22(1):27-42; Kemp CD & Conte JV. Cardiovasc Pathol 2012;21(5):365-371;
Schrier R 4 L J Vel 200 E;341(8):577-585.

|
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What Is best care?
CCS 2020 Guidelines

ACEi
Enalapril
Lisinopril
Perindopril
Ramipril
Trandolapril

ARB
Candesartan
Valsartan

p-blockers
Carvedilol
Bisoprolol
Metoprolol CR/XL*

MRA
Spironolactone
Epleronone

ARNI: sacubitril/valsartan
If inhibitor: ivabradine

Vasodilators
Isosorbide dinitrate
Hydralazine

SGLT2i: dapagliflozin

vancouver —— g .
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1.25-2.5 mg BID
2.5-5 mg daily
2-4 mg daily
1.25-2.5 mg BID
1-2 mg daily

4-8 mg daily
40 mg BID

3.125 mg BID
1.25 mg daily
12.5-25 mg daily

12.5 mg daily

25 mg daily
50-100 mg BID

2.5-5 mg BID

20 mg TID
37.5mgTID

10 mg QD

10 mg BID/20 BID (NYHA class IV)
20-35 mg daily

4-8 mg daily

5 mg BID

4 mg daily

32 mg daily
160 mg BID

25 mg BID/50 mg BID (=85 kg)
10 mg daily
200 mg daily

50 mg daily
50 mg daily
200 mg BID

7.5 mgBID

40 mg TID
75-100 mg TID or QID

10 mg QD



HF Guidelines Update 2020

NEW We recommend SGLT2 inhibitors, such as dapagliflozin be used in patients with mild to
moderate heart failure due to reduced left ventricular ejection fraction (LVEF <40%) and concomitant
type 2 diabetes, to improve symptoms and quality of life and to reduce the risk of hospitalization and

cardiovascular mortality (Strong Recommendation; High-Quality Evidence).

NEW We recommend SGLT2 inhibitors, such as dapagliflozin be used in patients with mild to
moderate heart failure due to reduced left ventricular ejection fraction (LVEF <40%) and without
concomitant diabetes, to improve symptoms and quality of life and to reduce the risk of hospitalization

and cardiovascular mortality (Conditional Recommendation; High-Quality Evidence).
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Practical approach to SGLT2 inhibitors
for treatment of cardiovascular disease

Outpatient Special
Indications Contraindications Caution Initiation Considerations Follow-up
Patients with * CLP = \fjolume depletion® Start 10 mg od gam: = Monitor for GMIs, Follow up routine as per
Type 2 DM’ e eGFR<25' e Active GMI° * Dapaglifiozin® counsel on proper  Underlying condtion:
or = Allergy or = Hypotension (Blood * Empaglifiozin® hyglene_ * Weight®
Patients with intolerance pressure<95 mmHg)-?  Start 100 mg od gam:  * Concomitant * Symptoms of
chronic kidney to SGLT2i® e Prior CLI = Canaglifiozin® dehydrating illness hypotension ®
disease . (SADMANS)*'® |
(eGFR 25-90, ® DIKA® [specific 1o D] « Borderline renal o Renal functio
UACR>20 mg/mmol)* . :istonl.r of S6Vere functions*¢ (:é‘IFR}HTI.E :
or ypogilycemia il 5
Patients with Do not initiate [specific to DM] * Volume depletion « Blood glucose®

[specific to DM]

Potential drug-drug

chronic HFrEF? SGLT2i
‘ effects with:
Delay initiation of SGLT2i

until condition resolved/

therapies modified to Loop diuretics Insulin or SU

reduce risk « Optional dose reduction’ if e |f DM w/A1C<7.5, consider dose
euvolemic; 30—-50% dose reduction reduction (i.e., 10—20% insulin,
if volume depletion occurs® and/or 50% SU)"

= |f episodes of hypoglycemia®, stop
SU and dose reduce insulin®

Abbreviations: _
CLI: critical limb ischemia; DKA: diabetic ketoacidosis; DM: diabetes mellitus; eGFR: estimated glomerular filtration rate; CHFS SC'C
GMI: genital mycotic infections; HFrEF: heart failure with reduced ejection fraction; SGLT2i: SGLT2 inhibitors;
SU: sulfonylurea; WACR: urine albumin to creatinine ratio

