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: Achieving Case
Optimal GDMT o
s in Heart Fa”ure . RXIDand NICM for 15 yrs on

e . furosemide, digoxin and enalapril
with Reduced « LVEF 30%, LVIDd 7.0 cm

. . « Afib, DM2
? EJ eCtIO n  Cardiologist 6-12 months

\' e v F ra CtiO n ( H FrE F) * No recent hospitalizations

Progressive Symptoms

« Admitted, progressive N/V,
moderately elevated AST and ALT with
Thili 2.5 and Cr of 2.0 (baseline 1.5).

Ave

there

Case Agenda

64 yo Male Diagnostics . . A
* RHD and NICM for 15 yrs on furosemide, « Mildly abnormal gastric emptying scan The Problem: Heart Failure

digoxin and enalapril « Liver US with a few gallstones but no * The Solution: Guideline-Directed Medical Therapy (GDMT)
¢ LVEF 30%, LVIDd 7.0 cm dilatation of the CBD. . 5
* Afib, DM2 « Advised to undergo cholecystectomy * How We are Doing So Far?
* Cardiologist 6-12 months « Barriers to Optimal Care
* No recent hospitalizations Worsening Post Operative Course a a

« Post operatively he develops worsening * Changing Landscape of How We Approach Inpatient

Progressive Symptoms renal éilure, hypotension, and pulmonary Management

edema with the inability to extubate.
+ Admitted, progressive N/V, moderatel . Hei ; . « Changing Landscape of How We Approach Outpatient
clevatod AST and ALT with Toili 2.8 and cr  * He s started on pressors. Cardiology is 8ing P PP P

! consulted and eventually started on Management
of 2.0 (baseline 1.5). inotropes in addition to pressors 6

Agenda Why Heart Failure?

Currently, there are 7M HF patients with an

* The Problem: Heart Failure expected 46% increase in the next 10 years

HF High Burden Resource Intensive
* HF is 8.5% of the total burden of * 15 million annual office visits
all cardiovascular disease * High readmission rates
« Annual Incidence: 960,000 *20%by 1 month
* Costs: $708 annual estimated + 50%by 6 month
expenditure in 2030. * 80% in the hospital at end of life
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Median survival for HF is 5 years

\

Clinical
Course

Transition to Advanced HF

« GDMT therapies are failing

* Frequent hospitalizations

« Progressive decline in
health status

‘

—— Quality of Life —>

' .
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Adapted, Circulation. 2012;125

1-Year Mortality After Index HF Hospitalization
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Insufficient Data

Heart Failure Mortality in the US are Rising, 1999 to 2021
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Sayed et al. JAMA Cardiol. Published online April 24, 2024
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What does a HF Hospitalization Mean Prognostically?
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What does a HF Hospitalization Mean Prognostically?
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* The Solution: Guideline-Directed Medical Therapy (GDMT)

Reduction in Mortality and Readmission with GDMT

RRR All Cause Mortality

1991 014 1995 1999 2019

WACE/ARB  WARNI  mBB  mMRA  ESGLT2
o%
5%
10%
15% 13%
20%

20%
25%
25%
30% 28%
31%

Total RRR 97% (if ARNi is used for RASi)

Dixit et al. US Cardiology Reviews 2021.
https://www.uscjournal.com/node/144122check_logged_in=1
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Multi-pronged Approach to Reduce Hospital Readmissions

20

Risk-standardized readmission rate

210

0 1 2 3 ] 5 6 7 8 9 10
Number of selected strategies implemented

Bradley, E et al. Circ Carclovasc Qual Outcomes. 20136444450

Reduction in Mortality and Readmission with GDMT

RRR All Cause Mortality RRR HF Hospitalization

1991 2014 1995 1999 2019 1991 2014 1995 1999 2019
WACE/ARD  WARNI BB mMRA  mSGLT2i WACE/ARD  WARNI WBB  mMRA  WSGLT2
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-30%
20%
20% e
a0% 7%
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30% 2% % 5%
31%
3 0%

Total RRR 97% (if ARNi is used for RASi) Total RRR 134% (if ARNi is used for RASi)

Dixit et al. US Cardiology Reviews 2021

https://www.uscjournal.com/node/14412?check_logged_in=1
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Lifetime Benefit of contemporary GDMT

