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Contextualizing Risk Among Patients with Heart Failure

HEART FAILURE
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Heart Failure Clinical Trials
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FIGURE 1 Summary of Advances in Medical Therapies in Patients With HF and Reduced Ejection Fraction
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AHA/ACG/HFSA CLINICAL PRACTICGE GUIDELINE

2022 AHA/ACC/HFSA Guideline for the
Management of Heart Failure: A Report of the
American College of Cardiology/American Heart
Association Joint Committee on Clinical Practice

Guidelines

Circulation. 2029:145:e895-e1032.



LVEF Classification EINOVA

Table 4. Classification of HF by LVEF

Type of HF According to
LVEF Criteria

HFrEF (HF with reduced EF) | LVEF <£40%

HFimpEF (HF with improved | Previous LVEF <£40% and a follow-up
EF) measurement of LVEF >40%

HFmrEF (HF with mildly re- LVEF 41%-49%

duced EF) Evidence of spontaneous or provokable
increased LV filling pressures (eg, elevated
natriuretic peptide, noninvasive and invasive
hemodynamic measurement)

HFpEF (HF with preserved LVEF =50%

EF) Evidence of spontaneous or provokable
increased LV filling pressures (eg, elevated
natriuretic peptide, noninvasive and invasive
hemodynamic measurement)




LVEF Classification EINOVA

Table 4. Classification of HF by LVEF

Type of HF According to

LVEF Criteria

HFrEF (HF with reduced EF) | LVEF =409

HFimpEF (HF with improved | Previous LVEF £40% and a follow-up

EF) measurement of LVEF >40%

HErEF < | HFmrEF (HF with mildly re- | LVEF 41%-49%

duced EF) Evidence of spontaneous or provokable
increased LV filling pressures (eg, elevated
natriuretic peptide, noninvasive and invasive

_ hemodynamic measurement)

HFpEF (HF with preserved LVEF =50%

EF) Evidence of spontaneous or provokable
increased LV filling pressures (eg, elevated
natriuretic peptide, noninvasive and invasive
hemodynamic measurement)




Heart Failure Across LVEF INOVA

1.0 4 Adjusted Risk of CV-Related Mortality 1.0 Adjusted Risk of CV-Related Mortality
55.0-59.9%: 1.36 (95% CI 1.16 - 1.59) 55.0-59.9%: 1.21 (95% CI 1.05 - 1.39)
60.0-64.9%: 1.33 (95% C1 1.16 - 1.52) 60.0-64.9%: 1.03 (95% C1 0.91 - 1.18)
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(1999)
MERIT-HF
LVEF <40% (2005) (2014) (2019)
RALES SCD-HeFT PARADIGM-HF || DAPA-HF
(1987) (1997) LVEF <35% (2004) LVEF <£35% LVEF <40% LVEF <40% (2022)
CONSENSUS DIG CIBIS-II COMPANION || CARE-HF TOPCAT PARAGON-HF DELIVER
Heart>600mL/m2 LVEF <45% || LVEF <35% LVEF <35% LVEF £35% LVEF 245% LVEF 245% LVEF >40%
(1992) (2001) (2003) (2008) (2010) (2020) (2021)
SOLVD-Treatment copernicus || cHARM I-PRESERVE | | SHIFT EMPEROR- EMPEROR-
LVEF <35% LVEF <25% LVEF <40% LVEF 245% LVEF £35% REDUCED PRESERVED
CHARM- LVEF <40% LVEF >40%
Preserved VICTORIA
LVEF >40% LVEF <45%

Dimond et al. (2023) Unpublished.



Medication Effects Across LVEF = INOVA
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Circulation. 2029:145:e895-e1032.



