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HF prevalence

ITALIA

INCREASING PREVALENCE

increases with age: aprox. 15% of

people aged 85 and older?!

Second cause of
HOSPITALISATION,

median length: 9.3 days?2
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o 000

hospitalisations per year

bn

HF total cost

HUGE (INCREASING) COST
Aprox. 2.4% of the national healthcare
budget

Heart Failure Policy and Practice in Europe: Italy. Nov 2020
Seferovic PM et al. Eur J Heart Fail. 2021
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HFrEF MUST 1>>> GDMT

During WHF Event

Add Rescue Therapies for Diuretic Resistance, as needed
(eg, Tolvaptan, Inotropes, Mechanical Ultrafiltration)

Following WHF Event

Add Thiazide Diuretic, as needed (Inpatient or Outpatient) Add Thiazide Diuretic, as needed

Decongestive
Therapies

Initial Trajectory
Presentation Check Treat Congestion Beyond Signs & Symptoms

Rapid sequence or
simultaneous initiation
of disease-modifying
medical therapies
Continue o
TARNI TBB TMRA SR T Vericiguat
Quintuple Therapy With Vericiguat
Step #2

B « Achieve maximally tolerated or target doses within
Dose labon of 426 wenls

oral medical therapies, ., prioritize dose escalation of BB as tolerated (strongest

as tolerated dose-response data)

« Consider including virtual/remote visits to facilitate
rapid titration

« Serial laboratory monitoring of kidney function, serum
potassium, and NT-proBNP during titration to confirm
safety

Transition to Oral '

avenous Medical Therapy

Intravenous Iron

« Among patients with iron
deficiency (ferritin <100 pg/L,
or 100-299 pg/L with
transferrin saturation <20%)

Strength of Recommendation
and Benefit

+ Foundational therapy for all
eligible patients, as tolerated

« Proven to improve HF
outcomes other than
mortality

« Therapy should be strongly
considered, as tolerated

CENTRAL ILLUSTRATION: Relative Risk Reduction of Different

Pharmacological Treatment Combinations for Heart Failure

A

ARNI + BB + MRA + SGLT2 e
ARNI + BB + MRA + Vericiguat -
ARNI + BB + MRA + Omecamtiv ——
ACEl + BB + Dig + H-ISDN —_——
ACEl + BB + MRA + IVA —
ACEl + BB + MRA + Vericiguat _—
ACEl + BB + MRA + Omecamtiv B

ARNI + ARB + BB + Dig -

ARNI + BB + MRA —_—
ACEIl + BB + MRA —
ACEI + MRA + Dig
ACEI + BB + Dig
ARB + BB + Dig
ACEI + ARB + Dig
Dig + H-ISDN
ARNI + BB

ACEl + BB

ARB + BB

ACEIl + Dig

ARB + Dig

BB

ACEI

ARB

Dig

PLBO

¥ ¢++|++++

Treatment All-Cause Mortality

0.25 05

Tromp, J. et al. J Am Coll Cardiol HF. 2022;10(2):73-84.

] ogm y¥

HR  (95%CI)

0.39 (0.31-0.49)
0.41(0.32-0.53)
0.44 (0.36-0.55)
0.46 (0.35-0.61)
0.48 (0.39-0.58)
0.49 (0.39-0.62)
052 (0.43-0.63)
0.65 (0.55-0.76)
0.44 (0.37-0.54)
0.52 (0.44-0.61)
0.66 (0.56-0.78)
0.68 (0.59-0.78)
0.73 (0.64-0.83)
0.83(0.72-0.96)
0.67 (0.53-0.86)
0.58 (0.50-0.68)
0.69 (0.61-0.77)
0.74 (0.66-0.82)
0.87(0.78-0.98)
0.94 (0.84-1.05)
0.78 (0.72-0.84)
0.89 (0.82-0.96)
0.95 (0.88-1.02)
0.99 (0.91-1.07)
1.00
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HFrEF MUST 2>>> DECONGESTIONE in HHF

@ ESC European Journal of Heart Failure (2023) 25, 1115-1131 CONSENSUS STATEMENT
Europe_an iety doi:10.1002/ejhf.2888

. . Risk of events
Pre-discharge and early post-discharge
management of patients hospitalized for acute
heart failure: A scientific statement by the