Modeled 3 interventions based on 3 RCTs (PARADIGM, EMPHASIS, DAPA — HF):
+ Change from ACEi to ARNi
* Start MRA
* Start SGLT2i

Hazard ratio (95% C)

-
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Favours comprehensivetherapy. Favours conventionsltherapy

Vaduganathan et al. Lancet 2020; 396: 121-28

Lifetime Benefit of contemporary GDMT

Modeled 3 interventions based on 3 RCTs (PARADIGM, EMPHASIS, DAPA — HF):
* Change from ACEi to ARNi
* Start MRA
+ Start SGLT2i

Treatment
— Comprehensive therapy
— Conventional therapy
Projected mean overallsurvival

Hazard ratio (95% C)

Carionscia desth o hospital admision — 80 Comprehensivetherapy  17.7years (14:9-205)
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Age (years)

Vaduganathan et al. Lancet 2020; 396: 121-28
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How often do you see HF patients with stable
symptoms?

* Most patients are titrated during clinic visits.

« If you see a HFrEF patient every 6 months: it takes 6 years to achieve

target GDMT

* Median survival for heart failure is 5 years

") HF hospitalization or CV death
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Accelerated and Personalized GDMT
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204

e g

1060 ¥G
&

ws v

85

Assumes titration 22-
week (5.5 month)
titration is standard of
care, which may be
optimistic

Shen et al. European Heart Journal (2022) 00, 1-15
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Accelerated and Personalized GDMT

[ §:") i hospitalization or CV death
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1 (2022) 00,115

* For those who are eligible

* Placing on GDMT

What is Success in HF?

* Achieving target doses used in clinical trials

22

Agenda

* How We are Doing So Far?

CHAMP - HF

tTested 10

Prospective, observational registry of adult outpatients with HFrEF (EF <40% within 12 mo and
were receiving at least 1 oral medication for HF)

Among eligible patients
* 27% were not prescribed ACEI, ARB, or ARNI
* 33% were not prescribed an evidence-based
beta-blocker
* 67% were not prescribed an MRA.
* <25% of eligible US patients with HFrEF were
simultaneously receiving all 3

23

Greene et al. ) Am ol Cardiol. 2018;72(4):351-65
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CHAMP - HF

Prospective, observational, nonrandomized registry of adult outpatients with HFrEF (EF <40%
within 12 mo and were receiving at least 1 oral medication for HF

CHAMP - HF

prospective, observational, nonrandomized registry of adult outpatients with HFrEF (EF <40%
AR iy By within 12 mo and were receiving at least 1 oral medication for HF
Receptor Biocker (ARE) pritest iy

ACEUARB/ARN

Dose of Medication at 12-Month Follow-Up Compared with Baseline
ACEUARS AR Bets-Blocker MRA
= 297015%) n=6542.5%) n =172 (6.6%) nail) METHGO0

i n=257(99%) gl n=256 (6% — gk
To%) =38 (15%) %)
n=218 n=570

Bt Blacker Minersiocorticsid Raceptor . 1 (®5%) 220%)

Antagonist (4RR) (1%

9 e ' Stable Sub-Target/No Medication Stable Target m

B0k Wwc00%  §E0ON

Greene eta. 01872(4) 351266

Agenda . .
g Provider Barriers to GDMT
PEY i hosiaizaon or OV e protaby a1y
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seos G D wo ¥y s
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S G- s A Fewer Hospitalization +
«f ) EETTT— [ Fewer Deaths = Better
« Barriers to Optimal Care o L, @ Care
S il ZLE _n_ Sle 1
e ST 2l
medications @5 Biscir @ @ @
e M
+  Nurse-ed HF + Centralized titration
. o cdeckion —— °* Transition Clinic
support systems + EMR Decision Support (PROMPT-HF)

“Tromp et al. European Heart Journal (2022) 43, 2568-2590
hen ot aL. Journal (2022) 00,115
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Patient Barriers to GDMT
Health Service/Insurance Barriers to GDMT

