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Systolic Dysfunction

A lschemia

A Hypertension
A Alcohol

A AF/Arrhythmia
A Viral

ADCM

A Valvular
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DiastolicDysfucntion

A Hypertension/LVH
A Arrhythmias

A Infiltrative disease
I lron, Proteins, Immunoglobulins
| Sarcoidosis

A HCM and or HOCM
I Familial

A Vasculopathy
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HF and EF: A New Definition

1) Symptoms £ signs

Crlterla 2) LVEF < 40%

1) Symptoms £ signs
2) LVEF 40% to 49%
) ) 3) * Elevated levels of natriuretic peptides
Criteria * At least one additional criterion:
- Relevant structural heart disease (LVH and/or LAE)
- Diastolic dysfunction

1) Symptoms £ signs
2) LVEF 2 50%
3) » Elevated levels of natriuretic peptides
* At least one additional criterion:
~ Relevant structural heart disease (LVH and/or LAE)
- Diastolic dysfunction

Criteria

Identifying HFmrEF as a separate group will stimulate research into underlying

characteristics, pathophysiology, and treatment of this population

Ponikowski P, et al. Eur Heort ). 2016;18:891-97S.
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HF: A New Diagnostic Algorithm

PATIENT
WITH
SUSPECTED HF
nonacute
onset

>

ASSESSMENT OF
HF PROBABILITY
1. Clinical
history
2. Physical
examination
3. ECG

all absent

HF unlikely:

consider other diagnosis

21
present

no

NATRIURETIC PEPTIDES
* NT-proBNP 2 125 pg/mL

) - 5P 35 pe/mi

Assessment of natriuretic

peptides not routinely done
in clinical practice

If HF confirmed

(based on all available data):
Determine etiology and start
appropriate treatment

Ponikowski P, et al. Eur Heort J. 2016;18:891-975.
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Acute vs Chronic

Chronic
Heart
Failure

Acute
Decompensate

Heart Failure
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Grading of Symptoms

NoO limitations. Ordinary physical activity does
Class | not cause undue fatigue, dyspnoea or palpitations >17
(asymptomatic LV dysfunction).

Slight limitation of physical activity. Ordinary
Class I physical activity results in fatigue, palpitation, 5
dyspnoea or angina pectoris (mild CHF).

Marked limitation of physical activity. Less
Class I than ordinary physical activity leads to symptoms 2i 3
(moderate CHF).
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Warm and Wet

SOB and well perfused
Peripheral edema

Cold and Dry

SOBand poorly perfused
No peripheral edema
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