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Heart Failure:
What Actually Changes Practice

ed mortality,

ROADMAP

Six findings worth your time

o The guideline rewrite HFmIEF is gone. GDMT is gone. New staging, new vocabulary
° TIME-HF Nurse-coordinated care cut mortality 22%. This one is about us
° EMAIL-HF Aletter and a phone call doubled SGLT2i uptake.

° TRIC-I-HF Tricuspid repair finally moved death and hospitalization.

° Three neutral trials H-HEFT, Met-HeFT, CARDIO-TTRansform — what to stop expecting
° Early signals Oral refaxin agonist and PA denervation in PH-LHD,

HEADLINE

The 2026 ESC Heart Failure Guideline 1

Afull replacement of the 2021 document — not an update. First ESC guideline to

ot around wh




CHANGE 1 OF 4

HFmrEF has been eliminated

Patients with LVEF 41-49% behave like — and respond like — HFrEF. So they are now called HFrEF.

2021 2026
HFrEF LVEF < 40%

HFrEF LVEF < 50%
HFmrEF LVEF 41-49%

HFpEF LVEF 2 50%
HFpEF LVEF 2 50%

Practically: the patient you charted last month as HFmrEF at 45% is a full HFrEF patient with a full HFrEF drug list. No more hedging on the
fourth pillar.
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CHANGE 2 OF 4

A four-stage continuum, mirroring the US model

Atrisk Pre-HF Symptomatic HF Advanced HF

Risk factors present. No
symptoms, no structural
abnormality.

Cardiac abnormality.

ent. stil Cardiac abnormality plus current Severe, persistent symptoms
10 5igns or symptoms. or prior signs/symptoms. despite optimal therapy

Why this matters to an NP panel: stages A and B are where you already live — diabetes, obesit , 2 quiet
46% ejection fraction on an echo done for something else. The guideline now names that work as heart failure care.

CHANGE 3 OF 4

“Acute” heart failure is now “decompensated”

The problem with “acute” ‘What “decompensated” captures

It implies sudden onset. Most patients decline over days to G P O gnG
o A e attention. Treatment is aimed at the trigger: diuretics for
st M. S congestion, vasodilators for high pressures, rate control,

ischemia, non-adherence.

The clinical point is not the word. It is that the window to i weeks before the does.

That almost entirely to outpatient teams: the weight log, the phone triage call, the two-day-early clinic slot.




CHANGE 4 OF 4

GDMT has been retired and split in three

‘Guideline-directed medical therapy” was coined more than a decade ago and has since come to mean everything and nothing. The 2026
document replaces it

Guideline-Directed Interventional

Foundational Medical Therapy Additional Medical Therapy Therapy

Every Class | therapy for the general HF
population: beta-blocker, ACEi or ARNI, MRA, nts, Class | agents that

SGLT2 inhibitor, Allimplantable electronic devic

o quality of lfe, and
pecific phenatype

nterventio

procedures carryin
of recommendation.
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‘Optimal FMT” = highest tolerated guideline or subgroup.
doses.
PRESCRIBING

Two recommendation changes you will use

Gr i ticoid receptor ists in chronic heart failure — regardless of ejection
fraction.

Spironolactone and eplerenone are no longer an HFrEF-only conversation. That means potassium and creatinine

surveillance becomes part of routine HFpEF follow-up too — a workflow question as much as a prescribing one

Class 2a Semaglutide and tirzepatide in patients with preserved LVEF and obesity.

Incretin therapy enters a heart failure guideline as heart failure treatment, not

as diabetes or w

ight management
Expect questions about cove

age, supply, and who ow

s the titration — cardiology, primary care, or endocrinology.

TIME-HF: nurse-coordinated care reduced death

dults with HFrEF (LV 6 randomized to a nurse-led, mobile-health-s ollaborative

21.6% 26.7% 0.78 +4.5

3 with reentage point

ual car alive and out of hospit

The intervention was not a new molecule. It was early intensive titration, trained nurses holding the follow-up, structured self-care
education, and a phone in the patient's hand.