Heart Failure Association of the ESC

) | optimezatio
Regular follow-up

Pre-discharge Early post-discharge
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CONTEMPORARY POST-DISCHARGE MANAGEMENT IN HEART-FAILURE
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HFrEF MUST 3>>> FOLLOW-UP STRETTO

Primary end

point:

180-Day Readmission for HF or All-Cause Death

Probability of event-free survival (%)

100

95 4

90 4

85

80 1

754

Risk ratio 0-66
(95% Cl 0.50-0.86)

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

High intensity care

Usual care

704
0

T T T T T T
15 30 45 60 75 90

Time since randomisation (days)

T T T T T T
105 120 135 150 165 180

Recommendation Table 3 — Recommendation for
pre-discharge and early post-discharge follow-up of
patients hospitalized for acute heart failure

Recommendation Class®* Level®

An intensive strategy of initiation and rapid
up-titration of evidence-based treatment before
discharge and during frequent and careful follow-up
visits in the first 6 weeks following a HF

hospitalization is recommended to reduce the risk of

HF rehospitalization or death 54 16

PP

rapida introduzione
beneficio basse dosi
migliore tollerabilita
rapida titolazione
maggiore aderenza cronica
benefici precoci (<30gg)

Mebazaa A et al Lancet 2023
McDonadh T et al. EJHF 2023
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HFrEF MUST numero 1: GDMT

1 5 )

Educational - Investigator
[ A A )

‘ Intervention < & & Meetings

179

* 2 investigatorsinvited per each site
* Self training for non attending investigators

Sites activation )

f 3 months \

Enrollment phase

Cardiology Units
LBS% with HF CIinij

HFrEF (58.4%)

HFrEF (70 2%)
L- o — Tm
HFpEF (16 2%) - :

DEGLI STUDI 35% AHF 5203 patlents 65% CHF

Oliva F, et al. BRING-UP3 SC. JCF 2025
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Setting acuto

TODA

Medical treatment prescription on admission and at discharge among different groups of
patients according to LVEF are shown

-ﬁﬁ-ﬂ-m :
1373

%
179 Cardiology Units ~ Sept 2023 - Feb 2024 AHFpts
80
70
—
60
1
1373 ( L GDMTs Implementation 50
AHF pts in dinical practice
10
30
In HFrEF 56.7% received the 4 »
GDMT at discharge &
B ADMISSION (1. 964) DISCHARGE (n. 952) 0 - B = .—.—I—
10 Diuretics Beta-blockers | ACE-I/ARBs ARNI MRAs SGLT2i Vericiguat Ivabradine Digoxin
50 M Admission M Admission W Admission
n ol HFrEF Discharge HFrmrEF Discharge HFpEF Discharge
© s67
;J o .
EDEGUSTUDI “ 21 BRING-UP3
= i SCOMPENSO
z Z 55 i 6 rererenenennans
= 10 i E
LA I H N u {AHF
=) 3 Triple Triple (ARNT) Quaarupte Quadruple (ARN) T
BICOCCA
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Therapeutic pillar % (ON) Drug % (N) Target dose
Beta-blockers 96.1% (2149)| Bisoprolol 72.6% (1562) =50% 48.0%
Metoprolol 17.1% (367) S0.-0095 32 5945
Carvedilol 7.8% (167) _100% 19.5%
Nebivolol 0.8% (17)
Other 1.7% (36)
[(BRas1922% (2062)
ACE-I 82% (170) Ramipril 83.5% (142) =30% 59.7%
Enalapril 5.9% (10) 50-99% 30.5%
Perindopril 4.1% (7 ° 8%
Captopril 0.6% (1)
Lisinopnil 0.6% (1)
Other 5.3% (9)
ARBs 6.9% (142) Valsartan 78.9% (112) =50% 92.2%
Losartan 8.5% (12) 50-99% 6.2%
Olmesartan 5.6% (8) 100% 1.6%
Candesartan 3.5% (5)
Irbesartan 1.4% (2)
Other 2.1% (3)
ARNT 84 9% (1750) Sacubitril/Valsartan 100% (1750) =50% 47 4%
21.8%
I MRA 81.6% (1826) Canrenone 54.4% (993) =50% 6.5%
Potassium Canrenoate 18.4%% (337) S0-99°%% 51.7%
Spirolactone 16.2% (295) | 100°% 41 8%
Eplerenone 10.9% (199)
Other 0.1% (2)
SGLT2i 84.4% (1887) Dapagliflozin 67.5% (1273) NA
Empagliflozin 31.7% (598)
Other 0.8% (16)

BRING3-UP SC.