Higher LVEF &1 INOVA

Treatment of HFmrEF ’ Treatment of HFpEF
_ -
SGLT2i SGLT2i
(2a) (2a)
Symptomatic HF with ! ACEIi, ARB, ARNi Symptomatic HF with > ARNi*
LVEF 41%-49% (2b) LVEF 250% (2b)
MRA MRA*
> >
(2b) (2b)
Evidence-based beta .
L blockers for HFrEF L ARB
(2b) (2b)

Circulation. 2029:145:e895-e1032.
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Table 4. Classification of HF by LVEF

Type of HF According to

LVEF Criteria

HFrEF (HF with reduced EF) | LVEF =409

HFimpEF (HF with improved | Previous LVEF £40% and a follow-up

EF) measurement of LVEF >40%

HErEF < | HFmrEF (HF with mildly re- | LVEF 41%-49%

duced EF) Evidence of spontaneous or provokable
increased LV filling pressures (eg, elevated
natriuretic peptide, noninvasive and invasive

_ hemodynamic measurement)

HFpEF (HF with preserved LVEF =50%

EF) Evidence of spontaneous or provokable
increased LV filling pressures (eg, elevated
natriuretic peptide, noninvasive and invasive
hemodynamic measurement)




Medications for LVEF<50% INOVA

Table 2: Relative Risk Reduction in Mortality and Heart Failure Hospitalisation

Relative Risk Reduction Absolute 2-year Relative Risk Reduction in Absolute 2-year HF
in Mortality Mortality Rate HF Hospitalisations Hospitalisation Rate

Mone NA 35% NA 39%

ACEl or ARB 7% 29% % 2%

ARNI* 16% 24% 21% 21%

B-blocker 35% 16% 4% 13%

MRA 30% % 35% 8%

SGLTZ 7% 9% 30% 6%

Cumulative 74% RRR 26% ARR 85% RRR 33% ARR

“Replocing ACEARE. ACE! = angiotensin-converting enzyme infibitar; ARE = angiofensin receplor biocker; ARR = absolute nisk reduction; ARN = angiofensin receptor-nepilysin inhibitor;
COMMT = comprehansive disease-modifiing medical therapy; HF = heart failure; MBA = minergiocorticoid receptor anfogonist, RER = relafive msk reduction; 5GLT2 = sodium glucose cotransporter 2
inkibitor Source: Fonarow et al. 20217

Cardiac Failure Review 2021;7:e18.



Medications for LVEF<50% INOVA

Table 15. Benefits of Evidence-Based Therapies for Patients With HFrEF?-8810-14:23.31-42

Relative Risk Reduction in
All-Cause Mortality in NNT to Prevent All-Cause NNT for All-Cause Mortality | NNT for All- Cause Mortality
Evidence-Based Therapy Pivotal RCTs, % Mortality Over Time* (Standardized to 12 mo) (Standardized to 36 mo)
ACEi or ARB 17 22 over 42 mo 77 26
ARNit 16 36 over 27 mo 80 27
Beta blocker 34 28 over 12 mo 28 9
Mineralocorticoid receptor 30 9 over 24 mo 18 6
antagonist
SGLT2i 17 43 over 18 mo 63 22

Circulation. 2022:145:e895-e1032.
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Table 15. Benefits of Evidence-Based Therapies for Patients With HFrEF?-8810-14:23.31-42

Relative Risk Reduction in
All-Cause Mortality in NNT to Prevent All-Cause NNT for All-Cause Mortality | NNT for All- Cause Mortality
Evidence-Based Therapy Pivotal RCTs, % Mortality Over Time* (Standardized to 12 mo) (Standardized to 36 mo)
ACEi or ARB 17 22 over 42 mo 26
ARNit 16 36 over 27 mo 27
Beta blocker 34 28 over 12 mo 9
Mineralocorticoid receptor 30 9 over 24 mo 6
antagonist
SGLT2i 17 43 over 18 mo 22

Circulation. 2022:145:e895-e1032.
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Problem to be Addressed: Survival INOVA

A Treatment B -Pruj ected mean overall survival
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Figure 3: Long-term overall survival with comprehensive disease-modifying
therapy vs conventional therapy

Kaplan-Meier estimated curves for patients starting at age 55 years (A) and

65 years (B) for overall survival. Residual lifespan was estimated using the area
under the survival curve up to a maximum of 90 years. Comprehensive therapy
(simulated) consisted of an ARNI, B blocker, MRA, and SGLT2 inhibitor;
conventional therapy (EMPHASIS-HF® control group) consisted of an ACE
inhibitor or ARB and P blocker. ACE inhibitor=angiotensin-converting enzyme
inhibitor. ARB=angiotensin receptor blocker. ARNI=angiotensin
receptor-neprilysin inhibitor. MEA=mineralocorticoid receptor antagonist.
SGLT2 inhibitor=sodium/glucose cotransporter 2 inhibitor.

