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2017 ACC/AHA/HFSA  

 

Focused Update Guideline for the 

Management of Heart Failure 



Biomarkers:  

 

For prevention:  

 

The 2017 Focused Update gives a Class IIa recommendation (Level of 

Evidence: B-R) for utilizing natriuretic peptide biomarker-based 

screening for those at risk of developing HF, followed by team-based 

care including a cardiovascular specialist optimizing guideline-

directed medical therapy (GDMT), to prevent the development of left 

ventricular dysfunction (systolic or diastolic) or new-onset HF.  

 



 

For  diagnosis:  

 

The 2017 Focused Update gives a Class I 

recommendation (Level of Evidence: A) for 

measurement of natriuretic peptide biomarkers 

in patients presenting with dyspnea, to support a 

diagnosis or exclusion of HF.  

 



 

 

 

 

 

For  prognosis or added risk stratification:  

The 2017 Focused Update gives a: 

 Class I recommendation (Level of Evidence: A) for 

measurement of B-type natriuretic peptide (BNP) or N-

terminal (NT)-proBNP for establishing prognosis or disease 

severity in chronic HF.  

 Class I recommendation (Level of Evidence: A) for 

measurement of baseline natriuretic peptide biomarkers 

and/or cardiac troponin on admission to the hospital to 

establish a prognosis in acutely decompensated HF.  

 Class IIa recommendation (Level of Evidence: B-NR) for 
measurement of a predischarge natriuretic peptide level 

during a HF hospitalization, to establish a post-discharge 

prognosis. 

 Class IIa recommendation (Level of Evidence: B-NR) for 

measurement of other clinically available tests, such as 

biomarkers of myocardial injury or fibrosis, in patients with 

chronic HF for additive risk stratification. 

 









st2 in the heart failure guidelines: 
The role of st2 is as a useful additive biomarker to BNP and nt 

pro-bnp as detailed below: 

 

 

 

 

 

 

 

 

 



Stage C HF With Preserved EF (HFpEF):  

The 2017 Focused Update gives the following: 

 

Class IIa recommendation (Level of Evidence: B-R) for use of aldosterone antagonists in 
appropriately selected patients with HFpEF (with EF ≥45%, elevated BNP or HF admission 

within 1 year, estimated glomerular filtration rate >30 and creatinine <2.5 mg/dl, 

potassium <5.0 mEq /L), to decrease hospitalizations. 

Class III recommendation (Level of Evidence: B-R) for routine use of nitrates or 
phosphodiesterase-5 inhibitors to increase activity or quality of life (QoL) in patients with 

HFpEF, as there is no benefit. 

Class III recommendation (Level of Evidence: B-C) for routine use of nutritional 

supplements in patients with HFpEF, as there is no benefit. 

 



 

 

 

Anemia:  

The 2017 Focused Update gives a: 

 

 

Class IIb recommendation (Level of Evidence: B-R) for 
intravenous iron replacement in patients with New York Heart 
Association (NYHA) class II and III HF and iron deficiency (ferritin 
<100 ng/ml or 100-300 ng/ml if transferrin saturation <20%), to 
improve functional status and QoL. 

 

Class III recommendation (Level of Evidence: B-R) that 
erythropoietin stimulating agents should not be used in patients 
with HF and anemia to improve morbidity and mortality, as there 
is no benefit. 

 



Hypertension:  

The 2017 Focused Update gives a: 

 

Class I recommendation (Level of Evidence: B-R) for targeting an 

optimal blood pressure (BP) of <130/80 mm Hg in those with 

hypertension and at increased risk (stage A HF). 

Class I recommendation (Level of Evidence: C-EO) for titration of 

GDMT to attain systolic BP (SBP) <130 mm Hg in patients with HFrEF 

and hypertension. 

Class I recommendation (Level of Evidence: C-LD) for titration of 

GDMT to attain SBP <130 mm Hg in patients with HFpEF and 

persistent hypertension after management of volume overload. 