©9 UNIVERSITA
=)

SCARSA TITOLAZIONE DI GDMT NEL MONDO REALE

o

Fattori correlati al
Medico:

Inerzia Terapeutica
Percezione di basso rischio
Non-prescrizione di GDMT

Dosi target
Paradosso rischio/trattamento

>
Z
=]
ICOCCA

P
el

Fattori correlati al
Paziente:

Eta avanzata /fragilita
Comorbidita
Aderenza
Scarsa consapevolezza

Fattori correlati al
Sistema:

Assistenza frammentata
Scarso follow-up
Rapporto medico-Paziente

Protocolli /PDTA assenti /
obsolete

Digital gap
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Cause
Ipotensione arteriosa
Peggioramento fx renale
Iperkalemia
Congestione residua
BPCO/comorbidita
Fragilita e eta avanzata
Fattori socio-economici
Poli-terapia

S S SN

DEGLI STUDI
S

©9 UNIVERSITA
== ONVTIN

@ ESC European Journal of Heart Failure (2024) 26, 1278—1297 POSITION PAPER

European Society doi:10.1002/ejhf.3295
of Cardiology

How to tackle therapeutic inertia in heart
failure with reduced ejection fraction.

A scientific statement of the Heart Failure
Association of the ESC

Poor
tolerability
*Ts ru,

Safety
(hyperK, low BP, CKD)

- Tailored drug layering “Review PIP-HFrEF
*Ren ing “Involve pharmacist

S ™ “Involve nurse

< Patient
GDMT .
= =

«Prioritize “enablers"
(e.g. CRT, SGLT2i,
K-binders)

postdischarge follow-upy
+Remote monitoring

< implementation -
- 4

identification

“In-hospital initiation
«Teleconsultation
*Integration with GP
*Registry/EHR-based Physician
screening unawareness
-Physicia ion
*Registry!
scre

Soluzioni
inizio intra-H di 4 pilastri e
titolazione
titolazione secondo fenotipo
clinico
eliminare farmaci ipotensivanti
non necessari
SGLT2-i e potassium-binders
“risk treatment paradox” (pz a >
R sono meno trattati):
monitoraggio stretto
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DETERMINANTI & SOLUZIONI DI INERZIA TERAPEUTICA

INERTIA

«Disease denial @ «Personal beiefs

'_Lszzgggﬁgzn + Several comorbidities
= + Poor general condition
+» Non-compliance
- « Advanced age
withdiet @ + Geographic isolation
+Past experiences . Comrﬁuricetion barrier
« Life experience -

+Unawareness of HF burden by the general public
« Lack of available medical time
+ Divergent opinion of another specialist @
« Language barnier
« Scant, sparse information

Knowledge & beliefs Clinic
« Approximation: «Low blood pressure
‘wearealmost there" @ +Renal fallure
«Fear of harm *Hyperkalemia
«Lack of motivation @ « "Risk treatment paradox”

« Perceived lack of medical time
«Past experiences
+ Disagreement with guidelines ©
« Poor knowledge of guidelines @

DEGLI STUDI «Lack of training

©9 UNIVERSITA
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PATIENT

+ Comprehensive knowledge
of HF burden
+ Strong motivation @
» Good general condition
«Young age

CARE SYSTEMS & ENVIRONMENT

« Caregivers, spouse ©
*Home ©
«Means of communication ©
« Translators

PHYSICIANS

« Strong motivation:

« When there's awill theres away » @
« Active participation in education
«Self-questioning regarding one's

own practice: peergroups @
« Financial bonus

ACTION

CARE STRUCTURE/DISEASE MANAGEMENT

+ Therapeutic education ©

«HF clinics
« Cardiac rehabilitation
+ Discharge letter with uptitration
Telemedecine « Support of healthcare policies

« Transmission of information
« Experts systems

reminders © and announcement
ol diagnosesin HF
+Remote aarm © |ag.rN ! ©
* Remote monitoring L
« Easy access to specialists
« Pharmacists