Lancet 2020; 396: 121-28



Event-free survival (%)

Problem to be Addressed: Good Life

INOVA

A Treatment B
100 = —— Comprehensive therapy 100 Projected mean event-free survival
—— Conventional therapy Comprehensive therapy 13-0years (11-5-14-6)
3 Projected mean event-free survival 20 C‘_:' nventional therapy 6-7 years (5-8-7-5)
0 Comprehensive therapy 14-7 years (12.6-17-1) = Difference (95% Cl) 6-3years (4-8-7-9)
Conventional therapy 6-4 years (4-8-8-0) =
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Figure 2: Event-free survival with comprehensive disease-modifying therapy
vs conventional therapy

Kaplan-Meier estimated curves for patients starting at age 55 years (A) and

65 years (B) for primary endpoint event-free survival. Comprehensive therapy
(simulated) consisted of an ARNI, B blocker, MRA, and SGLT2 inhibitor:
conventional therapy (EMPHASIS-HF control group) consisted of an ACE inhibitor
or ARB and [ blocker. ACE inhibitor=angiotensin-converting enzyme inhibitor.
ARB=angiotensin receptor blocker. ARNI=angiotensin receptorneprilysin inhibitor.
MRA=mineralocorticoid receptor antagonist. 5GLT2 inhibitor=sodium/glucose
cotransporter 2 inhibitor.

Lancet 2020; 396: 121-28



Problem to be Addressed: Good Life N[@)/:

CENTRAL ILLUSTRATION Use and Dosing of Guideline-Directed Medical Therapy Among Patients With
Chronic HFrEF in Contemporary U.S. Outpatient Practice

A 100% -
oy |
90% 26.2% o
80% - 39.1% o
2 700
S 70% ~ 65.9%
= 0,
Ef 60% 86.1%
L 50% -
o
E 40% + 721%
E 30% 56.9% 66.8%
a
20% + 33.1%
10% ~ 12.8%
O% 1104 1105 1gQ0. 079 1 g0/
ACEI/ARB/ Beta-
ACEI/ARB ARNI ARNI Blocker MRA
Without Contraindication and Not Treated 1374 3029 920 1159 2317
Treated 2107 452 2536 2351 1163
With Contraindication 37 37 62 8 38

(J Am Coll Cardiol 2018;72:351-66)



Consensus Management Strategies INOVA

EXPERT CONSENSUS DECISION PATHWAY

2021 Update to the 2017 ACC Expert
Consensus Decision Pathway for
Optimization of Heart Failure
Treatment: Answers to 10 Pivotal
Issues About Heart Failure With
Reduced Ejection Fraction

A Report of the American College of Cardiology Solution Set Oversight Committee

T Am Coll Cardiol 2021;77:772-810.
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The Uncomfortable

“The important thing is you tried.
You tried and you failed. And you failed BIG.
That’s what’s important. You're a big failure
who tried and failed. Big time.”


about:blank

Consensus Management Strategies INOVA

they should be added discussed in the text)*

Starting Dose

Starting and Target Doses of Select GDMT and Novel Therapies for HF (choice and timing of each therapy and in whom

Target Dose

Beta-Blockers
Bisoprolol

Carvedilol

Metoprolol succinate
ARNIs

Sacubitril/valsartan
ACEls

Captopril

Enalapril

Lisinopril

Ramipril
ARBs

Candesartan

Losartan

Valsartan
Aldosterone antagonists

Eplerenone

Spironolactone
SGLT2 inhibitors

Dapagliflozin

Empagliflozin

1.25 mg once daily

3.125 mg twice daily

12.5-25 mg daily

2426 mg-49/51 mg twice daily

6.25 mg 3= daily
2.5 mg twice daily
2.5-5 mg daily
1.25 mg daily

4-8 mg daily
25-50 mgq daily
40 mg twice daily

25 mg daily
12.5-25 mg daily

10 mg daily
10 mg daily

10 mg once daily

25 mg twice daily for weight <85 kg and 50 mg
twice daily for weight =85 kg

200 mg daily

57103 mg twice daily

50 mg 3= daily
10-20 mg twice daily
20-40 mg daily

10 mg daily

32 mg daily
150 mg daily
160 mg twice daily

50 mg daily
25-50 mg daily

10 mg daily
10 mg daily

J Am Coll Cardiol 2021:77:-772-810.