 



Sleep-Disordered Breathing:  

The 2017 Focused Update gives a: 

 

Class IIa recommendation (Level of Evidence: C-LD) for a formal sleep 

assessment in patients with NYHA class II–IV HF and suspicion of sleep-

disordered breathing or excessive daytime sleepiness. 

Class IIb recommendation (Level of Evidence: B-R) for utilization of 

continuous positive airway pressure in patients with cardiovascular disease 

and obstructive sleep apnea, to improve sleep quality and daytime 

sleepiness. 

Class III recommendation: Harm (Level of Evidence: B-R) for use of 

adaptive servo-ventilation in patients with NYHA class II–IV HFrEF and 

central sleep apnea, as it causes harm. 

 



Ivabradine and outcomes in chronic heart failure (SHIFT) 

Background 

Chronic heart failure is associated with high mortality and morbidity. Raised 

resting heart rate is a risk factor for adverse outcomes. We aimed to assess the 

effect of heart-rate reduction by the selective sinus-node inhibitor ivabradine on 

outcomes in heart failure. 
 

 
Findings 

6558 patients were randomly assigned to treatment groups (3268 ivabradine, 

3290 placebo). 793 (24%) patients in the ivabradine group and 937 (29%) of 

those taking placebo had a primary endpoint event (HR 0·82, 95% CI 0·75–

0·90, p<0·0001). The effects were driven mainly by hospital admissions for 

worsening heart failure (672 [21%] placebo vs 514 [16%] ivabradine; HR 

0·74, 0·66–0·83; p<0·0001) and deaths due to heart failure (151 [5%] vs 113 

[3%]; HR 0·74, 0·58–0·94, p=0·014).  

 

The results support the importance of heart-rate reduction with ivabradine for 

improvement of clinical outcomes in heart failure and confirm the important 

role of heart rate in the pathophysiology of this disorder. 

































BACKGROUND 

We compared the angiotensin receptor–neprilysin inhibitor LCZ696 with enalapril in patients who had 

heart failure with a reduced ejection fraction. In previous studies, enalapril improved survival in such 

patients. 

Angiotensin–Neprilysin Inhibition versus Enalapril in Heart Failure: 

Paradigm Trial 

 

RESULTS 

The trial was stopped early, after a median follow-up of 27 months, because of the benefit with 

LCZ696.  The primary outcome occurred in 914 patients (21.8%) in the LCZ696 group and 1117 

patients (26.5%) in the enalapril group (hazard ratio in the LCZ696 group, 0.80; 95% confidence 

interval [CI], 0.73 to 0.87; P<0.001). A total of 711 patients (17.0%) receiving LCZ696 and 835 

patients (19.8%) receiving enalapril died.  As compared with enalapril, LCZ696 also reduced the risk 

of hospitalization for heart failure by 21% (P<0.001) and decreased the symptoms and physical 

limitations of heart failure (P=0.001).  

CONCLUSIONS 

LCZ696 was superior to enalapril in reducing the risks of death and of hospitalization for heart 

failure. 





























How do you switch from ace-I to arni? 

 

 - 36 hour wash out period 

 

 - if on equivalent of < 10 mg PO BID enalapril, start low     dose 

ARNI (24/26 mg PO BID), then up-titrate every 2-4    weeks 

 

 - If on equivalet of > 10 mg PO BID enalapril, start mid   

 dose arni (49/51 mg PO bid), then up-titrate every 2-4   

 weeks 

 
 



How do you switch from an aRB to arni? 

 

 - no wash out period 

 

 - if on equivalent of < 160 mg PO losartan, start low   dose 

ARNI (24/26 mg PO BID), then up-titrate every 2-4  weeks 

 

 - If on equivalet of > 160 mg PO losartan, start mid    dose 

arni (49/51 mg PO bid), then up-titrate every 2-4  weeks 

 

 


