Canadian Heart Fallure Soclety
This document has been exclusively developed and approved by the CHFS. CHFS has received unrestricted financial support from AstraZeneca and the Sociste canadienne d'insuffisance cardiague
Boethringer-Ingelheim - Lilly Alliance.
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Sick day/dehydration illness

Management
/S sulfonylureas \

A ACEls/angiotensin or
angiotensin neprilysin inhibitors
D diuretics, direct renin inhibitors

M metformin
A angiotensin receptor blockers
N nonsteroidal anti-inflammatory

\S SGLT2is /
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Heart Failure
and COVID -19
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Cardiovascul )
| CHFS/SCIC

GUIDANCE FROM THE CCS COVID-19 RAPID RESPONSE TEAM

Introduction

To preserve healthcare resources and prevent vulnerable patients from being unnecessarily exposed to
healthcare facilities and the Emergency Department (ED), healthcare practitioners are screening patients
via virtual assessment (phone, telehealth or regionally available platforms), in order to determine the
appropriate diagnostic and treatment approach. The following is simple, practical guidance on patient
evaluation and use of laboratory testing.

Symptom evaluation

The following tool is designed to guide your clinical reasoning to differentiate the likely etiology of
symptoms for a patient with known heart failure (HF ). It has not been validated, and the final determination
must be made using clinical judgement. In cases of uncertainty, patients should be advised to attend
a COVID-19 testing station and/or be assessed in person following institutional protocols for PPE
use

http://www.ccs.ca/images/images 2020/C
OVID or HF RRT doc 01Apr.pdf
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Virtual Assessment Guide
COVID-19 VS HF

Is it heart failure or is it COVID-197? VIRTUAL ASSESSMENT GUIDE
— Travel history ___ Duration & symptom onset
History ___Insufficient social distancing

___ Weight gain
____ Positive contact

____ Edema
____ Personal care home

differentiating symptoms Ascites
factors and/or fever

Weight gain

COVID-19 Heart Failure Heart Failure but
more likely or COVID-19 may have COVID-19
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Need to Know

Continue all current therapy, including RAAS blockers

system level outcomes

Fill prescriptions digitally. This may mean a change in practice, but is absolutely necessary to minimize touch

Do not delay initiation or up-titration of life saving therapy. This may be critical for individual patient and
L]
> points with the healthcare system

% Defer imaging studies where feasible and ‘Choose Wisely’

Q Look closely at the labs you order - are they really needed or nice to have?

=< Address and/or update goals of care status for all patients

Qi Conduct visits virtually utilizing existing resources and infrastructure. Specifically avoid the default of
sending someone to the ER if possible
Virani and al. CJC May 2020
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Canadian Heart Failure Society
Societe canadienne d'insuffisance cardiaque

CHFS/SCIC

COVID-19 and Heart Failure:
A message for patients from the

Canadian Heart Failure Society

Le francais soit

Please share the below with your patients. This information is also available on our
website.

T o

WWhat we know about the COWID-19 pandemic (also referred to as Coronavirus) is
changing quickly. Every day we are learning more and more about the wirus, how it's
transmitted and how it affects those who have it. Because you are likely hearing about
COWVID-19 from many different sources, we want to ensure you receive accurate
information about your health and well-being, and what to do during this crisis.

WVWhy is it important that | learn about COWVID-197
If you:

- are 65 years old and older, and/or
- hawe a compromised immune system, and/or
hawve underlying medical conditions, such as heart failure,

yvou hawve a higher risk of getting wvery sick if you contract COWID-19.

Ewven if you are at higher risk of getting wvery sick, there are ways that you can protect
yvourself and your family.

VWhat websites have reliable information about COWVID-197

The Public Health Agency of Canada has very important information for ways that you
can protect yourself and family from COWID-19. We encourage you to visit their_website
for reliable and up-to-date information.

The World Health Organization has information about SCOWID-19 in English, French,
Spanish, Russian, Arabic and Chinese on their website.

Should | keep taking all my heart medications™?