No one cares how much you
know until they know how

Pharmacists
Medication Access Teams much you care
W

Case Managers

* Patient education

. C i ion, group
e e * Manufacturer coupon cards (non-government insurance program) g carviencre i + Videos (short and focused)
medication * Manufacturer patient assistance program (income requirement) ,Mm:w « Memes
insurance coverage . B
+ Rewarding qualty County Assistance program § o i o Sotcetion * Patient centered (language, characters that are like them)
care * Innovative assistance provided by hospital for high-risk patients during high- « Patient activation/motivating
risk times

* Optimize CR and innovative options like HBCR

“Trom et al. European Heart Journal (2022) 43, 2588-25%0 “Tromp et al. European Heart Journal (2022) 43, 2588-2590
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 Changing Landscape of How We Approach Inpatient
Management

=3

System Based Q| Interventions: CONNECT-HF

Cluster RCT 161 US hospitals; 5647 HFrEF patients (2675 intervention vs 2972 usual care); 2017 to 2020

Hospital and Post-Discharge Ql Itervention

161 US hospitals with capacity to be randomized to a

system-based HF quality improvement ntervention Poriverlil Bigcoratll S i
ity Orgong eyt oms

2x2 factorial randomization AR Cremptoyn?
ﬁmw Fame  cine  fome

‘Study Duration: Up to 12 Months Post-Discharge

Enroll patients admitted with ADHF
and LVEF $40% in CONNECT-HF Registry

ath
inty-based composite.
qualty metrics for HF-

Patient-Level Digital Inervention and Ancillary Study

Devore etal. JAMA. 2021;32614):314-323
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System Based Ql Interventions: CONNECT-HF

No significant difference

Components o E qualyscre
L Evidence-based B-blocker at 250% target
1t HF admission or Death ntervntion » o saselne

A allow
Usualcare 0 g

ACEIARB/ARNIat 250% target
Intervention -
Usual care -

Useof MRA
Intervention -
Usual care .

Anticoagulation for AF

ntervention

Usual Care 39.2% Msiatcare
Intervention 38.6% i &
Usialcare [

W disease management

Intervention vs control unadjusted HR, 0.97 (95% C1 0.84-1.12); P=.71% i e
0 3 6 S 10 150 180 200 20 270 300 330 360 Usual care -
Time since discharge, d

0 2 4 o 8 100

No.atrisk Percent among eligible

Inervention 2670 2441 2267 2129 2032 1923 1797 1676 1553 1455 1333 1219 1012
Usialcare | 2967 2716 2507 2338 2212 2085 1960 1803 1645 1543 L4l 1322 1122

DeVore et al. JAVA. 2021;326(4):314-323

System Based Ql Interventions: CONNECT-HF

Tble2 Primaryand econday Outcomes
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Devore et al. JAMA. 2021;326(4):314-323
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Hospitalization as a Seminal Moment: Prescription
Status at Discharge and GDMT Use Post-discharge

60-90 Day Follow-Up
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Beta-Blocker ARNI MRA
M Prescribed at Hospital Discharge B Not Prescribed at Hospital Discharge

Rao et l. Am Coll Cardiol 2021,78:2004-201

Early Benefit of SGLT2i in RCTs

Empagliflozin in EMPEROR-Reduced
All-Cause Mortality, HF Hospitalization or
Emergent/Urgent Visit for Worsening HF

Dapagliflozin in DAPA-HF

Cardiovascular Death or Worsening HF

3 Day28
bt g5 EE
§ Statistical ignficance Statstica signficance g8 reached first time
i sustained -4 -
; Fa
£ H §
H :
13 : E
22 : gos
3 H 3 _—
g i H _—
& : H g
" HR: 0,67 (95% CI: 0.44-1.00) ]
. P=0048 §
o 10 20 30 40 T

Days After Randomization

20
Days After Randomization
Empaglifozin — Placebo

Rao et al. ) Am Coll Cardiol 2021;78:2004-201
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SOLOIST — WHEF trial with Sotagliflozin (SGLT1/2i)

RCT, DM2 and WHF regardless of EF, 79% EF <50%, sotagliflozin initiated before or
shortly after discharge, 1222 pts (stopped early due to funding)

The primary outcome CV Blacebe
death and HF hospitalizations 8
and urgent visits (first and

subsequent events)