« Electronic pillbox

« Continuing education and audit ©
« Compliance with guidelines ©
« Involvement in multidisciplinary team
« High performance computing equipment

Agire

su 3
livelli

Girerd et al, ESC heart failure 2022
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HFrEF MUST numero 2: DECONGESTIONE

> |1 30-50% circa dei pazienti viene dimesso con segni clinici di congestione persistente

> Nel periodo vulnerabile (1-3 mesi post evento acuto): il rischio di ospedalizzazione e del 30% e di morte del 10%

CONSENSUS STATEMENT

European Journal of Heart Failure (2023) 25, 1115-1131

doit10.1002/ejh.2888

European Society
of Cardiology

Pre-discharge and early post-discharge

@ESC

DEGLI STUDI
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Table 1 Risk factors of residual congestion at
discharge and/or for heart failure readmission

Clinical factors

* NYHA class >2
* > 1 HF hospitalization within 6 months

« Low blood pressure (SBP <90 mmHg)
Factors related to therapies
« GDMT di i during

e Intolerance to GDMT
« High diuretic dose
Laboratory exams
« Renal dysfunction
« Electrolyte disturbance
« High NP levels
* Anaemia
ECG and imaging
* QRS duration >130ms without CRT
« Ventricular arrhythmias
* LVEF <20%
« High pulmonary pressure
 High LV filling pressures
« Moderate/severe tricuspid regurgitation
e IVC >21mm
e B-lines >15
‘Comorbidities

management of patients hospitalized for acute
heart failure: A scientific statement by the

Heart Failure Association of the ESC

« Diabetes mellitus

« Valvular heart disease

o Coronary artery disease
 Atrial fibrillation

« Pulmonary disease

« Frailty

ospitalized for AHF: assessment & targets of (de)congestion

Congestion score
Optimal =0
Acceptable = 1-2

|
Weight loss
Optimal

Historical weight

NYHA class
Optimal
NYHA =2

Vital signs,
including BP and HR

Clinic
Laboratory Imaging
assessment

!

. e

NPs
Optimal
> 30% NPs decrease

or |
2‘]‘;&0 BNPL Resolution of E/e'
of g/m signs of congestion Optimal
BNP (CSI=0) Ele' < 10
<250 pgimL (or AE/e'> 5)
| Acceptable
Efe'< 15
Renal function |
and electrolytes
MR severity
I E/A ratio <2
HC (1Hb, 1 HY) EDT = 130 ms
Optimal TRV < 2.8 mis
AHb = 1g/dl

|
Optimal
Size< 21 mm
and
Collapsibility index
> 50%

Acceptable
Size < 21 mm
or
Collapsibility Index
> 50%

Optimal

<5 B-lines

Acceptable
<15 B-lines

(28-sites
scanning)
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Tabella 1. Indicazioni delle linee guida europee e americane per il follow-up nel contesto acuto (post-ricoverc) e cronico (ambulatoriale).

ESC’

AHA/ACC/HFSA™

HFrEF MUST numero 3: FOLLOW-UP STRETTO

Contesto acuto
Timing prima visita post-dimissione

Timing FU successiveo alla prima visita
post-dimissione

Programma di gestione multidiscliplinare
e auto-gestione alla dimissione
Stratificazione con biomarcatori alla
dimissione

Stratificazione con score di rischio alla
dimissione

Contesto cronico

Scompenso de novo ambulatoriale

FU paziente stabilizzato

Programma di gestione multidiscliplinare
e auto-gestione

Stratificazione con biomarcatori
Stratificazione con score di rischio

Ecocardiogramma

Test cardiopolmonare con consumo di
0ssigeno

Telemonitoraggio con dispositivo

1- imane (I

Strategia intensiva (STRONG-HF) nelle 6
settimane successive al ricovero (I8)

Raccomandato (1A)
ND

ND

ND: FU rawvicinato per la rapida
ottimizzazione

Almeno ogni 6 mesi
——
Raccomandato (1A)

Solo nel paziente con SC avanzato
Solo nel paziente con SC avanzato

A 3-6 mesi con ottimizzazione della terapia,
poi non indicato (IIIC), salvo peggioramento
dinico

Consigliato come parte della valutazione
per HTx e LVAD (IC)

Efficacia incerta (IIbB)

Entro 7 giorni (11aB)