Investigators framed it as a blueprint for any setting where proven therapies are underused —




TIME-HE

Mortality at two years

All-cause mortality (%)

What was in the intervention

30
26.7%
«  Trained nurses as the care manager of
21.6% record
o «  Early, intensive up-titration rather than
deferred escalation
15 «  Task sharing with the cardiologist, not
referral back
10
* Mobile-health prompts and structured
self-care teaching
«  Sustained low-cost follow-up between
ol visits
Nurse-coordinated care Usual care
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IMPLEMENTATION

EMAIL-HF: a letter, then a phone call

Denmark identified every heart failure patient in a two-million-person region who was not on an SGLT2 inhibitor, wrote to them, and offered
a telephone consult with a specialist. 5,996 randomized

SGLT2 inhibitor initiation at 6 months (%)

Read the second number too

20 18.6%

Uptake more than doubled and held at 24 months. But
death o heart failure hospitalization was 13.0% versus
14.0% (p=0.28) — only a minority responded to the
o 82% invitation, 5o the between-group difference in actual

- drug exposure stayed small

The honest reading: outreach works on prescribing.

Proving it works on outcomes needs a far larger trial

Digital outreach Usual care
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STRUCTURAL

TRIC-I-HF: tricuspid repair moved hard outcomes

Severe tricuspid regurgitation with heart failure and high event risk. Transcatheter tricuspid valve repair added to medical therapy versus
medical therapy alone.

Survival free of death or HF hospitalization (%)

o HR 0.40
80 73.9%
2 for death or HE hospitalzation (0.29-0.55),p<0.000
o 52.4%
. 484%
w0 Win ratio 2.42
20 hierarchical composite of death, HF haspitalization
0 21.0% and quality of life at 1 year (1.76-3.33)
10
0 NNT 4
1year 3years
Repair + medica therapy & Medical therapy alone atone year

TRICHE. Prosented E5C Congres 2026, publishe
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EQUALLY IMPORTANT

Three trials that should change what you expect

H-HeFT Met-HeFT CARDIO-TTRansform

Hydralazing o Metformin in chronic b diabe wtersen i ATTR cardiomyopathy (=1
HFFEF populat 0 3 prediabetes. N

1.09), p=0.277, despit
nts per 100 patient e

ignificant. Discontinuat

min for metabolic indications.

ot add it to impy failure outc
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Two early signals worth tracking

LUMINARA PADN-HF-PH

AZD5462 — a once-d

Pulmonary artery den

n for PH from le

tients with group 2 pulmonary hyperte
cal the

therapy alone. Repor

tisk of clinic

sening, 35.5% fewer recurrent linical
odilation in the 41-55% cohort. No unacc
n or volume overioad.

events, and

d ined functional gains.
hypot

thnoa
cific therapy. Single-country trial; US investigational-device

e first randomized outcome signal in a group

Counterintuitively, the lowest dose performed best. Proof of concept PH:s

only — outcome e the next
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TAKEAWAYS

What this means in our clinics

@  stop calling 41-49% a gray zone Treat those patients a5 HFFE: four foundationsl drugs, tated to th hghest toerated
dose
@  tearnthe newvocabulary P opiml FMIT, AV, GOIT “0n GOM ement.“0n optimal

FMT" i,

Expect MRAs across the EF spectrum And build the potassium and renal monitoring workflow before the prescriptions go out

Own the decompensationwindow Weight logs, early phone triage, and a same-week slot beat a bed. That window is
outpatient territory.

Take TIME-HF seriously Anurse-led, structured, titration-focused model reduced death by roughly a fifth. Nothing
about it requires a new drug,

Refersevere TR After TRIC-I-HF, sever:
more diuretic

pid regurgitatior

Reminder: these are European recommendations. US labeling, coverage, and the AHA/ACC/HFSA guideline have not moved in lockstep — the science travels
Joster than the paperwork
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The most effective heart failure
intervention presented in Munich
was a care model.

Not a molecule. Not a device. A tr nurse, an early titration schea neone who called the patient

back

Questions and discussion