Niche Medications INOVA

Vasodilators
Hydralazine 25 mg 3 daily 75 mg 3= daily
Isosorbide dinitrate 20 mg 3= daily 40 mg 3= daily
Fixed-dose combination isosorbide dinitrate/hydralazine’ 20 mg/37.5 mg (1 tab) 3= daily 2 tabs 3 daily
Ivabradine
lvabradine 2.5-5 mg twice daily Titrate to heart rate 50-60 beats/min.

Maximum dose 7.5 mg twice daily

T Am Coll Cardiol 2021;77:772-810.



Niche Medications INOVA

HFrEF Stage C Treatment

l

ARNI/ACEI/ARB
(ARNI preferred;
Figures 3A and 3B)*, AND
evidence-based beta-blocker! (Figure 3C)
with diuretic agent (Figure 3D)

as needed
For MT;nts with ‘ For patients 1 For patients with | For persistently For patients with
eGFR 230 mL/min/1.73 m? | meeting eGFR persistent volume symptomatic Black resting HR =70,
or creatinine criteria (Figure 3F), ‘ overload, | e Aok on maximally
< 2.5 mg/dL in males a NYHA class IV a NYHA class I1IV Pronysrip s a tolerated beta-
or s 2.0 mg/dL 5 |aldosterone antagonist blocker dose in
in females or | /SGLT2 inhibitor sinus rhythm,
K* < 5.0 mEq/L, \ NYHA class HILIV NYHA class II-lll
NYHA Class IV
v v A 4 v v
Add Add Titrate Add Add
v v v v v
SGLT2 cirnluaing
Aldosterone inhibitor Diuretic :'iyso':oa':id = Ivabradine
antagonist (Figure 3F) agent dinitrate 4 (Figure 3H)
(Figure 3E) (Figure 3D) . (Figure 3G)

J Am Coll Cardiol 2021:77:-772-810.



Titration Strategies INOVA

FIGURE 2 Titration Strategies by Clinical Scenario in Patients With HF and Reduced Ejection Fraction

A sl | 2weeks | 2-todweeks
ACEi / ARB O
ARNI 0 G O]
SGLT2i ® C, ®»
R-blocker 1_: @ ....................................
MRA @ ..... ®

B | ADMISSION | HOSPITALZATION |_2-to d-weeks _
ACEi / ARB (N
ARNI O
SGLT2i ® »
R-blocker ti* )y @
MRA ®

c
ARNI @ @ ®
SGLT2i ® ®
B-blocker O] ® ®
MRA ® O,

® Discontinue @ start (») Consider starting in select patients f’%)' Continue Titrate

{J Am Coll Cardiol Basic Trans Science 2022;7:504-517)
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Problem to be Addressed: Survival INOVA

A Treatment B -Pruj ected mean overall survival
— Comprehensive therapy 100— Comprehensive therapy 15-Oyears (13-1-16-8)
100 —— Conventional therapy Conventional therapy 10-6years (9-4-11-8)
Projected mean overall survival Difference (95% Cl) 4.4 years (2.5-6.2)
80— Comprehensive therapy 17-7 years (14-9-20.5) 80
Conventional therapy 11-4years (9-2-13-5)  —
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Figure 3: Long-term overall survival with comprehensive disease-modifying
therapy vs conventional therapy

Kaplan-Meier estimated curves for patients starting at age 55 years (A) and

65 years (B) for overall survival. Residual lifespan was estimated using the area
under the survival curve up to a maximum of 90 years. Comprehensive therapy
(simulated) consisted of an ARNI, B blocker, MRA, and SGLT2 inhibitor;
conventional therapy (EMPHASIS-HF® control group) consisted of an ACE
inhibitor or ARB and P blocker. ACE inhibitor=angiotensin-converting enzyme
inhibitor. ARB=angiotensin receptor blocker. ARNI=angiotensin
receptor-neprilysin inhibitor. MEA=mineralocorticoid receptor antagonist.
SGLT2 inhibitor=sodium/glucose cotransporter 2 inhibitor.