RVAFSN AR =N SR = BRSPS i == 1 A= RS = SIS et SrsiPoF=S = Fe SEm e S RSN PSS = s SRS S B I = ==t = B

https://heartfailure.ca/education/patient-resources
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CHFS, SCIC

Carwsdian Haeart
Failure Sociaty

During
COVID-19,

It 1Is iMmportant
that people with
HEART FAILURE
continue to Mmanage

their health.

g =

- = . @ [ =] =
. “» Contact your
Continue to take provider and ask if
all your medications your regular check ups
as pl"escribEd and testing can be done
unless your doctor by phone or via video
tells you otherwise. or home services
can be arranged.
5 1.. -

Contact your
health care team
if your symptoms
become worse.

L 3.

2II

support groups, visit HEFTSUICRTY and
heartandstroke.ca/connect

immediately

If you experience
signs of a heart attack
or stroke.

° P
L= . L
F i f @ [ .- i
eellngs o Hospitals and

Stay socially A :
. depression and health care locations
connected using . -
anxiety are real and are following all

If you
experience

phone or video calls
to reduce feelings of

depression and anxiety.

For more information about online

5..

i

common in heart failure.
Help is available.
Talk to your health
care provider.

6. -

precautions for COVID-19.
Avoiding necessary care for your
heart failure in fear of COVID-19
can be more dangerous for
your health.

7.

symptoms of

covi D-19, contact

your healthcare provider
immediately.

Continue to l
monitor salt and
fluid intake.
Stay active and

eat a healthy diet.

_ 9-




Heart Failure
Self-Management In
Community
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Case Study

Presentation:

« 78 yr Female

e Chronic HF with cough
* NYHA Class 2-3

« EF 27% later 22%

« VS: BP 100/70,P 89, R 28
« Pitting Edema

« “Looking mildly unwell”
« 11 day history of SOB
« Swollen painful knee

Vancouver < _— )
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History and Labs:

ICMO, AFIB, CAD, HTN
DM, Dyslipidemia, OA

LABS:
BNP 3002
CR 102
GFR 50
K2.9
HGB 109
INR 6.3
COVID negative



Case Study

On Discharge.

Stabilized, no SOB, cough improved, chest was clear on auscultation,
congestion improved and weight stabilized, swelling in the knee
decreased, pain resolved and able to ambulate, remained hypotensive,
kidney injury ( d/t NSAID injections and IV Lasix) still recovering so
Ramipril held, AFIB consult with interventional cardiologist for restart of
NOAC or consider an Atrial Appendage, AIC 5.7 showed good
glycemic control so Glycazide held.

Cardiac Function Clinic Telehealth:

Nov.3 - Start Spironolactone, consider Entresto or increase Ramipril
Nov.18 — Start Entresto and Empagliflozen, also approved for LAA In
December or January

vancouver < __— )
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3M: Elements to Self-care

1.Maintenance
Behaviours to reduce risks and adhere

2.Monitoring
Daily routine checking

3. Management
Evaluate change in symptoms

vancouver —

‘Health % rovidence




Non—pharmacologic Strategies

Sodium and fluid restriction

Daily weight monitoring

Regular exercise may improve QoL

Achieving and maintaining healthy body weight
Smoking cessation

Annual influenza, periodic pneumococcal pneumonia immunizations
and current/future vaccines relevant to this high-risk population (e.g.,
COVID-19)

Close follow-up and disease management

Patient and caregiver education

Vancouver — ]
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Tips for self-care

*» Build confidence in self-management skill
¢ Tallor to cognitive and emotional status
¢ Enhance trusting relationship

¢ Navigate shared decision-making

¢ Strive for individualized care

*» Incorporate caregiver and social supports
¢ Attend to EOL conversations

Uness Ensuringcare. ™~ HEALTH CARE



VCH HEART FAILURE
RESOURCES
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Differentiating HF and COPD

Differentiating between Heart Failure and COPD Exacerbation

vancouver
CoastalHealth
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Breathless ness at rest or lying flat,
increasing fatigue, may feelsub
sternal cardiac pain D/T ischemia