Sotagiflozin

Primary outcome per 100

trial

* Sfiv afi# - Hj£~ n=

3B387,H#

* Qnjf i lafil#f - He~ nfl=

SGLT2i in Hospitalized HF Patients: EMPULSE

530 patients hospitalized with AHF

 Qifiarsnlih vi fahf e~ «EfivniEsinanud - ~ enfif shnafifiav fnfhyn mw nie#
silfltmnafwsa\/) fnthyni 3 1#ua i jniki i, . T WOOHIE ~ #éaﬂn fl#
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Events per 100 Patients

. Qnafmmv}»ﬁnmym +#4310 ( #7 #unth~ «aj Mo Jvi #EE - «#Hf#71: ( #7 #unik pine£#

patient-years: 51.0 vs. 76.3 2 ]ﬁE

Hazad raio, 0.67 (855 C1,052-035) Jnfl . . T 0004 Bik Vi HHEEfilfunth~ «aj kel )i #EE - «H/fliunik hjne£#
peoo0l jf:£ «w«w#zma

jf] tntﬁn.a}t&v} fin#k 1: ( #7 #unth~ «aj pefE v i - « IS ( # #untk pinef#

Relative Risk for Primary outcome by EF 9 2 s 2 B2 ‘I B
Months since Randomizaton . Efl \ #> nvju#iua | jn40t B #Efiunth~ «aj ke v HEE - «fBunik hine ST - <t
No. at Risk @B B47,
< s [ow 051,09 Placebo G4 s a6 305 15 10 25
o - o010 Souglflozin 608 s40 40 310 209 9 2

European Heart Journal (2022) 00, 1-11
Bhatt etal N EnglJ Med 2021, 384:117-128
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Sacubitril/valsartan in Hospitalized HF Patients:

Rapid GDMT Titration in the Hospital: STRONG-HF
PIONEER-HF

1078 pts (Stopped early by DSMB but intended to enroll 1800); 2018-2022;
Pre-SGLT2i uptake; Any LVEF (EF <40% - 68%, EF >40% - 32%, EF 50% - 15%)

RCT of 881 hospitalized acute HFrEF patients after initial stabilization;
8 week exploratory outcomes

Exploratory clinical outcomes — no. (%) Hazard ratio (95% CI)f

Composite of clinical events 249 (56.6) 264 (59.9) 0.93 (0.78 to 1.10) 100% Target dose at 90 days

Death 10 (23) 15 (3.4) 0.66 (0.30 to 1.48)

Rehospitalization for heart failure 35 (8.0) 61(13.8) 0.56 (0.37 to 0.84) s

Implantation of left ventricular assist device 1(02) 1(02) 0.99 (0.06 to 15.97) ::;

Inclusion on list for heart transplantation 0 0 NA 0% s

Unplanned outpatient visit leading to use of intrave- 2(05) 2(05) 1.00 (0.14 to 7.07) 0% 0% 6%

nous diuretics 0%

Use of additional drug for heart failure 78 (17.7) 84 (19.0) 0.92 (0.67 to 1.25) 30%

Increase in dose of diuretics of >50% 218 (49.5) 222 (50.3) 0.98 (0.81t0 1.18) 20% 10%
Composite of serious clinical eventsq 41(9.3) 74 (16.8) 0.54 (0.37 t0 0.79) ‘ZW i k3 - 2

mHigh Intensity @ Usual Care

\ 1L Engl) Med 2019,380:535-48
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GDMT Titration During Hospitalizations:
IMPLEMENT — HF

s85#ieflevialhi € - | M43 : #; 6#katn | #l#njnwnl#unid 0B Wiina~ #7 mfiyn; hej#
ail#78#a4sHkarn flnjnynl# {1 afjafn

Rapid GDMT Titration in the Hospital: STRONG-HF

1085 pts (Stopped early by DSMB but intended to enroll 1800); 2018-2022;
Pre-SGLT2i; Any LVEF (EF <40% - 68%, EF >40% - 32%, EF 50% - 15%)

Primary : 180 day HF and all cause mortality

T00%
A A GDMT Intervention g 9%
Daily GDMT recs £ e
% 5 o
_ Relatively few adverse events §§ ok,
- * Hypotension 5% vs <1% Non-randomized £ 2%
N + Hyperkalemia 3% vs 0 allocation Usual care B
* No difference in SAE or FAE § s
* Lower dose of diuretics in s oo