1-2 settimane per la rapida titolazione in HFrEF (llaC);
ND in HFmrEF e HFpEF

Raccomandato nei pazienti con SC ad alto rischio
e WHF (IB)

Consigliato (l1aB)

Consigliato (11aB)

1-2 settimane per la rapida titolazione in HFrEF (llaC);
ND in HFmrEF e HFpEF

ND
Raccomandato (1A)

Raccomandato (1A)
Consigliato (l1aB)
nc

In alcuni pazienti per determinare |‘appropriatezza
di trattamenti avanzati (HTx, LVAD) (IC)

Efficacia incerta (lIbB)

50-60% dei pazienti nella fase “vulnerabile” riceve
una rivalutazione clinica entro 14 giorni
esclusivamente dal medico di medicina generale e
appena il 20-25% dal cardiologo, con implicazioni
negative sull'implementazione della GMDT.

DEGLI STUDI
S
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Carigi S,... Mauro Gori. G Ital Cardiol 2024




"’” Timing del follow-up del paziente con SC:

40% di pz francesi non visitato in 1 aa

Prognostic value of heart failure stratification, and cardiologist
follow-up in a nationwide cohort

French-DataHF: nationwide cohort study identified ) o
@ from French health insurance databases @ fo0 (L TE patent @ i @ W (0 &)

t ? All-cause mortality (ACM) @ Association of cardiologist consultations and

according to severity group ad 1-year absolute risk of ACM

Percentage with event 40%
60
35%
40 30%
20 25%
20%
0
0 1 2

3 9
Time (years)  15%

Not hospitalized in the past 5 years,
NoHFH / LD- not using loop diuretics (23.7%) [

Not hospitalized in the past 5 years, o
+ 5%
S but using loop diuretics (28.3%) °

HFH >1 Heart failure hospitalization 0%
Y 1-5 years ago (27.6%) NoHFH /LD-  NoHFH / LD+ HFH >1y HFH <1y
Z DEGLI STU%I HFH <1y Heart failure hospitalization *Number needed to consult (NNC): number of patients requiring an incremental
= - within the past year (20.4%) number of cardiology consultations (CC) to avoid one modeled death within one year

Baudry G. EHJ 2025

©9 UNIVERSITA
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NUOVE STRATEGIE: PIANIFICARE IL FOLLOW-UP
IN BASE A STRATIFICAZIONE DEL RISCHIO

HFrEF HFpEF

del FOLLOW-UP
OTTIMIZZAZIONE

P
A 0 HUB
E R /
RIVAL
CONDIVISIONE DEL CASO CON <
MEDICO DEL TERRITORIO (MMG/CdS) %

DEGLI STUDI
S

=

2 z . .

= g Carigi S,... Mauro Gori. GIC 2024
g g

BICOCCA
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NUOVE STRATEGIE: PIANIFICARE IL FOLLOW-UP
IN BASE A STRATIFICAZIONE DEL RISCHIO

F:R’o:g; c(i:(;lyr:;;, Fenotipo CNM, alti
[ Y . Y )
R ) [ RO (R

' Fenotipo de novo,
bassi BNP/NLR (27%)

Composite Endpoint
All-cause death, Urgent heart transplant, HF hospitalization, or ED visit for decompensated HF

Cluster 2 Spagnolin M,... Mauro Gori. EJHF 2026
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NUOVE STRATEGIE: RUOLO DELL'HF NURSE

Post-hospitalization or follow-up consultation by the HF-trained nurse

O Y iz

Clinical evaluation | aboratory evaluation Educational assessmen
+NYHA stage dyspnea (stage IV@) +Organize the sampling and analyze « Educational diagnosis
« Signs of congestion theresults +Warning signs
« Treatment tolerance «Kidney function (GFR®) « Low sodium diet / drinks
* Decompensation factors +Serum potassium * Therapeutic adherence
(arrhythmia, conduction @) (hyper/hypo kalemia management )
« Point of care ultra sound » Serum sodium (hyponatremia)