Key: Breathlessness on exertion,
mare than usual

Breathlessness atrest, fatigue

Key: Prolonged (48 hours or mare)
increased SOB from usual,

Acute or gradual onset dyspneaand
S0B, wheeze and for crackles on
auscultation D/T venous congestion
and pressure, may have non-
productive cough, with white or
pink frothy sputum, PND, elevated
VP, heart murmurs (53,54), AFIB
and otherarrhythmias, peripheral
edema, ascites,

Key: weight gain, tight cloths,

Gradual and worsening dyspneaand SOB
» use of accessory muscles, “barrel
chest”, wheeze, decreased airentry and
crackles auscultation, cyanosis, chronic
cough with fever and yellow sputum if
pneumaonia active, PND, malnutrition,
weight loss

Key: Increased amount of mucus from
the usual and change in mucus form the
usual

High BNP , CXR: cardiomegaly or
vascular congestion, ECHO:
confirms HFrEF or HFpEF, ECG:
confirms LVH

Normal or slightly elevated BNP, CXR
shows infiltrate, large volume capacity
with flat diaphragm (air trapping),

PFT may be normal or airflow
obstructions may be due to acute
venous congestion

Expiratory flow limitation, mild,
moderate orsevere FEV/FVCratio
spirometry D/T weakened airways

Fluid overload D/T salt diet,
increased fluid intake , CAD,
arrhythmias, elevated BP, use of
MNSAIDs, illness, stress, alcohol,
chemo, thyroid

Respiratory infection, pollutants, sudden
changein climate and air quality

Improvement when extra fluids are
removed and HF medications
optimized

Improvement with steroids and other
COPD medications




Heart Fallure Action Plan

Patient Information @mfme

HEALTH CARE

My Heart Failure Plan - How do | feel today?
Daily checks

* Take my medications exactly how my doctor or pharmacist has instructed.
* Drink 6 to 8 glasses of fluids each day (1 glass = 250 ml, 6-8 glasses = 1500 ml — 2000 ml).
* Eat foods or liquids that are low in salt or salt-free.
® Check for swelling in my feet, ankles, legs and stomach each day.
* Weigh myself every day in the morning before I eat breakfast and write it down.
Keep track of changes in weight and watch for weight gain.

Which heart failure zone am | in today?

Safe zone: | have. What should | do?

[ No shortness of breath.

[ No chest discomfort, pressure or pain.
Safe [ No swelling in my feet, ankles, or legs. » [ Take my regular medications.

Zone [ No weight gain of more than 4 pounds [ Continue with my daily checks.
(2 kilograms) in 2 days or 5 pounds
(2.5 kilograms) in 1 week.

[ More short of breath than usual. [ Arrange to see my doctor
[0 Have not slept well because my breathing Name: E—
is more difficult.
Phone:

O Find it harder to breath when lying down.
[0 Wake up at night short of breath.
[ Have swelling in feet, ankles or legs.

[ Call 811, the BC Nurse Line,
and speak with a nurse.

[ Gained more than 4 pounds (2 kgs) in 2 days O Other:
or 5 pounds (2.5 kg) in 1 week. Name:
Phone:
Danger zone: | have one or more symptom What should 1 d
[ Struggling to breathe. Act fast!
[ Have a fast heartbeat that does not slow [ Dial 911 for an ambulance
Danger d ith rest g
il down with rest. to take me to the hospital
O Have chest pain. emergency department.
[ Unable to think clearly.
The information in this document s intended solely for the person to whom it was given by the health care team.
FD.250.H351 PHC (Apr-15) Page1of1
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HEART FAILURE
AND YOU

https://vimeo.com/176344773/21f1347¢c67
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Link to HF Companion Video:

https://vimeo.com/17/634
A4773/21f1347¢c67
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End-of-Life Issues

 Early discussions about HF prognosis
* Regular review of goals of care

* Look for and treat depression

e Palliative Approach to care and the Role of the
N U r Se CNA P OI i Cy.. https://cna-aiic.ca/en/policy-advocacy/palliative-and-end-of-life-care

* VCH and Advance Care Planning:

https://my.vch.ca/dept-project/Client-Relations-and-Risk-Management/advance-care-planning
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End of Life Tools

ipall (Palliative Care Assessment tool)

Dow

oad iPall Heart Failure - Palliative Care Assessment Tool

Patients Advanced Personal Action Plan

The resource is to be filled out by the patient and family and is intended to be a
communication tool that outlines how the patient wants to be cared for. It also outlines
the patient’s personal journey with specific information on what in important to them,
what treatment has or has not worked for them etc. It is the responsibility of the health
care provider to review the advanced personal action plan with their patient, so they
are aware how the patient wants to be cared for.