— sl care grou 180-day adjusted sk diffrence 81% the high intensity group O ks ACE oA AR Wasoim

— Highintensitycare group (95% (12910132, p=00021) i v o Tonm St
Excluded:

N B0 A 0780 a0s w0 wm ase a6 b LVEF £40%, Non-ICU admission, MCS/inotropes, ACS, CVA, Major CV surgery, SBP <90 in preceedinging 24 hrs,

Usvalcaregroup 502 494 474 454 439 423 410 394 381 373 366 353 329 uncorrected vavles, RV dysfunction, COVID19, physician discretion.
Hghintensitycaregrovp 506 497 484 466 449 440 430 419 415 408 397 384 345

Bhatt et al. J Am Coll Cardiol 2023;81:1680-169
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GDMT Titration During Hospitalizations:
IMPLEMENT — HF

585#iEfleviah I8 - | i3 : #; 6kan| flARInwnl#uniT 0B Witha~ # mfn| &€ i #
ail#78#448%karn; Hlgninynl# - afatn

70%

A GDMT Intervention Foo%
Daily GDMT recs B o
g 0%
% s0%
Eon
Non—ra‘ndomlzed Usual Care Lo
allocation
0%
Uptitration
Number Needed to Intervene: -5 Encounters
= Usual Care m Virtual Care Team Strategy
Excluded:

LVEF <40%, Non-ICU admission, MCS/inotropes, ACS, CVA, Major CV surgery, SBP <90 in preceedinging 24 hrs,
uncorrected vavles, RV dysfunction, COVID19, physician discretion.

Bhatt et al. J Am Coll Cardiol 2023;81:1680-169

GDMT Titration During Hospitalizations:
IMPLEMENT — HF

585iEflevia i J£ - | MIFHA3 : #h; 6ikatn | HlHnjnwnlHunid 0B Wikna~ # mfiyn| fe 1 #
ail#78#d4sikatn ] #l#njnwnl# fl- a fjafn

GDMT Intervention No Significant Change
/\ e Daily GDMT recs e AKI
// ¢ Bradycardia
‘ ¢ Hypotension
Non-randomized Usual C .
allocation sual Care . Hype!rkalemla,
¢ Hospital LOS
Excluded:

LVEF <40%, Non-ICU admission, MCS/inotropes, ACS, CVA, Major CV surgery, SBP <90 in preceedinging 24 hrs,
uncorrected vavles, RV dysfunction, COVID19, physician discretion.

Bhatt et al. J Am Coll Cardiol 2023;81:1680-169
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Some General Rules about Inpatient GDMT

* BB should be reserved for when people are compensated and closer
to the end of the hospitalizations.
* Caution should be used with rapid BB titration
« Caution should be used with BB in those with low CO
* Cost needs to be taken into account

« Exclusions should be documented and appropriate

Amecan Heart Asocesion.
Get With The Guidelines,
Heart Failure

Target: HF"

AL RECOGNIT]
CRITERIA OV

(based on 2022 data)

ACHIEVEMENT SCORE 85% OR GREATER ON ALL MEASURES

WOSPIT

AACEI/ARB or ARNI at Discharge for Patients with LVSD (AHAHF1) D
2comsecutive
e e

Evidence-Based Beta Blocker Prescribed at Discharge (AHAHF2)

T cotendar
uear

Left Ventricular Function Assessed (AHAHF3) -

Post-Discharge Appointment Scheduled (AHAHF4)

1 cotendar quarter
ana <38 patienes

45
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GetWith The Guidelines,
Heart Failure

AL RECOGNIT, 6 Torget e
CRITERIA 1on Target: HF

WOSPIT

-
85% =
R GREATER 2 consecutie
CompLIANCE Eolenar yoare
tensin Receptor-Ne [
d at Discharge ( 8
n I

o
OR GREATER
CompuANCE

Mineralocorticold Receptor Antagonist at.
for Patients with HFrEF (LVEF <40) (AHAHF

1 calendor quarter
na =3 patenes

AHA/ACC Heart Failure Guidelines for 2022

COR Recommendations

In patients with HFFEF requiring hospitalization,
preexisting GDMT should be continued and
optimized to improve outcomes, unless contra-
indicated.!®