« Natriuretic peptides
«Iron deficiency

CTHERAPEUTIC (ADJUSTMENT, ADAPTATION) @ >

Optimization of background treatment « Loop diuretic (up/down) titration @& Support and care chain
+ ACEi, ARB, ARNI +IViron « Optimization of the care pathway
+MRA +Hyper/hypo kalemia management & « Rehabilitation
“BETABLOCKERS Educationslpatua
-SGLT2i P
New Class Introduction &
EDEGLI STU[:)JI
7 = N
& z @ Callto delegate when deemed necessary
g z Girerd et al, ESC heart failure 2022
=] o
BICOCCA
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PROPOSTA MULTIPROFESSIONALE DI SCHEMA DI
TITOLAZIONE GDMT

Visita Infermieristica:
4 settimane

Al o della dimissi
visita ambulatoriale

IPri
Prima

* Rilievo parametri vitali e di
laboratorio

* Revisione diuretico, farmaci
concomitanti, abitudini di vita

* Titolazione GDMT condivisa
conil cardiologo

ez
s

+ Counseling

+ Planning condiviso

+ Consegna Diario (PA, FC, SpO2 e Peso)
+ Consegna planning esami

« PROMs (EQ-5D)

* PREMs (IC-PREM-1)

+ Auto-cura (SCHFI o EHFScBS)

+ Aderenza terapeutica (MMAS-4)

Visita Infermieristica:
2 settimane

* Rilievo parametri vitali e di laboratorio
* Revisione diuretico,

farmaci concomitanti, abitudini di vita
* Titolazione GDMT condivisa

con il cardiologo

Visita Medica:
6 settimane

Rilievo parametri vitali e di laboratorio

ECG

Ottimizzazione GDMT

Gestione comorbidita ed effetti
collaterali

Ad ogni VALUTAZIONE MEDICA, il medico dovra specificare chiaramente quali farmaci potranno essere poi titolati dall’infermiere HF:
MRA si/no/gia titolato ARNI/RASI si/no/gia titolato BETA BLOCCANTI si/no/gia titolato VERICIGUAT si/no/gia titolato

Valutazione Infermieristica:
9 settimane

Rilievo parametri vitali e di laboratorio
Revisione diuretico, farmaci concomitanti,
abitudini di vita

o Ti GDMT con il cardiolog
PROMs (EQ-5D)

PREMs (IC-PREM-I)

Auto-cura (SCHFI o EHFScBS)

Aderenza terapeutica (MMAS-4)

Visita Medica-Infermieristica:
12 settimane

Rilievo Parametri vitali e di laboratorio
ECG + Ecocardiogramma
Ottimizzazione terapia

Planning condiviso (tempistica di
follow up)

Valutazione score complessivi
questionari PROMs/PREMs

Gli ACEi/ARB/ARN:i e/o gli MRA
saranno titolati se:

+ Il potassio sierico &< 5,0 mmol/L

+ LaPressione Arteriosa Sistolica & > 100 mmHg

+ Lavelocita di filtrazione glomerulare stimata (eGFR) & > 30 mL/min/1,73m2

BB
saranno titolati se:

« Lafrequenza cardiaca & > 60 bpm o la pressione arteriosa sistolica & > 100 mmHg
« |livelli di NT-proBNP sono stabili o aumentati entro il 10% rispetto al valore pre-dimissione

ESAMI EMATICI:

2

* CREATININA, Na, K, NT-proBNP.

VERICIGUAT
sara titolato se:

+ eGFR &>15 mL/min/1,73m2, PAS > 100mmHg

Carigi S, Barisone M, .. Mauro Gori. GIC 2025
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NUOVE STRATEGIE: TUTTI | WHF SONO DA RICOVERARE?

ACCESSO PERSONA ASSISTITA CON SEGNI/SINTOMI DI
SCOMPENSO CARDIACO

‘ VERIFICA CRITERI DI ESCLUSIONE PER DH SCOMPENSO:
* BNP, troponina, emocromo, creatinina, elettroliti sierici, AST/ALT, PCR, PT, aPTT,
TNF _SARS-CoV-2 non_esequiti a_TO (in caso di troponina alterata seguire il protocollo
specifico per sospetta SCA)
Eta<i8aa
Segni di ischemia miocardica/bassa portata
Lattato>2 mmol/|
Grave compromissione dei parametri respiratori (5p02>95% iale per la dimissibilita)
SC di nuovo riscontro
Comorbidita significative o barriere sociali che impediscano la prosecuzione della terapia
a domicilio e i successivi accessi in DH (in media 2 nel primo mese)
Rischio alto calcol. di EHMRG calcul