Lancet 2020; 396: 121-28
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EXPERT CONSENSUS DECISION PATHWAY

2023 ACC Expert Consensus
Decision Pathway on
Management of Heart Failure
With Preserved Ejection Fraction

A Report of the American College of Cardiology Solution Set Oversight Committee

J Am Coll Cardiol. Published online April 19, 2023,
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FIGURE 1 Approach to HFpEF

Indication for advanced testing in cases of
diagnostic uncentainty

Management of special or unusual
cardiomyopathies, pulmonary hypertension,
pericarclial disease

Enrollment in clinical trials

Evaluation for advanced therapies

Heart failure
specialist

Electrophysiologist for atrial fibrillation

Interventional cardiclogist and/or cardiac
surgeon for coronary BI"QEISII disease

Endocrinolagist for diabetes

Cardiology
specialist

Mephrologist for chronic kidney disease

Pulmanalogist for sleep apnea

Confirmation of HFpEF diagnasis
+ Optimization of GDMT

¢ Enrallment in clinical trials Primary Ca re

Referral to advanced HF specialist if needed . .
clinician

Diagnosis of HFpEF
* |nitiation of GDMT
* Management of comorbidities

Referral to cardiologist if needed

. JAm Coll Cardiol. Published online April 19, 2023.
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HFpEF Treatment

INOVA

:

For individuals with
fluid retention,

NYHA class I-IV

!

Titrate

!

Loop
diuretic
agent

For women (all EFs),
men with EF <55 -
60%, those with fluid
retention

I

Add

'

MRA

|

}

For women (all EFs),

For ARNI-eligible
-

men with LVEF A cai:?\:ti?::lsdvr;oto
<55-60% \-» cost or intolerance
I |
Add fad
ARNI ARB

.J Am Coll Cardiol. Published online April 19, 2023.



Indications for Heart Failure Referral INOVA

W 1:IEW-W Triggers for HF Patient Referral to a Specialist/Program

Clinical 1. Mew-onset HF (regardless of EF): Refer for evaluation of etiology, guideline-directed evaluation and management of recommended therapies, and
Scenario assistance in disease management, including consideration of advanced imaging, endomyocardial biopsy, or genetic testing for primary evaluation of
new-onset HF
2. Chronic HF with high-risk features, such as development or persistence of one or more of the following risk factors:
B Meed for chronic intravenous inotropes
B Persistent NYHA functional class [lI-IV symptoms of congestion or profound fatigue
B Systolic blood pressure =90 mm Hg or symptomatic hypotension
B Creatinine =1.8 mg/dL or BUN =43 mg/dL
B Onset of atrial fibrillation, ventricular arrhythmias, or repetitive 1CD shocks
B Two or more emergency department visits or hospitalizations for worsening HF in the prior 12 months
B Inability to tolerate optimally dosed beta-blockers and/or ACEI/ARB/ARNI and/or aldosterone antagonists
B Clinical deterioration, as indicated by worsening edema, rising biomarkers (BMP, NT-proBNP, others), worsened exercise testing,
decompensated hemodynamics, or evidence of progressive remodeling on imaging
® High mortality risk using a validated risk model for further assessment and consideration of advanced therapies, such as the Seattle Heart
Failure Model

Lt

. Persistently reduced LVEF =35% despite GDMT for =3 months: refer for consideration of device therapy in those patients without prior placement of
ICD or CRT, unless device therapy is contraindicated or inconsistent with overall goals of care

4, Second opinion needed regarding etiology of HF; for example:

Coronary ischemia and the possible value of revascularization

Valvular heart disease and the possible value of valve repair

Suspected myocarditis

Established or suspected specific cardiomyopathies (e.g., hypertrophic cardiomyopathy, arrhythmogenic right ventricular dysplasia, Chagas
disease, restrictive cardiomyopathy, cardiac sarcoidosis, amyloid, aortic stenosis)

i

. Annual review needed for patients with established advanced HF in which patients/caregivers and clinicians discuss current and potential therapies for
both anticipated and unanticipated events, possible HF disease trajectory and prognosis, patient preferences, and advanced care planning

6. Assessment of patient for possible participation in a clinical trial

I Am Coll Cardiol 2021;77:772-810.



