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Heart Failure Presentations

• Gradual onset of effort intolerance: dyspnea, 
CP, fatigue (+/- volume overload: abd 
distension, edema)

• Worsening chronic HF with either reduced or 
preserved LV systolic function

• Advanced HF with severe LV systolic 
dysfunction 

• Acute HF: sudden increase in BP, 
MI/ischemia, arrhythmias, myocarditis
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ACC/AHA Guidelines







Definition of Advanced HF
• 2009 ACCF/AHA HF guideline, stage D was 

defined as:

“patients with truly refractory HF who might be 
eligible for specialized, advanced treatment 
strategies, such as MCS, procedures to facilitate 
fluid removal, continuous inotropic infusions, or 
cardiac transplantation or other innovative or 
experimental surgical procedures, or for end-of-
life care, such as hospice” 



Treatment of  HFrEF Stage C and D 

†Hydral-Nitrates green box: The combination of ISDN/HYD with ARNI has not been robustly tested. BP response should be carefully monitored. 

‡See 2013 HF guideline. 

§Participation in investigational studies is also appropriate for stage C, NYHA class II and III HF.

ACEI indicates angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor-blocker; ARNI, angiotensin receptor-neprilysin inhibitor; BP, blood 

pressure; bpm, beats per minute; C/I, contraindication; COR, Class of Recommendation; CrCl, creatinine clearance; CRT-D, cardiac resynchronization 

therapy–device; Dx, diagnosis; GDMT, guideline-directed management and therapy; HF, heart failure; HFrEF, heart failure with reduced ejection fraction; ICD, 

implantable cardioverter-defibrillator; ISDN/HYD, isosorbide dinitrate hydral-nitrates; K+, potassium; LBBB, left bundle-branch block; LVAD, left ventricular 

assist device; LVEF, left ventricular ejection fraction; MI, myocardial infarction; NSR, normal sinus rhythm; and NYHA, New York Heart Association.





Patient A.C.

• 30 y.o. man admitted to the ED at his local hospital in 
April 2017 with 3 week history of fatigue, weakness, 
orthopnea, PND, dyspnea, cough

• BP 138/106, RR 20, afebrile, HR 110 – sinus 
tachycardia, O2sat 100% on room air

• Initially treated with labetalol, dypnea worsened

• Chest CT: “patchy consolidation”



Patient A.C.

• PMH: depression, remote smoking - quit 5 years ago, 
smokeless tobacco – quit 2 years ago

• PSH: appendectomy, umbilical hernia repair

• FH: father with dilated cardiomyopathy, diagnosed at 
age 31, hx of LVAD and cardiac transplantation



Patient A.C.

• WBC 10.4, Hgb 16.1, platelets 362

• BUN 6, Cr 0.96, Na 142, K 4.0, LFTs normal

• CK 457, CK-MB 3.7, troponin I <0.04, d dimer 
0.41



Echocardiogram

• Severely dilated left ventricle, 7.7 cm, LVEF 10-
15%, stage 3 diastolic dysfunction, moderate 
mitral regurgitation
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Patient A.C.

• Diuresed 2.5 kg with resolution of symptoms, 
carvedilol 3.125 mg bid and enalapril 2.5 mg 
daily begun



Pharmacological Treatment for Stage C HF 
With Reduced EF

Renin-Angiotensin System Inhibition With ACE-Inhibitor or 

ARB or ARNI

I

ACE-I: A

The clinical strategy of inhibition of the 
renin-angiotensin system with ACE 
inhibitors (Level of Evidence: A), OR ARBs 
(Level of Evidence: A), OR ARNI (Level of 
Evidence: B-R) in conjunction with 
evidence-based beta blockers, and 
aldosterone antagonists in selected 
patients, is recommended for patients with 
chronic HFrEF to reduce morbidity and 
mortality.

NEW: New 
clinical trial data 
prompted 
clarification and 
important 
updates.

ARB: A

ARNI: B-
R

COR LOE Recommendations
Comment/
Rationale

2017 ACC/AHA/HFSA Guideline for the Management of Heart 
Failure -Focused Update of the 2013 ACCF/AHA Guideline 
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I
ARNI: 

B-R

In patients with chronic symptomatic 
HFrEF NYHA class II or III who tolerate 
an ACE inhibitor or ARB, replacement 
by an ARNI is recommended to further 
reduce morbidity and mortality.

NEW: New clinical 
trial data necessitated 
this recommendation.

2017 ACC/AHA/HFSA Guideline for the Management of Heart 
Failure -Focused Update of the 2013 ACCF/AHA Guideline 



Patient A.C.

• ACEI was switched to ARNI

• ARNI and BB uptitrated to maximally tolerated 
doses

• He then had an episode of orthostatic syncope 
for which he was evaluated in the ED

• One month later he was hospitalized with a 
TIA. TEE demonstrated no cardiac source of 
embolus. Anticoagulation was begun.



Patient A.C.

• Echocardiogram 7 months after diagnosis 
showed no change in LV function

• Patient had progressive symptoms, now with 
orthopnea and DOE