‘ ClcLO TERAPEVUTICO DURANTE OSSERVAZIONE IN PS

1) PRECOCE TERAPIA

wcaw ﬂﬁi’" _— 3) LIMITARE FLUIDI
domiciliare in 2 boli (max 1000 mi/2%ore)
refratti nelle 24 ore)

}

4) RACCOLTA
6) ESECUZIONE DI £) MONITORAGSIO DIURES| durante il
PA, FC, 5p02 (ad ogni R

cambio turno

ECG + TROPONINA 6 e
ore infermieristico)

(segnalare orario di
inizio e fine raccolta)

‘ VERIFICA CONDIZION| DOPO 24 ORE DI OSSERVAZIONE:

Sp02295% e assenza di distress respiratorio

(FR<20 atti/min e meccanica respiratoria nella

norma)

PAS 100-160 mmHg, PAD<I00 mmHg (se
ipertensione valutare il caso con Cardiologo del DH)
FC<100 bpm (<110 bpm se FA)

DIURES| almeno 100 ml/h durante osservazione
NO PEGGIORAMENTO FUNZIONE RENALE
(riduzione GFR del 25%)

MIGLIORAMENTO SOGGETTIVO

Buona risposta alla terapia e

Correzione causa scatenante lo

P acuto e p
terapia diuretica rispetto all'ingresso
DEGLI STUDI
=]

Dimissibilita in sicurezza = Posto letto disponibile in Day Hospital Cardiologico

entro 7 giorni (prenotabile SOLO mediante contatto Matassini MV Mauro Gorl' GIC 2024
fy oo . . .

tra personale PS e Cardiologo/Infermiere DH)

== ONVTIN
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NUOVE STRATEGIE: LIMITI DI INPATIENT & OUTPATIENT CARE

Limitations of Inpatient Care Limitations of Modern WHEF Limitations of Outpatient Care

Care

Uncertainty in Assessment and

Infrequent Clinical Assessment

E‘n;u“bjzi;:;“;r‘;zﬁj’g“:::ﬁZn T * Lack c:if.stan.da(;'dizatio: in and Treatment Modification
oxam care (diuretic dose an * Outpatients with WHF can only
* Various surrogate markers, each with feeponse) be elinicallymonftared onithe
o g ’ * No clear standard of order of every few weeks
limitations which patients require
inpatient versus
No Standardized Discharge Criteria outpatient care Lack of Routine and Rapid Access
* Most patients discharged with  Underutilization of to IV Diuretic Therapy
significant residual congestion and disease-modifying * Oral diuretics are generally the
associated risk of poor post- therapy acute therapies available to

discharge outcomes . oo outpatients

Minimal Initiation and Titration of * Increasing cost Potential Hesitation to Rapidly
GDMT Initiate and Titrate GDMT
* Many eligible patients discharged on +  High mortality * Lack of ability to monitor
stable sub-target doses of GDMT, or medication related events
no GDMT +  High readmissions closely in the outpatient setting
EDEGLI STU%
E é Haywood HD, et al. JACCHF 2023.
5 g
BICOCCA
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MODELLI “HOSPITAL AT HOME": potenziali vantaggi

Advanced Hospital at Home programs deliver comprehensive clinical care in patients' residences through integrated technology
and specialized protocols, yielding 23% reduction in 30-day readmissions for heart failure patients and 19% cost savings while
maintaining equivalent clinical outcomes despite implementation complexities.

==
&

Lower risk of delirium/better
site of care for treating delirium

()

Increased patient time at home;
increased time with family

} &

Less resource intensive than
traditional inpatient care with
potentially similar outcomes

phé
Increased mobility during

hospitalization/less
}ehabilitation required

6-0
Opportunity to address social

barriers to care in patient's
home

Decreased risk of hospital-
acquired conditions/infections

=

Potential opportunity to safely
and rapidly initiate and uptitrate
GDMT for WHF

Haywood HD, et al. JACCHF 2023.
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PROTOCOLLO STRUTTURATO DI OUTPATIENT MANAGEMENT

Table 2 Factors to be idered to select pati
to be treated with intravenous diuretics in an

Patients with progressive WHF with

t respiratory failure
rom clinics/network, cardiologist/ consults, telemonitoring, pos consults)
{from HF clinics/network, cardiologist/GP Its, tel it tER Its)

l STEPI

Assass severity and clinical context

ambulatory setting
In favour Against
Clinical scenarios Progressive worsening First episode of HF*

OUT-PATIENT l

Mot sick enough to require IV diuretics

Moderate and slow increase in congestion In all other cases

HF5? Critical rigger®’ (rapid
HR: 50-120bpm*' arrhythmias, acute
SBP >100 mmHg*' coronary syndrome)
520, >92%°' NYHA class IV¥!