2. In patients experiencing mild decrease of renal
function or asymptomatic reduction of blood
pressure during HF hospitalization, diuresis and
other GDMT should not routinely be discontin-
ved 11

3. In patients with HFrEF, GDMT should be initi-
ated during hospitalization after clinical stability
is achieved.235.12-18

4. In patients with HFrEF, if discontinuation of
GDMT is necessary during hospitalization, it
should be reinitiated and further optimized as

con as possible.9-22
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* Changing Landscape of How We Approach Outpatient
Management

Remote Titration of GDMT

Case-control study on remote, algorithm-driven, navigator-administered (supervised by pharmacist,
APP, MD) medication optimization program could enhance implementation of GDMT in HFrEF

A Cases
Agreed to QI

project
i Controls
Ql Project to Did not agree
increase GDMT to QI project

Desai et al. JAMA Cardiol. 2020;5(12):1430-1434

49
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Remote Titration of GDMT

Case-control study on remote, algorithm-driven, navigator-administered (supervised by pharmacist,
APP, MD) medication optimization program could enhance implementation of GDMT in HFrEF

At 3 months
* Intervention group

* RASI (138 [70.1%)] to 170 [86.3%]; P < .001)
A Cases * BB (152 [77.2%] to 181 [91.9%]; P < .001)
Agreed to QI * MRA (51 [25.9%)] to 60 [30.5%]; P = .14)
project * Doses for each category of GDMT increased from
baseline
Controls * Usual-care group

Ql Project to
increase GDMT

Did not agree
to Ql project

* no changes from baseline in the proportion of
patients receiving GDMT or the dose of GDMT in any
category

Desai et al. JAMA Cardiol. 2020;5(12):1430-1434

Pharmacist Led Titration Clinic: PHARM - HF

Prospective observational study evaluated the impact of implementing pharmacist led titration clinic

N=80 Bascline 90-day post-enrollment  P-value

Primary Outcor

Quadruple therapy” 205% 17 213%) 0001
‘Triple therapy” 15 (18.8%) 29(63%) 0020
Secondary Outcomes
Target or maximally tolerated GDMT achieved for both ACEVARB/ARNI 3 (3.8%) 26 (32.5%) <0001
and Betablocker
Target GDMT for both ACEVARB/ARNI and Betablocker” 205% 10(12.5%) 0021
Target or maximally tolerated GDMT for ACEVARB/ARNI* 1923.8%) 38 4887 <0001
Target GDMT for ACEVARB/ARNI 32 (40.0%) o011
Target or maximally tlerated GDMT for HE-specific Betablocker" 35 438%) <0001
Target GDMT for HF-specific Betablocker" 24 (30.0%) <0001
ARNI 39 (48.8%) o011
Aldosterone antagonists® 31 (388%) 0041
26(32.5%) 0.001
Health care utllization 90-day post-enrollment  P-value
ted hospitalization and ER visits” 1407.5%) 0.008
HE hospitalization® 6015% 0210
ER visits" 5(100%) 0002

Patil et al. J Cardiovasc Trans| Res. 2022 May 2:1-12
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Pharmacist Led Titration Clinic: PHARM - HF

Prospective observational study evaluated the impact of implementing pharmacist led titration clinic

N=80 Bascline 90-day post-enrollment  P-value

Primary Outcome

Quaduple therapy* 2025% 17@13%) 0001
Triple therapy” 15.085%) 20 63%) 0020

Secondary Outcomes
T lly oleraicd GDMT achieved for both ACEUARB/ARNT 3 (3574 e <0000
and Betablocker"
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Pharmacist Led Titration Clinic: PHARM - HF

Prospective observational study evaluated the impact of implementing pharmacist led titration clinic

