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in HF Drug Therapy
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of LV remodeling. 
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HF and severe valvul

k 1ake 1 

ors in patients with HF, 
ogy of heart disease.
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lar stenosis.



• Rheumatic valvular• Rheumatic valvular
of the common cau
failure in Chinafailure in China. 
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r heart disease is oner heart disease is one 
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• ACE inhibitors should
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obstructive hypertrop
Th ti t• These patients were e
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Diff tDifferent
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• Progressive degenera
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Vasodilators for PatVasodilators for Pat
Heart D

• Severe aortic regurgitatio
contraindicated. 

• Severe AR, no symptomsSevere AR, no symptoms
• Hypertension with AR. 
• ACE inhibitors and β bloc

patients with valve replacpatients with valve replac
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For example: N
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• Acute heart failure wit• Acute heart failure wit
• Acute decompensated
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Ph f AHFPhases of AHF
• Emergency treatment

Correction of hemodyn
• In-hospital stabilization

Improvement of symptoImprovement of sympto
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Treatment of underlyin
Reduction of disability 

Long term management• Long-term management 
Delay of disease progr
remodeling g
Reduction of mortality

F M tF Management

namic abnormalities 

omsoms
cular damage 

g etiology/pathology
and re-hospitalization  

ression & reversal of LV



Discharge Plannin
MManag

• In patients with AHF (prior HIn patients with AHF (prior H
AHF: 13-25%), most episod
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• For patients with AHF 
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management with ACE
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mortality and rehospita
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• Over-utilization of digo
For example: Digoxin f
sinus rhythm, LVEF>5

ake 4

oxin in patients with HF. 
for patients with CHF, 
0%,  and normal LVEDD.



CDigoxin in C

• Digoxin therapy sho
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• Digoxin should be u
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ClassificationClassification 

CS1 SBP 140• CS1  SBP>140 mm
• CS2  SBP 100-140
• CS3  SBP<100 mm
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HmHg
0 mmHg
mHg

HFHF
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V dilVasodilator
• Management of AHF p• Management of AHF p
• Nitrate therapy is recom

and CS4 if SBP>100 mand CS4 if SBP>100 m
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• It is very important to
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DopamineDopamine
• Dopamine may beDopamine may be 
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low blood pressurep

• Low doses of dopa
improve renal bloodp
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DiureticsDiuretics 

• Diuretics are not ideal
patients with AHFS.
Di ti h ld l b• Diuretics should only b
evidence of systemic v

• Diuretics may be usedDiuretics may be used
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• For CS1, vasodilators 
after which diuretics m
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d as first line therapy ind as first line therapy in 
s.  
should be given first g

may be added.

commendations for AHF



Diuretics

• The dose of diuretics sho• The dose of diuretics sho
according to renal functio
diuretics use.
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may be detrimental to ren

ti t’ t l t ACpatient’s tolerance to AC
• Serum electrolytes shoul
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Mi tMista

• Indiscriminate use 
patients with prema
contractions.

k 7ake 7
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ature ventricular 



• For patients with CHF• For patients with CHF 
arrhythmia, patients sh
of syncope or hypoteny y

• Eliminate precipitating
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• For patients with CHF 
hemodynamic instabil
recommendedrecommended.

and ventricularand ventricular 
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A ti h th i d• Antiarrhythmic drugs u
premature ventricular c
sustained ventricular a
shown to improve surv

• Amiodarone is associa
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ature ventricular 
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Anti arrhythmicAnti-arrhythmic

• Antiarrhythmic agents• Antiarrhythmic agents
are not recommended
sudden death in patie

• In patients with HF an
amiodarone may be c
frequency of repetitiveq y p

• Patients on amiodaro
drugs such as digoxin
should be carefully mshould be carefully m
possibility of advance
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d for the prevention of 
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ed drug interaction. (A)
HFSA  2006 Guideline
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Prevention of SudPrevention of Sud

• Beta-blockers have
reduce sudden dea

li i b hmortality in both po
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• Aldosterone antago
sudden death and o
soon after MI and in

den Death in CHFden Death in CHF

e been shown to 
ath and all-cause 

i f i iost-infarction patients 
HF.
onists decrease 
overall mortality in HF 
n advanced HF.   



• Thanks for your atteny
• Welcome to Beijing,
• One world one dream• One world one dream

ntion!
China!

m!m!