Indications for Heart Failure Referral INOVA

W 1:IEW-W Triggers for HF Patient Referral to a Specialist/Program

Clinical 1. Mew-onset HF (regardless of EF): Refer for evaluation of etiology, guideline-directed evaluation and management of recommended therapies, and

Scenario assistance in disease management, including consideration of advanced imaging, endomyocardial biopsy, or genetic testing for primary evaluation of
new-onset HF

Chronic HF with high-risk features, such as development or persistence of one or more of the following risk factors:

Meed for chronic intravenous inotropes

Persistent NYHA functional class lll-1V symptoms of congestion or profound fatigue

Systolic blood pressure =90 mm Hg or symptomatic hypotension

Creatinine =1.8 mg/dL or BUN =43 mg/dL

Onset of atrial fibrillation, ventricular arrhythmias, or repetitive ICD shocks

Two or more emergency department visits or hospitalizations for worsening HF in the prior 12 mnnths

E R EEEEENE

Clinical deterioration, as indicated by worsening edema, rising biomarkers (BNP, NT-proBNP, others), worsened exercise testing,
decompensated hemodynamics, or evidence of progressive remodeling on imaging

High mortality risk using a validated risk model for further assessment and consideration of advanced therapies, such as the Seattle Heart
Failure Model

o

Persistently reduced LVEF =35% despite GDMT for =3 months: refer for consideration of device therapy in those patients without prior placement of
ICD or CRT, unless device therapy is contraindicated or inconsistent with overall goals of care

4, Second opinion needed regarding etiology of HF; for example:

B Coronary ischemia and the possible value of revascularization

B Valvular heart disease and the possible value of valve repair

B Suspected myocarditis

B Established or suspected specific cardiomyopathies (e.g., hypertrophic cardiomyopathy, arrhythmogenic right ventricular dysplasia, Chagas
disease, restrictive cardiomyopathy, cardiac sarcoidosis, amyloid, aortic stenosis)

i

. Annual review needed for patients with established advanced HF in which patients/caregivers and clinicians discuss current and potential therapies for
both anticipated and unanticipated events, possible HF disease trajectory and prognosis, patient preferences, and advanced care planning

6. Assessment of patient for possible participation in a clinical trial

I Am Coll Cardiol 2021;77:772-810.
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« Patients with Heart Failure are at high risk of
adverse events including death.

« Heart Failure medical therapy is a cocktail of
typically 4 medications that improve survival,
reduce hospitalizations, and improve quality of
life for patients.

 LVEF is a continuous measure. As LVEF
Increases to ‘'normal’ and above, only the SGLT2i
clearly retain effectiveness, but the cutoff to where
others have effectiveness is not clear.

* The best Initiation and titration strategies for these
medications are currently under study.




Thank youl! INOVA

“Right now I take a blue pill, a purple pill, an orange
pill, a white pill, and a yellow pill. I need you to
prescribe a green pill to complete my collection.”



PROMPT-HF Collaboration INOVA
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\ /y PROMPT-HF

PRagmatic Trial Of Messaging to
Providers about Treatment of Heart Failure
(PROMPT-HF)

HEART FAILURE
COLLABORATORY

Digital Health | Regulatory Policy & Implementation
Representative Populations | Research Networks
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Mitchell Psotka, MD, PhD (HF Section Chief)
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PROMPT-HF at Inova INOVA

Age > 18 Patient with HFrEF seen in
LVEF </= 40%

inpatient or outpatient setting
Not on complete GDMT

0.

[ Randomization (at patient level) ]
|

' '

[Alerl: when provider is entering nrders] [ No alert, usual care ]

:

Data collection via electronic

health record

!

Primary Qutcome: Increase in number of prescribed GDMT at 30-days

Secondary Qutcomes: Rates of 30-day re-hospitalization, % increase in each
class of GOMT, doses of GDMT, prescriptions filled, total cost of care, 1-year
all cause mortality




PROMPT-HF Alerts

CD Optimize medications for your patient with HFrEF

Your patient meets the criteria for having heart failure with reduced Ejection Fraction (HFrEF). Relevant values are listed below

BP 150/90 10/19/2020
Heart Rate 120 10/19/2020

LVEF 35% 8/16/2020
Potassium 5.8 8/31/2020
eGFR 35 8/31/2020
Serum Creatinine 1.00 8/29/2019