Advanced Personal Action Plan (381)

Clinical Practice Guidelines for Heart Failure Symptom
Management

Anorexia/Cachexia
Anorexia and Cachexia (385)

Dyspnea
Dyspnea (498)

Edema/Ascites
Edema and Ascites (324)
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Links

1. CPD for HF Management in Community:
http://vchconnect/policies manuals/reg policy clinical/clinical care/search/Page
s/sresults.aspx?k=heart%20failure%20&s=CPDs

2. CCRS Heart Failure Course (4 modules):
https://learn.vch.ca/m2/vch custom/transition/index.html

3. BC Heart Failure Network resources( including EOL and ICD Deactivation):
http://www.bcheartfailure.ca/for-bc-healthcare-providers/

4. \VCH/PHC PHEM site - heart failure resources:
http://vch.eduhealth.ca/

5. My Heart Failure Plan companion video:
https://vimeo.com/176344773/21f1347c67.

6. CCS Heart Failure Guidelines 2017:
http://www.ccs.ca/images/Guidelines/PocketGuides EN/HF%20Booklet%202017
%20FINAL.pdf
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CCS Guidelines: ARNI

RECOMMENDATION 33:

We recommend that an ARNI be used in place of an ACEi or ARB, in
patients with HFrEF, who remain symptomatic despite treatment with
appropriate doses of GDMT to decrease cardiovascular death, HF
hospitalizations, and symptoms (Strong Recommendation; High-Quality
Evidence).

Values and preferences. This recommendation places high value on
medications proven in large trials to reduce mortality, HF re-
hospitalization, and symptoms. It also considers the health economic
iImplications of new medications.

Note: Wash out period 36 hours
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CCS Guidelines: Ivabradine

RECOMMENDATION 34:

We recommend that Ivabradine be considered in patients with HFrEF,
who remain symptomatic despite treatment with appropriate doses of
GDMT, with a resting heart rate > 77 beats per minute (bpm), in sinus
rhythm, and a previous HF hospitalization within 12 months, for the
prevention of cardiovascular death and HF hospitalization (Strong
Recommendation; Moderate-Quality Evidence).

Values and preferences. High value is placed on the improvement of
cardiovascular death and HF hospitalizations as adjunctive therapy to
standard HF medication.

Note: Phosphenes and QT abnormalities
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Personalized Support &
Stabilization (PSS) Program

Personalized Support & Stabilization Team: In a Nutshell
Provides intensive wrap around care for up to eight weeks;

Gives access to a rapid response team available seven days a

week with extended hours and an ability to monitor clients
remotely;

Connects community with acute partners (i.e. geriatricians,
hospitalists, etc.) early in the transition process to facilitate
earlier discharges and get people back home faster so their
time in hospital is shorter;

Collaborates with primary care professionals (i.e. GP/NPs) to
ensure clients remain connected to the care they need once
clients transition back to their primary care provider and
community care team;

Provides team based care to ensure coordination of care,
effective intra-team communication and optimal patient
centered care;

Ensures all staff on the team are working to their full scope of
practice and provides one ‘Most Responsible Clinician’ to
simplify access and ensure clients know who to contact when
they need help or more intensive care;

Implements standardized processes and protocol driven care
so there is consistency across VCH and PHC sites; and

Encompasses a holistic approach to getting clients back out

vandBiie world aroun
Health «% rovitﬂznce
soting wellness Ensuring core HEALTH CARE

Eligible patients must meet the following criteria:

Are medically complex frail adults

Can be safely cared for at home

Are identified as a high risk of readmission
Don’t require 24 hour professional care
Have potential for functional improvement

Wish to actively engage and participate

Are able to manage their condition
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