Alert from remote HF Anasarca®®?
moﬂiooring"

HF profiles Cardiac amyloidosis** Very high dose of oral
diuretics (500 mg or
more furosemide/day)

Comorbidities Frailty®? Severely impaired eGFR

Palliative care®* (i.e. <25 mUimin/
(especially for hospital at 1.73m?)*

home) Severe dysnatraemia,

dyskalaemia or
anaemia®’

Soclal criteria Patlent preference®’ Difficulv/unsanitary living

Adequate living conditions® (for at
support®’ home hospital)
< DEGLI STUDI
E g
& =
§ S
N
BICOCCA

Toosicktob inan y setting
Rapid degradation in clinical condition
MNYHA 4 and/or signs of low cardiac output
High level of diuretic resistance
WHF tob il

De Novo HF,

Confirmed/suspected of coranary syndrome, AF, PE.

Low diuretic resistance consider day hospital
Mo WHF in the past 8 months or home hospitalization
- for IV diuretics
STEPII

Ambulatory IV diuretics (day hospital or hospital at home)
« To be inttiated within 48H
« lterations every 1-4 days in day hospital
and/or up untd 2-times a day within hospital at home
+Pharmacological management adapted to patients” profiles (Fig 4)

Increase in oral
diuretics dose

soreider ambulatory care
to shorten hospital stay

Hospitalization

—

1

STOP WHEN CONGESTION SUCCESSFULLY TREATED
NYHA<2
& < 2 kilos above dry waight
& maintained urine output on oral diuretics

!

BECONGESION

Folow

Cansider hospitalizaton

Andior duresis <300 mlL

LOMEZIE R0 B B 04

STEPII
Holistic of stabili ients within di

+ Optimization/decrease of diuretic therapy + Optimization of HF medication + Education «Link Cardiologist/GP. + Telemonitoring

Girerd N, et al. Eur J Heart Fail. 2022.



APPROCCIO FUTURIBILE MULTIDISCIPLINARE ALLO SC

Al with Specialist Oversight

Cardiologists interpret complex hemodynamic data,
stratify WHF risk using biomarker trends (NT-proBNP/
troponin), and determine timing for advanced therapies
such as inotropic support or mechanical circulatory

assistance when diuretic resistance emerges

POCHE RISORSE

Nurse Coordination

Heart failure nurses implement structured 72-hour post-

discharge follow-up protocols, conduct thorough
congestion assessments using standardized tools, and
coordinate diuretic titration (up to 2.5x maintenance dose)

during early WHF recognition

NON LO FACCIAMO

.‘? \
ACE Inhibitors.

Angiotensin || Antagonisis

Anglotensin Receptor Neprilysin Inhitor
Anticoagulants (*Blood Thinners')
Beta-Blockers

Caleiium Channal Rlaskare

PO s~

Pharmacist Involvement

Clinical pharmacists ensure GDMT optimization at target
doses (ARNI/SGLT2i/MRA), monitor renal function during
diuretic intensification, and mitigate polypharmacy risks by
identifying nephrotoxic combinations that may precipitate
WHF episodes

SIAMO LONTANIL...

gpreustyt DOVREMMO FARLO DI Plu MA CI STIAMO ORGANIZZANDO

Fonseca C et al. Heart Fail Rev. 2022.
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Conclusioni

> Colmare il gap tra linee guida e realta
riconoscendo gli attuali unmeet needs in termini
di:
» prescrizione/titolazione tp
» educazione/formazione paziente
» percorso tra territorio/ospedale
« nuovi strumenti a supporto (digitale)

> Collaborazione nell’HF team
> Creare nuovi modelli “gestionali” (stratificazione

del rischio, titolazione infermieristica GDMT, HaH,
Al based) applicabili al mondo reale.

DEGLI STUDI
S
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