Beta Blocker: None

Current ACE/ARB/ARNI Therapy
ACE Inhibitor and Calcium Channel Blocker Combinations
) amLODIPine-benazepril (LOTREL) 5-10 mg per capsule

MRA: None
SGLT2i: None

In order to improve the care of patients with HFrEF, we have included an evidence based medical therapy order set below. For
full treatment guidelines, click here

The guideline-recommended treatment for heart fallure in this alert IS NOT a substitute for clinical judgment and individual-
patient-centered decision making. There are clinical reasons why these recommendations may not apply to your patient

Do Not Open Maximizing Medical Therapies for HFrEF Preview

Acknowledge Reason
| will adjust medications Med changes not clinically indicated  Defer for other reason (specify)

" Accept




PROMPT-HF Alerts and Orders = INOVA

BestPractice Advisory - Zztest, Chiishptwo
(D) Optimize medications for your patient with HF(EF

Your patient meets the criteria for having heart lalicre with reduced Ejection Fraction (MFrEF) Rele

Patient Information

B8P 15090 101192020
Heart Rate 120 10/192020 .
¥ Ovdens
LVEF 5% V1672020
Potassium 58 200 [
«GFR 35 $312020
Setum Creatinine 1.00 8292019 v ACE/ARE/ARM
Cucrent Heart Failure Therapies: FDAoporral B edvee B i p
Beta Blocker: None
eot ACE/ARBVARNI Theragy art
amLODIPine b.ﬂll'p;ll (LOTREL) 510 mg per capsule

MRA: None
SGLT2E None o

In oeder 30 impeove the care of patents with MF(EF  we have inciuded an evidence based medical tharapy order set below For e LaAN
full beoatment guideines. ciick hete

gurdeline-recommended readment O hewrt fadur
POONt-Candared CeOI0n makng  Thave are chncal

. Do Not Open Maximizing Medical Therapies for HFIEF Prove v Carveiiol ICoreg

Ack ¢ Reason

atioon  Med changes not clinically indicated  Deder for other reascn (specity) - sorte (Toped X

Informational
During Order Entry
Does NOT mandate action




INOVA

Study Design

Study Design of the PROMPT-HF
Clinical Trial (N=1310)

+Age>18
Patient seen in outpatient « LVEF< 40%
cardiology or internal medicine clinic « Not on Quadruple Therapy

¥
Randomization (provider)
|
A 4 R4

LVEF, GFR, HR, K+ Alert

Current GDMT when provider rsz:l\lcig
GDMT Order Set is entering orders

J

C Data collected via electronic health record (pragmatic design))

+

PRIMARY OUTCOMES
Increase in number of prescribed GDMT at 30 days

SECONDARY OUTCOMES
Rates of 30-day re-hospitalization, % increase in each class of GDMT, doses of GDMT,
prescriptions filled (Sure Scripts), total cost of care, 1-yr all cause mortality

v

n

a
+

Lama Ghazi et al. AHJ 2021: 9:409-419 \.h PROMPT-HF

Yale SCHOOL OF MEDICINE



PROMPT-HF at Inova INOVA

Age > 18 Patient with HFrEF seen in
LVEF </= 40%

inpatient or outpatient setting
Not on complete GDMT

0.

[ Randomization (at patient level) ]
|

' '

[Alerl: when provider is entering nrders] [ No alert, usual care ]

:
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Primary Qutcome: Increase in number of prescribed GDMT at 30-days

Secondary Qutcomes: Rates of 30-day re-hospitalization, % increase in each
class of GOMT, doses of GDMT, prescriptions filled, total cost of care, 1-year
all cause mortality




Goals of Implementation at Inova INOVA

* Provide excellent guideline-based standard of care

« Establish ourselves as leaders in heart failure care by
generating evidence to establish this methodology

Merging the Care Path framework with PROMPT-HF

* Implementation of heart failure medical therapy (GDMT)
through the CarePath can be achieved using the previously
tested PROMPT-HF framework

« PROMPT-HF Inova best practice alerts (BPASs) will be the
pharmacological therapy component within the more
extensive Care Path

« The randomized controlled trial portion of the CarePath
Implementation will assess the utility of the intervention and
facilitate iteration
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