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Objectives

u Preview/crowdsource the CHFS phenotype pathway/algorithm for the practical 
application of HF therapies 

u Reveal the CHFS inpatient HF order set, discharge tool and patient diary

NOTE:  

Final CCS CHFS CPU HF Phenotype Pathway will be e-published in the 
Canadian Journal of Cardiology simultaneous with the CHFS Spotlight podium 
presentation at the Canadian Cardiovascular Congress, October 22-25, 2020



Clinical Course of Heart Failure

2019 ACC Expert Consensus Decision Pathway on Risk Assessment, Management, and Clinical Trajectory of Patients Hospitalized With Heart Failure  
Steven M. Hollenberg, Lynne Warner Stevenson, Tariq Ahmad, Vaibhav J. Amin, Biykem Bozkurt, Javed Butler, Leslie L. Davis, Mark H. Drazner, James 
N. Kirkpatrick, Pamela N. Peterson, Brent N. Reed, Christopher L. Roy, Alan B. Storrow, J Am Coll Cardiol. 2019 Oct, 74 (15) 1966-2011



Phenotypes

T2DM CRS/Stalled Wet 
Hypertensive

Elderly Afib

High 
Heart Rate

LBBB HFpEF HFmrEF De novo



Type 2 Diabetes
u In a patient with Type 2 DM and LVEF 35% and NYHA 2-3 

symptoms how would you prioritize their GDMT (assuming Health 
Canada/ regulatory approval)

A)  RASi BB     MRA     SGLT2i
B)  RASi SGLT2i     BB     MRA
C)  SGLT2i     RASi BB     MRA

RASi = (Ace or ARB or ARNi)
BB = (B Blocker)
MRA = (Mineralocorticoid receptor antagonist)
SGLT2i = (Sodium glucose co-transporter 2 inhibitors)
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How About Without 
Type 2 Diabetes ?

u In a patient with LVEF 35% and NYHA 2-3 symptoms how would 
you prioritize their GDMT (assuming Health Canada/ regulatory 
approval)

u In the last case which 2 drugs would you start simultaneously?

A)  RASi BB  MRA     SGLT2i
B)  RASi SGLT2i  BB     MRA
C)  SGLT2i     RASi BB     MRA
D)  SGLT2i     RASi BB     MRA



High Heart Rate
u In a euvolemic patient with a BP of 90/60 on metoprolol 100 mg 

po BID and a Heart Rate of 98 bpm (sinus) LVEF 35% and 
NYHA 2-3 symptoms how would you address the residual risk of 
elevated heart rate?

A)  Uptitrate Bblocker
B)  Add ivabradine
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De novo HFrEF
u In a patient admitted with newly diagnosed ADHF with LVEF 35% how 

would you prioritize their in hospital GDMT (assuming NO regulatory 
restriction) ?

A)  ACEi BB     MRA then switch to ARNI as outpatient

B)  ACEi BB     MRA no switch to ARNI as outpatient until reassess LVEF

C)  ARNI    BB      MRA

ACEi = Ace Inhibitor
BB = Beta blocker
MRA = Mineralcorticoid receptor antagonis
ARNI = Angiotensin receptor neprilysin inhibitor
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50% already use 
ARNI 1st line
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