N=80 Bascline 90-day post-enrollment  P-value

Primary Outcor

Quadruple therapy* 205% 17@13%) 0001
“Triple therapy” 15 (18.8%) 29363%) 0020

Secondary Outcomes
Target or maximally tolerated GDMT achieved for both ACEVARB/ARNI 3 (3.8%) 26(325%) <0001
and Betablocker”
“Target GDMT for both ACEVARB/ARNI and Betablocker” 205% 10 (125%) 0021
Target or maximally tolerated GDMT for ACEVARB/ARY 19(38%) 38 (48.8%) <0001
Target GDMT for ACEVARB/ARNI" 19038%) 32 (40.0%) oon
Target or maximally tolerated GDMT for HF-specific Betablocker* 563% 35 @38%) <0001
Target GDMT for HF-specific Betablocker 5(63%) 24300%) <0001
ARNI 3948.8%) oon
Aldosterone antagonists* 31 (88%) 0041
SGLT2 inhibitors" 26(25%) 0001

Health care utilization 90-day Povalue
‘Combined HF-related hospitalization and ER visits” 13 17.5% 0008
HE hospitalization® 60.5% 0210
ER visis® 18 22.5%) 5(10.0%) 0002

Patil et al. J Cardiovasc Trans| Res. 2022 May 2:1-12
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EMR Alerts: PROMPT-HF

Pragmatic EMR based cluster RCT of 100 providers
+ 1320 patients

* 69% MDs, 31% APPs

+ LVEF $40% and not on quadruple therapy

v

EF, BP, HR, K, Cr, eGFR
GDMT

Allergies

Order set with med options

Usual Care

Ghazi et al. J Am Coll Cardiol 2022;79:2203-2213
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EMR Alert vs Message vs Usual Care:
BETTER CARE-HF

Eligible patient in outpatient cardiology practice
~Age 18

« Most recent EF <40%
« Not already prescribed mineralocorticoid
receptor antagonist (MRA) therapy.

Excluded if MRA contraindicated
2,211 patients were « Hypotension

randomized among 180 :é:ﬁ:::’;
cardiologists (60 « MRA allergy or intolerance

cardiologists per arm) Cluster-randomization by cardiologist

Usual Care

Alert Message
for asingle patient at for multiple patients (no alert or message)
the time of visit in between visits

/N DA

(n=755) (n=812)

(Automated, EHR-embedded, displays most
recent vitals, EF, laboratory results, and
other prescribed HF therapies)

Mukhopadhyay, et al. J Am Coll Cardiol. 2023 Apr, 81 (14) 1303-1316
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EMR Alert vs Message vs Usual Care:
BETTER CARE-HF

ligible Patients With

Newly Prescribed MRA Secondary Outcome: Patient
40 P <0.0001 Number of patients Level Newly Rx MRA in 30 days
needed to increase © Alert: 24.6%
35 presc + Message: 5.8%
25 56
20 Secondary Outcome: Patient
15 255! Level Newly Rx BB or RAASi in 30
10 days

* No change between group

Alert Message  Usual Care

A X

Mukhopadhyay, et al. J Am Coll Cardiol. 2023 Apr, 81 (14) 1303-1316

Patient Activation Tools: EPIC-HF  aenormensieston of
GDMT

100%

RCT
+ 290 patients 0%
*  LVEF <40% 80%
p=0.001
0% RR 1.6 (95% Cl,1.2-2.2)
Patient activation tool 0%
. using DTCA and SDM %
(] + 3-minute video o
- + 1-page checklist 0%
0% o
Usual Care 0%
10%
%
mControl m Intervention

Allen et al. Circulation. 2021:143:427-437
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Stopping HF Medications Causes Recurrent HF Events:

Summary
TRED-HF
11 (44%) in the initial w/d group The problem is heart failure is a high morbidity and high mortality disease state marred
S(EE DERERBEETEED by frequent hospitalizations or ER visits and high costs.
* H/o dilated CMP (<40%) that

J
improved to 50% greater, We have great therapies that improve survival and reduce admission. However, the
normal volume and NT pro

z implementation of effective, evidence-based care is suboptimal.
BNP < 250. LI J
* RCT of stepwise withdrawal , Success can be defined as optimizing GDMT for HF patients which translates to better
of medical therapy over a outcomes
max 16 weeks. T T T
(A — N
= » = = Understanding barriers in your practice environment can help pave the way for
innovative solutions for improving GDMT use
J
Halliday et al. Lancet 2019; 393: 61-73
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Sometimes we
worry too much
about the

destination and
We not enough
about who we
\’et? can help along
the way.
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